GOVERNING BODY MEETING – A meeting in public
Tuesday 4th March 2014
Duncan Room, Old Market House
2pm – 3.30pm
AGENDA
Ref No.
GB13-14/067

GB 13-14/068

No
1.

2.

Time
2.00pm

Item
PRELIMINARY BUSINESS
(Chair – Dr P Jennings)
1.1 Apologies for Absence
1.2 Chair’s Announcements
1.3 Declarations of Interest
1.4 Comments/questions from
members of the public
1.5 Patient Story
(Lorna Quigley)
1.6 Minutes and Action Points of Last
Meeting – held on 4th February 2014
(All)
• Matters Arising
• Action Points
ITEMS FOR APPROVAL
2.1 Better Care Fund (BCF)
(Paul Edwards/Sarah Quinn)

Papers

DVD

DRAFT minutes of DRAFT Action Points
WCCG - PUBLIC GB Meof WCCG -PUBLIC GB M

BCF cover sheet GB Wirral BCF template 1
March.doc
v10.docx

Wirral BCF finance
template 12022014 a

2.2

2.3

GB 13-14/069

GB 13-14/070

3.

4.

Strategic Plan
(Mark Bakewell)

Strategic and
Strategic and
Operational Planning Operational Planning

Midwifery Service
(Nikki Griffiths)

Board Report cover
Options Paper for
sheet One to One 4 Macontract renewal for M

ITEMS FOR DISCUSSION
3.1 Primary Care Extended Access
Proposal
(Christine Campbell/Heather
Harrington)
ITEMS FOR INFORMATION
4.1 Integrated Finance & Performance
Report
(Mark Bakewell/Lorna Quigley)
4.2

Consortium Reports – WGPCC
(Christine Campbell)

th
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Final Slides for GB
050314.pptx

WGPCC Quarterly
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Ref No.

GB 13-14/071

No

Time

5.

Item
4.3 Chair Election Process
(Paul Edwards)

Papers
Cover Sheet Chair
Election Process March

ITEMS FOR NOTING
5.1 Learning Disabilities Update
(Norma Currie & Christine Campbell)

GB Chair Paper
March.docx

Learning Disability
Learning Disability
Commissioning UpdateCommissioning Update

Appendix One Learning Disability Com

5.2

Subgroups (Ratified Minutes):
Wirral GP Commissioning Consortium of:
January’s minutes to be ratified in March,
no meeting held in February.
Wirral Health Commissioning Consortium
of: 15.01.2014

GB 13-14/072

6.
7.
8.

End

Ratified WHCC
Executive Board Minute

Wirral Alliance Commissioning consortium
of: 21.01.2014

Ratified - WACC
Executive Board Meetin

QPF Committee of: 19.12.2013

Final QPF minutes
19th December 2013.d

Audit Committee of: 13.11.2013

Ratified Minutes Audit
Committee 13 11 13 m

RISK REGISTER
Current Risk Register
ANY OTHER BUSINESS
7.1
DATE AND TIME OF NEXT MEETING

To be Tabled

st

Tuesday 1 April 2014
2pm – 4pm
Nightingale Room, OMH
Please forward any apologies to Allison.hayes@nhs.net
st

**Latest submission date for papers is 21 March 2014**

Day
Tuesday
Tuesday

Wirral Clinical Commissioning Group – Future Meetings 2014
Date
Time
Venue
th
4 March 2014
2pm – 5pm
Duncan Room, OMH
st
1 April 2014
2pm – 5pm
Nightingale Room, OMH

th
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WIRRAL CLINICAL COMMISSIONING GROUP
GOVERNING BODY BOARD MEETING
Minutes of Meeting – Public Session
Tuesday 4th February 2014
2pm
Duncan Room, Old Market House

Present:
Dr P Jennings (PJ)
Dr A Mantgani (AM)
Lorna Quigley (LQ)
Mark Bakewell (MB)
Dr P Naylor (PN)
Dr J Oates (JO)
Dr M Green (MG)
Iain Stewart (IS)
Christine Campbell (CC)
James Kay (JK)
Paul Edwards (PE)
Dr H McKay (HM)
Dr S Wells (SWel)
Andrew Smethurst (AS)
Simon Wagener (SW)
Andrew Cooper (AC)
Dr A Ali (AA)
Fiona Johnstone (FJ)

Chairman
Chief Clinical Officer
Head of Quality & Performance
Chief Finance Officer
Consortium Chair
Consortium Chair
Consortium Chair
Consortium Chief Officer (WACC)
Consortium Chief Officer (WGPCC)
Lay Advisor (Audit & Governance)
Head of Corporate Affairs
GP Executive (WGPCC)
GP Executive (WHCC)
Secondary Care Doctor
Lay Member (Patient Champion)
Consortium Chief Officer (WHCC)
GP Executive (WGPCC)
Director of Public Health

In Attendance:
Allison Hayes (AJH)
Clare Grainger (CG)
Andrew Woods (AW)
Ref No.
GB13-14/061

Executive Assistant
Corporate Support
Senior Governance Manager
Minute

Preliminary Business
1.1 Apologies for absence
Apologies for Absence were received from: Dr David Jones & Graham Hodkinson.
1.2 Chair’s Announcements
Chair welcomed all members to the meeting. 4 members of the public attended the meeting.
No announcements were made.
1.3 Declarations of Interest
All members declared their interest with regards to the HR policies.
1.4 Comments/questions from members of the public
The Chair welcomed the members of the public present and invited any questions/comments. No
th
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Minute
questions were raised.
1.5 Patient Story
LQ introduce Emma Woolfall from Cheshire Centre for Independent Living who gave a
presentation regarding Personal Health Budgets.
LQ highlighted the importance of how Health and Social Care work together to meet people’s
needs.
1.6 Minutes and Action Points of the last meeting held on 7th January 2014.
The minutes of the previous meeting held on 7th January were agreed as a true and accurate
record notwithstanding grammatical/typographical errors which will be rectified.
Action – AJH to rectify errors.
Action Points - Please refer to the attached sheet.
•
•

GB13-14/062

CSU SLA – GB 12-13/164 – LQ- CSU SLA to be reviewed on a quarterly basis and presented to
the Governing Body by Lorna Quigley, with procurement options considered as part of the review
process. – next review – April 2014.
Assurance Framework – GB 13-14/014 (2.8) – PE to bring Assurance Framework back to
Governing Body on a quarterly basis. – next review – May 2014.

2.0 Items for Approval

2.1 Communications & Engagement Strategy
PE gave an overview of the Experience, Engagement and Communication Strategy and Policy.
The purpose of this strategy is to ensure that NHS Wirral Clinical Commissioning Group (WCCG)
has an effective and robust approach to communications and engagement activity that supports
and underpins:
a) Wirral CCG’s statutory obligations as outlined in the 2012 Health and Social Care Act.
b) NHS England guidance:
‘A Call To Action’
‘Everyone Counts Planning 2014/14 to 2018/19’
‘Everyone Counts Planning 2014/14 to 2018/19’
‘Transforming Participation in Health and Care 2013’
c) Wirral CCG strategic plan 2014-2019
The Wirral CCG Experience, Engagement and Communication Strategy refresh is an opportunity
to build on the relationships and foundations laid in the first year of operation and to seek new
and innovative ways to increase communication and engagement with patients and the public to
make a real impact on healthcare now and in the future.
Members discussed various communication approaches and it was agreed that a monthly CCG
newsletter would be developed for all staff/GPs within the Wirral CCG.
The Governing Body congratulated the corporate support team who had worked on the
developing the strategy and approved the paper.
2.2 Assurance Framework
th
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PE gave an update regarding the Assurance Framework which incorporated the amendments to
the Assurance Framework agreed at the meeting held on January 6th 2014 with a particular focus
on improved controls/reduced risk regarding engagement and partnership.
Formal ratification was given to the paper by the Governing Body.
2.3 Commissioned Service Safeguarding Standards
LQ updated members of the policy which details the roles and responsibilities of Wirral CCG as a
commissioning organisation; whilst at the same time provides clear service standards against
which healthcare providers will be monitored to ensure that all service users are protected from
abuse and the risk of abuse. This will provide a robust Safeguarding Assurance Framework.
The Governing Body noted and agreed the policy.

GB13-14/063

3.0 Items for Discussion

GB13-14/064

There were no items for discussion.
4.0 Items for Information
4.1 Integrated Finance and Performance Report
MB presented a report on the financial activity of the Governing Body for the year 2013/14 and
highlighted the financial performance against budgeted allocation for 2013/14 as at Month 9
(December)
Month 9 Financial Performance
• Year to date surplus - £4.93m (20k variance from plan)
• Forecast Surplus - £6.575m as per plan
• Key Issues:
• Over performance at Wirral University Teaching Hospital against contract value although
has improved in recent months, awareness of winter period ahead.
• Position deteriorated between October (M7) and November (M8) Actuals, Circa £2.1m
over performance (@M8) compared to previous months of £1.2m (M&) & £0.8m (M6)
• Particular over performance on Spire Murrayfield Contract £1.0m year to date
• Prescribing underperformance £0.3m but position worsening month on month (Actuals
received up to October’13 (M7)
• Delivery of QIPP on track year to date further profiled implementation in Quarter 4
• All other programme/running cost variances in line with planned expenditure with minimal
variation
The Governing Body was asked to note the finance report today.
LQ presented a report on the activity performance for month 8 (November) Q2 highlighting
providers performance against national targets.
Areas included:
• Family and Friends test
• NWAS turnaround times
4.2 Consortium Reports
IS presented a report on behalf of WACC updating members how it has contributed to key CCG
th
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priorities which included: patient engagement, innovation, choice and education.
The Governing Body noted WACC report.
4.3 Personal Health Budgets (PHB)/Cheshire Centre for Independent Living
IS gave provided the group with information regarding Personal Health Budgets. The right to ask
for a Personal Health Budget from those patients receiving continuing healthcare packages will
be a legal duty on CCGs to have in place the appropriate framework for meeting the requests
from April 2014.
IS informed members of the actions and progress to date and informed members of a
stakeholder event which will take place in April 2014.
IS introduced Emma Woolfall from Cheshire Centre for Independent Living who gave an
presentation to members and explained how the service works in supporting patients, service
users and care professionals.
The Governing Body were asked to note the current position in preparation for the CCG to be
able to offer Personal Health Budgets with effect from April 2014.
The Governing Body noted the report.
4.4 Equality Update
LQ introduced Andrew Woods, Senior Governance Manager who gave an update of work
progressed so far against the NHS Wirral CCGs Equality Objective Plan and highlighted key next
steps, including 6 stretch targets to progress from developing to achieving status in the Equality
Delivery Systems 2 Self – Assessment 2014/15.
The Governing Body approved the targets and noted the progress to date.
4.5 Strategic Plan Presentation
AM gave an overview of the 5 year strategic planning process and the progress to date against
requirements of the Planning Guidance.
MB updated members of the key points and questions that need to be addressed in the plan.
Areas included:
•
•
•
•
•
•

The seven ambitions
The six characteristics
The five outcome indicators
Improvement interventions
Key issues
Headline financial plan assumptions

MB described that work was currently ongoing across the CCG to develop the plan in line with
these areas and would update the Governing Body as the plan developed.

GB13-14/065

Discussions took place around how health and social care must work closely together in
achieving some aspects of the plan and members agreed that high quality services with positive
outcomes must remain a key focus in the challenging environment ahead.
5.0 Items for Noting
th
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5.1 HR Policies
The Governing Body were asked to note the following HR Policies:
•
•
•
•
•

Travel and Expenses Policy
Secondment Policy
Retirement Policy
Harassment and Bullying Policy
Equality and Diversity Policy

The policies listed above have been reviewed by the Head of Corporate affairs and the Corporate
Support Officer and finalised at the HR Partnership Forum held on 12th December 2013 and
subsequently shared with all staff.
The Governing Body noted the policies.
5.2 Subgroups (Ratified Minutes):
Governing Body members were asked to note the following subgroups minutes:

GB13-14/066

• Wirral GP Commissioning Consortium of: 17.12.2013
• Wirral Health Commissioning Consortium of: 18.12.2013
• Wirral Alliance Commissioning Group of: 19.11.2013
• QPF Committee of: 26.11.2013
• Remuneration Committee of: 16.10.2013
• Audit Committee of: 30.09.2013
6.0 Risk Register
Items to be included on the Risk Register
All items on the Governing Body Risk Register were reviewed and noted today,
7.0 Any other Business
Chair thanked all members for their attendance. The Board meeting ended at 15:55pm.
8.0 Date and Time of Next Meeting
th

The date and time of the next meeting is Tuesday 4 March 2014 at 2pm – 5pm in the Duncan Room,
OMH please contact Allison.hayes@nhs.net with any apologies or agenda items.

Board meeting ended at: 15:55pm

th
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Wirral Clinical Commissioning Group
Governing Body
Draft Action Points re Meeting of 4th February 2014 (Public Session)
Old Market House
2pm
Outstanding Actions from: 7th January
Topics Discussed

Item Number/Ref

Action Points

Responsibility Action Target
date

CSU SLA

• GB 12-13/164

• CSU SLA to be reviewed on a quarterly basis and presented to
Governing Body by Lorna Quigley, with procurement options
considered as part of the review process

• Lorna
Quigley

• April 2014

Assurance Framework

• GB 13-14/014
(2.8)

• PE to bring Assurance Framework back to Governing body on a
quarterly basis – follow up for May 2014.

• Paul
Edwards

• May 2014

New Actions from: 04.02.2014
Topics Discussed
Minutes and Action
Points of the last
meeting

Minute

Action Points

Responsibility

Action Target
date

• AJH to rectify errors.

• AJH

• 04.02.2014

Agenda Items for next meeting / Decisions to note for next meeting / Date & time of next meeting
The date of the next meeting is Tuesday 4th March 2014 at 2pm at OMH, Duncan Room.
Agenda items and apologies are to be sent to: Allison.hayes@nhs.net
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Better Care Fund
Governing Body March 2014
Agenda Item:

2.1

Reference:

GB 13-14/068

Report to:

Governing Body

Meeting Date:

04.03.2014

Lead Officer:

Paul Edwards, Head of Corporate Affairs

Contributors:

Sarah Quinn, CCG Commissioning Manager, Jacqui Evans, Head of
Contracting, Wirral Adult Social Services

Governance:

Link to
Commissioning
Strategy

The report describes the current local progress
to agreeing the Better Care Fund plan for
2014/15.

Link to current
governing body
Objectives

The plan is an integral element of the Vision
2018 work programme.

Summary:

The £3.8bn Better Care Fund (formerly the Integration
Transformation Fund) was announced by the Government in the
June 2013 spending round, to ensure a transformation in
integrated health and social care. The Better Care Fund (BCF) is a
single pooled budget to support health and social care services to
work more closely together in local areas.
A first draft submission for the Wirral health and social care
economy was required to be submitted to NHS England and the
Local Government Association on 14th February, with prior sign off
by the Health and Wellbeing Board.
The Health and Wellbeing Board signed off the first draft
submission templates on 13th February 2014 and these were
subsequently submitted to NHS England and the Local
Government Association on the 14th February in line with national
deadlines.

Recommendation:

To Approve

x

To Note
Comments

Next Steps:
This section is an assessment of the impact of the proposal/item. As such, it identifies the significant
risks, issues and exceptions against the identified areas. Each area must contain sufficient (written in
full sentences) but succinct information to allow the Board to make informed decisions. It should also
make reference to the impact on the proposal/item if the Board rejects the recommended decision.
Better Care Fund
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What are the implications for the following (please state if not applicable):
Financial

Transfer of NHS funding resource in 2014/15 to Social Care is currently subject
to final agreement between CCG and Wirral Social Services.

Value For Money

Agreed areas within Better Care Fund plan must demonstrably achieve agreed
outcomes on health benefits for patients, which will offer improved value for
money compared to expenditure on avoidable hospital activity costs.

Risk

Better Care Fund agreed areas do not achieve agreed outcomes for health
benefits for patients and NHS activity/costs continue to rise with less NHS
resource available.

Legal

See risk above – CCG statutory duty to achieve financial balance could be
impaired and patients’ NHS Constitutional rights may not be met.

Workforce

No direct implication for CCG workforce. However, consider the risk potential
described above and the possible consequences.

Equality &
Human Rights

Any change to commissioned services must be undertaken in consideration of
not impairing/worsening patients’ rights. The risk implication above must be
mitigated to all best endeavours by the CCG and Social Care partners. The
proposals in this report are designed to continue the securing of services that
deliver health benefits for the Wirral population, based upon agreed evidenced
data from the Joint Strategic Needs Assessment (JSNA).

Patient and
Public
Involvement (PPI)

The CCG has organised a series of patient and public involvement
engagement events commencing in 2014 to inform, gather and collate
feedback from Wirral residents on the Better Care Fund, as part of the wider
engagement on the Vision 2018 work programme.

Partnership
Working

The Better Care Fund plan is jointly-produced between the CCG and Wirral
Social Services.

Performance
Indicators

Performance Indicators are as defined in the Better Care Fund plan described
in the agreed scorecard tool.

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 ie. other papers that are directly related to the
current paper under discussion.
Better Care Fund
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Report History/Development Path
Report Name

Reference

Submitted to

Date

Brief Summary of Outcome

Private Business
The Board may exclude the public from a meeting whenever publicity (on the item under discussion)
would be prejudicial to the public interest by reason of the confidential nature of the business to be
transacted or for other special reasons stated in the resolution. If this applied, items must be
submitted to the private 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 a x.
If you require any additional information please contact the Lead Director/Officer.

Better Care Fund
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Better Care Fund planning template – Part 1
Please note, there are two parts to the template. Part 2 is in Excel and contains metrics
and finance. Both parts must be completed as part of your Better Care Fund Submission.
Plans are to be submitted to the relevant NHS England Area Team and Local
government representative, as well as copied to: NHSCB.financialperformance@nhs.net
To find your relevant Area Team and local government representative, and for additional
support, guidance and contact details, please see the Better Care Fund pages on the
NHS England or LGA websites.

1)

PLAN DETAILS

a) Summary of Plan
Local Authority

Wirral Borough Council

Clinical Commissioning Groups

NHS Wirral CCG

Boundary Differences

Coterminous

Date agreed at Health and Well-Being
Board:

13/02/2014

Date submitted:

14/02/2014

Minimum required value of ITF pooled
£10,759,824
budget: 2014/15
£28,009,000
2015/16
Total agreed value of pooled budget:
£15,328,733
2014/15
£32,577,909
2015/16

b) Authorisation and signoff

Signed on behalf of the Clinical
Commissioning Group
By
Position
Date

Dr Abhi Mantgani
Accountable Officer, NHS Wirral CCG
14/2/2014

Signed on behalf of the Council
Graham Hodkinson, Wirral Borough
Council
Director of Adult Social Services
14/2/2014

By
Position
Date

Signed on behalf of the Health and
Wellbeing Board

By Chair of Health and Wellbeing Board
Date

Cllr Phil Davies, Chair, Wirral Health and
Wellbeing Board and Leader of Wirral
Council
14/2/2014

c) Service provider engagement
Please describe how health and social care providers have been involved in the
development of this plan, and the extent to which they are party to it
•

•

Provider engagement with social care providers (care home, reablement, IMC and
domiciliary care) has taken place over the last 9 months as part of the
development of a market position statement for Wirral. Ongoing provider
engagement is planned throughout 14/15. For example:
•

Intermediate care providers have been an integral part of the service redesign
of the step up step down system

•

Reablement and domiciliary care providers have assisted in shaping the new
service specification as part of the re-procurement process in 2013/14

Provider engagement has taken place with the major NHS providers as part of the
Vision 2018 project and regular contracting meetings throughout the year. In
addition we have further individual Provider engagement meetings in place before
the second cut submission (including main acute trust, community provider and
mental health provider).

•

All Chief Executives of major NHS providers are members of the Vision 2018
project, along with appropriate level leaders from Wirral Borough Council

d) Patient, service user and public engagement
Please describe how patients, service users and the public have been involved in the
development of this plan, and the extent to which they are party to it
It has been agreed as part of the Vision 2018 programme and the better care fund project
on Wirral that patient, service user and public engagement will be undertaken.
The CCG and the Council worked together to host an engagement event on 12th
February 2014 with the public and professionals and further engagement will happen
throughout March and April including through websites, social media and a virtual public
group.
It is acknowledged by all partners that this process will not be completed prior to the first
submission date in February 2014 but that the engagement work will be an integral part
of the Vision 2018 project going forward. The feedback from this engagement process
will directly feed into the priorities for 15/16 and beyond.
The JSNA provides the evidence base for the BCF plans. As part of the annual
development/assurance process for the JSNA residents & relevant stakeholders are
engaged via questionnaire to a.) feedback on the quality of the evidence provided & to
identify gaps that need to be addressed prospectively b.) identify the key issues for Wirral
residents. This engagement process over the past 2 years has resulted in older people &
long term conditions being identified as the 2 key issues for the population of Wirral.

e) Related documentation
Please include information/links to any related documents such as the full project plan for
the scheme, and documents related to each national condition.

Document or information title
Vision 2018 document

Synopsis and links
Executive summary of the programme

Joint Strategic Needs Assessment

Joint local authority and NHS HCCG
assessments of the health needs of the
local population in order to improve the
physical and mental health and wellbeing
of the people of Wirral.
http://info.wirral.nhs.uk/ourjsna/wirral200910/

Wirral Health and Wellbeing Strategy

This document sets out the overarching
Health and Wellbeing Strategy for Wirral.

Vision 2018 Strategy for integration on
Wirral

This document sets out the plan for
operational integration of primary care,
community and social care services.

Market position statement

Provides key information to the market,
summarising intelligence and how the
Local Authority intends to strategically
commission and encourage the
development of high quality provision.

CCG Strategic Plan

This document sets out the 2 and 5 year
strategy for the CCG across 11 key
programme areas, linking in to the Vision
2018 strategy.

2)

VISION AND SCHEMES

a) Vision for health and care services
Please describe the vision for health and social care services for this community for
2018/19.
• What changes will have been delivered in the pattern and configuration of services
over the next five years?
• What difference will this make to patient and service user outcomes?
Over the next 5 years we will deliver a transformed service for the people of Wirral
focusing on moving care from hospital to community based resources and supporting
people in their own homes. There will be a focus on:
-

-

Early intervention and prevention
Health promotion
Self-care and self help
Encouraging self-determination and responsibility for communities and
neighbourhoods
Information, advice, signposting and where necessary redirection to appropriate
services
Developing integrated approaches across professional and organisational
boundaries e.g. primary and secondary care clinicians working together in the
community, assessment, meeting care needs, single gateway, seamless front
door
Facilitating a significant shift in culture and behaviours across professions and
organisations

We will ensure that we:
- Improve key outcomes
- Improve health and wellbeing of individuals in our community
- Support independence
- Manage complex care and provide care closer to home
- Integrate our approach to commissioning
- Improve quality of care
- Adopt national and international best practice

Individual
experience of
integrated care
and support that
is personalised
and co-ordinated

Shift away from
over-reliance on
actue care
towards focus on
primary and
community care

Improved
outcomes and
experiences for
individuals and
communities

Population based
public health,
preventative and
early intervention
strategies

If we are successful, funding for unplanned admissions to hospital, particularly for people
who are 75 and over, will be reduced because people will not need to go to hospital in
the same numbers as they do at the moment, and lengths of stay will be shorter. In
addition we would expect a significant reduction in long and short term nursing and
residential care placements with an associated reduction in expenditure. The specific
workstreams we will deliver to achieve this are highlighted in section b (aims and
objectives).
An illustration of what this will mean for “Mrs Smith of Wirral” is shown in diagram
1 (overleaf).
Nationally, the health and social care system is under enormous pressure. The social
care system faces a complex mix of changing demography, rising need and increased
public expectations. We face unprecedented challenges at a time of severe economic
constraint whilst retaining and improving service quality and safety.
Earlier this year, NHS England published a landmark document: ‘The NHS belongs to the
people-a call to action’. This sets out the challenges and makes a case for developing
bold and ambitious plans for the future.
We will not achieve these goals if we just rely on the thinking that has got us where we
are today. Without radical rethinking of the way we go about change, the pressure to
contain costs will only be met by cutting services, increasing waiting times or forcing
overstretched staff to work even harder. We need to develop a range of interventions and
engage with health and social care colleagues, people who use our services and our
entire workforce to get better, faster, more cost effective outcomes for the resources we
invest.
In health the pressure is best demonstrated by an increase in emergency admissions to
hospital, which rose by 27 per cent in England in the period 2000-01 to 2011-12.

