Governing Body Meeting – A meeting in public
Tuesday 7th May 2013
1300 - 1515
Nightingale Meeting Room, Ground Floor,
Old Market House
PUBLIC AGENDA
Ref
No

GB1314/008

Time

No

Papers

1300

1.

PRELIMINARY BUSINESS

1.1

Apologies for Absence:
•

Abhi Mantgani

•
•
•
•

Graham Hodkinson
Andrew Cooper
Akhtar Ali
Simon Wagener

1.2

Chair’s Announcements

1.3

Declarations of Interest

1.4

Comments/questions from members of the
public

1.5

Minutes of previous meetings:
•
•

1.6

Held on 21st March 2013
Held on 2nd April 2013

Draft minutes of
Draft minutes of
Public GB meeting 21sPublic GB meeting 2nd

Matters Arising/Actions Points:
•
•

Held on 21st March 2013
Held on 2nd April 2013

Draft Action Points Draft Action Points
from PUBLIC GB Meet from PUBLIC GB Meet
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GB1314/009

1315

2.

ITEMS FOR APPROVAL

10mins

2.1

Register of Interests
(Phil Jennings)

10mins

2.2

10mins

2.3

Conflict of Interest Policy
(Phil Jennings)

Verbal

Conflicts of Interest Conflicts of Interest
Cover Sheet 2013.do Policy Final.doc

Scheme of Reservation & Delegation (SORD)
(Mark Bakewell)
GB SORD Cover
WIRRAL CCG SORD
Sheet 7th May 2013.dTABLES ABC for GB 07

20mins

10mins

2.4

2.5

North West Safeguarding Children &
Vulnerable Adults Policy 2013
(Lorna Quigley)

North West
Safeguarding Children

Remuneration Committee Outcome
(Mark Bakewell)
Remuneration Cover
Remuneration
Sheet 7th May 2013.dCommittee Outcome 1

GB1314/010

1415

3.

ITEMS FOR INFORMATION AND NOTING

10mins

3.1

Finance & Performance Report
(Mark Bakewell)

10mins

3.2

GB Interim M12
GB Wirral CCG
Finance Cover Sheet Finance Report- Inter

NHS Constitution
(Lorna Quigley)
cons cover
sheet.doc

20mins

10mins

3.3

3.4

The Role of External Audit
(Verbal Introduction)
(Robin J Baker)

The NHS
Constitution.docx

External Audit Wirral
CCG presentation.pdf

Dementia Strategy
(Christine Campbell)
Dementia Strategy Dementia Strategy
cover sheet for GB Mapaper for GB May 201

Draft High Level
Dementia Plan version
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5mins

3.5

Minutes for Noting
•

Wirral GP Commissioning Consortium of
19th March 2013
WGPCC Executive
Board Minutes 19 03

•

Wirral Alliance Commissioning Consortium
of 7th March 2013

•

Quality,
Performance
&
Finance
Committee of 28th February 2013

•

1510
GB1314/011

1520

Quality,
Performance
&
Committee of 28th March 2013

Finance

4.

RISK REGISTER

4.1

Items to be included onto the Risk Register
(All)

5.

ANY OTHER BUSINESS

6.

DATE AND TIME OF NEXT MEETING

WACC Executive
Board Meeting -RATIF

Final minutes of QPF
meeting 28th Februar

Final minutes QPF
meeting 28th March 2

Copy of RiskRegister
V3-0 update from QPF

GB1314/012

The date of the next Governing Board meeting is:
Tuesday 4th June 2013, 1300 - 1700
Nightingale Meeting Room, Ground Floor, Old Market House
Please forward apologies to:
Julie.stamper@nhs.net
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Minutes of Governing Body Meeting Held in Public
Thursday 21st March 2013
Beveridge Meeting Room, Old Market House
Present:

Dr P Jennings (PJ)
Dr A Mantgani (AM)
Lorna Quigley (LQ)
Mark Bakewell (MB)
Iain Stewart (IS)
James Kay (JK)
Dr M Green (MG)
Dr S Wells (SWells)
Dr P Naylor (PN)
Dr J Oates (JO)
Dr A Smethurst (AS)