Councils are having to make unprecedented savings from their budgets due to reductions
in funding from central Government. The NHS is also facing an unprecedented challenge
in its budget from 2015/16.
1.Wirral’s Population
Wirral’s overall population is projected to increase by 1.4% between 2011 and 2021, from
319,863 in 2011 to 324,226 in 2021 (Table 1).
Table 1 – Percentage change in population by age group, interim 2011 to mid-2021

Children

Older
People

Age
group
0-16
0-4
5-9
10-14
15-16
65+
65-74
75-84
85+

Population
2011
2014
63324
64013
18543
19899
17772
18668
18874
17776
8135
7670
61427
65847
31593
35033
21374
21725
8460
9090

2018
65797
20286
19856
18691
6964
69655
36858
22677
10120

2021
67311
19628
21083
19192
7408
72150
36993
24172
10985

%
change
2011 to 2021
6.3
5.9
18.6
1.7
-8.9
17.5
17.1
13.1
29.9

Source: ONS 2011 based population projections, 2012

•

The older population (aged 65 years and above) are projected to increase at the
fastest rate. By 2021 this population is projected to total 72,150, compared to 61,422
in 2011, an 11,000 (18%) increase.

•

The population over 85 is projected to increase from 8,460 in 2011 to 10,985 in 2021,
a 2,500 (29.9%) increase (Figure 1).

Figure 1 – Percentage change in population by age group, interim 2011 to mid-2021
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Source: ONS 2011 based population projections, 2012

2. Long term conditions and disability
More than 100,000 people in Wirral – 30 per cent of the population – have one or more
long-term condition (Department of Health 2011). This includes people with a range of

conditions that can be managed but often not cured, such as diabetes, arthritis and
asthma, or a number of cardiovascular diseases and mental disorders. Current
projections by the Public Health Observatory in England suggest that the prevalence of
diabetes, cardiovascular diseases, COPD and hypertension will increase by 10% by
2020 (Public Health Observatory, 2009). The majority of people will have more than one
long term condition with 30% also experiencing a co-morbid mental health problem
(Fortin et al., 2005). Currently the total cost of long term conditions is estimated to be
70% of the total NHS and social care budget and expected to increase in the near future.
The Census 2011 reported that about 36,000 (57%) people aged 65 years and over
reported a long term condition or disability that limited their daily activities (Table 2).
Evidence suggests that with aging of the population alone, with no alteration in the
incidence or prevalence of disease or disability, there will be a 67 per cent increase in the
numbers with disability over the next 20 years (Jagger et al., 2006). Numbers of the
oldest old (those aged 85 years and over) with disability will have doubled and the
numbers experiencing one of the key chronic diseases will have increased by over 40 per
cent by 2025 (Jagger et al., 2006). The evidence about whether the aging population will
live their extra years with better health is still being gathered in the UK but in other
countries the evidence suggests there will be some reductions in disabilities for the ‘older
old’ population (Crimmins, 2004).
Table 2: Long-term health problem or disability, Wirral, 2011

Day-to-day activities limited a lot
Day-to-day activities limited a little
Day-to-day activities not limited
All categories

Number
19195
15639
26132
60966

Per cent
31%
26%
43%
100%

Source: Census 2011

Bearing in my these challenges, a Vision 2018 Group has been set up on Wirral to
enable leaders from the Health and Social Care Economy to come together in
partnership to address these challenges together, towards the following agreed vision:
“To ensure the residents of Wirral enjoy the best quality of life possible, being
supported to make informed choices about their own care, and being assured of
the highest quality services provided as close to their home as possible and
providing them with a voice to effect change”
To achieve this we have committed to the following principles:
•
•
•
•

Everything we do is to improve outcomes and the experiences of patients, service
users, their carers and families.
We will engage with the people who use our services as partners, establishing a
new and equal relationship with our professional staff in co-designing and
continually improving services
We will provide person centred care that considers an individual’s physical and
mental health and well-being needs
We will provide care and services focused around the individual - there is no
wrong front door - promoting early intervention and prevention, encouraging

•
•
•

people to self help where possible
We will ensure the location of services is in or as close as possible to people’s
own homes, with hospital and residential care targeted at those who require that
level of care
We will ensure our workforce is fully engaged and contributes to the development
of this vision and the services that are part of it
We will maximise the opportunities to make an even greater difference to people’s
lives through working with other sectors e.g. housing, voluntary sector

Please see attached documents for the Executive Summary of the Vision 2018
Programme.
Enablers
There are 8 workstreams that have been set up under an overarching programme board
to deliver against these principles:
•

•
•
•
•
•
•
•

Financial and population modelling
Coordinating business intelligence/evidence support for the Vision programme,
and evaluating the impact of population/needs/delivery models on the health and
social care economy
Outcomes and Quality
Agreed terms of reference and membership and the aim to ensure that any
models of care which are developed encompass high level outcomes.
Primary Care
Currently developing a draft primary care strategy.
Secondary Care
Currently identifying the redesign of secondary care models of care
Integration
Currently overseeing the roll out of Integrated care coordination teams and
developing proposals for the next steps for integrated systems approach.
Communications and Workforce
Currently developing a communications timeline for engagement with staff and
public to co-design the strategy
Information Technology and Information Governance
Currently developing a health-economy wide Informatics Strategy to enable
sharing of information in the support of integrated care.
Finance and Contracting
Currently informing contract negotiations, developing financial plans and modeling
assumptions.

These workstreams will define and oversee delivery of a different model of integrated
care across health and social care in terms of commissioning and front line services over
the next 5 years.

In addition to this overarching Vision 2018 structure a Wirral Joint Strategic
Commissioning Group is in place to oversee progress of the Better Care Fund
Programme and will act as a bridge between the operational group and the Health and
Wellbeing Board.

Diagram 1

b) Aims and objectives
Please describe your overall aims and objectives for integrated care and provide
information on how the fund will secure improved outcomes in health and care in your
area. Suggested points to cover:
• What are the aims and objectives of your integrated system?
• How will you measure these aims and objectives?
• What measures of health gain will you apply to your population?

Our aims and objectives for our integrated system are to bring together all of the public
agencies that provide health and social care support, especially for older people, to better
co-ordinate services such as health, social care and housing, to maximise individuals’
access to information, advice and support in their communities, helping them to live as
independently as possible in the most appropriate setting. We will deliver this through
developing “integrated care coordination teams”.
Through movement of care to the community and supporting self care, signposting and
early intervention we will reduce demand on downstream services such as acute care
and long term social care. We will also use risk stratification to target integrated support
for patients who are potential high users of health and social care services.
We believe this transformation will also require the input of a range of health and social
care providers as well the greater involvement of the community and voluntary sectors.
There are numerous opportunities to improve current service provision as part of this
programme of work. To support the achievement of the outcomes we will need to focus
effort on significant behavioural and cultural change across organisations. This will have
a direct impact on demand management, for example by reducing duplication and
improving customer outcomes.
This will require a different way of working from our service providers and will require us
to develop an infrastructure that will allow both the voluntary and community sectors to
play a greater role of supporting people more effectively in their communities. This will be
through providing:
•
•
•
•
•
•
•
•

Seamless and timely response from integrated teams and other appropriate
services
Single gateway to services
Streamlined pathway
Rapid assessment and support
Coordinated care plans with lead professional
Housing support
Develop neighbourhood based support
Encouraging self care and self help

We will measure the agreed outcomes (both BCF and locally agreed) through a jointly
developed performance reporting system which feeds into a monthly strategic joint
commissioning group. See attached documents for details of Local Scorecard.
In addition we will measure our success against the 7 national outcomes as set out in
Everyone Counts:

•
•
•
•
•
•

Securing additional years of life for the people of England with treatable mental
and physical health conditions
Improving the health related quality of life for 15+ million with one or more LTC
including mental health Reducing the amount of time people spend avoidably in
hospital through better and more integrated care in the community
Increasing the proportion of older people living independently at home following
discharge from hospital
Increasing the number of people having a positive experience of hospital care
Increasing the number of people with mental and physical health conditions having
a positive experience of care outside hospital, in general practice and the
community
Making significant progress towards eliminating avoidable deaths in our hospitals
caused by problems in care

In terms of health gain to the population the interventions that we put in place will be
supported by an overarching evaluation framework which will examine both qualitative
and quantitative factors e.g. to determine cost benefit, QALY (quality adjusted life years)
gain. This will facilitate the on-going &prospective prioritisation of initiatives to ensure we
maximise improvements in outcomes, quality and value for money.
Fundamentally, we believe that the Better Care Fund should be used for genuine
transformation of the health and social care system in Wirral, not to plug a gap in the
social care or health budgets brought about by increasing demand and reducing budgets.
This transformation is not just about reducing admissions to hospital, but rather about
changing the whole system so that it is focused on supporting people wherever possible
with person-centred and professionally-led primary / community / social care, with the
goal of living as independently as possible. A key part of this will be to ensure that access
and response times of all services meet the needs of the population and that capacity
meets demand across the range of services. This aligns with the principles set out by
Government, NHS England and LGA, is consistent with the priorities set out in Wirral’s
Joint Strategic Needs Assessment, NHS Wirral CCG’s Strategic Plan and the Council’s
Corporate Plan and Commissioning Intentions.
We already have a programme of work which is working towards:
- Development of Integrated Care Coordination Teams (ICCTs)
- Focusing on 7 day care provision across primary and social care
- 7 day admission prevention
- 7 day discharge facilitation across all services
- More effective joint commissioning of key services
- Developing more effective community interventions such as falls response and
prevention services, assistive technology, community equipment, appropriate
mental health and dementia interventions
- Redesign of existing services
- Supporting reduction of capacity in acute care
These will all require a much closer level of integration between primary health (GPs),
community health (e.g. district nursing, physiotherapy) and social care (support to live
independently), so that these services can identify, support and intervene much earlier to
prevent a crisis occurring or someone feeling they are unable to access the support they
need. Information technology will play a key role in facilitating new ways of working.

A prioritisation process is currently being developed jointly between Wirral Council and
Wirral CCG. This will aim to use system dynamic modelling to evaluate the impact of
initiatives (old & new) to determine which ones will have the biggest impact on the 6
national outcome priorities. This work will be supported by a comprehensive performance
management framework which span operational (service managers) and strategic
decision makers (e.g. Health & Wellbeing members).

c) Description of planned changes
Please provide an overview of the schemes and changes covered by your joint work
programme, including:
• The key success factors including an outline of processes, end points and time
frames for delivery
• How you will ensure other related activity will align, including the JSNA, JHWS,
CCG commissioning plan/s and Local Authority plan/s for social care

The key success factors for delivery are:
•
•
•
•
•
•

Improved outcomes for the people of Wirral, including positive experiences of care
Implementation of integrated health and social care teams in the community
Reduced demand on acute services
7 day access to a range of health and social care services
Demand management through self care, signposting and utilisation of the third
sector
Information and IT systems shared across professionals and organisations

Our Health and Wellbeing Strategy outlines 3 key priority areas:
•
•
•

Mental Health
Older People
Alcohol

Early intervention and prevention is a key theme across all these areas. In addition there
is a commitment to joint commissioning and integrated delivery of services wherever this
will improve outcomes for the people of Wirral.
These priorities directly align with the Better Care Fund priority areas in both 2014/15 and
2015/16. In addition they also align with the CCG strategic priorities in Unplanned Care
(including Older People and Alcohol), Adult Mental Health Services and Dementia.
The Health and Wellbeing Board, supported by the Joint Strategic Commissioning Group
will ensure that activities to deliver across all the priority areas are aligned.
The planned changes across health and social care commissioning have been
developed based on the 5 national priority areas (excluding the joint sign off):
-

Protection of social care services
7 day working
Data sharing and IT
Joint assessment and care planning (including accountable professional)
Acute sector impact

A number of schemes within each category are already underway, some planned for
2014/15 and significant redesign will occur in 2014/15 to prepare for schemes in 2015/16.
We will continue to develop and improve the following schemes as examples:
•

Self help, information advice and support

•
•
•
•
•
•
•
•
•
•
•
•

Self care
Early intervention and prevention (falls, community equipment, early assessment)
Integrated discharge team redesign
Integrated care coordination teams
Step up / step down provision
Care of the elderly services in the community
Assistive technology / telehealth
Whole system model of care for adults with Learning Disabilities
Mental health outreach and an integrated approach to dementia care
Enabling and supporting the development of a stronger role for primary care
services at the heart of integrated care
Integrated safeguarding and quality assurance
Integrated commissioning, shared vision, plans and budget across key areas

This includes a range of services, currently commissioned separately, which will be jointly
commissioned during 2014/15 and through this the economy will ensure value for money.
Our priority focus will be to ensure appropriate investment in a range of community
services and to see a reduction in demand on acute care and long term
residential/nursing placements.
In addition we will aim to invest new schemes, particularly to support 7 day working
across health and social care and information technology.
We are working with public health colleagues to retain a focus on early intervention and
prevention and to ensure that a range of requirements are delivered through existing
investments, for example supporting self care, alcohol services and falls prevention.
This plan has been supported by the evidence base from the JSNA and will link in with
both CCG and Council commissioning plans for 2014/15 and 2015/16.
On Wirral it has been agreed that in addition to the national outcomes, there will be one
additional locally agreed outcome, plus a range of other metrics that will be monitored to
ensure delivery across all schemes. Success will be measured on the basis of reduction
in activity in acute care, reduction in long stay residential and nursing care home
placements and the delivery of a responsive range of quality community services across
health and social care.

d) Implications for the acute sector
Set out the implications of the plan on the delivery of NHS services including clearly
identifying where any NHS savings will be realised and the risk of the savings not being
realised. You must clearly quantify the impact on NHS service delivery targets including
in the scenario of the required savings not materialising. The details of this response
must be developed with the relevant NHS providers.

The overall impact on the acute sector is described in the CCG 5 year Strategic Plan
(2014-19) attached. This outlines how acute care is intended to change over this period
and includes significant movement of care from a hospital setting to a community setting
and a concurrent reduction in the size and the cost of the acute hospital.

The economy will need to reduce demand on secondary care in order to make this
possible, with a specific target of a reduction of 15% in emergency admissions over 2
years. This equates to a £9.3 million efficiency and a total reduction in emergency
admissions of 8200 per year (22 per day). This target is extremely challenging to
achieve. It should also be noted that a 20% reduction in planned care demand is required
over the same period.
As part of the BCF plan for 14/15 and 15/16 there will be investment in community 7 day
provision across health and social care which will deliver some of the system efficiencies
required in 15/16. In addition there are a number of schemes proposed for joint
commissioning (particularly where services are commissioned separately at present)
which will deliver system efficiencies in 15/16. There will also need to be areas where
health and social care have agreed continuing funding from previous years agreements.
Some of the efficiencies required in 15/16 and beyond will need to be delivered through a
direct reduction in the value of the provider contracts (acute trust, community, mental
health, GPs and social care providers). This will need to be discussed as part of the
14/15 and 15/16 contract negotiations.
In addition the Better Care Fund should also supporting the achievement of:
-

Reduction in A&E attendances
Reduction in need for emergency bed days
Reduction in length of stay
Reduction in readmissions
Reduction in the conversion rate from A&E attendance to non-elective admission

Given the challenge that the 15% target represents it is vital that the development of risk
management and governance is agreed between Wirral CCG and Wirral Council.

e) Governance
Please provide details of the arrangements are in place for oversight and governance for
progress and outcomes

The primary body to oversee the governance of this process will be the Wirral Health and
Wellbeing Board, however this is supported by a joint commissioning group where
monthly finance, performance and outcome reports will be discussed. In addition there
are specific governance arrangements being agreed between all partners to support the
Vision 2018 programme. Budget implications and performance actions will reported to
the CCG Governing Body and Council Cabinet.

3)

NATIONAL CONDITIONS

a) Protecting social care services
Please outline your agreed local definition of protecting adult social care services
We will ensure that any service user whose support needs are currently met by social
care will continue to be met under the current arrangements (provided they are eligible),
in a time of growing demand and budgetary pressures. Maintaining eligibility criteria is
one aspect, however, we will also focus upon developing new forms of joined up care
and community services which help ensure individuals remain healthy, well and
independent, wherever possible enabled to stay within their own homes. We will focus
upon protecting and enhancing the quality of care and working collaboratively to promote
early interventions and self management wherever possible. A key focus of the services
that we commission will be to ensure quality of care and with an associated reduction in
safeguarding referrals, alerts and concerns.

b)Please explain how local social care services will be protected within your plans
Current funding has been used to enable the LA to sustain the current level of eligibility
and to provide timely assessments, care management and review and commissioned
services to those with critical or substantial unmet needs and signposting those who are
non FACS eligible. The Council has funded demographic growth for both older people
and learning disability services and delivered contractual increases where appropriate.
This will need to be sustained, if not increased, in order to deliver 7 day services and
meet the additional requirements of the care bill.
This does not mean that services will remain the same, for example, a short term
intensive recovery programme (reablement) may mean that someone learns to live more
independently and as a result their needs for formal support would be reduced and any
social care package might be reduced appropriately.

b) 7 day services to support discharge
Please provide evidence of strategic commitment to providing seven-day health and
social care services across the local health economy at a joint leadership level (Joint
Health and Wellbeing Strategy). Please describe your agreed local plans for
implementing seven day services in health and social care to support patients being
discharged and prevent unnecessary admissions at weekends
This would aim to achieve the national requirements for 24/7 day admission avoidance
and discharge as a priority, where appropriate.
It has been agreed that 7 day working (8am to 8pm) developments will focus on the
following:
-

Social care 7 day working with a priority focus on Integrated Discharge Team, care
arranging team & step up step down multi-disciplinary team.

-

Primary care 7 day working

-

Full access to community services 7 days (eg dom
care/reablement/IMC/community equipment etc)

It is clear that while 7 day working is also currently being addressed in secondary care
services (acute, mental health), the focus of national guidance is to prioritise any
investment in primary, community and social care outside the hospital to drive
transformation and redesign across all settings. The key outcome will be to reduce
demand in acute services.
Work is underway to redesign pathways to ensure timely assessments and safe
transfers. Assessment of additional capacity is underway. A costed plan for the 7 day
services will be developed in 2014 for implementation in advance of the 14/15 winter
pressure period, running in parallel with a range of interventions to avoid admissions and
promote early intervention and prevention.

c) Data sharing
Please confirm that you are using the NHS Number as the primary identifier for
correspondence across all health and care services.
The NHS number is not currently being used as the primary identifier for correspondence
across all health and social care services. The Information Technology work stream of
the Integration Programme in Wirral will ensure that the NHS number will be used for all
health and social care correspondence and integrated working through the
implementation of new systems which ensure a single view of key information on patients
and service users for health and social care professionals to support integrated working.
The IT workstream of integration board is working to link systems together across
providers (System One, Liquid Logic, Cerner, including primary care systems). The aim is
to link all provider systems (including social care). This could be done using existing
capital funding in addition to any BCF investment.

If you are not currently using the NHS Number as primary identifier for correspondence
please confirm your commitment that this will be in place and when by
We are committed to ensuring that the NHS number is the primary identifier for
correspondence and will ensure that this is in place by April 2015.

Please confirm that you are committed to adopting systems that are based upon Open
APIs (Application Programming Interface) and Open Standards (i.e. secure email
standards, interoperability standards (ITK))
There is a significant commitment and a Privacy Impact assessment has been completed
and signed off by Governance lead. All of our clinical systems are NHS Interoperability
Toolkit compliant. The adoption of open standards, including API’s is central to the
ambition to create a single data warehouse that underpins the Wirral vision of Integration.

Please confirm that you are committed to ensuring that the appropriate IG Controls will
be in place. These will need to cover NHS Standard Contract requirements, IG Toolkit
requirements, professional clinical practise and in particular requirements set out in
Caldicott 2.
Yes, all organisations are required to be level 2 IG toolkit compliant. Data sharing and
Information Governance, agreed between Caldecott officers is well advanced. There are
compliance IG meetings held regularly.
We are committed to ensuring:
- Confidential information about service users or patients should be treated
confidentially and respectfully.
- Members of the care team should share information when it is needed for the safe
and effective care of the individual
- Information that is shared for the benefit of the community should be anonymised
- An individual’s right to object about the sharing of information should be respected
- Organisations should put policies, procedures and systems in place to ensure
confidentiality rules are followed
Wirral Council is currently tendering for additional/specialist Information Governance
support to focus on the IG Toolkit and data sharing agreements.

d) Joint assessment and accountable lead professional
Please confirm that local people at high risk of hospital admission have an agreed
accountable lead professional and that health and social care use a joint process to
assess risk, plan care and allocate a lead professional. Please specify what proportion of
the adult population are identified as at high risk of hospital admission, what approach to
risk stratification you have used to identify them, and what proportion of individuals at risk
have a joint care plan and accountable professional.
The Wirral Economy has an integration board which was being directed by a Chief
Executive Steering Group chaired by the CCG Chief Officer and is now part of the Vision
2018 governance structure. The board was originally established to support the
Department of Health’s Long Term Conditions Programme on Wirral which aimed to
implement the 3 core areas of the programme, integrated teams, risk stratification and
self care support. The board membership has included both the CCG and Social
Services and engaged all major providers (acute trust, community trust and the mental
health trust). As a result of this work the Wirral Economy is advanced in implementing
integrated teams and risk stratification and has also commissioned an online self care
support service (Puffell).
Integrated Care Coordination teams will be active across Wirral by end of March 2014.
People identified as high risk of admission (risk stratification or other) will be allocated a
coordinator of care who will be their lead professional. Joint documentation has been
developed as part of referral process, assessment and plan of care to include review.
The appropriate accountable professional may be different according to needs for
example social worker, community nurse, CPN, therapist.
The Risk Stratification process has been developed in Wirral. This is a risk stratification
algorithms model that predicts the risk of emergency admission for all registered patients
that will allow Wirral patients to be risk stratified to show likelihood of admission. The data
extraction to identify the proportion of the adult population at high risk will be completed

by the end of February 2014, and once permission has been gained from those patients
in accordance with the information sharing protocols that we have put in place, the
relevant information will be shared with the Integrated teams who will identify a care coordinator, and jointly develop an integrated care plan for each of these patients.

4) RISKS
Please provide details of the most important risks and your plans to mitigate them. This
should include risks associated with the impact on NHS service providers
Risk
As the reduction in funding
from the CCG budget will
not be offset by the
redesign work / possible
efficiencies

Risk rating
High

Mitigating Actions
Prioritisation of initiatives to offset loss of
budget; robust monthly performance
monitoring and management with
appropriate escalation and governance.

As there are cuts to the
DASS budget the BCF
transfer will not offset the
impact

High

Prioritisation of initiatives to offset loss of
budget; robust monthly performance
monitoring and management with
appropriate escalation and governance.

If the reduction in demand
on the acute trust is not
delivered and if the internal
pathways in the acute trust
are not adequately
redesigned the cost will
need to be met by an
economy wide risk share

High

A stepped approach to the redesign over
5 years (no dramatic reduction in
capacity) and a transitional approach via
contracting.
Ensuring that a whole system
performance management process (both
operational and strategic) is in place.
An approach to demand reduction
including self management and raising
public awareness of changes.
Early identification of issues and
escalation into the Vision 2018 board will
be critical. Monthly exception reporting
will be developed.

Shifting of resources to fund
new joint interventions and
schemes will destabilise
current service providers
particularly in the acute
sector

High

Plans will be based on the Vision 2018
strategy currently under discussion,
linking with the 5 year strategic plan
There is a commitment across the health
and social care economy to work
together on a collaborative approach to
redesign, integrated working and risk
sharing.
Consideration will be given to transitional
support to providers.

The impact of the Care Bill
currently going through
Parliament and expected to
receive Royal Assent in
2014 will result in a

High

Wirral Council to undertake a detailed
impact assessment of the effects of the
care bill once requirements are fully
known.

significant increase in the
cost of care provision in
15/16 onwards that is not
fully quantifiable currently
and will impact the
sustainability of current
social care funding and
plans.
There is a risk that a
change in the cultures and
behaviours of front line staff
and organisations (across
all partner organisations) is
not delivered (which is
required to support the
whole system redesign
required).

High

Vision 2018 programme will address this
via one of the workstreams

Failing to achieve BCF
outcomes and additional
locally agreed outcomes will
impact significantly on
system flow and financial
balance.

High

Robust performance monitoring and
management against agreed trajectories
for improvement, including
residential/nursing placements and acute
demand.
Commitment to joint commissioning in all
appropriate areas.

Improvements in the quality
of care and in preventative
services will fail to translate
into the required reductions
in acute and nursing/care
home activity by 2015/16
impacting the overall
funding available to support
core services and future
schemes.

High

2014/15 will be used to test and refine
these assumptions, with a focus on
developing detailed business cases and
service specifications.

Operational pressures and
capacity will restrict the
ability of our workforce to
deliver.

High

Consideration of the need for double
running / transitional capacity while
service redesigns are implemented.

Failure to deliver the BCF
outcomes could impact
upon quality of patient care
and service provision.

High

Monitoring of key additional outcomes for
quality of care to be integral to
performance reporting to allow mitigation
of any issues highlighted.

We have undertaken a capacity and
demand analysis for key parts of the
system (e.g. step up step down care) and
will continue to build on this throughout
2014/15.

BCF Planning Template

Finance - Summary

DRAFT

Finance - Summary
For each contributing organisation, please list any spending on BCF schemes in 2014/15 and the minimum and actual contributions to
the Better Care Fund pooled budget in 2015/16.
Spending on
Actual
Minimum
Holds the pooled BCF schemes in
contribution
contribution
(15/16)
Organisation
budget? (Y/N)
14/15
(15/16)
3076
3076
Wirral MBC (DFG & SCCG)
NHS Wirral CCG (Reablement &
2816
2816
2816
Carers)
To Be Determined
1766
13865
15631
NHS Wirral CCG (from core budget)
NHS England (Existing Social Care
6444
8252
8252
Trf - Share of £900m)
NHS England (Additional Social
1500
Care Trf - Share of £200m)
2803
2803
Wirral MBC additional core resource
(reablment, carers and PH)
For further consideration in 2015/16:
For further
potential core resource (residential /
discussion
nursing)
BCF Total

0

15329

28009

32578

Approximately 25% of the BCF is paid for improving outcomes. If the planned improvements are not achieved, some
of this funding may need to be used to alleviate the pressure on other services. Please outline your plan for
maintaining services if planned improvements are not achieved.
Wirral Council and NHS Wirral CCG have agreed to hold a contingency fund of 5% in 2015/16 to mitigate the risk of
not achieving outcomes and reducing non elective acute demand by 15%. In addition there has been agreement in
principle on a 50%-50% risk share on overspends (or the appropriate split of risk based on core contribution to the
total pooled budget).

Contingency plan:
Planned savings (if targets fully
achieved)

Outcome 1

2015/16
Awaiting modelling
to assess benefits
including savings

Ongoing

Maximum support needed for other
services (if targets not achieved)
Planned savings (if targets fully
achieved)

Outcome 2

DRAFT

Maximum support needed for other
services (if targets not achieved)

Wirral BCF finance template 12022014 actual return.xlsx

BCF Planning Template

Finance - Schemes

DRAFT

Please list the individual schemes on which you plan to spend the Better Care Fund, including any investment in 2014/15. Please expand the table if necessary.
BCF Investment

Lead provider

2014/15 spend
Recurrent

Non-recurrent

12868443
Existing Schemes Total
Step Up - Step Down Approach
(SU/ SD)
Joint Carers Strategy
Maintaining Eligibility Criteria
Crisis Response Service (IDT)
Care & Support Bill Implementation
Joint Posts (mental health)
Telecare / Assistive technology
(including £250K public health
spend)
Community Equipment &
Adaptions
Joint Finance Schemes

Awaiting
modelling to
assess benefits

5445000

Step Up - Step Up Down 7 Days
Extension of 7 day working
(primary, community, social care
incl Integrated Care Coordination
Teams)

Non-recurrent

2015/16 spend
Recurrent

Non-recurrent

2015/16 benefits
Recurrent

Non-recurrent

12868443 Awaiting
modelling to
assess benefits
5445000

765000
4193824
300000
538000

765000
4193824
300000
538000

415909
750000

415909
750000

300000

300000

12868443

160710

160710

1085290
7 day Working Total
Admission Prevention Service
Integrated Discharge Team
Care Arranging Team

2014/15 benefits
Recurrent

Awaiting
modelling to
assess benefits

Will be modelled
on a scheme by
scheme basis
for 2nd
submission
following further
provider
engagement

9202016 Awaiting
modelling to
assess benefits
Will be modelled
on a scheme by
scheme basis
for 2nd
submission
following further
provider
engagement

900000 Awaiting
modelling to
assess benefits
Will be modelled

3928000 Awaiting
modelling to
assess benefits
Will be modelled

on a scheme by
scheme basis
for 2nd
submission
following further
provider
engagement

on a scheme by
scheme basis
for 2nd
submission
following further
provider
engagement

7 day working acute care (planned)
Extended access primary care

Admission avoidance
Older Peoples Rapid Assessment
Service
Community Geriatrician
IT Investment
North West Ambulance Service
(NWAS) Avoidance

Care homes schemes
Homeless service
Urgent care community centres
Additional step up step down
capacity

Awaiting
modelling to
assess benefits

228000 Awaiting
modelling to
assess benefits

400000 Awaiting
modelling to
assess benefits
400000

1800000 Awaiting
modelling to
assess benefits

Mental Health
Dementia shared care Local
Enhanced Service (LES)
Early onset dementia

Early intervention and
prevention
Falls (Public Health spend)
3rd sector

1400000

DFG
Social capital

2073000
1003000

Joint modelling and financial
capacity

75000

Contingency (5%) to mitigate
double running and outcome
delivery
Total

75000

1400450

15328733

32577909

Awaiting modelling to assess
benefits

The NHS Wirral CCG and Wirral Council are currently working on modelling through the impact of all the above schemes against the baseline.
This will allow an accurate picture of the benefits of each scheme to be set out. It is envisaged that the 2014/15 modelling will be
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BCF Planning Template

Outcomes & Metrics

DRAFT

Outcomes and metrics
For each metric other than patient experience, please provide details of the expected outcomes and benefits of the scheme and how these will be measured.
The 6 metrics that will be measured against a baseline of 2012/13 and 2013/14 are currently under development and will be fully populated for the April submission. Baselines have been set,
work is now ongoing to set targets which take into account challenge and consideration of how we benchmark for each KPI against the region. Peer challenge will be part of this process.

For the patient experience metric, either existing or newly developed local metrics or a national metric (currently under development) can be used for October 2015 payment. Please see the
technical guidance for further detail. If you are using a local metric please provide details of the expected outcomes and benefits and how these will be measured, and include the relevant details
in the table below
This has been raised with the Local Area Team to clarify when the national metric will be available and whether it is appropriate for local measures to be developed in isolation to this.

For each metric, please provide details of the assurance process underpinning the agreement of the performance plans
The performance plans against each metric will be agreed by the Wirral Joint Strategic Commissioning Group (NHS Wirral CCG and Wirral Council) and overseen by the Wirral Health and
Wellbeing Board.

If planning is being undertaken at multiple HWB level please include details of which HWBs this covers and submit a separate version of the metric template both for each HWB and for the
multiple-HWB combined
Not relevant for Wirral as coterminous

Current Baseline
(as at….)

Metrics
Permanent admissions of older people (aged 65 and over) to residential and
nursing care homes, per 100,000 population

Delayed transfers of care from hospital per 100,000 population (average per
month)

Metric Value
Numerator
Denominator

Avoidable emergency admissions (composite measure)

Metric Value

Performance underpinning
October 2015 payment

909.4

Metric Value
Numerator
Denominator

Proportion of older people (65 and over) who were still at home 91 days after Metric Value
discharge from hospital into reablement / rehabilitation services
Numerator
Denominator

Performance underpinning
April 2015 payment
N/A

( April 2012 - March 2013 )
92.40%

( April 2014 - March 2015 )
N/A

( April 2012 - March 2013 )
89.3

( insert time period )
2881.7

( April 2014 - March 2015 )

( April - December 2014 )

( January - June 2015 )

( April - September 2014 )

( October 2014 - March 2015 )

Numerator
Denominator

( TBC )
Patient / service user experience [for local measure, please list actual
measure to be used. This does not need to be completed if the national
metric (under development) is to be used]
LOCAL MEASURE: Percentage of care packages commenced within initial
contact with agency

Metric Value
Numerator
Denominator

( insert time period )
6.90%

(April 2012 - March 2013)

DRAFT
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( insert time period )

( insert time period )

( insert time period )
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Strategic & Operational Planning
Agenda Item:

Reference:

Report to:

Governing Body

Lead Officer:

Lorna Quigley – Head of Quality & Performance
Paul Edwards – Head of Corporate Affairs
Mark Bakewell – Chief Financial Officer

Meeting Date:

4th March 2014

Contributors:
Governance:

Link to Commissioning
Strategy

Planning Process supports the delivery of
the CCG’s commissioning strategy and in
line with requirements from NHS England

Link to current
governing body
Objectives

Clear and Credible Plan
Delivery of Performance and Financial
Objectives

Summary:

This report and appendices set out planning requirements for the Clinical
Commissioning Group in respect of 2 year operational plan but also in
wider context of Call to Action agenda for longer term 5 year plan

Recommendation:

To Approve



To Note
Comments

Next Steps:

Continue with planning process as appropriate and refresh strategic commissioning
approach in line with guidance as received.

This section is an assessment of the impact of the proposal/item. As such, it identifies the significant
risks, issues and exceptions against the identified areas. Each area must contain sufficient (written in
full sentences) but succinct information to allow the Board to make informed decisions. It should also
make reference to the impact on the proposal/item if the Board rejects the recommended decision.

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

Financial Plans will require updating once further guidance / information has
been released regarding allocation / growth / tariff / efficiency assumptions as
appropriate.

Value For Money

No Financial Investment required at this stage

Risk

The CCG is required to conduct an appropriate process to deliver a clear and
credible plan. Without an appropriate planning process the CCG would be at
risk of delivering its requirements

Legal

Legal advice is sought on financial issues as and when required.

Workforce

Planning Assumptions may result in changes in Running Cost Allocations and
subsequent impact on availability of resources.
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Equality &
Human Rights

Planning process will consider equality and Human Rights issues as
appropriate in particular as part of Strategic Commissioning Planning Process
and with support of the Joint Strategic Needs Assessment.

Patient and
Public
Involvement (PPI)

“Call to Action” is a national consultation process which the CCG will need to
respond to and co-ordinate locally. Longer term planning assumptions once
finalised will require patient and public involvement due to potential significant
resource pressures

Partnership
Working

Call to Action and Planning Requirements requires significant joint working
across wide range of stakeholders in order to deliver a clear and credible plan
that is aligned across all organisations.

Performance
Indicators

The plan reflects the planned achievement of statutory financial duties.

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 ie. other papers that are directly related to the
current paper under discussion.

Report History/Development Path
Report Name

Reference

Submitted to

Date

Brief Summary of Outcome

Private Business
The Board may exclude the public from a meeting whenever publicity (on the item under discussion)
would be prejudicial to the public interest by reason of the confidential nature of the business to be
transacted or for other special reasons stated in the resolution. If this applied, items must be
submitted to the private 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 a x.
If you require any additional information please contact the Lead Director/Officer.
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Strategic and Operational Planning
2014 to 2019

Aim
The aim of this paper is to inform Governing Body of planning updates regarding:•
•
•

The planning guidance outlined by NHS England.
The timelines for submission
The CCGs draft plans which are undergoing refinement in response to the guidance.

Introduction
Peoples need for health and social care services continue to grow faster than the funding
that is available. This means that the NHS has to innovate and transform the way we deliver
high quality services, within the resources available, to ensure that patients and their needs
are met. Everyone counts: planning for patients 2014/15 to 2018/19. Sets out a framework
within which local commissioners will need to work with providers and partners in local
government to develop ambitious five year plans to secure the continuity of high quality
health care for all.
The planning guidance seeks:
•
•
•
•
•
•

Strategic plans covering a five year period, with the first 2 years at operating plan
level.
An outcome focussed approach, with stretching local ambitions expected of
commissioners, alongside credible and costed plans to deliver them
Citizen inclusion and empowerment to focus on what patients want and need.
More integration between providers and commissioners
More integration with social care- cooperation with local authorities on better care
planning
Plans to be explicit in dealing with the financial gap and risk and mitigation strategiesno change is not an option.

Overview of the process
In the past the NHS has been successful in supporting the delivery of annual incremental
improvement. However, with the unprecedented challenge facing the NHS a longer term
view of planning services needs to be taken to reflect the step changes required to tackle
these.
The planning process has changed to address this by:
•
•

Stretching local ambitions for outcomes, with credible costed plans to deliver them.
Challenging commissioners to plan for transformation of services on a five year
basis.
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•
•
•
•

Each five year plan will include the first 2 years operational delivery in detail.
Being explicit in dealing with the financial gap with risk and mitigation
Aligning with national partners eg Monitor , TDA, local Government Association
CCGs choosing their own strategic footprint for strategic health and social care
planning – unit of planning.

Planning Fundamentals
Strategic and operational plans must be explicit in dealing with local ambitions for outcomes
with funding available. They should be developed based on fundamental planning principles.
Plans should be:
• Bold and ambitious
• Developed in partnership with providers and local authorities
• Locally led.
Each strategic and operational plan must set out in detail the approach to delivering the
fundamentals set out in appendix A.
Planning Timetable
A challenging timetable has been established to lay the foundations for delivery.
Activity
First submission of plans
Contract signed
Refresh of plan post contract sign off

Deadline
14th February
28th February
5th March
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Reconciliation process with NHS TDA and
Monitor
Plans approved by boards
Submission of final 2 year operational and
draft 5 year strategic plan
Submission of final 5 year strategic plans
Years 1&2 of 5 year plan will be fixed per the
final plan submitted on 4th April 2014

From 5th March
31st March
4th April
20th April 2014

Local Position
In order to achieve the outcomes laid out in the national guidance the CCG is undertaking
work in a number of areas:
•
•
•
•
•

Developing a vision for the next 5 years (Vision 2018), including associated work
streams.
Agreeing a plan for Better Care Funding
Aligning ambitions and outcomes by linking back to the JSNA.
Financial planning and forecasting, including impact of service change and QIPP.
Activity planning and forecasting over the next 5 years, linking to outcomes and
ambitions.

Next Steps
These draft plans (appendix B) which continue to be refined and developed have been
submitted to the NHS England Area Team for assessment both remotely and during the
CCG assurance visit quarter 3.

Mark Bakewell, Chief Financial Officer
Paul Edwards, Head of Corporate Affairs
Lorna Quigley, Head of Quality and Performance
20th February 2014
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Appendix A: Fundamental elements of commissioner plans
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Appendix B Ambitions for Improving Outcomes
Outcome Ambition 1
E.A.1
i) What is your ambition for securing additional years of life from conditions considered amenable to healthcare?
E.A.1

PYLL (Rate per
100,000
population)

Baseline

2237.0

2014/15
2015/16
2016/17
2017/18
2018/19

2237.0
2237.0
2135.0
2033.0
1931.0

Note: PYLL forms part of the 2014/15 Quality Premium.
Outcome Ambition 2
E.A.2
ii) What is your ambition for improving the health-related quality of life for people with long-term conditions?

E.A.2

Average EQ-5D
score for people
reporting having
one or more longterm condition

Baseline
2014/15
2015/16
2016/17

69.50
70.58
71.66
72.74
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2017/18
2018/19

73.82
74.90

Outcome Ambition 3
E.A.4
iii) What is your ambition for reducing emergency admissions?

E.A.4

Emergency
admissions
composite
indicator

Baseline
2014/15
2015/16
2016/17
2017/18
2018/19

2724.9
2588.7
2452.4
2406.1
2359.8
2316.2

Note: the composite avoidable emergency admissions indicator forms part of the 2014/15 Quality Premium and is a measure in the Better Care
Fund.
Outcome Ambition 5
E.A.5
iv) What is your ambition for increasing the proportion of people having a positive experience of hospital care?
=
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E.A.5

Baseline
2014/15
2015/16
2016/17
2017/18
2018/19

The proportion of
people reporting
poor patient
experience of
inpatient care
112.5
112.5
112.5
112.5
112.5
112.5

Outcome Ambition 6
E.A.7
v) What is your ambition for increasing the proportion of people having a positive experience of care outside
hospital, in general practice and the community?

E.A.7

The proportion of
people reporting
poor experience of
General Practice
and Out-of-Ours
Services

Baseline
2014/15
2015/16

4.20
4.20
4.20
4.20
2016/17
2017/18
4.20
2018/19
4.20
Quality Premium Measures
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E.A.1
i) Potential years life lost (PYLL) from ammenable causes in 2014/15
PYLL (Rate per
E.A.1
100,000
population)
2014/15
2237
E.A.4
ii) What trajectory are you aiming for in the composite avoidable emergency
admissions indicator in 2014/15?

E.A.4

Q1 2014/15
Q2 2014/15
Q3 2014/15
Q4 2014/15

Emergency
admissions
composite
indicator
2724.9
2687.4
2679.3
2671.3

E.A.3
iii) For IAPT, what proportion of people that enter treatment against the level of
need in the general population are planned in 2014/15 and 2015/16?

Page 12 of 32

E.A.3

The number of
people who
receive
psychological
therapies

The number of people who have
depression and/or anxiety
disorders (local estimate based
on National Adult Psychiatric
Morbidity Survey 2000)

Proportion

Q1 2014/15
Q2 2014/15
Q3 2014/15
Q4 2014/15
2015/16

1844
1844
1844
1844
7376

49165
49165
49165
49165
49165

3.8%
3.8%
3.8%
3.8%
15.0%

E.A.6
iv) Do you plan meet the
nationally set objective for the
Friends and Family Test in
2014-15 and 2015/16? Yes/No

Yes/No

If No, please provide commentary (max 4000 characters)
1
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E.A.9
v) Have you agreed (in
conjunction with your Health
and Wellbeing Board and NHS
England area team) a
specified increased level of
reporting of medication errors
from specified local providers
between Q4,2013/14 and Q4,
2014/15? Yes/No

vi) Where there are
requirements for Quality
Premium measures and/or
planned levels of
improvement to be agreed
with the relevant Health and
Wellbeing Board and NHS
England area team, do you
have their agreement to each
of these? Yes/No

Yes/No
2

Yes/No
2

Please provide commentary, explaining the specified level
of increase and if you do not plan to meet this, why? (max
4000 characters)
The CCG will be agreeing the level of reporting at the
health and wellbeing board on 12th March

If No, please provide commentary (max 4000 characters)
Those measures within the quality premium which require
planned levels of improvement will be discussed in the
health and well being board in March. Those that require
agreement with NHS England will be discussed within the
forthcoming weeks.
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Quality Premium Local Priorities

Trajectories for Locally Selected priorities
Select either One measure from any of the domains of the CCG i)
OIS
Domain 1 (Click
Domain 2 (Click
Domain 3 (Click Domain 4 (Click
below)
below)
below)
below) Domain 5 (Click below)
Domain One
Domain Two
C3.14 Alcohol:
Domain Four
Domain Five
admissions
CCG OIS
Measure:
Indicator Definition (please specify the local measures chosen) max 4000
characters
C3.14 Alcohol: admissions

Numerato
r

Denominato
r

5704

35653

Measure
0.16

Local Priority 1
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Quality Premium Other Measures
E.A.S.5
i) Number of C.Difficile infections in 2014/15
2014
E.A.S.5
Number of
C. Difficile
infections

2014/15
Total
Total

2015

Apri
l

Ma
y

Jun
e

July

August

Septembe
r

Octobe
r

Novembe
r

Decembe
r

Januar
y

Februar
y

Marc
h

0

0

0

0

0

0

0

0

0

0

0

0

0

E.A.S.1
ii) What dementia diagnosis rate are you aiming for in 2014/15 and 2015/16:

E.A.S.1

Number of people
diagnosed

Prevalence of
dementia

% diagnosis rate

2014/15
2015/16

2738
3057

4563
4563

0.600043831
0.669953978

E.A.S.2

E.A.S.2

The number of people who have
completed treatment having attended
at least two treatment contacts and are
moving to recovery (those who at
initial assessment achieved
"caseness” and at final session did
not)

(The number of people who have
completed treatment within the
reporting quarter, having attended at
least two treatment contacts) minus
(The number of people who have
completed treatment not at clinical
caseness at initial assessment)

% recovery rate

2014/15

372

765

48.6%

2015/16

368

766

48.0%
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Wirral A&E Activity Measures

E.C.7-8
2014/15 Total
2013/14 Forecast
Outturn
Forecast growth in
2014/15

Activity Trajectories

A&E
Attendances All types
113398
115712
-2.0%

2015/16 Total
Forecast growth in
2015/16

111084

2016/17 Total
Forecast growth in
2016/17

109973

2017/18 Total
Forecast growth in
2017/18

108873

2018/19 Total
Forecast growth in
2018/19

107784

-2.0%

-1.0%

-1.0%

-1.0%
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Key Questions
Segment
a) System vision

Key Line of Enquiry
What is the vision for the system in five
years’ time?

Organisation response
Supported by:
The Wirral Health & Social Care Economy requires The plan on a page
significant transformation over the next 5 financial years in
order to meet the financial challenges faced.
The transformed vision for delivery is for care to be built
around the needs of the patient population, providing
support for patients to self-care whilst improving access to
appropriate services as required.
This will comprise of a wider integrated primary and
community based services and supported by a smaller but
more specialised secondary care setting. The community
services will include appropriate specialised care in the
community that was previously provided by secondary care.
Wirral CCG is committed to incorporating the concept of
“Hospitals without Walls” in developing an integrated care
model. The secondary care setting will be supported to
develop a higher level of speciality and technology to
support more complex conditions with the opportunity to
develop into a specialist hub across the region for particular
specialities as appropriate.

How does the vision include the six
characteristics of a high quality and
sustainable system and transformational
service models highlighted in the guidance?
Specifically:
1. Ensuring that citizens will be fully

The economy vision will ensure that commissioning of
health and social care will be provided on an integrated
basis ensuring the best alignment of physical and mental
health care services.
The Wirral Vision in 2018/19 will be based on the creation of Details provided
a sustainable and high quality health and social care within the activity and
financial templates
economy built around the following key characteristics.
which will be
triangulated.
Wider primary care, provided at scale
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2.
3.
4.
5.
6.

included in all aspects of service design
and change, and that patients will be
fully empowered in their own care
Wider primary care, provided at scale
A modern model of integrated care
Access to the highest quality urgent and
emergency care
A step-change in the productivity of
elective care
Specialised services concentrated in
centres of excellence (as relevant to the
locality)

The transformed economy will enable general practice,
community pharmacy and other primary care services to
play a much stronger role, at the heart of a more integrated
system of community-based services, in improving health
outcomes.
Integrated care
A modern model of integrated care will be achieved by
systematically integrating both services and pathways,
horizontally and vertically across organisational boundaries,
providing tailored care for patients. For horizontal
integration this will mean a single team approach to care
across health and social services so that duplication is
reduced and care is coordinated in a more effective fashion.
For vertical integration this will mean primary, community
and secondary care to work together to ensure patient
journeys are seamless across organisational boundaries.
Access to the highest quality urgent and emergency
care
By integrating care vertically this will ensure that the full
spectrum of primary and secondary care services are
mapped so that patients access appropriate unplanned care
at the right time in the right environment. For example by
creating a variety of primary care and community centre’s to
deal with lower end conditions this should ensure adequate
capacity for major conditions that are required to be seen in
a hospital setting.
For such services to work effectively all members of the
health community need to ensure that users of the services
are aware of the services that are available and the need to
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promote self-care
A step-change in the productivity of elective care
As part of the planning process for the next 5 years the
CCG will work with services to ensure that referrals made
are based on best practice, made in a timely manner to
ensure clinical effectiveness, these steps will support,
providers to create plans for achieving internal efficiencies
in line with planning guidance. This can only be achieved
by transforming services that will be both increase
productivity, improve outcomes and retain quality of care.
Specialised services concentrated in centres of
excellence.
The CCG will work closely with commissioners of
specialised services and neighbouring CCG’s where there
maybe potential for commissioning at scale, this might be in
areas where there is low volume of activity in tandem with
high cost per procedure and high degree of clinical
specialism.
This will need to be in line with NICE improving outcomes
guidance sensitive to local need and citizen engagement.
Ensuring that Wirral ‘citizens’ are fully included in all
aspects of service design and change and that patients
are fully empowered in their own care.
The CCG upholds the NHS 2012 white paper “No decision
about me without me”.
The CCG has recently produced a refreshed experience,
engagement and communication strategy which includes 7
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objectives of how the CCG intends to engage with its local
populace.
This includes a combination of specific
engagement events with clinicians and residents as well as
routine engagement via established patient fora.
In addition the CCG is developing social media to enable
members of the public to interact and comment more rapidly
on CCG business.
Alongside this, a sub group of the Vision 2018 programme
board is focused on engagement with both the public and
local workforce to ensure strategy meets the needs of the
local population in a systematic fashion.
For specific engagement events related to the vision it is
intended that any feedback will be incorporated into the
development of the strategy.
Furthermore, service redesign work patient engagement
activity is embedded in all projects to ensure services meet
the needs of patients.