In attendance:
Julie Stamper (JS)
Heather Harrington (HH)
Apologies:

Simon Wagener (SW)
Mr A Dalgarno (AD)
Graham Hodkinson (GH)
Christine Campbell (CC)
Andrew Cooper (AC)
Fiona Johnstone (FJ)
Dr A Ali (AA)

Chairman WCCG
Clinical Chief Officer WCCG
Chief Officer WCCG
Chief Financial Officer WCCG
Chief Officer WACC
Lay Advisor (Audit & Governance)
Chair WACC
GP Executive WHCC
Chair WHCC
Chair WGPCC
Secondary Care Doctor
Board Support Assistant (minute taker)
Service Re-design Manager
Lay Advisor (Patient Champion)
NHS CWW
Director of Social Services
Acting Chief Officer WGPCC
Chief Officer WGCC
Director of Public Health
GP Executive WGPCC

REF NO

MINUTE

1.

PRELIMINARY BUSINESS

GB1213/183

Apologies for absence were noted as above.
Chair’s Announcements: The chair announced the following:•

The Business Continuity papers were not circulated prior to today’s
meeting. The paper is being tabled today. We will therefore
delegate authority for approval to the Quality, Performance &
Finance Committee on 28 th March. T he paper will be sent out via LQ
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•
•

email today.
The Community Equipment Tender on the agenda today has been
deferred until 2nd April.
PJ formally gave thanks to Alex Dalgarno for all his support and
wished him well from all the Board.

Declarations of Interest:
•

•
•

PJ, AM, MB and JK announced their conflict of interest with regards
to item 2.4 (Remuneration Committee). It was decided that JK would
chair the first part of this item, with PJ and AM to leave the meeting.
PJ would chair the second part of the item, with MB and JK leaving
the meeting.
All the GP’s present and AS had a conflict of interest regarding item
2.3 (Enhanced Services).
MB had a conflict of interest with item 2.6 (Assets & Liabilities) as he
has a lease car.

Comments/questions from members of the public: Alison Mursell from
GSK was in attendance as a member of the public. No comments made.
2.

ITEMS FOR APPROVAL

GB1213/184

2.1

Community Equipment Tender: Deferred to the next Governing
Body meeting on 2nd April 2013.

2.2

Business Continuity Plan: LQ presented the tabled paper today. In
order to meet the Information Governance toolkit requirements by
31st March 2013, the CCG needs to have a business continuity plan
in place. The paper assessed the risk posed to the CCG in the event
of unexpected events and the contingencies that have been
established in order to mitigate the risks. The paper will go to the LQ
Quality, Performance & Finance Committee on 28th March for
approval.

2.3

Enhanced Services: AM introduced Heather Harrington (HH) who
presented this paper today. Local Enhanced Services are developed
and commissioned within Wirral to meet the needs of the local
population. There are currently 11 Wirral wide LES’s being delivered
by Wirral GP practices that will become the responsibility of the CCG
to commission.
The finances were broken down and
Operational Team meeting. They are
budget. The Enhanced Services aim
community to avoid emergency and ou
appointments.

discussed at a recent
included in the 2013-14
to support care in the
t-patient secondary care

The Osteoporosis LES has had an amendment made for 2013-14 to
reduce payment for the simpler aspect of the LES.

2
Signed: Chair

The decision was taken today that the Approvals Committee does
not need to see these LES’s before being received by the Governing
Body.
It was agreed to go ahead with the LES today for a 12 month period
and then to review the service. HH will ensure the LES’s go out with
the correct codes and dates on.
It was decided to send the LES papers to the LMC for information
and to ask the Consortia Chairs to share with their consortia leads
and then circulate to the GP practices.
MB advised that the money for the LES’s sits with the NCB which is
then delegated to each CCG. Each LES will be a standard contract
with each practice.
The Governing Body approved the LES paper today based on the
above recommendations. MB will bring a further update to a l ater MB
Governing Body meeting.
2.4