By integrating care vertically this will ensure that the full
spectrum of primary and secondary care services are
mapped so that patients access appropriate unplanned care
at the right time in the right environment. For example by
creating a variety of primary care and community centre’s to
deal with lower end conditions this should ensure adequate
capacity for major conditions that are required to be seen in
a hospital setting.
For such services to work effectively all members of the
health community need to ensure that users of the services
are aware of the services that are available and the need to
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promote self-care
A step-change in the productivity of elective care
As part of the planning process for the next 5 years the
CCG will work with services to ensure that referrals made
are based on best practice, made in a timely manner to
ensure clinical effectiveness, these steps will support,
providers to create plans for achieving internal efficiencies
in line with planning guidance. This can only be achieved
by transforming services that will be both increase
productivity, improve outcomes and retain quality of care.
Specialised services concentrated in centres of
excellence.
this might be in areas where there is low volume of activity
in tandem with high cost per procedure and high degree of
clinical specialism.
This will need to be in line with NICE improving outcomes
guidance sensitive to local need and citizen engagement.
Ensuring that Wirral ‘citizens’ are fully included in all
aspects of service design and change and that patients
are fully empowered in their own care.
The CCG upholds the NHS 2012 white paper “No decision
about me without me”.
The CCG has recently produced a refreshed experience,
engagement and communication strategy which includes 7
objectives of how the CCG intends to engage with its local
populace.
This includes a combination of specific
engagement events with clinicians and residents as well as
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routine engagement via established patient fora.
In addition the CCG is developing social media to enable
members of the public to interact and comment more rapidly
on CCG business.
Alongside this, a sub group of the Vision 2018 programme
board is focused on engagement with both the public and
local workforce to ensure strategy meets the needs of the
local population in a systematic fashion.
For specific engagement events related to the vision it is
intended that any feedback will be incorporated into the
development of the strategy.
Furthermore, service redesign work patient engagement
activity is embedded in all projects to ensure services meet
the needs of patients.

The CCG will work closely with commissioners of
specialised services and neighbouring CCG’s where there
maybe potential for commissioning at scale, this might be in
areas where there is low volume of activity in tandem with
high cost per procedure and high degree of clinical
specialism.
This will need to be in line with NICE improving outcomes
guidance sensitive to local need and citizen engagement.
Ensuring that Wirral ‘citizens’ are fully included in all
aspects of service design and change and that patients
are fully empowered in their own care.
The CCG upholds the NHS 2012 white paper “No decision
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about me without me”.
The CCG has recently produced a refreshed experience,
engagement and communication strategy which includes 7
objectives of how the CCG intends to engage with its local
populace.
This includes a combination of specific
engagement events with clinicians and residents as well as
routine engagement via established patient fora.
In addition the CCG is developing social media to enable
members of the public to interact and comment more rapidly
on CCG business.

Alongside this, a sub group of the Vision 2018 programme
board is focused on engagement with both the public and
local workforce to ensure strategy meets the needs of the
local population in a systematic fashion.
For specific engagement events related to the vision it is
intended that any feedback will be incorporated into the
development of the strategy.
Furthermore, service redesign work patient engagement
activity is embedded in all projects to ensure services meet
the needs of patients.
Delivering a sustainable NHS for future generations
How does the five year vision address the
following aims:
a) Delivering a sustainable NHS for
future generations?
b) Improving health outcomes in
alignment with the seven ambitions

[Please reference
additional supporting
The CCG’s 5 year plan is predicated on the basis of documentation you
reduced interventions in traditional health care settings. To feel is helpful]
achieve this requires the both promotion of self-care and the
provision of care in community and primary care based
settings. This should ensure a reduction/ (review and better
utilisation) in NHS estate and reliance on health
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c) Reducing health inequalities?

professional intervention
A key feature to a sustainable NHS includes a highly skilled
workforce whose values echo the vision.
To this end, there have been 2 work streams established
under the Vision 2018 programme board; one addressing
estates and one addressing workforce.
These will ensure that health and social care are adequately
equipped to meet future health need with reduced resources
against increased demand.
In light of the fact of closer health and social care
integration, it is expected that care provision will be more
effective and efficient and hence more resilient in coping
with future demand
Improving health outcomes in alignment with the seven
ambitions
The CCG’s strategic focus is structured around the
improvement of patient outcomes and the implementation of
best practice clinical pathways using evidence based
approach.
Seven ambitions have been identified nationally as
measures of required improvement in order to facilitate the
necessary improvements across the system and to assist in
the delivery of a more effective and efficient health care
system.
The CCG’s programme management approach is structured
towards supporting the delivery of these outcomes
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a) Securing additional years of life for the people of
England with treatable mental and physical health
conditions.
b) Improving the health related quality of life of the 15
million+ people with one or more long-term
condition, including mental health conditions.
c) Reducing the amount of time people spend
avoidably in hospital through better and more
integrated care in the community, outside of hospital.
d) Increasing the proportion of older people living
independently at home following discharge from
hospital.
e) with mental and physical health conditions having a
positive experience of care outside hospital, in
general practice and in the community.
f)

Making significant progress towards eliminating
avoidable deaths in our hospitals caused by
problems in care.

e) Increasing the number of people with mental and
physical health conditions having a positive
experience of hospital care.
f) Increasing the number of people with mental and
physical health conditions having a positive
experience of care outside hospital, in general
practice and in the community.

Page 26 of 32

g) Making significant progress towards eliminating
avoidable deaths in our hospitals caused by
problems in care.

Who has signed up to the strategic vision?
How have the health and wellbeing boards
been involved in developing and signing off
the plan?

The vision has been formulated and agreed by the Vision
2018 programme board. This board is comprised of senior
leaders from all the commissioning and provider
organisations across the Wirral economy, as a result all
partner organisations have signed up to the Vision and now
play an active role in its implementation by leading specific
work streams.
Both health and local authority leaders have presented
regularly on the development of the Vision to the Health &
Wellbeing Board and this will continue throughout its ongoing development.

How does your plan for the Better Care
Fund align/fit with your 5 year strategic
vision?

The Better Care Fund first draft submission requires
description of alignment to the other planning processes.
To ensure this is robust, the better care fund submission will
be jointly agreed at the Joint Strategic Commissioning
Group and subsequently signed off by the Health and
Wellbeing board.
The Better Care Fund submission will also form a chapter of
the CCG’s 5 year Strategic plan.

What key themes arose from the Call to
Action engagement programme that have
been used to shape the vision?

The CCG has undertaken a range of engagement events
and plans to continue with this process over the coming
months. Feedback from these events will be collated and
used to shape the vision of the health and social care
economy for future periods.
In addition, specific projects incorporate patient, carer and
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staff involvement that directly influence the outcome of
service developments.
Is there a clear ‘you said, we did’ framework
in place to show those that engaged how
their perspective and feedback has been
included?

a) Current
position

b) Improving
quality and
outcomes

Has an assessment of the current state
been undertaken? Have opportunities and
challenges been identified and agreed?
Does this correlate to the Commissioning
for Value packs and other benchmarking
materials?

Do the objectives and interventions
identified below take into consideration the
current state?
Does the two year detailed operational plan
submitted provide the necessary
foundations to deliver the strategic vision
described here?
At the Unit of Planning level, what are the
five year local outcome ambitions i.e. the
aggregation of individual organisations
contribution to the outcome ambitions?

As part of the engagement programme related to the
strategic plan and the better care fund, the CCG has set up
a range of methods of capturing feedback. These include
key questions at public consultation events and a planned
feedback on the Wirral CCG website. Any feedback will be
reviewed and will shape and inform CCG’s planning
process.
This will include a specific section on “you said, we did”
The CCG has identified a number of key areas of variation
across its geographical boundaries as supported by the
JSNA (Ageing Population, Alcohol, and Mental Health) and
this is taken into account as part of it planning processes.
These include:
• Potential years of life lost
• Emergency admissions for alcohol related disease
• Emergency readmissions within 30 days of
discharge form hospital.
• Emergency admissions for children with lower
respiratory tract infections.
Yes, the metric includes the current baseline.

Planning template

Yes, the outcome submission maps trajectories for the full 5
year period including years 1 and 2.

Planning template

Ambition area

Metric

1 Securing

PYLL (Rate per

Proposed
attainment in
18/19
1931.0

Planning template
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additional years of
life from
conditions
considered
amenable to
healthcare
2 Improving the
health-related
quality of life for
people with longterm conditions
3 Reducing the
amount of time
people spend
avoidably in
hospital
4 Increasing the
proportion of older
people living
independently at
home following
discharge from
hospital

5
6
7
5 Increasing the
number of people
with mental and
physical health

100,000
population)

Average EQ-5D
score for people
reporting having
one or more
long-term
condition
Emergency
admissions
composite
indicator

74.90

4a. Proportion
of older people
(65 and over)
who were still at
home 91 days
after discharge
from hospital
into
reablement/reha
bilitation
services

95

The proportion
of people
reporting poor
patient

112.5

2456.7
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conditions having
a positive
experience of
hospital care
6 Increasing the
number of people
with mental and
physical health
conditions having
a positive
experience
outside hospital
7 Making
significant
progress towards
eliminating
avoidable deaths
in our hospitals
caused by
problems in care

How have the community and clinician
views been considered when developing
plans for improving outcomes and
quantifiable ambitions?

What data, intelligence and local analysis
was explored to support the development of
plans for improving outcomes and

experience of
inpatient care

The proportion
of people
reporting poor
experience of
General
Practice and
Out-of-Ours
Services
5c Hospital
deaths
attributable to
problems in
care
Indicator to be
developed

4.20

As per NHS
Outcomes
Framework
Indicator Pack,Indicator to be
determined.

The CCG has established a number of clinical work streams
that sit below a clinical strategy group (these include urgent
care and cancer) in addition to this as part of the vision
2018 programme work streams have been established to
address integration of care. All of these groups include
clinical membership from Primary, secondary and
community care.
As described above, the engagement programme will also
involve the wider community in the development of the
planning process.
JSNA, prioritisation exercise undertaken by the health and
well-being board which in turn led to the development of the
HWB strategy.

HWB strategy
GB meetings.
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quantifiable ambitions?

c) Sustainability

How are the plans for improving outcomes
and quantifiable ambitions aligned to local
JSNAs?
How have the Health and well-being boards
been involved in setting the plans for
improving outcomes?
Are the outcome ambitions included within
the sustainability calculations? I.e. the cost
of implementation has been evaluated and
included in the resource plans moving
forwards?

Are assumptions made by the health
economy consistent with the challenges
identified in a Call to Action?

Can the plan on a page elements be
identified through examining the activity and
financial projections covered in operational
and financial templates?
d) Improvement
interventions

Please list the material transformational
interventions required to move from the
current state and deliver the five year vision.
For each transformational intervention,
please describe the :
• Overall aims of the intervention and
who is likely to be impacted by the
intervention
• Expected outcome in quality,

The CCG monitors patient /service user feedback at its
Governing body which informs commissioning decisions.
As above.

As above, it is the intention that the development of these
plans will be shared and consulted on at the next HWB
meeting.
The CCG’s resource and expenditure plan is based upon
the current assessment of released planning guidance and
guidance requirements over the relevant financial periods.
Relevant Savings and investments are factored in at an
headline level and will require agreement both on a
recurrent and non-recurrent (transitional) basis through the
Vision Programme.
Through the Vision 2018 programme board, economy
partners have begun discussions regarding the fundamental
challenges facing the Wirral Health & Social Care economy.
Through the relevant supporting workstreams the modelling
through of various sets of assumptions is being undertaken
to underpin a set of a robust planning assumptions.
The CCG is currently developing the activity and financial
projections as part of ensuring the robust plan alignment
amongst partners.

HWB strategy
GB meetings
HWB minutes

The CCG is currently mapping all service design and
transformation projects that can contribute to the delivery of
the strategic and QIPP plans. Each project will address the
list of questions outlined and hence as the plan develops
CCG staff will be populating a matrix.
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•
•
•
•
•

e) Governance
overview

f) Values and
principles

activity, cost and point of delivery
terms e.g. the description of the
large scale impact the project will
have
Investment costs (time, money,
workforce)
Implementation timeline
Enablers required for example
medicines optimisation
Barriers to success
Confidence levels of implementation

The planning teams may find it helpful to
consider the reports recently published or to
be published imminently including
commissioning for prevention, Any town
health system and the report following the
NHS Futures Summit.
What governance processes are in place to
ensure future plans are developed in
collaboration with key stakeholders
including the local community?

Please outline how the values and
principles are embedded in the planned
implementation of the interventions

Vision 2018 programme board has been established with a
formal governance structure agreed that defines both the
terms of reference of the group itself and its relationship
with both work streams and health and well-being board.
Again one of the work streams is focused upon engagement
and this group will incorporate the views of local’s
stakeholders
In initiating work streams relating to planned delivery, staff
within the CCG will ensure that they map to the
improvement interventions such as expected outcomes in
quality and investment costs.

Vision 2018 TOR
Governance
arrangements

PMO process
includes links to the
strategic plan and
QIPP
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Options Paper for the renewal of the One to One Contract for a Community
Midwifery Service
Agenda Item:

2.2

Reference:

GB 13-14/068

Report to:

Governing Body

Meeting Date:

4 March 2014

Lead Officer:

Lorna Quigley, Head of Quality and Performance

Contributors:

Norma Currie, Commissioning Manager, NHS Wirral CCG and Nikki
Griffiths, Senior Contracts Manager, Cheshire and Merseyside
Commissioning Support Unit

Governance:

Link to
Commissioning
Strategy

Link to current
governing body
Objectives

•
•

Ensuring people have a positive
experience of care
Ensuring people are treated and cared
for in a safe environment and protected
from avoidable harm.

This proposal links to the CCG strategic
objectives.

One to One has been providing a maternity service on Wirral since
August 2010, initially by way of a pilot. A full NHS Standard Contract was
awarded in November 2011.

Summary:

The current contract expires on 31 March 2014 and this paper presents
an options analysis regarding the future of the service.
Governing Body is asked to make a decision based on the options
analysis and recommendation presented within this paper.

Recommendation:

To Approve



To Note
Comments

Next Steps:

The provider will be informed of the outcome of the Decision of the Governing Body
in due course, this will inform next steps.

Report Title: WCCG Governing Body Board
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This section is an assessment of the impact of the proposal/item. As such, it identifies the significant
risks, issues and exceptions against the identified areas. Each area must contain sufficient (written in
full sentences) but succinct information to allow the Board to make informed decisions. It should also
make reference to the impact on the proposal/item if the Board rejects the recommended decision.

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

The estimated cost for 14/15 is £1.136m. This has been included in the CCG
Budget and funding has been agreed.

Value For Money

This service is charged at a national PbR tariff and therefore is equitable.

Risk

The possible risks identified are;
• Within the option analysis table, however these can be mitigated in line
with current guidance as detailed in Appendix 1, Health Service
Regulations 2013.
• Potential risk of destabilising the economy should the contract not be
extended.

Legal

Due consideration will be given to all relevant legislation in the delivery of this
service.

Workforce

There is no impact on current provider’s workforce if recommended option
supported.

Equality &
Human Rights

This service provides patients choice in terms of where and how women give
birth and the opportunity to have a service tailored to their individual needs, in
line with national guidance.

Patient and
Public
Involvement (PPI)

As part of the contract monitoring process patient experience is reviewed on a
monthly basis. The feedback has been consistently positive.

Partnership
Working

The One to One service has been developed on the basis of partnership
working with the local Acute and Community Trust. This paper details how
future provision can work positively with existing providers to ensure
sustainability of services.

Performance
Indicators

This is delivered via the contract monitoring process which monitors the Key
Performance Indicators in line with the service specification.

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 ie. other papers that are directly related to the
current paper under discussion.
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Report History/Development Path
Report Name

Reference

Submitted to

Date

Brief Summary of Outcome

Title of Report

Agenda Ref

Title of Meeting

Date

Detail of outcome and next step

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 a x.
If you require any additional information please contact the Lead Director/Officer.
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Governing Body Meeting
Options Paper for the renewal of the Contract for a Community Midwifery
Service
Introduction
NHS Wirral Clinical Commissioning Group (CCG) currently commissions a Community
Midwifery Service from One to One (Northwest) Ltd. The service operates under the NHS
Standard Contract which expires on 31 March 2014. There are no options within the current
contract for an extension. This paper explores the options open to the CCG for future
provision of this service in line with Wirral CCG strategic objectives and national guidance.
Background
The contract was originally awarded in November 2011 following a 15 month pilot of the
service with this company. One to One were accredited under the Any Willing Provider
model. Any Willing Providers could be accredited either, as a result of a process initiated by
the then PCT (now Wirral CCG) or following an approach to the PCT by a provider who felt
they could deliver the service. One to One’s accreditation fell under the Provider Approach
model.
In addition to the contract two further 2 CCGs joined as co-commissioners on 1 April 2013,
West Cheshire CCG and Liverpool CCG.
Current Provision
The main provider for Maternity services, for the Wirral population is Wirral University
Hospital NHS Foundation Trust (WUTH). WUTH provides a midwifery led service and this
includes individual intrapartum care.
Both One to One Ltd and WUTH provide
complimentary care therefore providing choice to pregnant women and their families.
Case for Continuing with Current Provision
One to One Ltd has been providing a midwifery led service to the population of Wirral for a
period of approximately three years. By extending the contract this will ensure continuity of
the current provision of this service and prevent the destabilisation of the Wirral Health
Economy.
‘The role of commissioning is to actively seek assurance that the right people, with the right
skills, are in the right place at the right time within the providers with whom they contract’. i
This service provides the following to the local health economy;
•
•
•
•
•

Patient choice in terms of where and how women give birth
Outcomes framework - Domains 4 – Ensuring that people have a positive experience
of care ii
Cross boundary working iii
Provides a complimentary service to the service provided by WUTH
Service is built around patients iv
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•
•
•
•

Promotes a midwifery led service and in line with the strategic direction of Wirral
CCG
Has improved breast feeding rates – of 73% breast feeding initiation and 49% for
women feeding at 10 -14 days (accumulative data for 2013 taken from KPI
dashboard).
Offers home deliveries, as part of patient choice in line with national guidance from
the Royal College of Midwives v
Promotes 121 caseload modelling as they work in teams of two. Case load midwifery
has been well researched and is considered best practice by NICE because women
receive individual care from one midwife (Intrapartum care of healthy women and
their babies in childbirth NICE 2007) vi.

Guidance has been produced by the Royal College of Midwives in collaboration with the
Royal College of Gynaecologists and Obstetricians and the National Childbirth Trust in their
paper “Making sense of commissioning Maternity Services in England-some issues for
Clinical Commissioning Groups to consider “(2013) vii, which clearly states that every
provider should be able to offer women at low risk of complications the opportunity to plan
for their birth in three settings: an alongside or free standing midwife led unit, the hospital
labour ward (obstetric unit) and at home.
Procurement Considerations
There are a range of procurement regulations under the Department of Health guidance that
should be considered when making any decisions about the options for future recommissioning of health care services and further information regarding this, is contained in
Appendix 1.
Tender or Any Qualified Provider (AQP)
Advice received from the Supply2Health team hosted by NHS England, proposes that a
tender process with award to a single provider would be best for this type of service. Their
justification for this approach is as follows;
•
•
•
•

Multiple providers could be problematic as this is a sensitive service area
Governance and clinical risk would be difficult to manage with multiple providers
Safeguarding issues and safe communications could prove to be problematic with
multiple providers
The existing maternity unit at WUTH requires a minimum amount of activity to remain
viable and therefore it is important that we do not encourage too many providers and
fragment this market, therefore leading to the destabilisation of the Wirral footprint.

Patients in the Current Service
At present One to One have women booked into the service that will deliver their babies as
late as September 2014. If the service moves to another provider the CCG will need to
carefully consider these women’s pathways and whether or not it is reasonable for them to
change provider mid pathway. Alternatively if the provider was to alter this would affect the
viability of the service and prevent the continuation of One to One Ltd. As women left the
service the numbers would become too small for One to One to sustain a viable service.
Comprehensive exit and implementation plans would need to be produced to ensure
women’s quality of care/pathway is maintained.
Collaborative Approach with West Cheshire CCG
Governing Body Meeting- Options Paper for the renewal of the Contract for the
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West Cheshire CCG is currently reviewing how they commission maternity services and
there is an opportunity for Wirral CCG to work collaboratively with them in the future. One
potential option for Wirral CCG would be to extend the current contract to allow time for
further discussion with West Cheshire with a view to a future collaborative procurement
approach.
Options Analysis
Option

Advantages

Disadvantages

Option 1
The “maintain status
quo” option would be
to extend the current
contract with One to
One for 1-3 years.

•

Keeps stability in
services for the
foreseeable future
No need for existing
staff infrastructure to
TUPE transfer to an
alternative Provider.

•

Option 2
Extend the current
contract for six
months in order to
undertake an AQP
procurement
process to award a
single provider a 3
year contract.

• The process is not a
full tendering process
• Provides multiple
providers which
should stimulate
competition and drive
quality.

•

Option 3
Extend the current
contract for twelve
months in order to
undertake a tender
process to award a
single provider with
a 3 year contract.

•

•

•

•

Provides stability
across the Wirral
footprint and
continuity of care for
patients
Provides the best
option in
consideration of
clinical governance
and safeguarding.
This facilitates the
time to consider a
collaborative
procurement
approach.

•

•

•

•

Does not conform to
procurement rules
and regulations
Very likely to be
challenged by
alternative providers
and referred to
Monitor.
Not suitable for this
type of service
It would fragment the
market creating a
risk to clinical
governance and
safeguarding
The decision to
extend may be
challenged by
alternative providers.
The decision to
extend may be
challenged by
alternative providers.

Additional
Considerations
• An award notice
would still need to be
placed on
Supply2Health.

•

Would require a
short term (6
months) contract
extension to allow
time for the
procurement process
to be undertaken.

•

Would require a 12
month contract
extension to allow
time for a full
procurement and
tendering process to
be undertaken.

Recommendation
Governing Body is asked to consider the options as presented in the above table, with a
recommendation to support Option 3 based on the evidence outlined within this paper which
is also supported by the discussions with Wirral CCG Operations Group.
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Norma Currie
Commissioning Manager
Wirral CCG.
i

http://www.england.nhs.uk/wp-content/uploads/2013/11/nqb-how-to-guid.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/213055/121109-NHSOutcomes-Framework-2013-14.pdf
iii
The NHS England Business Plan 2013/14-2015/16
iv
Department of Health: Equity and Excellence: Liberating the NHS:
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/213823/dh_117794.pdf
ii

v http://www.rcog.org.uk/womens-health/clinical-guidance/home-births
Vi Intrapartum Care of Healthy Women and their babies in Childbirth NICE 2007.
Vii Royal College of Midwives, Royal College of Gynaecologists and Obstetricians and National Childbirth Trust, Making sense of
commissioning Maternity Services in England, 2013.
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Appendix 1
EU Public Contracts Regulations 2006
Under the EU Public Contracts Regulations 2006, Healthcare services are categorised as
‘Part B’ services which means that Healthcare contracts are subject to compliance against a
partial regime. There is no EU requirement to advertise Part B services, however there is
still a requirement for the production of a technical specification and consideration /
application of the EU principles which include:
•
•
•
•

Equal treatment
Proportionality
Transparency
Free movement and non-discrimination

Finally following award of any service over the EU threshold of £173.9k (total contract value
not annual value), there is a requirement to place an award notice in the Official Journal of
the European Union.
DH Procurement Guide and Principles and Rules for Co-operation and Competition
In addition to the EU regulations, in 2008, the Department of Health introduced a PCT
Procurement Guide for Commissioned Healthcare. This reiterated the ‘Principles and Rules
for Co-operation and Competition’ (PRCC) which were introduced in the 2007/08 NHS
Operating Framework. The PRCC set out a range of principles that should be adopted by
commissioners of healthcare services, together with a range of behaviours that demonstrate
compliance.
The DH Procurement Guide and PRCC were then further updated in the
summer of 2010 with 10 standard principles and rules:1.
2.
3.
4.
5.

6.
7.

8.
9.
10.

Commissioners must commission services from the providers who are best placed to
deliver the needs of their patients and populations
Commissioning and procurement must be transparent and non-discriminatory and
follow the Procurement Guide issued in July 2010
Payment regimes and financial intervention in the system must be transparent and fair
Commissioners and providers must cooperate to improve services and deliver
seamless and sustainable care to patients
Commissioners and providers should promote patient choice, including – where
appropriate – choice of any willing provider (now Any Qualified Provider), and ensure
that patients have accurate and reliable information to exercise more choice and
control over their healthcare
Commissioners and providers should not reach agreements which restrict
commissioner or patient choice against patients’ and taxpayers’ interests.
Providers must not refuse to accept services or to supply essential services to
commissioners where this restricts commissioner or patient choice against patients’
and taxpayers’ interests.
Commissioners and providers must not discriminate unduly between patients and must
promote equality.
Appropriate promotional activity is encouraged as long as it remains consistent with
patients’ best interests and the brand and reputation of the NHS.
Mergers, including vertical integration, between providers are permissible when there
remains sufficient choice and competition or where they are otherwise in patients' and
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taxpayers’ interests, for example because they will deliver significant improvements in
the quality of care
Health Service Regulations 2013
With the Introduction of the new Health Service Regulations in April 2013, came the NHS
Procurement, Patient Choice and Competition (No 2) Regulations, which have now
superseded the PRCC although it should be noted that all of the previous PRCC
requirements can still be found in the new regulations and a summary of the comparison can
be found on the Monitor website at:http://www.monitor-nhsft.gov.uk/regulating-health-care-providerscommissioners/cooperation-and-competition/principles-and-rules-coop
The changes to the regulations make clear that:
•

The position remains the same as previously - there is still no requirement to put all
contracts out to competitive tender. This means that commissioners are able to offer a
contract to a single provider, without a competitive process, where they can clearly
justify and demonstrate that only that individual provider is capable of providing the
service.