Remuneration Committee: PJ and AM left the meeting. JK chaired
this part of the item. MB gave background information regarding the
recommended remuneration rates for Chair, Chief Clinical Officer,
Chief Financial Officer and Lay Advisors.
The Hay Group were commissioned by a num ber of Northwest
Cluster PCT’s to determine the appropriate remuneration rates for
clinical leadership roles to provide some level of consistency of
approach across the region. The Wirral CCG remuneration rates for
Chair and C hief Clinical Officer roles are therefore based on the
recommendations of the Hay Group report.
The following recommendations were agreed:Chief Clinical Officer - £112,613
Chair - £112,613
PJ and AM returned to the meeting. JK and MB left the meeting.
Guidance had been pr oduced nationally regarding the remuneration
rates for the post of Chief Financial Officer which applies to salary
bandings according to size and complexity of the CCG.
Lay members remuneration rates are based on previous PCT nonexecutive rates.
The following recommendations were agreed:Lay advisor (patient champion) - £7,882
Lay advisor (audit & governance) - £13,136
Chief Financial Officer - £94,500.

2.5

Quality Handover: LQ presented her paper. Work has been carried
out in collaboration with our partners, and all stakeholders to deliver
the needs based on health care of the highest quality to our diverse
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population.
The Board was asked to formally acknowledge receipt of the
document today and note the risks that have been identified from the
Quality Handover document and to delegate the appropriate
committee (Quality, Performance & Finance) to manage the risks
that have been identified.
2.6

Assets & Liabilities: MB presented the paper today which provides
information on t he transfer of Assets & Liabilities from NHS Wirral
PCT to its successor bodies as defined by the supporting annexes.
Paper went to the Cluster Board in January and was fully discussed
in March. There has been a robust project plan in place since mid2012. Finance issues will be updated in the Governing Body Finance
report update at the next meeting on 2nd April.
The Governing Body therefore approved the transfer of Assets &
Liabilities to NHs Wirral CCG and agreed to delegate authority to the
Chief Clinical Officer to sign on behalf of the CCG to receive the
above Assets & Liabilities.

3.

ITEMS FOR INFORMATION AND NOTING

GB1213/185

Nothing to note today.

4.

ANY OTHER BUSINESS

GB1213/186

No other business discussed.

5.

DATE AND TIME OF NEXT MEETING
The next Governing Body meeting will take place on:Tuesday 2nd April 2013, 1300-1700
Albert Lodge, Victoria Central Health Centre, Mill Lane, Wallasey
Please forward apologies to: Julie.Stamper@nhs.net
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Governing Body Meeting
Minutes of Public Meeting
Tuesday 2nd April 2013
Albert Lodge, Victoria Central Health Centre,
Mill Lane, Wallasey
Present:

Dr P Jennings (PJ)
Dr A Mantgani (AM)
Mark Bakewell (MB)
Dr P Naylor (PN)
Dr S Wells (SWells)
Dr A Ali (AA)
Dr M Green (MG)
Iain Stewart (IS)
Andrew Cooper (AC)
Christine Campbell (CC)
James Kay (JK)
Simon Wagener (SW)
Graham Hodkinson (GH)

In attendance:
Julie Stamper (JS)
Julie Webster (JW)

Apologies:

Chairman WCCG
Clinical Chief Officer WCCG
Chief Financial Officer WCCG
Chair WHCC
GP Executive WHCC
GP Executive WGPCC
Chair WACC
Chief Officer WACC
Chief Officer WGCC
Chief Officer WGPCC
Lay Advisor (Audit & Governance)
Lay Advisor (Patient Champion)
Director of Social Services

Laura Thompson (LT)

Board Support Assistant (minute taker)
Deputy Director of Public Health
(attending on behalf of Fiona Johnstone)
Commissioning Support Manager WHCC

Lorna Quigley (LQ)
Dr J Oates (JO)
Fiona Johnstone (FJ)
Dr A Smethurst (AS)

Head of Quality & Performance WCCG
Chair WGPCC
Director of Public Health
Secondary Care Doctor

REF NO

MINUTE

ACTION

1.