•

Monitor (the regulator) has no power to force the competitive tendering of services.
Decisions about how and when to introduce competition to improve services, are solely
up to clinicians and managers in clinical commissioning groups.

•

Competition should not override the option for service integration and commissioners
are free to use integration where it is in the interest of patients however, this again must
be clearly demonstrated.

Notwithstanding the above, it should be noted that Monitor are still consulting on the
interpretation of these national regulations as they have not yet been tested. In May 2013,
Monitor issued ‘Hypothetical case scenarios’ to support Commissioner decisions and these
should be considered as in every case competition and the justification required to award
without completion is explored. The case scenario’s can be found via the following link:http://www.monitornhsft.gov.uk/sites/default/files/publications/ToPublishIllustrativeCaseStudies20May2013.pdf
Operational Guidance to the NHS : Extending Patient Choice of Provider
In 2011 the DH issued guidance which required all commissioners to consider how they
would open up choice of provider to the patient population. This specific guidance focused
on choice in community and mental health services and the guide indicated that:“Extending patient choice of provider is intended to empower patients and carers, improve
their outcomes and experience, enable service innovation and free up clinicians to drive
change and improve practice”
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Integrated Performance and Finance Report
(Months 10 and Quarter 3)
Agenda Item:

4.1

Reference:

GB 13-14/070

Report to:

Governing Body Meeting

Meeting
Date:

March 2014

Lead Officer:

Mark Bakewell, Lorna Quigley

Contributors:

BI team Merseyside and Cheshire Commissioning Support Unit

Governance:

Link to
Commissioning
Strategy

Sound financial control is essential to the
Clinical Commissioning Group (CCG)
strategy and is directly linked to the
delivery of the CCG Commissioning and
Operational Plan for the financial year.
Ensuring that services that the CCG
commission for the population comply
with patient’s rights under the NHS
constitution.

Link to current
governing body
Objectives

To achieve financial control total with
sound financial management.
To ensure that providers achieve strong
performance against national targets.

Summary:

This report updates the Governing Body on;
• Activity Performance for Month 9 (December) and Quarter
3.
• Financial performance against budgeted allocation for
2013/14 as at Month10 (January)

Recommendation:

To Approve
To Note



Comments

Next Steps:

Continuation of performance monitoring through the remainder of the
financial year

This section is an assessment of the impact of the proposal/item. As such, it identifies the
significant risks, issues and exceptions against the identified areas. Each area must contain
sufficient (written in full sentences) but succinct information to allow the Board to make
informed decisions. It should also make reference to the impact on the proposal/item if the
Board rejects the recommended decision.

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

The report sets out the financial performance within the CCG for
2013/14 financial year

Value For
Money

All expenditure plans are subject to an ongoing value for money review.

Risk

The report details the key risks and how these will be monitored in
year as part of the reporting process

Legal

Legal advice is sought on issues as and when required.

Workforce

The financial plan includes budgeted “running costs” expenditure and is
reflective of the respective workforce implications in these areas

Equality &
Human Rights

Plans will consider as appropriate the equality impact assessment for
proposals within the budgeted expenditure

Patient and
Public
Involvement
(PPI)

Budgets include funding to ensure continued involvement of patients
and public in CCG decisions.
Patient choice is a right under the constitution in relation to referral for
treatment.

Partnership
Working

The CCG works with a number of NHS Trusts and the Local Authority
on a number of its commissioning budgets.

Performance
Indicators

The plan reflects the planned achievement of statutory financial duties
and patient’s rights under the NHS constitution

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 ie. other papers that are directly
related to the current paper under discussion.

Report History/Development Path
Report
Name

Reference

Submitted to

Date

Brief Summary of Outcome

Private Business
The Board may exclude the public from a meeting whenever publicity (on the item under
discussion) would be prejudicial to the public interest by reason of the confidential nature of
the business to be transacted or for other special reasons stated in the resolution. If this

applied, items must be submitted to the private 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 a x.
If you require any additional information please contact the Lead Director/Officer.

Finance & Performance Update to
Governing Body Meeting
4th March 2014

“Your partner in a healthier future for all”

Health Care Acquired Associated Infection
(HCAI)
Indicator

Baseline

Preferred
Outcome

December
2013

Q3

Commentary

Incidence of
HCAI –
MRSA
number of
associated
cases

5 cases

Lower

0

0

2 cases in
total over
the year

lower

7

23

6 WUTH
1RLUBH
Cumulative
position 48
cases.

Incident of
74 cases
HCAI – C diff
Number of
associated
cases

“Your partner in a healthier future for all”

Delivering Same Sex Accommodation
Category

Outline
Indicator

Baseline

Preferred
outcome

December
2013

Q3

Commentary

MSA

All Providers
of NHS
funded care
are to
eliminate
mixed Sex
accommodati
on

0

Zero
tolerance

2

5

2 breaches
in endoscopy
An
improvement
plan has been
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Friends and Family Test
Area

Response RateDec
(target 15%)

Net promoter
Score

Quarter 3
position

Comments

Emergency
Department

17.8%

46 (Oct)
34 (Nov)
49 (Dec)

Green

Improvements
have been made,
however, as no
threshold has been
set for the FFT,
comparisons are
made in CWW.

In patients

31.3%

68 (Oct)
71 (Nov)
67 (Dec)

Green

The Green in the Q3
position indicates
the rating given to
the CCG as part of
the CCG assurance
process
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NHS Constitution
Category

Outcome
Indicator

Baseline

Preferred
Outcome

December
2013

Quarter 3

Comments

Patients seen
within 4 hours of
attending

Arrowe Park

95%

Higher

96.6%

94.0%

As the WIC is on
site, this is a
combined target

Arrowe Park
Walk in Centre

95%

Higher

98.8%

99.1%

Combined Total

95%

Higher

97.1%

95.2%

Victoria Central
Hospital

95%

Higher

99.7%

99.3%

This is a
combined walk
in centre activity

Eastham Walk in
Centre

95%

Higher

99.8%

99.3%

This is a
combined walk
in centre activity
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NHS Constitution (Q3)
Category

Outcome
Indicator

Baseline

Preferred
Outcome

December
2013

Q3

Commentary

Referral to
treatment

RTT admitted
pathways

90%

Higher

94.5%

94.3%

This includes all
providers who
treat NHS
patients in a
consultant led
service

Referral to
treatment

RTT non
Admitted
pathways

95%

Higher

97.4%

97.2%

Referral to
treatment

RTT incomplete
Pathways

92%

Higher

94.4%

94.4%

Referral to
treatment

RTT 52+ week
waiters
(admitted
pathways

0

Zero tolerance

0

0
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Diagnostic tests
Category

Outcome
Indicator

Diagnostic Patients
tests
should
wait no
longer
that 6
weeks for
a
diagnsotic
test

Baseline

Preferred
Outcome

December
2013

Q3

Commentary

99%

Higher

98.6%

97.6%

Although a
supportive
target to
meet RTT,
the CCG
monitors this
across all
providers and
those
patients
waiting >13
weeks.
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NHS Constitution
Category

Outcome
Indicator

Baseline

Preferred
Outcome

Dec 2013

Q3

Commentary

Ambulance
handover
and
turnaround
times

Cat A Calls
meeting the
8 minutes
standard

75%

Higher

72.6%

74.3%

Improvement
plans being
monitored by
Urgent Care
Working
Group

Ambulance
handover
and
turnaround
times

Ambulance
handover
times (15
mins)

100%

Zero
Tolerance

98.6%

Data
Currently
unavailable

Penalties for
under
performance
instituted
Dec 2013

Ambulance
Handover
and
turnaround
times

Ambulance
Turn around
time (30
mins)

95%

Higher

71.8%

Data
Currently
Unavailable
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NHS Constitution
Category

Outline Indicator

Baseline

Preferred
outcome

Q3

Commentary

Cancer

2 week wait
Urgent referral

93%

Higher

97.4%

These standards
are measured
quarterly

Cancer

2 week urgent
referrals for
breast symptoms

93%

Higher

98.7%

Cancer

31 day treatment

98%

Higher

98.7%

Cancer

31 day treatment
surgery

94%

Higher

97.4%

Cancer

31 day treatment
radiotherapy

94%

Higher

98.8%

Cancer

31 day treatment
for anti cancer
regime

98%

Higher

100%

Cancer

62 day referral to
treatment

85%

Higher

82.4%

Cancer

62 day screening
to treatment

85%

Higher

97.4%

Cancer

62 screening
Consultant
upgrades

No threshold set

78.3%
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CCG Assurance Framework 13/14
Financial Performance
Financial performance
No.

Individual indicator RAG rating threshold
Primary /
Supporting
Indicator
Primary

Indicator

1

Underlying recurrent surplus

2

Surplus - year to date performance

3
4
5
6
7
8
9

Surplus - full year forecast
Management of 2% NR funds within agreed processes
QIPP ** - year to date delivery
QIPP ** - full year forecast
Activity trends - year to date
Activity trends - full year forecast
Running costs

10

Clear identification of risks against financial delivery and mitigations

Green

Amber/Green

Amber/Red

Red

>= 2%

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

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

< 0%

Primary

variance <= 0.1%

Primary
Supporting
Primary
Primary
Supporting
Supporting
Primary

variance <= 0.1%
Yes
>= 95% of plan
>= 95% of plan
< 101% of plan
< 101% of plan
<= RCA

Primary

Indicator met in full

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

Supporting

12

Balance sheet indicators including cash management and BPCC

Supporting

TBC

Supporting

>=1% surplus but
planned

Financial plan meets the 2013 surplus planning requirement

plan
plan
plan
plan

Indicator partially
met - limited
uncovered risk

One or two nonNo non- satisfactory
satisfactory audit
audit reports in
reports in relation
relation to finance
to finance related
related systems and
systems and
processes and all
processes and/ or
finance returns
finance returns
submitted on time
sometimes
and of satisfactory
submitted late and/
quality
or of a poor quality

11

13

>= 80% of
>= 80% of
< 102% of
< 102% of

TBC
<1% surplus but
>=0.5% surplus
planned
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>= 50% of
>= 50% of
< 103% of
< 103% of

plan
plan
plan
plan

Variance => 0.5%
Variance => 0.5%
No
< 50% of plan
< 50% of plan
< 104% of plan
< 104% of plan
>RCA

Indicator partially
met - material
uncovered risk

Indicator not met

A number of nonsatisfactory audit
reports in relation
to finance related
systems and
processes and/ or
finance returns
often submitted
late and/ or of a
poor quality

Significant number
of non- satisfactory
audit reports in
relation to finance
related systems and
processes and/ or
finance returns
consistently
submitted late and/
or of a poor quality

TBC
>=breakeven
position but <0.5%
surplus planned

TBC
Deficit plan

Month 10 Financial Performance
• Planned Year to Date Surplus - £5.48m
• Current Year to Date Surplus- £5.62m

– £0.14m variance from plan, additional underspend

• Planned Forecast Surplus - £ 6.575m as per plan (1.4%)
• Current Forecast Surplus - £4.575m (1%)
– £2m forecast movement

• Key Driver for Forecast Outturn Change

– Anticipated Increase in Quarter 4 activity at Wirral University Teaching Hospitals
against planned contract value.
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Self Assessment at Month 10
(January) 2013/14
Financial performance

No.

Indicator

Self Assessment
Month 7
(October 2013)

Supporting
Primary
Primary

Green
Green
Green
Green
Amber / Green
Amber / Green
Indicator - Not
yet Available
Indicator - Not
yet Available
Green
Amber / Green

Green
Green
Green
Green
Amber / Green
Amber / Green
Indicator - Not
yet Available
Indicator - Not
yet Available
Green
Amber / Green

Green
Green
Green
Green
Amber / Green
Amber / Green
Indicator - Not
yet Available
Indicator - Not
yet Available
Green
Amber / Green

Green
Green
Amber / Red
Green
Amber / Green
Amber / Green
Indicator - Not
yet Available
Indicator - Not
yet Available
Green
Amber / Green

Supporting

TBC - Green

TBC - Green

TBC - Green

TBC - Green

TBC - Amber /
Green
Green

TBC - Amber /
Green
Green

TBC - Amber /
Green
Green

TBC - Amber /
Green
Green

1
2
3
4
5
6

Underlying recurrent surplus
Surplus - year to date performance
Surplus - full year forecast
Management of 2% NR funds within agreed processes
QIPP ** - year to date delivery
QIPP ** - full year forecast

Primary
Primary
Primary
Supporting
Primary
Primary

7

Activity trends - year to date

Supporting

8 Activity trends - full year forecast
9 Running costs
10 Clear identification of risks against financial delivery and mitigations
This covers internal and external audit opinions, and an assessment
11
of the timeliness and quality of returns

Self Assessment Self Assessment
Self Assessment
Month 8
Month 9
Month 10
(November
(December
(January 2014)
2013)
2013)

Primary /
Supporting
Indicator

12 Balance sheet indicators including cash management and BPCC

Supporting

13 Financial plan meets the 2013 surplus planning requirement

Supporting
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Month 10 Financial Performance
Other Performance Issues
Further Increases over previously reported (M9) Forecast Expenditure levels at
• Spire Murrayfield
• Prescribing
• Joint Funded Packages of Care
• Local Enhanced Services
Other Movements on forecast expenditure offset variances
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CCG Actions
•
•
•

•

Contract Queries raised with WUTH regarding activity / contractual performance
issues
Discussions with other providers regarding overperformance / quarter 4 activity
assumptions
Internal Review of non-recurrent expenditure, slippage against investment

NHS England Area Team (CWW) -notified of change in forecast position, will be
reflected in Month 11 data collection
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Other Performance Indicators
Cash Management
– Balance as at the end of the January £0.8m

Better Payment Practice Code
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Consortium Update Reports
Governing Body March 2014
Agenda Item:

4.2

Reference:

GB 13-14/070

Report to:

NHS Wirral CCG
Governing Body

Meeting Date:

4th March 2014

Lead Officer:

Christine Campbell, Chief Officer, Wirral GP Commissioning Consortium
Dr John Oates, Chair – Wirral GP Commissioning Consortium

Contributors:
Link to
Commissioning
Strategy

Governance:

The report describes how each Consortium
contributes to the CCG Commissioning
Strategy and the Governing Body objectives.

Link to current
governing body
Objectives
Each Consortium has been asked to prepare a report on a quarterly
basis detailing how it has contributed to key CCG priorities, including:
- patient engagement
- contribution to QIPP (Quality, Innovation, Productivity and
Prevention)
- GP Practice education and training

Summary:

This will demonstrate to patients, stakeholders and the public the range
of innovative activities taking place at a Consortium level, and the
contribution made to the overall CCG Strategic plan and priorities
through the Consortia and their member practices.
This report describes activities undertaken by Wirral GP Commissioning
Consortium since the last submission in December 2013.

Recommendation:

To Approve
To Note

x

Comments

Next Steps:

The Consortia will prepare this report and submit to the Governing Body on a
quarterly basis.

Consortium Update Reports – WGPCC – March 2014
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This section is an assessment of the impact of the proposal/item. As such, it identifies the significant
risks, issues and exceptions against the identified areas. Each area must contain sufficient (written in
full sentences) but succinct information to allow the Board to make informed decisions. It should also
make reference to the impact on the proposal/item if the Board rejects the recommended decision.

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

The report highlights the way in which the Consortia have contributed towards
the QIPP requirement.

Value For Money

When developing any scheme or investment plan, each Consortium will need
to demonstrate value for money.

Risk

In addition to reports submitted to the Governing Body, the Consortia meet on
a weekly basis regarding any engagement or service development activities, to
reduce the risk of duplication, and to highlight any risks to the Consortia or
organisation as early as possible.

Legal

Each Consortium will work closely with the Commissioning Support Unit when
developing any proposals to ensure that they are compliant with their legal
obligations, for instance in relation to procurement, or decommissioning any
service.

Workforce

The Consortia have described how they have supported the primary care
workforce to deliver the CCG agenda through education and training.

Equality &
Human Rights

Each Consortium will be expected to demonstrate that any commissioning and
engagement work undertaken is in line with Equality and Human Rights
requirements, and many of the projects undertaken by the Consortia aim
specifically to target and reduce health inequalities.

Patient and
Public
Involvement (PPI)

The Consortia outline the patient and public engagement activities that they
have undertaken.

Partnership
Working

The service redesign and innovation projects undertaken by the Consortia are
the produce of partnership working with a range of stakeholders, including
primary and secondary care clinicians, and patients and public.

Performance
Indicators

Performance Indicators will be developed by the Consortia in relation to
specific schemes, so that their impact and merit in future investment may be
evaluated.

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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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 ie. other papers that are directly related to the
current paper under discussion.

Report History/Development Path
Report Name

Reference

WGPCC
Consortium
Report

GB 1314/033

WGPCC
Consortium
Report

GB 13-14/052

Submitted to

Date

Brief Summary of Outcome

Governing Body

September
2013

Noted

Governing Body

December
2013

Noted

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 a x.
If you require any additional information please contact the Lead Director/Officer.
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Wirral Clinical Commissioning Group - Consortia Governing Body Report PROFORMA
Consortium Name: WIRRAL GP COMMISSIONING CONSORTIUM (WGPCC)
Patient Engagement
Since the last update provided in December 2013, WGPCC patient engagement activities have included the
following:

Engagement Activity
Patient
Feedback/Experience
issues

Patient Council topics
- Presentation on Social Isolation by the Director of Public Health
- Fracture of Neck of Femur review
- WGPCC website
- Vision 2018
Patient Council Executive Board
- WGPCC Patient Council Terms of Reference review
- Feedback on DNA campaign
- Minor Injury and Illness services
- Vision 2018
The Consortium continues to issue a bi-monthly e-bulletin to all Patient Council and PPG members to update on
progress between meetings, and to provide CCG updates.
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The Consortium Commissioning and Engagement Support manager attends the CCG Communications and
Engagement group, and acts as a liaison point between the Consortium Patient Council and the CCG to ensure no
duplication in engagement efforts.
Future topics planned for Patient Council discussion are:
-

Procedures of Limited Clinical Priority
Vision 2018 update
Agreement of Patient Council Terms of Reference
Unplanned care

Several WGPCC Patient Council representatives attended both Vision 2018 events held in February 2014, and gave
helpful contributions during the workshop sessions. A focus group is due to be arranged over the next month in
order to seek patients’ views on current proposals for extending primary care access during 2014/15.

Promoting Choice

WGPCC continues to promote its Directory of Services to all GPs to ensure that all referrers are aware of the full
range of referral options available. We have issued a directory of services that is specifically related to mental health
and wellbeing, promoting third sector organisations, self-help and support services, in order to reduce the pressure
on mainstream mental health services.
Our practices and patients continue to have access to a number of providers for physiotherapy, podiatry, diagnostics
and gynaecology, following our Any Qualified Provider exercises. This is having a significant impact upon waiting
times in each area.
In response to patient feedback, we have developed a leaflet for practices on choice of provider and will be
discussing this with our Patient Council.

Promoting Innovation

WGPCC is continuing to have a positive impact upon dermatology referrals to secondary care, as more practices are
signing up to use the Teledermatology service – a device which provides fast access to dermatology assessment and
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opinion, often eliminating the need to make a referral to secondary care.
We continue to use the WGPCC website and TV screens in GP Practices as an innovative way to promote national
and local health campaigns.
The Minor Injury and Illness Services commissioned by WGPCC were shortlisted for a Health Service Journal award
for innovation in 2013, and recently for a British Medical Journal award, the results of which will be announced in
May 2014.
WGPCC continues to contribute towards the NHS Wirral CCG QIPP plan; its teledermatology service has shown a
reduction in referrals to secondary care, with each use of teledermatology providing a significant saving against
secondary care tariff.
In January 2014, we made teledermatology available through the Minor Injury and Illness services, so that all
WGPCC patients can access this, even if their practice has not yet made use of the equipment.

Contribution to QIPP

6 practices have signed up for support from a diabetes mentor: we have selected 6 practices where there is a lack of
confidence in managing diabetes reported, and practice nurses will receive one-on-one support. We are hopeful
that this will increase the number of stable diabetics that are able to be managed in primary care, and will enable us
to commence insulin initiation and commencement of third line / therapies injectables within general practice.
The Minor Injury and Illness Services help to reduce the pressure on the A&E department, and provide services at a
reduced tariff. The A&E (accident & emergency) attendance rates for Wirral CCG are not increasing at the same
level as they are nationally, and it is likely that services such as the Minor Injury and Illness Service have contributed
towards this.
We are supporting five of our practices will be undertaking the ‘Going for Gold’ End of Life training, which is training
for all members of practice staff to work together to provide a team approach to achieve optimum end of life care.
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Following the deadline at the end of February, the CCG will be reviewing the pathway audits undertaken by each
practice as part of the Quality and Outcomes Framework (QOF) Quality and Productivity (QP) process to ensure that
any learning regarding pathways and patient outcomes may be disseminated across practices.

The Consortium has demonstrated a commitment towards engaging with its patients and ensuring that its priorities
are shaped around the needs of its patient population, and the views of its Member Practices.
Services that we have commissioned such as community gynaecology, teledermatology, and minor surgery,
contribute towards the strategic plan in enabling people to be seen closer to home, and providing faster access to
services. By up-skilling our General Practice staff, we will be able to see and treat a wider range of patients closer to
home.
We have developed services such as the Care Home Scheme, and Admissions Prevention service, which are
supporting the care and support of vulnerable and elderly people. The Minor Injury and Illness Services that we
Contribution to Strategic commission provide choice and reduce the burden on urgent care services.
Plan
The Chief Officer and Chair of the Consortium continue to take a lead role in relation to Mental Health and Learning
Disabilities.
We have consulted with our practices on the development of the Primary Care strategy, to determine:
-

What scope they see for greater working between GP practices
The greatest pressures on primary care
What could be done in primary care that currently is done elsewhere?

The feedback that we receive will be fed into the development of the Primary Care strategy.
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Consortium members of staff contributed to the Vision 2018 events that took place in February 2014, through
helping to design a patient leaflet, visual display materials, and facilitating during the events themselves.

WGPCC undertakes visits to each of its Member practices between September and March; the agenda has a section
dedicated to quality in primary care, and we are also using the visit as an opportunity to discuss the NHS Call to
Action, access results, prescribing and the NHS England quality indicators.
We work closely with the Local Area Team to ensure that we are kept informed of any issues affecting primary care,
or pertaining to any of our GP Practices, where the Consortium could offer further support.

Quality in Primary Care

Several of our practices have expressed an interest in extending their opening hours, and we will be working with
the Local Area Team and Member Practices to explore the right model for our Consortium.
We have been working with the other Consortia to develop a Wirral-wide programme of training for practice staff,
which has been based on a training needs analysis that we have carried out with Practice Managers and individual
staff members.
Our practices continue to submit interface forms to the Consortium where any issues relating to any commissioned
provider are identified, in order that the Consortium / CCG may raise these with providers, or feed these into
contractual discussions.

Education and Clinical
Engagement

Clinical Engagement
The Consortium continues to engage with a range of clinicians when working on its commissioning priorities. The
practice visits have given us a wealth of intelligence regarding feedback on service provision, and ideas for future
5

commissioning.
We held an extraordinary education and engagement event for all GP Practice members in December. This focussed
on:
- Call to Action and Vision 2018
- case studies and education in areas where we are experiencing our highest levels of GP referrals
- Chaperone training for administrative staff
- education for practice nurses on patients experience substance misuse issues
Case studies in our highest referral areas – ENT, Dermatology, Diagnostics – were discussed, and suggestions were
made by our practices for further training and access to ‘experts on call’ – GPs with a special interest in these areas
available for e-mail and telephone advice when a clinician is considering a non-urgent referral to secondary care.
We are hoping to implement this for ENT before the end of the financial year.
We aim to engage with and involve our Member Practices at all available opportunities. Issues discussed /
presented at recent Practice Member and GP Forum meetings have included:
- Primary Care Mental Health procurement
- Procedures of Limited Clinical Priority
- Enhanced Services
- Primary Care Access
- End of Life pathways
- Children and Adolescent Mental Health Services
- Medicines Management
An extraordinary event was held with Senior Partners to discuss GP Practice access and the Primary Care Strategy.
As a follow-up to this we have started to consult with our Member Practices via online surveys to determine the
current pressures on primary care, and how the practices would like to see the primary care vision develop. We
have had a fantastic response to this service and there is clearly significant interest in shaping this vision.
We have a very active Practice Manager Forum, which meets every other month. Recent topics discussed have
6

included:
-

Primary care vision and access
GP Practice IT
Diabetic Retinal screening recall system
Fraud training

We continue to place an emphasis on up-skilling our colleagues within primary care wherever possible, to ensure
that general practice is able to manage a wider range of conditions, and treat patients with increasing complexity.
Each practice receives its own notional training budget to ensure that all staff members, not just clinicians, are able
to access dedicated training. We have also made available a clinical bursary for initiatives that will support the
priorities of the Consortium and CCG, for instance, upskilling practice nurses to Advanced Nurse Practitioner status,
and supporting GPs to undertake specialist training in areas such as Joint Injections and Dermatology.