PRELIMINARY BUSINESS

GB1314/001

1.1

Apologies for absence were noted as above.

1.2

Chair’s Announcements:
•

The Chair formally welcomed the members and of particular
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•
•

note that this is the first meeting as an aut horised Clinical
Commissioning Group.
The Chair informed the meeting that there will be a brief
private session at the end of the public session.
The Chair informed the members that the Governing Body
will be joined by additional 2 GP members in the future as
per the Constitution amendments.

1.3

Declarations of Interest: There were no declarations of interest
declared.

1.4

Comments/questions from members of the public: The Chair
welcomed 3 m embers of the public who joined us today. N o
comments were made. No questions raised.

1.5

Minutes of previous meeting: The minutes of the previous
meeting held on 5 th March were agreed as a true and ac curate
record.

1.6

Action points of previous meeting:
•
•
•

GB12-13/158 & 160: MB to bring finalised budget plans to MB
Governing Body in May once completed.
GB12-13/161:
D evelopment workshops with the
management team have been organised over the coming ALL
months.
GB12-13/164: CSU SLA has been signed and agreed. The
new Head of Corporate Affairs will be asked to review and MB/PE
bring to Governing Body on a quarterly basis.

Matters Arising:
Mr Cook, a member of the public, attended the Governing Body
meeting on 8 th January 2013 to discuss the Patient Forum
meetings. We have made a statement to cover these meetings but
Mr Cook has requested we be more explicit.
It was agreed that Patient Forum minutes will be reviewed as an
agenda item at each Consortia Executive Board meeting, the
minutes of which are subsequently sent to the Governing Body.
It was therefore agreed that PJ will alter the minutes of the January
PJ
meeting to reflect the above.
2.

ITEMS FOR APPROVAL

GB1213/002

2.1

Community Equipment Tender: AC advised that the proposal links
to Wirral CCG’s priority areas surrounding planning medical
initiatives and long-term conditions.
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The proposal was then presented by LT who advised that the report
is to update the CCG on t he procurement options available to
commission a Community Appliance Service.
The Governing Body is asked to review the options A – C outlined in
the update and decide which option to proceed with.
The Governing Body agreed to adopt Option A outlined in the
proposal.
2.2

BME: AC advised that the proposal for investing in BME links to the
CCG vision; to improve health and r educe disease; tackling
inequalities and helping people take care of themselves.
LT presented the proposal by explaining that the proposal outlines a
one year pilot project aimed at investing in health workers to support
black minority ethnic populations access and i ntegrate into health
and social care services across Wirral.
The Governing Body agreed in principle to fund the BME project, to
work across the consortia and work closely with Public Health. It
was agreed to review the project in 6 months’ time.

2.3

PALS Service: PJ presented the paper. The Patient Advice &
Liaison Service (PALS) is a c ore service provided on behalf of all
primary and secondary care NHS Trusts. PALS act as a facilitator to
handle the concerns of patients, family and carers, with the power to
negotiate immediate solutions when possible to do so.
The current PALS service is provided by Wired. The service is due
to expire on 31st March 2013.
It was decided to approach Linda Roberts, CEO of Wired, to ask for PJ
a patient story presentation at a future Governing Body meeting.
It was agreed to approve the continuation of the contract for the
PALS service, to be managed by Wired, at a cost of £34k for a full
year.

3.

ITEMS FOR INFORMATION AND NOTING

GB1314/003

3.1

Finance & Performance Report: MB gave an update on the year to
date financial situation performance.
The report set out the financial position for NHS Wirral CCG as at
the end of February (month 11) within the 2012/13 financial year.
As at the end o f February (month11) the year to date position for
Wirral CCG is an under spend of £22k with over performance
against commissioning expenditure of £461k offset by an unde r
performance against running costs of £483k.
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The year to date variance position between Governing Body and the
combined consortia is an overspend at divisional level of £5.8m with
the Governing Body underspent by £5.83m.
The overall CCG performance position in relation to NHS contracts
shows an overspend at month 11 of £8.5m (previous month £8.6m)
primarily being due t o over performance on t he WUTH contract of
£8.49m (previous month £7.6m) at divisional level.
The year to date position is based on actual activity as at month 10,
£7.2m over performance with a pro-rata adjustment to equate to the
month 11 position and application of estimated contract adjustments
for re-admissions/out-patient follow-up ratios as appropriate, (again,
based on the month 10 actual activity position).
Under performance continues on the Assura Ophthalmology contract
£106k year to date and also in Primary Care Mental Health contracts
£277k year to date. This was queried by CC. MB to investigate and MB
feedback.
PN asked for other PCMH consortia budgets to be reviewed

MB

Prescribing expenditure is currently providing the CCG with a year to
date underspend of £3.8m (previous month £3.4m). There is an
under performance of those budgets managed at Governing Body
level of £663k and under performance at divisional level of £3.14m.
The performance position is based on 9 month’s actual data with 2
months estimated costs for January and February.
Commissioned “out of hospital” budgets are £1.9m overspent at
month 11, an adv erse in month movement of £358k. The main
drivers for the continued over performance remain within the
Continuing Healthcare expenditure in relation to Older People
(£274k), Mental Health (£338k) and P hysical Disabilities (£298k),
and all Joint Funded packages (£973k). These overspends are
being partially offset by underperformance on Funded Registered
Nursing Care (FRNC) of £319k.
Reserves are underspend by £6m at month 11 which is due to the
release of the contingency element and a number of earmarked
reserves which have been released due t o changes in the
expenditure plans.
There is a y ear to date underspend of £483k in relation to running
costs at month 11, an adverse in month movement of £149k. This is
primarily due t o the movement in under performance on the
Commissioning Support Unit (CSU) costs at Governing Body level of
£259k (previous month £374k). Clinical backfill reported at consortia
level continues to underperform year to date (£323k). A review with
the individual consortia leads is on-going to ensure all approved
expenditure is being captured within the position.
Based on the information received as at month 11, within the
2012/13 financial year (February), the position for the CCG remains
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on track to deliver at least a balanced position against its delegated
budget and from an overall perspective the PCT is still in a position
to achieve its overall control total, the actual forecast position is
£290k underspend at month 11.
The Governing Body was asked to note the financial position as at
the end o f February 2012 and the forecast outturn position for
2012/13.
3.2

Pre-Implantation Genetic Diagnosis (PIGD): AC presented the
paper. PIGD refers to procedures that are performed on e mbryos
prior to implantation or oocytes prior to fertilisation. This enables
early identification of certain genetic disorders or chromosomal
abnormalities. It can also be used to determine the sex of the
embryo where there is risk of X linked disorders.
The Governing Body is asked to note the protocol for PIGD that has
been approved at Clinical Strategy Group (December 2012).
The Governing Body adopted the policy today.

3.3

Minutes for Noting:
•
•
•
•

Wirral GP Commissioning Consortium of 12th February
noted.
Wirral Health Commissioning Consortium of 20th February
to come back when ratified.
Wirral Alliance Commissioning Consortium of 7th February
noted.
Quality, Performance & Finance Committee of 31st January
noted.

–
–
–
–

All these minutes will be available to the public as from 1st April
2013.
4.

RISK REGISTER

GB1314/004

4.1

Items to be included on the Risk Register: MB presented the Risk
Register, advising that it has been updated following recent meetings
across the Board.
The members agreed to close off the risk item regarding 111 and CT
contract variation. Risk regarding 111 service provision needs to be
an amended risk item.
It was felt that the IG toolkit compliance should be kept on the Risk
Register as all standards have not been fully met at the time of this
meeting.
IS and M G to re-iterate to the 2 r emaining GP practices who have
not signed up t o the constitution that they are bound by the IS/MG
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constitution. I S asked for Governing Body direction on t his matter
and will discuss with PJ.
It was requested that the provision of intermediate care beds and the
vacant GP for Safeguarding Children be added to the Risk Register.
MB asked the Governing Body to note the Risk Register today.
5.

ANY OTHER BUSINESS

GB1314/005

No other business discussed at today’s meeting.

6.