Additional Comments
and Information

The Consortium is leading on the review of Primary Care mental Health in preparation for the end of the current
contract; engagement with patient and GP Practice members will form a key part of this process.
We are also working with the other consortia to review the specification for the Admissions Prevention / A2H
services, and with the Local Authority to capture all of the activity that is taking place in relation to care homes, to
avoid duplication and ensure consistent quality standards across care homes.
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NHS WIRRAL CCG CHAIR ELECTION PROCESS
Agenda Item:

4.3

Reference:

GB 13-14/070

Report to:

Governing Body

Meeting Date:

4th March 2014

Lead Officer:

Paul Edwards- Head of Corporate Affairs

Contributors:
Governance:

Link to
Commissioning
Strategy
Link to current
governing body
Objectives

Summary:

To ensure that the CCG is a fully constituted
organisation, in order to undertake fully its
statutory requirements

The tenure of the current incumbent of the role of Chair within NHS
Wirral CCG comes to an end in March 2014.
At the Governing Body held in January 2014, members were asked to
review the current arrangements with NHS Wirral CCG’s Constitution to
ensure they were satisfied that the existing process was fit for purpose.
Member supported the current arrangements and the election process
for the Chair was duly undertaken in line with those arrangements.
The election process is now concluded and Dr Phil Jennings has been
re-elected to the position of Chair of NHS Wirral CCG for a period of 4
years.

Recommendation:

To Approve
To Note

X

Comments

Next Steps:
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This section is an assessment of the impact of the proposal/item. As such, it identifies the significant
risks, issues and exceptions against the identified areas. Each area must contain sufficient (written in
full sentences) but succinct information to allow the Board to make informed decisions. It should also
make reference to the impact on the proposal/item if the Board rejects the recommended decision.

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

Not applicable

Value For Money

Not applicable

Risk

The CCG Constitution ensures that the CCG is a fully constituted organisation,
in order to undertake fully its statutory requirements.

Legal

The CCG Constitution outlines how the CCG carries out its statutory duties.
The post of Chair is a statutory requirement of CCGs and hence the process
for election must be in line with the Constitutional process.

Workforce

This process ensures the Chair of the CCG is elected on agreed Constitutional
principles and processes

Equality &
Human Rights

The impact assessment required by NHS England will be completed as part of
the application process for Constitutional amendments should a change be
required.

Patient and
Public
Involvement (PPI)

Not applicable

Partnership
Working

Not applicable

Performance
Indicators

Not applicable

Do you agree that this document can be published on the website?
(If not, please note that it may still be subject to disclosure under Freedom of Information Freedom of Information Exemptions
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Report History/Development Path
Report Name
Chair Election
Process

Reference
GB 1314/056 2.1

Submitted to
Governing Body

Date
th

7 January
2014

Brief Summary of Outcome
Approved

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 a x.
If you require any additional information please contact the Lead Director/Officer.
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NHS WIRRAL CCG CHAIR ELECTION PROCESS

Introduction
The tenure of the current incumbent of the role of Chair within NHS Wirral CCG
comes to an end in March 2014. In January, the Governing Body was asked to
confirm that the current constitutional process for electing the Chair was fit for
purpose. Members agreed to support the current process and the election process
for the Chair of NHS Wirral CCG was duly commenced in line with that process.

Process
The Head of Corporate Affairs wrote to eligible people on 8th January 2014, asking
for nominations for the role of the Chair of NHS Wirral CCG. This process closed at
the close of Wednesday 22nd January 2014 in line with the timescales outlined in
NHS Wirral CCG’s constitution and there was one nomination for this role – Dr Phil
Jennings, the current Chair of the CCG.
The Head of Corporate Affairs subsequently wrote to those eligible to vote and
asked them formally to confirm by 5pm, Friday February 7th 2014 either that they:

1) Supported Dr Jennings in the role of Chair of NHS Wirral CCG
OR

2) Did not support Dr Jennings in the role of Chair of NHS Wirral CCG
All those eligible to vote supported Dr Jennings in the role of Chair of NHS Wirral
CCG and hence Dr Jennings is duly re-elected for a term of 4 years.

Recommendation
The Governing Body is asked to note that Dr Phil Jennings has been re-elected as
Chair of NHS Wirral CCG from 1st April 2014 for a term of 4 years.

Paul Edwards
Head of Corporate Affairs, NHS Wirral Clinical Commissioning Group

LEARNING DISABILITY COMMISSIONING UPDATE

Agenda Item:

5.1

Reference:

GB 13-14/071

Report to:

NHS Wirral CCG
Governing Body

Meeting Date:

4 March 2014

Lead Officer:

Christine Campbell, Chief Officer - Wirral GP Commissioning
Consortium

Contributors:

Norma Currie, Commissioning Manager - Wirral Clinical Commissioning
Group.

Governance:

Link to
Commissioning
Strategy

Link to current
governing body
Objectives

•
•

Ensuring people have a positive
experience of care.
Ensuring people are treated and cared
for in a safe environment and protected
from avoidable harm.

This proposal links to the CCG strategic
objectives.

Summary:

This paper outlines the progress against recommendations for Learning
Disability commissioning agreed at the Governing body meeting held in
August 2013. It also outlines the proposed next steps along with
recommendations to provide a integrated Multi-Disciplinary Team model,
with a reduced reliance upon Inpatient Beds.

Recommendation:

To Approve
To Note

√

Comments

Next Steps:

The Integrated Commissioning Group for Learning Disabilities will continue to
develop and drive the joint commissioning strategy for Learning Disability
services.
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This section is an assessment of the impact of the proposal/item. As such, it identifies the significant
risks, issues and exceptions against the identified areas. Each area must contain sufficient (written in
full sentences) but succinct information to allow the Board to make informed decisions. It should also
make reference to the impact on the proposal/item if the Board rejects the recommended decision.

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

Any proposed model for learning disability services would be fully costed to
ensure that the new model remains within the total resource available. The
CCG and Local Authority will be working together to pool budgets to
commission the integrated model of provision, and so the level of budget to be
invested by each party will need to be determined.

Value For Money

This proposal will deliver a more improved patient journey and provide cost
efficiencies by reducing the reliance on in-patient beds.

Risk

The main risk associated with the proposal will be the provider’s ability to
deliver the key outcomes, which are:
• To reduce the dependence on Learning Disability Assessment
&Treatment beds
• Develop Multi-Disciplinary Team based model of care for learning
Disability Patients.

Legal

Due consideration will be given to all relevant legislation in the development of
the commissioning strategy and revised pathway.

Workforce

Provider staff will be required to work in a different way from the current model
of care. There will more emphasis on integrated working across organisational
boundaries with a Multi-Disciplinary Team approach in order to provide
seamless care.

Equality &
Human Rights

One of the aims of the integrated model of service delivery is to ensure equity
of access to health and social care services for those with a Learning
Disability.

Patient and
Public
Involvement (PPI)

The CCG and Local Authority will engage with service users and their carers
as part of this developing commissioning strategy.

Partnership
Working

This proposal has been developed on the basis of partnership working
between the CCG, Local Authority and Cheshire and Wirral Partnership Trust,
and has the aim of strengthening partnership working further through an
integrated strategy, pathway and teams, funded through a pooled budget.

Performance
Indicators

These will developed in line with any new service specifications required to
deliver the proposed model of care.

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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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 ie. other papers that are directly related to the
current paper under discussion.

Report History/Development Path
Report Name
Learning
Disability
Commissioning
Update

Reference
GB 1314/023

Submitted to
NHS Wirral CCG
Governing Body –
private business

Date
th

6 August
2013

Brief Summary of Outcome
Approved

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

WCCG Governing Body 04.03.2014
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Governing Body
Learning Disability Commissioning Update
Introduction
1.

A paper was brought to the Governing Body in August 2013 providing a status
report on the CCG’s commissioning arrangements for Learning Disabilities (LD),
against the requirements of the Department of Health Winterbourne View
Concordat.

2.

This paper provides an update on recommendations made and agreed within that
paper, and current proposals for commissioning arrangements between the Local
Authority and CCG in 2014/15.

Update on Recommendations made in August 2013
3.

The last update provided to Governing Body is included as Appendix One; specific
developments that have been made in response to the agreed recommendations
are:
•
•

•

Norma Currie in post as the Commissioning Manager Lead for LD, and Dr John
Oates is the named CCG GP Lead;
An Integrated commissioning group for LD has been established, which meets
every six weeks. It is chaired by the CCG, and attended by CWP, the Local
Authority and CCG, and has oversight of areas including:
o
Completion of the Self-Assessment Framework for LD
o
Joint Commissioning plan for LD
o
Winterbourne View Stock-take return
o
Joint Health and Social Care Group established
Completion and submission of Self-Assessment Framework for LD within set
timescales

Commissioning of Learning Disability Services
4.

Recent guidance has been issued by the Department of Health i regarding
Assessment and Treatment beds for people with Learning Disabilities. It cites a
‘range of variability between commissioners' suggesting that there is no widely
accepted and evidence-based consensus about how people with learning
disabilities with challenging behaviour should be cared for. What the paper does
suggest is that there is a requirement to have a number of beds assigned to this
category of patients.

5.

Feedback from NHS England on the Wirral submission of the Stocktake Report
(Winterbourne) endorses the view that we already have good partnership working
that needs to be capitalised on, from this report, October 2013, it has been noted
that it will be necessary to ‘develop a joint approach’ and understanding between
the CCG and Local Authority regarding deployment of funds, and that we need to
adopt an ‘integrated health and social care team’ for people with learning
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disabilities.
6.

As such, commissioning leads from the CCG and Local Authority have been
working on a joint commissioning strategy for LD. The aim is to move away from
commissioning discrete teams and services, but to jointly commission an integrated
pathway, using a pooled budget.

Wirral – Current Provision
7.

The Wirral specialist Learning Disability service commissioned by NHS Wirral CCG
is provided by Cheshire and Wirral Partnership NHS Foundation Trust ii and Local
Authority, based mainly in Ashton House in Oxton. It comprises:
•
•
•

Inpatient Assessment & Treatment Unit (beds at Macclesfield and Chester)
Community Learning Disability Team: Specialist LD Services
Specialist Health Respite Service (Thorn Hayes, six beds)

Learning Disability Assessment and Treatment Beds
8.

There will always probably be a very small number of situations where the
complexity of the person demands a specialist bed-safe environment to assess and
stabilise before return to home, usually high end challenging behaviour. In line with
Winterbourne View recommendations, this should be minimal where possible and
assessment and treatment undertaken within the home environment.

9.

The Royal College of Psychiatrists Faculty Report July 2013 describes the use of
‘assessment and treatment units’ as a new form of institutionalised care and ‘has no
place in the 21st century,’. The report sets out national actions to deliver five goals;
•
•
•
•
•

More people with LD being supported to live at home
Fewer people developing behaviour that challenged and those that did being kept
safe in their communities
Far fewer being sent away to hospitals
Proper planning
Keeping hospital stays as short as possible

10.

This report goes on to state that many of the cases where A&T beds are required
are due to complex presentations, which require, ‘continuous nursing observation,
investigations, medical and psychiatric input may be needed within an in-patient
setting for an accurate diagnosis and effective treatment. Appreciating this
complexity is important in determining the role that in-patient units play in diagnosis
and treatment. Good in-patient care can only be delivered by multidisciplinary
teams working very closely with Social Services to ensure person-centred planning
and plans for appropriate provision to move on from hospital care. It is important
that people have the right care and support packages to meet their individual needs
with agreed outcomes for moving on through the pathways of care. iii

11.

A report undertaken by NHS Wirral CCG and the Department of Adult Social
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Services, reviewed local services against the recommendations in the *Mansell
Report iv, and the following are their findings v;
•
•
•

Wirral has more in-patient beds for the learning population than other comparable
areas in the North West
Specialist Learning Disability health services could re-align so that more
emphasis is placed on provision of appropriate specialist LD community support
than on inpatient assessment and treatment
More effective models of support require better and more robust relationships
with the wide range of service providers than currently exist.

Other areas/Models
12.

The Learning Disability Inpatient Services Care Pathway for NHS Wales Betsi
Cadwaladr (North Wales) supports an integrated model of care. They have inpatient beds for LD Assessment and Treatment which are supported by an
integrated therapy team. On pre-admission the Multidisciplinary Team (MDT)
identifies whether or not admission to the inpatient unit is in the person’s best
interest, something we could consider replicating on Wirral within the wider
integration programme that is providing Multidisciplinary Teams in the Community
with representation from our stakeholders dependent on what the local population
indicates.

13.

Salford has no A&T beds, their population comprises of 233,900 (Census, 2011),
approximately a third smaller than Wirral. Their model also concentrates on a
Multi-Disciplinary Team (MDT) of delivery with agreed MDT assessment and a
Person Centred Planning Team.

Proposed Wirral model for LD Provision
14.

Based on assessment of national guidance, local need, and available options for
joint-working, the following model has been discussed:
•

15.

The CCG and Local Authority jointly commission a community learning disability
pathway that comprises:
o
Local community teams with a focus on supporting people with a
learning disability to be the best that they can be, with good mental and
physical health, in their own home environment wherever possible;
o
A small number of inpatient beds for those patients whose needs
cannot be met outside an inpatient unit; this would be for a limited
period of time, specifically with the aim to manage the immediate crisis
and ensure that the patient has sufficient support to enable them to be
discharged safely back into a community setting;
o
The CCG and Local Authority are exploring the option to ‘step up’
patients into a more supportive environment for a short period of time,
should a person require more intensive support, to prevent an
admission; this could be in the form of an Multi-Disciplinary Team
approach delivered in patient’s own home.
This model would require a review of the current investment into Learning Disability
services, to ensure that any reduction in inpatient services is either reinvested into
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augmented community provision, or is used to fund any ‘step-up/step-down’
provision.
Summary
16.

The CCG and Local Authority have made significant progress in working together
to develop an integrated approach to commissioning Learning Disability services.
The Integrated Commissioning Group will continue to develop a strategy that is
based on national best practice and local need, which provides the highest quality
outcomes within available resources.

17.

The Governing Body is asked to note the progress made to date, and the plans to
commission an integrated pathway that focusses on community care, with a
reduction in inpatient beds, in line with national best practice.

Norma Currie
Commissioning Manager. Wirral Clinical Commissioning Group
Christine Campbell
Chief Operating Officer Wirral GP Commissioning Consortium
March 2014
i

Department of Health, Assessment and Treatment Units and Other Specialist Inpatient Care for People
JSNA Learning Disability Chapter, September 2013
iii
http://www.rcpsych.ac.uk/pdf/FR%20ID%2003%20for%20website.pdf
iv
Mansell Report, Services for people with learning disabilities and challenging behaviour or mental health needs 2007
v
JSNA Learning Disability Chapter, September 2013
ii
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Governing Body
Appendix One
Learning Disability Commissioning Update
Introduction
1.

In May 2011, an undercover reporter exposed systemic abuse against people with
learning disabilities at Winterbourne View, an inpatient unit in Gloucestershire.

2.

Following this, there has been increased scrutiny on the commissioning and provision
of services for people with a learning disability, and requirements for both health and
social care organisations to provide assurance regarding to their commissioning
arrangements, and the quality and model of care that is delivered.

3.

The CCG has responsibilities specifically in relation to the aftermath of Winterbourne,
but also more generally, for instance in relation to addressing health inequalities
experienced by this group.

4.

This paper sets out the CCG position against these responsibilties, and presents
several recommendations for moving forward in a way that will ensure that the CCG is
able to meet its statutory requirements and gain assurance regarding the model of care
commissioned for people with a learning disability.

Strategic Context – Winterbourne View
5.

In December 2012, the Department of Health published ‘Transforming Care: A national
response to Winterbourne View Hospital: Department of Health Review Final Report’ 1,
investigating what may have led to the incidents that took place, and making
recommendations to transform the care of people with a learning disability.

6.

This was accompanied by a Department of Health Concordat 2, which sets out a
timetable of action for the Department of Health, Care Quality Commission (CQC)
CCGs and Local Authorities to work together to deliver real change.

7.

The key messages from the Winterbourne View report for the CCG are that:
-

-

1

care will only be transformed if there is better joint-working and ideally integration
between the CCG and the Local Authority;
there has been an over-reliance upon inpatient units and treating people in beds in the
past; the focus moving forwards should be on delivering services outside of a hospital
setting that will support people to remain independent within their own homes or
communities;
it is recognised that there will still be occasions when inpatient beds are required to
manage particularly challenging behaviour, but that this should only be for very short
periods of time, with a clear plan of admission through to discharge. Beds should not
be used as an alternative to care packages or good community services.

https://www.gov.uk/government/publications/winterbourne-view-hospital-department-of-health-review-and-response
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/213217/Concordat.pdf
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8.

Compliance with CCG recommendations within the Winterbourne is referenced within
the NHS Operating Framework 2013/14 Offer 5: Higher Standards, Safer Care 3 (p. 10)

Winterbourne View Concordat – CCG and Local Authority Responsibilities
9.

Within this section we will highlight the two specific responsibilities for the CCG and
Locality Authority and describe progress against these, and make recommendations
for future actions:

10.

Health and care commissioners will review all current hospital placements and
support everyone inappropriately placed in hospital to move to communitybased support as quickly as possible and no later than 1 June 2014

10.1

Winterbourne View guidance primarily concerns provision of community learning
disability services. The current model on the Wirral is as follows:

-

the CCG commissions a community learning disability team from Cheshire and Wirral
Partnership Trust (CWP)
the Local Authority provides a community learning disability team (the two are not
integrated but will work together where appropriate)
the CCG commissions Assessment and Treatment beds for people with challenging
behaviour from CWP, provided at Kent House in Oxton. There is also access to two
other units for Wirral patients: Greenway on the Countess of Chester site, and
Eastways in Macclesfield
the CCG commissions respite for people with Learning Disability from Thorn Heys

-

10.2

The overall investment by the CCG in community learning disability services as
outlined above is £4.2million.

10.3

It has been a commissioning intention of the CCG to reduce the reliance upon, and
number of, Assessment and Treatment beds for Wirral patients. As Appendix One
shows, whilst admissions have not been high, utilisation of these beds has not reduced
considerably over the past two years.

10.4

There have been a number of operational issues at the Eastways site, which has led to
CQC involvement and the requirement to move staff from Kent House to provide
operational support. As such, Kent House has been closed since November 2012.
Since then, 8 Wirral patients have accessed the other two units.

10.5

Between January and April 2013, CWP held a period of formal public consultation in
which it proposed to:

-

augment its provision of community learning disability teams
close Kent House and provide the service to Wirral patients at the other two sites in
Chester and Macclesfield

10.6

Wirral CCG submitted a formal response to these proposals, in which we:

3

http://www.england.nhs.uk/wp-content/uploads/2012/12/everyonecounts-planning.pdf
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-

agreed with the principle of reducing reliance upon A&T beds
supported the augmentation of community learning disability teams
expressed reservations about the requirement for Wirral patients to have to travel to
Chester and Macclesfield to access an Assessment and Treatment beds
The proposals made under their consultation were approved by the CWP Trust Board
in June 2013. Wirral CCG received formal notification on the 5th July that Kent House
will be permanently closed from the 2nd September 2013.

10.7 There are currently 5 patients in Assessment and Treatment beds; the Local Authority
is working closely with CWP and other providers to assess each patient and ensure
that there is an appropriate community placement as quickly as possible. This
assessment is being done in conjunction with the patient, their family and carers, but
also taking into account the requirement for independent advocacy where appropriate.
10.8 The CCG and Local Authority have an understanding of all patients in inpatient
facilities, and in care and respite both within and outside the area, and is confident that
it will have been able to review patients and bring patients back where appropriate, by
the 1st June 2014 deadline.
11. Every area will put in place a locally agreed joint plan for high quality care and
support services for people of all ages with challenging behaviour, that accords
with the model of good care. These plans should ensure that a new generation of
inpatients does not take the place of people currently in hospital.
This joint plan could potentially be undertaken through the health and wellbeing
board and considered alongside the local Joint Strategic Needs Assessment and
Joint Health and Wellbeing Strategy processes.
The strong presumption will be in favour of supporting this with pooled budget
arrangements with local commissioners offering justification where this is not
done.
11.1 The closure of Kent House, and the proposal by CWP to reconfigure their Community
Teams, provides an impetus, and an opportunity, to both Health and Social Care
commissioners to work together to bolster their community services, and ensure that
any use of inpatient beds is only ever appropriate.
11.2 A meeting was held between senior health and social care commissioning
representatives, along with CWP, on the 20th July, and the following was discussed:
-

-

-

Whilst NHS Wirral CCG supports the reduction in inpatient facilities, in accordance with
Winterbourne View guidance, care MUST be provided as close to home as possible;
this is not felt to be the case if delivered in the remaining inpatient units in Chester and
Macclesfield.
Initial review of the reasons why people have gone into Assessment and Treatment
beds has largely demonstrated that in many cases an admission could have been
avoided, or an earlier discharge could have been possible, with a different model of
community teams, and faster access to social care packages.
To date there has been too little joint working between health and social care. To
make the vision of the Winterbourne View a reality, there must not only be jointworking but a joint vision, and integration of resources and teams.
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11.3
-

-

As such, the following is proposed:
A small, focused integrated commissioning group, comprising CCG and Local Authority
representatives is formed, with the first meeting to be held in early August. This group
will continue to meet regularly and will oversee:
o development of a joint commissioning plan for learning disability services;
o development of an integrated model of community learning disability teams, with
pooled budgets;
o a change in criteria for use of inpatient beds, with consideration given to a
stepped care model / crisis bed model, to ensure a minimal length of stay
wherever possible;
o a model of inpatient beds that explores provision on the Wirral wherever
possible, acknowledging that if these are to be specialist units seeing very few
patients, then a locality model is not always possible;
o the aim to have a revised community model in place by 1st June 2014 in order to
support the Winterbourne timetable for transfer of inpatients to the community.
However, any timescales will need to take into account legal requirements
regarding staff consultation (staff would be affected by community team
redesign).
Whilst this group will have executive oversight and support from both organisations, it
is important that sufficient project management support is given to drive this forward,
which may require short-term additional resources, or staff being moved away from
other areas of work.

Learning Disabilities as a CCG Priority Area
12.

Whilst a crucial piece of work, it is important that focus is not just given to the
requirements of the Winterbourne View report.

13

The NHS Operating Framework 2013/14 places a requirement on CCGs to ‘advance
equality’ in all that they do, and to demonstrate progress towards reducing mortality in
those with learning disability. Furthermore, as an NHS organisation it has legal
obligations to protect those with a learning disability against discrimination, and to
promote their equality, under the Disability Discrimination Act 2005, and the Equality
Act 2010, respectively.

14.

The specific health challenges posed by those with a learning disability include 4:
People with learning disabilities have higher rates of:
• ill-health.
• premature death.
• obesity, CHD, respiratory disease, hearing impairment, dementia, osteoporosis and
epilepsy.
There are approximately 250,000 people in England with moderate or severe learning
disability and an estimated million people with mild learning disabilities.
26% of people with learning disabilities are admitted to hospital each year. Typical care
costs for a person with learning disabilities and challenging behaviour are £120k per year.

4

Evidence shows that health services are not yet commissioned or provided in a way to meet

http://www.northeast.nhs.uk/_assets/media/pdf/Learning_disabilities_(LD).pdf
this (sic) health needs.
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15.

For the past two years, each Primary Care Trust (PCT) has been required to produce a
Learning Disability Self Assessment Framework (SAF), to determine progress against
these healthcare challenges, and to put in place an action plan for improvement. The
submission 2012 highlighted a number of areas in which the CCG and LA need to work
together urgently to make progress. Unfortunately, these areas remain outstanding,
and it is likely that the ratings against some within the 2013 admission will not have
progressed.

16.