DATE AND TIME OF NEXT MEETING
The date of the next Governing Body meeting is:Tuesday 7th May 2013, 1300-1530
Nightingale Meeting Room, Old Market House.
Please forward apologies to: Julie.stamper@nhs.net
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Governing Body Board Meeting
Held on Thursday 21st March 2013
Action Points – Public Meeting

Item
Number

Action Points

Responsibility

Due Date

PUBLIC MEETING
GB1213/183

To email out the Business Continuity Plan Lorna Quigley
paper to all Governing Body members.

GB1213/184 (2.2)

The Business Continuity Plan to go to the
Quality, Performance & Finance Committee Lorna Quigley
meeting on 28th March 2013 for approval.

GB1213/184 (2.3)

The Governing Body approved the LES
paper based on t he recommendations. M B Mark Bakewell
to bring a further update to a later Governing
Body meeting.

21st March

28th March

July

Governing Body Meeting
Tuesday 2nd April 2013
Action Points – Public Meeting

Item
Number

Action Points

Responsibility

Due Date

PUBLIC MEETING
GB12-13/158
& 160

MB to bring finalised budget book to Governing Mark Bakewell
Body in May once completed.

May

GB12-13/161

Development workshops with the management
team have been organised over the coming ALL
months.

On-going

GB12-13/164

CSU SLA has been signed and agreed. Paul
Edwards, new Head of Corporate Affairs will Mark Bakewell/
be asked to review and bring to Governing Paul Edwards
Body on a quarterly basis.

July
October
January
April

GB13-14/001

PJ to alter the minutes of the Governing Body
meeting held on 8 th January 2013 t o more
explicitly reflect the comments of Mr Cook, a Phil Jennings
member of the public, regarding Patient Fora
meeting minutes.

ASAP

GB13-14/002
(2.3)

It was agreed to invite Linda Roberts, CEO,
Wired along to a future Governing Body Phil Jennings
meeting to do a presentation on the patient
story for PALS.

GB13-14/003

The Primary Care Mental Health underspend
was queried by CC. MB to investigate and Mark Bakewell
feedback.

May

PN asked for consortia budgets to be
reviewed. Update at next Governing Body Mark Bakewell
meeting.

May

GB13-14/004

IS and MG to re-iterate to the 2 remaining GP
practices who have not signed up to the Iain Stewart/
Constitution that they are bound by
the Mark Green
Constitution. IS asking for Governing Body
direction on this matter and w ill discuss with
PJ.

Mitigation of Potential Conflicts of Interest in Decision Making Processes
Agenda Item:

2.2

Reference:

GB13-14/009

Report to:

Governing Body

Meeting Date:

7th May 2013

Lead Officer:

Dr Phil Jennings, Chairman

Contributors:
Link to
Commissioning
Strategy

Governance:

Link
to
governing
Objectives

current The conflict of interest policy is reviewed on an
body annual basis as a minimum requirement.
The policy is designed to ensure all staff work
impartially, protect against accusations of
corruption, uphold the principles of the NHS
constitution (including Nolan principles),
uphold the reputation of Wirral CCG, promote
openness and comply with the requirements of
the Bribery Act 2010

Summary:

The existing policy was approved by the Governing Body in July 2012.
While the principles described within the policy have not changed there
is a need to update it to reflect the changes in structure and personnel
that have been implemented since its approval.
The policy is complemented by a refresh of the register of interests for
2013-2014

Recommendation:

To Approve



To Note
Comments

Next Steps:

Agree amendments

Conflicts of Interest: Wirral CCG Governing Body
th
Meeting 7 May 2013

1/3

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

n/a

Value For Money

n/a

Risk

Robust governance arrangements are essential for the CCG to operate
effectively and these include a policy on conflicts of interest. Now that the CCG
is authorised it needs to continue to make decisions in and ope n and
transparent manner and put in place arrangements for dealing with a conflict of
interest.