Feedback from assessors suggested that the final ratings given in the SAF may be due
to organisational knowledge and focus on this area lost during the transition, rather
than an entirely accurate representation of reality for people with a learning disability.
The transition is now complete, and this approach must change. Learning
Disability must be treated as a priority area moving forward, with due staff and
resources allocated.

17.

For 2013/14, the framework has now been replaced with a joint SAF, to be completed
collaboratively by the CCG and Local Authority, and this piece of work be driven
through the proposed Integrated Commissioning Group, described in point 11.3 above;
a CCG Service Redesign manager has been allocated to this task, and we will be
working with the Local Authority to determine their nominated representative.

18.

As completion of the SAF progresses, it is proposed that a paper is presented back to
the Governing Body (or a different group as agreed) to provide information as early as
possible on any areas in which there is insufficient evidence / progress, with
recommendations as to how this may be addressed.

Understanding our Population with Learning Disabilities
19.

It is likely that the SAF will highlight the requirement to improve our knowledge of the
Wirral population with Learning Disabilities. This will help us to project long-term health
and social care need, resources required, and will underpin the joint commissioning
strategy proposed above.

20.

The Joint Strategic Needs Assessment (JSNA) contains a chapter related to Learning
Disabilities 5, but content is dated, with the majority of population data relating to prior to
April 2011.

21.

It is requested that priority is given to updating this chapter and to understanding and
addressing any barriers to obtaining latest data, in order to support the joint
commissioning work.

Patients from Outside the Area
22.

5

Wirral is currently characterised by a number of regional and national learning disability
providers who have marketed the provision of services to a range of complex needs
groups, both to residents of the Wirral and those outside the area; examples of such
providers would be Wirral Autistic Society, Potent and Alternative Futures.

http://info.wirral.nhs.uk/document_uploads/johnhighton/chapter%207%20learning%20disabilities%2020jul%20lores.pdf
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23.

Whilst these providers deliver services to specifications, an unintended consequence
has been access for non-Wirral residents to local health and social care services, often
at no cost to other localities. This is especially so when people are in crisis and need a
timely and appropriate response and, due to logistical challenges arising from placing
authorities at distance, services are provided local health and social care services.
Equally, people moving to area will register with local GPs, which again provides
access
and
ultimate
cost
to
the
local
health
economy.

24.

The challenge for local health and social care commissioners and providers is that
often we are unaware of such placements or the specifications agreed with placing
authorities. As such access to local services is a hidden consequence of providers who
contain a significant population of externally placed individuals.

25.

We have endeavoured to work with surrounding Authorities, and an Ordinary
Residence Protocol is in place but currently we face 14 individual cases where a
dispute over ordinary residence exists and a substantial cost implication is now
confronting Commissioners. This will remain a challenge and will continue to impact
upon the local service delivery infrastructures.

26.

It is proposed that this is reviewed by the Integrated Commissioning Group, to
determine a way forward that will provide timely access to care, but safeguard Wirral
resources.

Key Points and Recommendations
27.
Issue
Recommendations
The CCG has not prioritised this area as
- Establish Executive CCG Lead, and
much as it could have done, and
Commissioning Manager Lead, for
significant organisational knowledge and
Learning Disabilities
focus has been lost during the transition.
- Ability to bring in additional project
management support to address
priority areas where needed
- Clinical Lead (GP) to be identified
for Learning Disabilities
- LD to be considered as an area
within the strategic plan in its own
right, rather than absorbed under
mental health.
As such, there
should
be
a
separate
commissioning group that considers
Learning Disabilities, rather than
this being under the Mental Health
QIPP
The PCT / CCG and Local Authority do
- Establishment
of
Integrated
not work together on Learning Disabilities
Commissioning Group for Learning
Disabilities
- Update the JSNA chapter as soon
as possible to inform strategic
planning
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-

-

Whilst use of inpatient beds has reduced,
people
are
still
placed
there
inappropriately, and now there are no
Wirral inpatient beds available

-

-

The CCG and Local Authority do not fully
appreciate the implications of the
changes
to
Ordinary
Residence
Guidance

-

Integrated Commissioning Group to
drive joint commissioning plan for
Learning Disabilities
Local Authority to provide details of
nominated leads for Learning
Disabilities, from a commissioning
and provider perspective
Integrated Commissioning Group to
set up task and finish group with an
aim to integrate health and social
care community teams, using
pooled budgets, by June 2014
Review and revise criteria for
inpatient beds, and consider crisis /
stepped care model, with care
delivered on the Wirral wherever
possible
Integrated Commissioning Group to
review the implications of this
guidance and present a proposed
solution,
working
with
local
providers, for consideration

Next Steps
28.

Whilst executive support from the Local Authority has been given regarding the
integration of community teams and budgets, we will need to ascertain if more formal
approval is required before we may progress.

29.

Should this approval be given, and if the Governing Body approves the
recommendations within this paper, the Integrated Commissioning Group will meet,
and will proceed to establish a task and finish group in relation to community team
redesign, progress with the SAF, and work with the JSNA team in strengthening the
Learning Disability chapter in preparation for the development of a joint commissioning
strategy.

30.

As further progress is made with the SAF, an update will be brought to the Governing
Body, and to the next meeting of the Health and Wellbeing Board in the Autumn.

Conclusion
31.
-

The Governing Body is asked to:
Note the content of this report and the current position in relation to Learning Disability
commissioning for Wirral CCG
Support the recommendations made in point 27
Support the proposed next steps made in points 28 - 30

Christine Campbell
Chief Officer, Wirral GP Commissioning Consortium
Executive Lead for Learning Disabilities, Wirral CCG
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August 2013
Appendix One
Assessment and Treatment Bed Occupancy for Wirral Patients
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WIRRAL HEALTH COMMISSIONING CONSORTIUM
EXECUTIVE COMMITTEE
Minutes of Meeting
Wednesday 15th January 2014
Albert Lodge - Victoria Central Health Centre
Present:

Dr Peter Naylor (Chair)
Andrew Cooper
Dr Paula Cowan
Dr Sian Stokes
Dr Sue Wells
Dr David Jones
Debbie Platt
Diane Moon
Brian Knight
Emma Shanks

Chair
Chief Officer
GP Executive Lead
GP Executive Lead
GP Executive Lead
GP Executive Lead
Practice Nurse Representative
Executive Practice Manager
Patient Forum Chair
Finance Lead

In Attendance:
Barbara Dunton
Pauline Bolt
Grace Price – Jones

Ref No
WHCC/EB/
13-14/0131

Operations Manager
Commissioning Support Manager
Executive Assistant

Minute
1.1 Apologies for Absence
Apologies were received by Dr Sue Kidd.

WHCC/EB/
13-14/0132

1.2 Declarations of Interest
There were no declarations of interest.

WHCC/EB/
13-14/0133

1.3 Public Comments/Questions
There were no members of the public in attendance at the meeting.

WHCC/EB/
13-14/0134

1.4 Minutes and Action Points of the previous meeting
The minutes of the previous meeting were agreed as a true and accurate account.
Matters Arising
It was discussed and agreed that at future meetings a written Urgent Care Update will be
incorporated in the Performance and Finance subcommittee papers under item 4.1 for
information for the Board members.
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John Highton, Public Health was due to attend and present the JSNA. John was unable
to attend the meeting. Barbara Dunton, Operations Manager has put together a
presentation for the Executive Committee.
Outstanding Action Points
Clarification on the time limits where a review of complications from a procedure will be
considered as a follow-up rather than a new assessment – Contracts have clarified that a
follow up time limit has not been specified in the contract; however, patients will generally
be seen up to 20 days after discharge.
Action Points
Item 2.1 – Learning needs to be addressed with the Training Forum for physiotherapy to
be a possible future topic at PLT – The action point was discussed that the Training
Forum and it was felt that there is a large scope within this topic. The Training Forum will
keep it on the list for further consideration.
Item 2.1 – delay in patient review by CPNs to be discharged from hospital – This has
been addressed by Department of Adult Social Services and a new pathway has been
put in place. If the delays do not improve Social Services has requested feedback.
All other action points were completed.

WHCC/EB/
13-14/0135

2.1 Joint Strategic Needs Assessment (JSNA)
Barbara Dunton, Operations Manager presented a presentation summarising the JSNA.
Within the JSNA, it highlights some areas for which WHCC has already put schemes into
place.
The Board discussed some areas that the JSNA highlights as a focus for 2014/15. The
following areas were discussed:
Termination of Pregnancy (TOP) – work is being looked at by the Women’s Quality
Innovation Productivity Prevention (QIPP) Team. Sue Smith, Lead Nurse WHCC has
also been looking at the rate of repeat TOPs.
Alcohol – the committee discussed targeting low level intervention. It was agreed that a
clear strategy and pathway for alcohol services needs to be put together and distributed
to members. It was agreed that this needs to be addressed by Public Health.
Carers – the committee was surprised to find that out of an estimated number of 40,000
carers on Wirral, only 3,200 carers are identified within practices.
Undiagnosed Diabetes – there is currently an early diagnosis programme. Public Health
is currently working on diabetes. The committee agreed to review this issue on a regular
basis.
Action: JSNA presentation to be emailed out to the committee.
Action: email to be sent to Fiona Johnstone, Head of Public Health for information on
alcohol services.
Action: Sign up to the JSNA bulletin to be highlighted to members.

WHCC/EB/
13-14/0136

3.1 Finance Update
The Finance Lead presented the Finance Report for Month 8 which was noted by the
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Board. The consortium overall position was reported as £2.2m overspent which is an
adverse movement from the previous month.
It was noted that there are data issues from WUTH regarding the level of uncoded
activity. The level of uncoded activity is increasing but at quarter end, a further data set
is received from WUTH meaning improved data is available for reporting. Non PBR is
the biggest area that is affected so reports will only be distributed for discussion following
quarter end reconciliations with the Trust.
There is an overspend of £1.6m on NHS Contracts, primarily at Wirral University
Teaching Hospital and an overspend of £381k on Non – NHS Contracts, mainly Spire
Murrayfield.
At Month 8 Prescribing overspend is a £367k despite an overall negative cost growth
being reported.

WHCC/EB/
13-14/0137

3.2 Items for Risk Log
No items were identified for the risk log.

WHCC/EB/
13-14/0138

3.3 Risk Register
The register was reviewed by the committee.
It was agreed that risk number 2013/14/003 – Restrictions on secondary use of data
should remain at 4x3 and not decrease the risk to 3x3.
Action: Risk Register to be amended.

WHCC/EB/
13-14/0139

4.1 Subgroup Minutes for Noting
The minutes from the subcommittees were noted by the Board.
There was a spelling mistake within the Training Forum minutes.
There was a discussion about the difficulty of booking onto the Safeguarding multiagency
training. The Practice Manager representative expressed that she has not found any
difficulty in booking members of the practice onto the courses.
The committee discussed the attendance at Practice nurse forum. The number of
apologies received was discussed. The Practice Nurse representative discussed the
changes with the Practice Nurse forum and that the meeting will now be incorporated into
the Nurse Protected Learning Times Events (PLT) to try and increase the number of
attendances.
Action: amendments to be made to the training Forum minutes.
Action: highlight for discussion if attendances at Nurse PLT are not improving for
highlight at Practice Visits.

WHCC/EB/

5. Summary of Actions
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13-14/0140

Please refer to action points attached.
WHCC/EB/
13-14/0141

6. Summary of Financial Approvals
The summary was noted by the committee.

WHCC/EB/
13-14/0142

7. Any Other Business
Paula Cowan, Executive GP Member gave a brief update on Urgent Care. There has
been a reduction in attendances at A&E of 1.4% within the four weeks that the A&E
streaming Pilot has been up and running. The Urgent Care Board took place and it was
agreed that a newsletter is going to be put together for information and will be used as a
live document.
Women’s QIPP Team is going to create a top ten tips for referral that are going to be
distributed to practices. It was felt in the meetings that there has been an increase in
referrals for women to have Mirena Coils inserted since to Contraception Advice Sexual
Health clinics have stopped inserting them.
It was felt that feedback from all of the QIPP teams would be useful for future meetings.
Date and Time of Next Meeting
The date and time of the next meeting is Wednesday 19th February 2014, 1.00pm at
Albert Lodge, Victoria Central Health Centre.
Please send any further apologies to Grace Price-Jones on g.price-jones@.nhs.net
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WIRRAL ALLIANCE COMMISSIONING CONSORTIUM
EXECUTIVE BOARD MEETING – PUBLIC SESSION
Minutes of Meeting
Tuesday 21st January 2014
Duncan Room, Old Market House

Present:
Dr M Salahuddin (MS)
Dr H Downs
Dr B Conlan
Dr R Williams
Iain Stewart
Allan Stewart
Debbie Marsden
Wendy Sheen

Gladstone Medical Centre (Deputy Chair)
Civic Medical Centre
The Orchard Surgery
Riverside Surgery
Chief Officer
Practice Manager Member
Nurse member
PEG Representative (Chair)

In Attendance:
Allison Hayes
Karen Duckworth
Dr Tom Wyatt
Debra Roscoe
Peter Krysiak
Ref No.
WACC/EB/
13-14/0037

Executive Assistant
Project Support Assistant
The Orchard Surgery (CHARs Lead)
Trent Wirral PTS
Trent Wirral PTS
Minute

1.0 Preliminary Business
1.1 Apologies for absence
Apologies were received from Dr M Green, Dr G Francis, Paul Wormald, Matt Gilmore, Julie
Webster and Emma Shanks.
1.2 Declarations of interest
Dr B Conlan declared his interest with regards to the CHARs Scheme.
1.3 Public comments/Questions
There no members of the public at the meeting.
1.4 Minutes and Action Points of Previous Meeting/Matters Arising
The previous meeting held on 19th November 2013 were agreed as a true record of the meeting.
Grammatical errors were corrected.
WS queried the level of detail recorded in the meeting with regards to the PEG update and Chief
officer clarified that the salient points were captured and noted by Board members. GP member
agreed that the key message was understood from the PEG update from the last meeting.
Action Points – Please refer to the attached sheet.

st
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Matters Arising
Chief Officer updated members regarding the attendance and representation of voting Board
members at WACC Board meetings, in relation to the consortium terms of reference. General
discussion ensued as members considered the matter. Chief Officer suggested that if voting
board members could not attend then a member practice named representative could attend but
would not hold voting rights during the meeting. Members agreed to feedback their thoughts at
the next WACC Executive Board Meeting in February.
Action – Board members to feedback their thoughts at the next WACC Executive Board
meeting in February 2014.
1.5 Chair Report
Chief Officer updated members on the following areas:
Vision 2018 and Procedures of Low Clinical Priorities briefings – Chief Officer updated members
around the briefings that were held recently and highlighted the importance of future GP
involvement in key matters identified at CCG level and/or national level – he suggested that no
involvement could impede the ability of the consortium to challenge future decisions and plans.
CCG Chair Selection – Chief Officer provide members with an overview of the importance of
members being satisfied that the selection process of CCG Chair is fit for purpose. Members for
the WCCG Governing Body were asked to consider two options:
1. That the process for electing the Chair remains as per the current constitutional process
as outlined
Or
2. That a new process for electing the Chair is considered.
Chief officer informed WACC Board members that WCCG Governing Body unanimously voted
for option 1.
PEG Meeting Dates 2014 – Chief Officer provided members with details of the future PEG
meetings in order for GPs to attend with regard to clinical support and engagement.
CSU Update – Chief Officer informed members of the Prescribing Incentive Scheme 2014/15
progress which is to be discussed at the prescribing cluster meetings for ratification at CCG
Clinical Strategy Group in February.
Action – medicines management are to attend a future PEG meeting.
A replacement for the Head of Medicines Management is to be announced in due course.
Patient Kiosks – Chief Officer informed members of the proposed funding from NHS England with
regard to the installation of 60 patient kiosks in Wirral GP practices.
EPS R2 – Chief officer updated the group with regards to Electronic Prescription Service release
2 and the schedule of go live dates throughout 2014.
Consortium – Chief Officer is to bring a paper regarding the management team structure to the
February Board, taking into account the need to reduce running costs by 10% by April 2015.
Chief officer reminded board members that consideration around commissioning intentions for
2014/15 will need to be commenced at the WACC Executive Board meeting in February.
st
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Members raised concerns regarding GP Contracts and Chief Officer clarified that NHS England
should be contacted to resolve concerns.

WACC/EB/
13-14/0038

2.0 ITEMS FOR INFORMATION
2.1 CHARs Update
Dr Tom Wyatt (GP Orchard Surgery) provided a summary of the CHARs pilot which included the
following areas:
•
•
•
•
•

Evidence of Savings
Care Home involvement/Feedback
Organisational Structure
Stakeholders
CHARs Evaluation

Members reviewed the reports provided by Dr Wyatt and were asked to consider the financial
implications and the opportunities that the service brings.
Members noted the evaluation of CHARS and agreed for Dr T Wyatt to engage with other
divisions and Social Services.
2.2 Quality, Performance and Finance
Quality
Apologies from the Strategic Analysts had been received, however a brief report was of the
activity of Wirral Alliance as of Month 8 was tabled.
Areas highlighted included:
•
•
•
•
•
•

GP referrals are 1% under plan and the trend for the year is improving. Dermatology is
6% over plan and Breast Surgery 32% over plan.
First Outpatient attendances are 1% over plan but the overall trend is improving.
Follow up Outpointed Attendances are 5% over plan.
Elective spells are 3% over plan
A&E attendances are 3% over plan
Non-elective spells are 1% under plan compared to Wirral average of 3% over plan.

Members noted the Quality and Performance report.
Finance
In the absence of the Senior Accountant; Chief Officer provided the group with a report that set
out the financial position for the NHS Wirral Clinical Commissioning Group as at the end of
October (month 7) and November (month 8) within the 2013/14 financial year and the
performance against the measures outlined in the CCG Assurance Framework for 2013/14.
The Executive Board is asked to note:
•
•

•

the financial position as at the end of November 2013 and the forecast outturn position
the performance against indicators based on the information available
the associated financial risks within the declared position.

st
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Members of WACC Executive Board noted the finance report.
2.3 Vision 2018
Chief officer provided an update regarding the CCGs plans and proposal for the direction of travel
with regards to Vision 2018 and sought members’ agreement to include Vision 2018 as a
standing agenda item in the future. Chief Officer agreed to produce a monthly report which is to
include an overview of the programme of work regarding Vision 2018.
Board members agreed to Vision 2018 to be included as a future agenda item.
2.4 Trent Wirral Update
Debra Roscoe and Peter Krysiak presented a review and update of the current service.
Members discussed the self-referral process and requested more information regarding selfreferral data.

WACC/EB/
13-14/0039

Action – DR to send data to Chief Officer with regards to Self-referral processes.
3.0 ITEMS FOR DISCUSSION
3.1 Challenge Fund
Chief Officer gave an overview regarding the Challenge Fund and informed members of the
proposal which is to be put forward by Gladstone Medical Centre, Spital Surgery, Heatherlands
Medical Centre and St Hilary Group Practice to enable practices to pilot approaches to meet the
demands of 7 day working.
Members reviewed the geographical aspects and how practices can link together to provide
access to services across WACC constituent practices 7 days per week.
Members raised concerns regarding public expectations and felt that more information was
needed with regards to how services would run.
Members from Civic Medical Centre, The Orchard Surgery and Riverside Surgery agreed to
discuss with their GP partners within their practices and feedback their thought at the next WACC
Executive Board meeting in February.
Action – members are to feedback their thoughts regarding the Challenge Fund.
3.2 Communication
Deputy Chair informed members of concerns which had been raised in relation to communication
processes between GP practices and the WACC management team. Suggestions were made
for a third party to attend a monthly management team update meeting in order to feedback any
information to constituent practices. Members suggested that Dr M Salahuddin represent the
group at these meetings.
Members agreed that the WACC weekly newsletter ‘To The Point’ (TTP) was useful and
informative.
WACC Executive Board members agreed for TTP to continue and for a third party GP
representative (Dr M Salahuddin) to attend future update meetings. Members also agreed for
Chair and Chief officer to attend GP partner meetings at WACC constituent practices.
st
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Minute
4.0 ITEMS FOR APPROVAL
There were no items for approval.

WACC/EB/
13-14/0041

5.0 MINUTES FOR NOTING
5.1 PEG (Patient Engagement Group) Update
WS provided the group with an update of the PEG. WS informed members that she had been
successful in applying for the role of Chair for the group however; due to recent resignations a
new Deputy Chair and Secretary are required.
PEG members are holding an open forum on 22nd January 2014 to discuss the future of the
group and the appropriate direction of travel with regards to agenda items and presentations.
WS has written to all PEG members asking for them to feedback their thoughts and ideas and
WS will provide details of her findings at the next WACC Executive Board meeting in February.
Action – WS to report her findings back to the WACC Executive Board in February 2014 in
relation to members ideas.
5.2 The minutes from the following committees meetings were noted:
•

WACC/EB/
13-14/0042

WCCG Governing Body from 03.12.2013

6.0 RISK REGISTER
Members noted the current risks.
7.0 Any other Business
7.1 Patient Leaflet
Chief Officer provided the group with an example of a patient leaflet designed to educate patients
about GP practice based services.
Members discussed the potential of mailshots and how best to distribute the leaflets in order to
inform WACC constituent practice households.
Members agreed for the Chief Officer to liaise with the Communications Team with a view to
organising a direct mail option.
PEG representative agreed to take the leaflet to the PEG meeting and review the leaflet and
feedback their thoughts to Chief Officer.
Deputy Chair thanked members for their attendance and the meeting was closed at 15:15pm
Private Business
Private business minutes are recorded separately.
8.0 Date and Time of Next Meeting
The date and time of the next meeting is Tuesday 18th February 2014 at OMH, Duncan Room at
1pm – please contact Allison.hayes@nhs.net with any apologies or agenda items.

Board meeting ended at: 15.15pm.
st
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Quality, Performance & Finance Committee
Thursday 19th December 2013, 9.00am
Room 539, Old Market House
Present:
Phil Jennings (PJ)
Abhi Mantgani (AM)
Christine Campbell (CC)
Andrew Cooper (AC)
James Kay (JK)
Lorna Quigley (LQ)
Iain Stewart (IS)
Simon Wagener (SW)
John Oates (JO)
Mark Bakewell (MB)
Tracey Bills (TB)
Laura Wentworth (LW)
Pete Naylor (PN)

Chair, Wirral CCG
Chief Clinical Officer, Wirral CCG
Chief Officer, WGPCC
Chief Officer, WHCC
Lay Member (Audit & Governance)
Head of Quality & Performance, Wirral CCG
Chief Officer, WACC
Lay Member (Patient Champion)
Chair, WGPCC
Chief Financial Officer, Wirral CCG
Corporate Support Officer, Wirral CCG
Corporate Support Officer
Chair, WHCC

In attendance:
Julie Stamper (JS)
Anna Rigby (AR)

Board Support Assistant (taking minutes)
Service Re-design Manager, Wirral CCG

Ref No

ITEM

QPF1314/122

PRELIMINARY BUSINESS

122.1

Apologies for Absence: Apologies were received from:•

ACTION

Mark Green, Chair, WACC

122.2

Declarations of Interest: No declarations of interest.

122.3

Minutes of Previous Meeting: Minutes of previous meeting held on 26th
November 2013 were agreed as an accurate record.

122.4

Actions List from Previous Meeting:
•

•

96.1 Performance Reports: Key performance indicator report –
echocardiograms – LQ and AR to check data source and quality.
LQ and AR to go through alternative providers and focus on
ECG’s.
117.1 Friends & Family Test: LQ visiting WUTH A&E on 2nd

•

•
•
•

January. There have been improvements made since October.
118.2: HR Management Framework Report: AM asked for a
review of the flow of PDR and paperwork used. Pick up with PE.
PE and LW to ensure Line Managers have submitted final PDR
forms to HR.
118.4 Statutory & Mandatory Training Update: Line Managers will
be notified regarding their staff who have not undergone their
statutory and mandatory update.
118.12 CQC Inspection Reports: LQ confirmed that the previous
query regarding GP’s lack of availability at VCH was correct.
LQ and JK met regarding quality dashboard.

QPF1314/123

ITEMS FOR APPROVAL

123.1

Sentinel Stroke National Audit Programme Data: LQ introduced AR to
present the update paper: Sentinel Stroke National Audit Programme
data. The aim of the paper is to inform the Committee about the
performance of Wirral Stroke Services and to ask for approval regarding
next steps to improve the quality indicators regarding stroke prevention.
The paper highlights the performance of Wirral Stroke Services against 9
quality indicators for Quarter 1 (2013-14) reported as part of the Sentinel
Stroke National Audit Programme (SSNAP).
Wirral CCG and Wirral Local Authority have numerous local and national
drivers that support the work to reduce the number of strokes in Wirral
and to care for patients who have had a stroke.
The first report on the SSNAP data was released in August 2013. It is a
pilot report based upon patients arriving at hospital (or having stroke
onset as an inpatient) between 1st January – 31st March 2013.
In regards to acute care, the percentage of patients who receive a scan
within 24 hours of clock start is not significantly different to the National
average; however the best services are achieving 100% of patients
scanned within 12 hours compared to 88% of Wirral patients.
The Committee was asked to approve the development of a joint action
plan across Wirral CCG and the Public Health, to delegate monitoring of
the SSNAP indicators to Planned Medical QIPP and for the report to be
provided to the Committee on a 6 monthly basis for update.

QPF1314/124

ITEMS FOR DISCUSSION

124.1

Performance Reports: LQ highlighted the key performance indicators by
exception for the CCG against plan as of end of October 2013.
6 week diagnostic target – This has been achieved for the month;
2

however pressure still remains in cystoscopy. As a CCG we are looking
at the patients who have been waiting and the reasons why.
Referral to treatment target – Pressure remains at Alder Hey. This is
being managed by the Area Team. Alder Hey are looking at other
hospitals to place patients in order to achieve their targets.
Excessive waiters (Over 26 weeks) – This has seen a further reduction
in October.
Ambulance turnaround times – 15 minutes handover time has seen an
increase in month. This is still below the operational standard of 100%
and is being performance managed via the Urgent Care Board. LQ
meeting with NWAS to plan a strategy on the way forward.
30 minutes handover time remains below the operational standard of
95%. The Urgent Care Board will be monitoring this as part of the A&E
recovery plan. As these targets are being shadow monitored this year,
contractual levers cannot be enforced.
A&E Waiting times – A&E at Arrowe Park fell short of the target due to
a high volume of breaches in the first and third weeks of October. The
overall year to date performance (including walk-in centres) remains
above target.
Same sex accommodation – There has been 1 breach in critical care.
Friends and family test – The response rate nationally is at 15%, which
means we are within target. Work still to be done around A&E.
Divisional reports: These were accepted by the meeting.
The Committee was asked to note the report and performance for
October 2013.

124.2

Finance Report: The Finance Report was tabled. The report sets out
the financial position for NHS Wirral CCG as at the end of November
(month8) within the 2013/14 financial year and performance against the
measures outlined in the CCG Assurance Framework for 2013/14.
NHS England has developed a proposed set of financial performance
indicators as part of its CCG Assurance Framework which now includes a
13th indicator for surplus.
As at the end of November (month 8) the year to date position for Wirral
CCG is an over spend of £0.05m with over performance against
commissioning expenditure of £0.38m offset by an under performance
against running costs of £0.34m.
NHS Wirral CCG contract performance against NHS contract providers is
currently showing a year to date over performance of circa £1.5m as at
the end of November. This is due to over performance at WUTH.
Over performance remains against Spire Murrayfield with a year to date
over performance of £797k. There has been significant improvement
with Spire and the BI Team this month in the level of validation checks
being carried out to understand the variance reported.
Prescribing information has been received for the period up to September
2013 and now shows a breakeven position against plan. Consortia
performance is £106k underspent whilst prescribing costs reported at
3

federated level are £106k overspent, pressures against the oxygen
contract and central drugs are offsetting an amber drugs underspend.
Further analysis is being undertaken to ascertain the impact of financial
planning assumptions regarding growth and new prescribing patterns as
per previous QPF discussions.
No exceptional issues to report on, however contingency funding is being
released to partially offset the performance pressures.
Application of the 2% headroom/non-recurrent investments funds are
progressing with a number of schemes currently under development and
a number of agreed investments being implemented.
No exceptional issues to report this month. Year to date running costs
expenditure is lower than planned values due to slippage on posts and
under-utilisation of clinical backfill resource.
The CCG maintains a number of risks as outlined within the original
financial planning process. Predominantly, these are focused around
activity based variations with cost per case/prescribing activity drivers,
where there may be a growth in demand or mix in the planned levels of
care.
NHS Wirral CCG holds a contingency fund as outlined in its financial
planning assumptions and is currently factored into financial
management arrangement to offset current contract over performance.
The CCG held a cash balance of £0.7m as at the end of November 2013,
being a favourable movement on the previous month where £4.8m was
held. Best practice for cash management would be working towards a
minimal cash balance as at the end of each reporting period and the
CCG is working with the CSU Treasury Team to improve cash
management.
The Committee was asked to note the financial position as at the end of
November 2013 and the forecast outturn position.
Action: The QIPP report was not available today due to time constraints. MB
MB will circulate.

QPF1314/125

ITEMS FOR INFORMATION AND NOTING

125.1

HR Management Framework Report: LW presented the report which
details the workforce profile and sickness absence rates as at the last
complete monitoring period ending October 2013.
The 2% sickness absence target has now been included in the report.
Statutory and mandatory training targets are not taking into account
leavers or staff on maternity leave.
PDR completion dates are now being received and at the end of October
4

compliance was 74.5%, which is an increase from September.
Action: PE and LW to ensure Line Managers have submitted final PDR
forms to HR. AM asked for a review of the flow of PDR and paperwork PE/LW
used. Pick up with PE.
The Committee was asked to note the contents of the report and the
associated actions needed in achieving the required target rates.

125.2

Aggregated Report Update: TB presented the report which includes 25
incidents reported to STEIS which resulted in a full Root Cause Analysis
being conducted during the time period. The number of incidents
reported shows a decrease compared to the last quarter.
Primary care reporting is being discussed with Sue Wells. TB has
requested a demonstration in the new year from Datix to review the
options we have with implementing a management system within the GP
surgeries.
LQ clarified the 1 reported never event involving a tissue retrieval bag
being left in situ after an operation. Apparently some surgeons are
known to remove the radio opaque marker before use. The Committee
asked that this is investigated further to see if it is occurs far wider than
just at WUTH.
Action: It was noted on page 13, “Medication Error Incident Reporting”;
there was conflicting information within the report columns. TB will check TB
and clarify.
We are regularly receiving incident reports from our providers but not
from GP practices directly. AC advised that the Wirral Health Consortia
are carrying out the 1,2, 3 system. If a further system is being
implemented then it needs to fall in line with this.
The Area Team are asking for the Quality Team to report on primary
care. PN asked for support from AM and PJ to return this to the Area
Team.
It was felt that the CCG should be recording comments and compliments
on the website. Discussed the possibility of implementing the Friends &
Family Test into primary care for the GP practices.
Both JO and PN declared a possible conflict of interest as they are aware
that their practices have been asked to report on a patient for INR. The
practices only became aware of the issue when they were contacted by
WUTH asking for information for their investigation.
Committee asked to note the report which will be presented quarterly.

125.3

Complaints Report Update: LW presented the report for the period
November. There were 3 new complaints received, 1 closed complaint
and 7 on-going complaints. LW is currently working with the CSU as
some complaints go back to April 2013. As from 23rd December we will
5

have access to the CSU data reporting system.
AM reported that there have been a number of issues regarding how the
CSU are dealing with complaints and the responses. AM commented
that LW is doing a great job.
Action: LW will incorporate a running time figure in terms of days for low LW
long the Continuing Healthcare complaints are taking to reach a
conclusion.
The Committee was asked to note the report.

125.4

Ombudsman Complaint Report: LQ presented the report which
provides an overview of the complaints which have been escalated to the
Parliamentary & Healthcare Ombudsman within the period of July to
October 2013. There were 6 complaints escalated to the Ombudsman.
3 of these related to WUTH, 1 related to Continuing Healthcare, 1 was
regarding CWP and 1 related to RLBUH which involved a patient.
Going forward, a monthly update will provide assurance to the Committee
that all complaints which have been escalated to the Ombudsman are
being adequately investigated and responded to within the set timescales
provided.
LW will ensure action plans are chased up and carried out within the
timescale provided by the Ombudsman. If this is not carried out we then
go through the contractual process.
The committee was asked to note the report.

125.5

FOI Report: LW presented the report which details the number of FOI’s
received and closed during the reporting period of 1st April 2013 to 31st
October 2013.
We received 5 requests in April, 10 in May, 11 in June, 23 in July, 19 in
August, 27 in September and 20 in October. We have received 215
requests in total for the period with 128 of them now closed.
FOI’s requesting primary care data are automatically referred to NHS
England for their action.
With regards to the cost of answering an FOI, it was suggested to put
together how much it would cost ie staff time etc to answer a simple FOI
request and a more complex FOI request. We receive repeated requests
for the same information, so we will look at including FOI reporting on the
website to make the information readily available, thus saving time and
resources.
Committee asked to note the report.

Contracting Issues:
6

125.6

CWP: CC verbal update. The National Dementia State of the Nation
report has been published. Wirral’s current performance is significantly
better than the data reported and so we may need to be prepared with a
response to media enquiries to demonstrate the improvements that have
been made.
There has been a significant increase in numbers of missing persons and
persons absent without leave particularly in inpatient units. We are trying
to gain further information in order that we may monitor this in a similar
way as we have done for pressure ulcers, and this will be raised through
the contract monitoring meetings.
ADHD service is a consultant led service but CWP do not report against
the 18 weeks target. Their waiting times are currently in excess of this.
A letter is to come from the CCG to CWP to advise of this reporting
responsibility, and there may be financial penalties applicable if the target
is breached.

125.7

CT: AC reported that contract negotiations have started with a strategic
meeting between Wirral CCG and Wirral CT. Both organisations have
agreed to work towards the Vision 2018 and urgent care agendas. The
service development and improvement plan has been agreed through the
CCG Operational Group following feedback from the consortia; this plan
will now be negotiated with the CT along with commissioning intentions
and changes to service specifications.
National Benchmarking Review for community services is now complete
and DNA rates for CT services will be reviewed as part of contract
negotiations in the light of this information. The CSU Quality Team are
also undertaking a piece of work focussing on CT DNA rates.
Previous concerns regarding data reporting from the CT have been
addressed via a contract query and information reporting is now much
improved. However, despite the CT submitting data to the Data
Management Information Centre (DMIC) as required, there are issues
getting CT information back out from the DMIC.

125.8

WUTH: LQ reported on the financial risk rating of being a Foundation
Trust. WUTH have always been a 3 but because of the impact of cost
improvements, WUTH Executive Board has agreed to move from a 3 to a
2 in quarter 1, with agreement to move back to a 3 in quarter 2.
Unfortunately, this has not happened as they are still a 2 and are unable
to make a recovery.
WUTH have a planned visit in January to meet with Monitor in London.
AM advised he has been in discussions with David Allison at WUTH in
trying to achieve a financial position to help the hospital and minimise
risk. This also links to next year’s financial position.

125.9

Wirral Local Authority: IS reported that NHS England has been in
touch regarding Section 256 and are requesting evidence of KPI’s. They
are prepared to give Wirral CCG NHS money to help with social care and
health benefits. Data and reports will be available in January.
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MB mentioned that he met with Graham Hodkinson recently to discuss
the Better Care Fund (nee Integrated Transformation Fund).

125.10

Serious Incidents: TB presented the report on serious incidents for the
period 1st November to 30th November 2013.
The Committee was asked to note the 7 new incidents reported on the
Strategic Executive Information System (StEIS) which are undergoing
investigation. Today’s report stated 2 new incidents but the CSU had not
reported correctly.
There have been 2 incidents from Cheshire & Wirral Partnership NHS
Foundation Trust (Wirral) and 5 from WUTH.
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 Quality Committee/SI Group.

125.11

Pressure Ulcers Tracker: TB presented the tracker which covers data
for all pressure ulcer incidents reported on StEIS during the period 1st
April 2013 to 30th November 2013.
The total number of pressure ulcer incidents reported on to StEIS during
this period was 26.
The pressure ulcers tracker will be presented at QPF on a monthly basis
to keep us informed and take actions were necessary.
The Committee was asked to note the report.

125.12

Minutes for noting:
•

CT Contract Monitoring minutes of 5th November 2013 – noted.
Action: JK queried whether a Chief Officer should be in AC
attendance. To be referenced against Terms of Reference.

•

WUTH Quality & Clinical Risk minutes of 23rd October 2013 –
noted.

•

LCAG minutes of 14th October 2013 – noted.

QPF1314/126

RISK REGISTER

126.1

Risk Register: TB presented the Risk Register. The group reviewed the
risks as follows:12-13A: No change, to remain on the register. Review in April.
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12-13C:
12-13D:
12-13E:
12-13J:
13-14A:
13-14B:
13-14C:
13-14D:

No change, to remain on the register. Review in February.
No change, to remain on the register. Review in February.
No change, to remain on the register. Review in January.
Remove from the list.
Remove from the list.
No change, to remain on the register.
No change, to remain on the register.
Keep on the register and keep the risk the same, but change
the wording.

The Committee noted the Risk Register today.
Actions:
•
•
•

TB will update the Risk Register.
CSU performance, regarding complaints, timing of FOI’s and
serious incident reporting should be included on the Risk TB
Register.
All risks will be monitored monthly at this Committee.

QPF1314/127

ANY OTHER BUSINESS

QPF1314/128

DATE AND TIME OF NEXT MEETING

The next meeting is scheduled for:
Tuesday 28th January 2014 at 1.00pm
Room 539, Old Market House.
Apologies/agenda items to: Julie.stamper@nhs.net
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Audit Committee Meeting
Wednesday 13th November 2013
10.00am – 12.00pm, Room 539, Old Market House

Present:
James Kay (JK)
Mark Bakewell (MB)
Anne-Marie Harrop (AMH)
Liz Temple-Murray (LTM)
Sylvia Cheater (SC)
Tracey Fisher (TF)
Paul Edwards (PE)
Simon Wagener (SW)
Laura Wentworth (LW)

Audit Committee Chair
Chief Financial Officer
Audit Manager, Mersey Internal Audit Agency
Manager - Grant Thornton
Audit Lay Member
Audit Lay Member
Head of Corporate Affairs
Lay Member
Corporate Support Officer

In Attendance:
Chelsea Worthington (CW)
Christine Campbell (CC)
Andrew Cooper (AC)

Item No.
GA13-14/15
1.1

Administrative Assistant (taking minutes)
Consortium Chief Officer
Consortium Chief Officer

Agenda Items

Action

PRELIMINARY BUSINESS
Welcome to New Audit Members
JK welcomed new audit members and asked each member around the table
to introduce themselves and their job role

1.2

Apologies:
Apologies were received from:
Abhi Mantgani - Chief Clinical Officer
Bernard Halley - Audit Lay Member
Iain Stewart - Consortium Chief Officer
Robin Baker - Grant Thornton
JK expressed concerns regarding the potential difficulty caused by not having
all the right people in the room for particular agenda items.
Signed – Chair
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Today’s item on the agenda regarding committee Terms of Reference will not
be robust unless all three consortia are able to attend the meeting.
The committee noted JK’s concerns and JK would meet with Dr Abhi
Mantgani and Dr Phil Jennings to discuss in further detail.
JK

Action JK to speak to AM & PJ
1.3

Declarations of Interest:
No declarations were made.

1.4

Minutes of Previous Meeting/Action points of previous meeting held on
30th September 2013
Approved as a true and accurate record. Signed-off by the Chair.
CW to print out previous minutes and JK to sign them.

CW & JK

LTM from Grant Thornton agreed to send new Audit members a copy of their LTM
Governance Report.

Action Points:
2 – To be closed and removed from the list
3 – To be closed and removed from the list
4 – LW to send the agenda of the September Audit Committee, which
contains the Grant Thornton report on Governance, to the 2 new audit
members. This can then be closed and removed from the list.
14 – To be closed and removed from the list
15 – MB advised that there will be 1 GP representative attending going
forward and the CCG are continuing to canvass other consortia too for further
GP members.
16 – To be closed and removed from the list
17 – To be closed and removed from the list
18 – To be closed and removed from the list
19 – To be closed and removed from the list
20 – To be closed and removed from the list
21 - As above, JK to follow up with AM and PJ regarding attendance of the
Consortium Chief Officers at the Audit Committee. This can then be closed
and removed from the list
22 – This is ongoing at present
23 – A draft version has since been collated and is included on the agenda.
To be closed and removed from the list
24 – This is scheduled for the June 2014 or September 2014 meeting. To be
closed and removed from the list
25 – To be closed and removed from the list
26 – To be closed and removed from the list
27 – To be closed and removed from the list
28 – To be closed and removed from the list
29 – To be closed and removed from the list
30 – There have been none to date; To be closed and removed from the list
Signed – Chair
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31 – LTM declared that Grant Thornton are independent and that this will be
confirmed as part of the audit plan and audit findings report. It was noted that
there is further work to be completed with regards to this, however this can be
closed and removed from the list.
32 – Ongoing; LW to confirm if this has been completed with LQ
33 – To be closed and removed from the list
34 – To be brought forward for future meetings; To be closed and removed
from the list
35 – The group were advised that the letter has been drafted; however the
process is due to change again shortly. Therefore this is ongoing at present
36 – To be closed and removed from the list
37 – It was agreed that this should remain open until after the January 2014
meeting
38 – To be closed and removed from the list
39 – To be closed and removed from the list
Matters Arising:

1.5

SW raised a query regarding section 2.2 regarding the Assurance Framework
and identified a possible gap in assurance relating to the way the CCG
engages with the public and monitoring the effectiveness of this.
PE provided an explanation to the group regarding ‘A Call to Action’ and the
need to incorporate engagement activities moving forward and also informed
that there are ongoing discussions with PJ/AM regarding Vision 2018 and
further engagement events. JK explained that the CCG needs to ensure that
feedback from the public is collated regarding the public meetings. PE also
advised that the Assurance Framework would be reviewed by the Governing
Body ahead of the next audit committee and that any gaps in assurance
would be addressed there.
PE updated the group and advised that the CCG have just launched a
Facebook and Twitter page which should help to engage with the public in
various ways, aside from the public facing website.
The group agreed that any gaps in assurance should be referred to the SW
Governing Body and not via this meeting.

GA13-14/16

ITEMS FOR DISCUSSION

2.1

Audit Committee Work plan
MB provided a brief overview of the work plan and explained how this is used
and monitored in conjunction with the meeting agenda and advised that after
this meeting work will begin to plan for the next 12 month period.
It was requested for an additional column to be included for ‘responsibility’.
Action MB to add ‘responsibility’ column and then to circulate to all
members for comments.

Signed – Chair

MB
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2.2

Review Committee Terms of Reference
JK explained to the group that it is the responsibility of this committee to
review all of the organisation’s Terms of Reference, structures and processes
as part of its role within the organisation.
JK invited comments from others.
AMH recommended that the Consortia Terms of Reference should reflect a
more corporate style as part of the wider CCG.
It was agreed that the three Chief Officers would work together to amend the
Terms of Reference documents accordingly and to ensure that there is a
degree of standardisation within the corporate format but reflecting
differences where appropriate. It was agreed that the amended documents
should then be brought back to this meeting, and if needing changes would
have to be reflected in the appropriate timetable for constitutional
amendments

CC / IS /
AC

AC asked for feedback from the committee with regards to the consortia’s
own TOR. Members commented that their appeared to be a lack of in
reflecting statutory duty. In addition AMH raised concerns with the Terms of
Reference emphasising separate identities rather than being part of single
organisation. Also, there seemed to be a disparity with regards to delegation
and autonomy both within and between consortia Terms of Reference.
CC queried if the consortia Chief Officers should be required at all of the audit
committee meetings , JK advised CC and AC that they will be kept as
attendee’s for meeting and will only need to attend Audit meetings as and
when part of the workplan. This will also be applicable for the Chief Officer of
Wirral Alliance Commissioning Consortium.
AMH advised that part of the internal audit work plan includes a review of
committee arrangements over the next few weeks.
Action AMH to bring Committee Effectiveness to January meeting

AMH

LTM advised that a review of committee arrangements and use of resources
will be a part of the auditors assessment on value of money opinion at the
end of the year.
Part of this review will assess the VFM of consortia
All Consortia are to get together before January meeting and Consortia Chief
Officers will present to Audit Committee at January meeting and then PE to
amend constitution to reflect amendments.
JK advised of a potential query regarding clinical strategy / qipp groups and
patient representative. PE to query membership and how groups work in
practice, Action PE / JK to follow up

IS/CC/AC
PE

PE/JK

It was noted that any minor changes to TOR can be completed via PE,
however if there are any major changes then they would need to be put
through the relevant committee and would need to fit into the wider cycle for
Signed – Chair
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constitution changes
2.3

Other Sources of Assurance
PE and MB presented the first draft of the Assurance Mechanisms diagram to
the group.
The group agreed that this diagram should be amended to also include audit
bodies such as Mersey Internal Audit Agency, Grant Thornton Auditors and
that further information relating to HeathWatch.
AMH advised that this is a very useful document however that more
information and evidence should be included under each heading to highlight
the assurance flow across the CCG.
LTM agreed that the committee needs to know what’s being done and how it
is being done.
JK reiterated that this was a very helpful flow document as a starting point
and that a further detailed version, as above, should be brought to the next
audit meeting.
PE / LW

Action PE / LW to continue to develop mapping
2.4

Outline final accounts timetable and plans
MB presented the draft accounts timetable to headline outline plan for final
accounts issues and to provide assurance to the group that there is a plan in
place.
MB is currently working with the CSU to go through this document step by
step to ensure appropriate arrangements are in place and to ensure clarity of
roles and responsibilities.
It was noted that Grant Thornton and MB are awaiting specific guidance for
CCG accounts regarding submission dates etc
Discussion took place regarding legacy balances, MB advised that he is
hoping to finalise all working papers within the next few weeks and would
arrange for meeting with Grant Thornton but the entire system is struggling
with the process. Encouraged by local position and work that has been done
but need to acknowledge problems with the process and limited role as
receiver organisation

2.5

Review of losses and special payments
MB advised that there is nothing to report.

2.6

Mersey Internal Audit Agency (internal audit)
AMH provided a verbal update to the group and advised that MIAA have a
number of pieces of work in progress at present including QIPP and CIP.

Signed – Chair
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2.7

Grant Thornton (external audit)
LTM presented the auditors approach on CCG arrangements to secure value
for money for Wirral CCG, to the group and LTM explained how this is split
into 5 key areas:
- Leadership
- Commissioning
- Financial Planning & Management
- Data Quality
- External relationships
The group agreed that the 2013/14 financial year is challenging for the CCG
and it was noted that the CCG needs to ensure that their commissioning
plans fit strategically with the plans of the health economy as a whole.
JK commented that this was a well presented and timely document which
provided a good overview of the report that is due to come at the end of the
year.

2.8

Audit Tracker
MB presented the most current version of the Audit Tracker to the group.
MB advised that there is currently nothing specific to be brought to the groups
attention and that the CCG are currently making good progress and are
therefore being able to close actions off.
JK advised that this was a very useful document but there was a need to
deliver this in A3 format in paper printouts if it was to be legible.
SW pointed out spelling error on section 6
Action - LW to amend spelling error and review paper copy print out
layout.

2.9

LW

Counter Fraud Update
JH presented an update regarding Counter Fraud to the group.
JH explained that she has recently met with PE to discuss Counter Fraud and
further reports will be brought to future Audit Committee meetings.

2.10

Information Governance Update
MB presented an Information Governance update which has previously been
presented to QPF meetings and has been brought to this meeting to raise
awareness and to provide assurance to Audit Committee members.
MB advised that he has been working with Suzanne Crutchley (Information
Governance Manager for the CSU) to ensure that the CCG is level 2
compliant by the end of the year.
The group noted that the purpose of this report is to update the CCG with
information on the performance and to demonstrate that the correct systems
Signed – Chair
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and processes are in place for the information Governance toolkit
requirements.

GA13-14/17

ITEMS FOR INFORMATION

3.1

CCG Presentation to Grant Thornton
PE presented a Governance Overview Presentation to the committee
members providing some further background on CCG formation and its
governance arrangements / segmentation of roles / responsibilities within its
current structure
The committee welcomed the presentation which will be helpful as part of the
review process for the committee going forwards

GA13-14/18

ANY OTHER BUSINESS

4.1

JK advised that he has been sent a copy of the ISCA recommendations on
CCG Governance.
JH advised the committee regarding current CCG issue in relation to a
training course provider which was to be avoided.
LTM informed that Grant Thornton are currently working with the FMHA to
update booklets on accounts for the Audit Committee.

GA13-14/19
DATE AND TIME OF NEXT MEETING
The next meeting will be held on:
30th January 2014, 10am -12pm, Room 539, Old Market House.

GA/13-14/20

Please forward apologies / agenda papers to chelsea.worthington@nhs.net
FUTURE MEETINGS
Thursday 3rd April 9.30 till 11.30 Room 539
Wednesday 28th May 10 till 12 Room 539
Thursday 18th September 10 till 12 Room 539
Thursday 13th November 10 till 12 Room 539
Thursday 29th January 2015 10 till 12 Room 539

Signed – Chair
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