Legal

Failure to adopt clear governance policies calls in the question the validity of
the CCG decision making process which could lead to challenge including
judicial review. The policy also describes requirements necessary to satisfy the
Bribery act 2010

Workforce

n/a

Equality &
Human Rights

n/a

Patient and
Public
Involvement (PPI)

Both the policy and t he accompanying register of interests are publicly
available on the CCG website and are necessary to demonstrate to the public
that the CCG is upholding its duties as a public sector organisation

Partnership
Working

n/a

Performance
Indicators

n/a

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

Conflicts of Interest: Wirral CCG Governing Body
th
Meeting 7 May 2013
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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

Submitted to

Date

Brief Summary of Outcome

Conflict of
Interest Policy

GP01

Governing Body

July 2012

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 t ype 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.

Conflicts of Interest: Wirral CCG Governing Body
th
Meeting 7 May 2013
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CONFLICTS OF INTEREST POLICY
First
issued
by/date
Jul 2012

Issue
Version
1

Purpose of Issue/Description of Change

New Procedure developed.

Named Responsible Officer:-

Approved by

Chief Operating Officer

Governing Body

Policy file: General Policy

Impact
Assessment
Screening Complete July 2012

Planned
Review
Date
July 2013
Date
July 2012

Policy No.
GP01

Full impact Assessment
Required - No

Key Performance Indicators:
1. an annual audit of declarations of interest from the Governing Body,
Consortia Board Members, Senior Managers and staff graded 8a and above;
2. an annual audit of declarations of gifts and hospitality from all staff;
3. reminder articles to staff about this policy and the importance of compliance
with it are to be issued at least twice a year;
4. an annual report of the findings of the audits described above will be

presented to the Governance and Audit Committee, the Governing Body and
Provider Governance Boards;

Conflicts of Interest Policy
Page 1 of 3

Conflicts of Interest Policy

Contents

Page

1. Introduction

3

2. Purpose of the Policy

3

3. Scope

3

4. Defining a Conflict of Interest

4

5. Direct and Indirect Financial Conflicts

4

6. Non Financial or Personal Conflicts

5

7. Conflict of Loyalties

5

8. Professional Codes, Standards and Guidance

5

9. Applying Guidance to the local context

9

10. Register of Interests

9

11. Declaration of Interests

10

12. Role of the Chair

10

13. Approvals Committee

10

14. Personal: Hospitality, Gifts and Sponsorship

11

Page

Appendices
Appendix A

References

13

Appendix B

Code of Conduct Template

14

Appendix C

Declaration of Interests Proforma

16

Appendix D

Personal Benefit Declaration Proforma

18

Appendix E

Impact Assessment Screening Tool

19

Appendix F

Dissemination and Training Plan

21

Conflicts of Interest Policy
Page 2 of 3

Conflicts of Interest Policy
Page 3 of 3

1. Introduction
1.1

Good governance is critical in the design and operation of a Clinical
Commissioning Group (CCG) in order that it acts transparently, manages
conflicts of interest and has the proper checks and bal ances in place to
provide assurance that decisions are taken in ways that protect patients’
best interests, promote continuous improvements in quality and provide
assurance that public money is well managed.

1.2

Governance arrangements need to combine the public accountability of an
organisation responsible for improving quality and outcomes, and spending
public money wisely, with the flexibility, culture and ways of working of a
member-led organisation.

1.3

All staff have a personal responsibility to make sure that they are not
placed in a position which risks, or appears to risk, a conflict between their
private interests and their NHS duties or allegations of their official position.

2.

Purpose of the policy

2.1

This policy is intended to:
•

Ensure staff are aware of the need to act impartially in all of their work

•

Protect all staff against the possibility of accusations of corruptive
practice

•

Uphold the established principles of business conduct within the NHS
and the public sector

•

Uphold the reputation of NHS Wirral CCG and its staff in the way it
conducts its business

•

Ensure staff do not contravene the requirements of the Bribery Act 2010

•

Uphold the principles of openness

•

Uphold the Nolan Principles (the 7 principles of Public Life)

2.2

This policy will describe the types of conflict of interest that might face
professionals involved in the CCG and highlight how conflicts of interest will
be managed to mitigate against conflicts of interest.

3.

Scope

3.1

This policy applies to all employees and appointed individuals who are
working for Wirral Clinical Commissioning Group (CCG), members of Wirral
CCG, persons serving on c ommittees and other decision-making groups
and members of Wirral CCG Board and its committees.

3.2

It applies to all areas in support of the organisation’s business objectives
both clinical and corporate.
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4.

Defining a Conflict of Interest

4.1

A conflict of interest can be defined as: “a set of conditions in which
professional judgement concerning a pr imary interest (such as patients’
welfare or the validity of research) tends to be u nduly influenced by a
secondary interest (such as financial gain)” or a s ituation in which “one’s
ability to exercise judgement in one role is impaired by one’s obligation in
another”. Please note that these lists are not exhaustive and members of
staff should declare an interest if they are in any doubt as to whether it
should be recorded.

4.2

Holding of a primary care contract is not deemed as requiring a declaration
unless that provider provides additional services outside of the core
contract.

4.3

Within the CCG conflicts may arise as a result of individuals having:
• A direct financial Interest
• An indirect financial interest
• Non financial or personal interests
• Conflicts of loyalty

5. Direct and Indirect Financial Conflicts
5.1

A clear conflict of interest arises when an i ndividual involved in taking or
influencing the decisions of an organisation could receive a direct financial
benefit as a result of the decisions being taken. Examples include:
• Holding an of fice or shares in a pr ivate company or business, or a
charity or voluntary organisation that may do business with the NHS.
• The implementation or alteration of an existing incentive scheme that
provides financial rewards to practices such as Local Enhanced
Services or Prescribing Incentive Schemes
• Decisions which may alter the working conditions of clinicians such
as length of working hours or days of operation.

5.2

An indirect financial interest arises when a c lose relative of a di rector or
other key person benefits from a decision of the organisation. As healthcare
providers as well as commissioners, individual healthcare professionals
sitting on t he Governing Body of the CCG (and their family members or
business partners) may have commercial interests in organisations that
their commissioning group is already purchasing from or that could
potentially bid/offer to provide services that the group might procure and
fund. The positions which might create real or perceived conflict due t o
financial interest include:
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• partnership (for example, in a general practice which will benefit from
a proposal) or employment in a pr ofessional partnership, for
example, limited liability partnership
• directorships, including non-executive directorships held in private
companies or PLCs
• ownership or part-ownership of private companies, businesses or
consultancies likely or possibly seeking to do business with the NHS
• shareholdings in organisations likely or possibly seeking to do
business with the NHS
• any connection with a voluntary or other organisation contracting to
provide NHS services
• research funding/grants that may be r eceived by an i ndividual or
their department/company.
6. Non Financial or Personal Conflicts
6.1

These occur where directors or other key persons receive no financial
benefit, but are influenced by external factors such as gaining some other
intangible benefit or kudos, for example, through awarding contracts to
friends or personal business contacts.

6.2

Even if the individuals leading a C CG do not have commercial or other
direct interests in particular services or providers, they are likely to have
long-standing professional relationships with colleagues to whom they may
have allegiances as peers, and with whom they have developed particular
ways of working over a period of time. Personal conflicts could therefore
exist when decisions are being taken that would affect such relationships in
some way.

7. Conflict of Loyalties
7.1

Decision-makers may have competing loyalties between the organisation to
which they owe a pr imary duty and s ome other person or entity. For
healthcare professionals, this could include loyalties to a par ticular
professional body, society or special interest group, and c ould involve an
interest in a par ticular condition or treatment due t o an i ndividual’s own
experience or that of a family member.

8. Professional Codes, Standards and Guidance
8.1

The existence of and need to manage conflicts of interest is clearly not a
new issue for the NHS and the healthcare professionals working in it, and
there are various existing sets of guidance and policy on w hich the CCG
can draw. These are:
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Nolan Principles
The Nolan Committee’s Seven Principles of Public Life should underpin our
approach to conflicts of interest. These are:
• Selflessness
Holders of public office should take decisions solely in terms of the
public interest. They should not do so in order to gain financial or
other material benefits for themselves, their family, or their friends.
• Integrity
Holders of public office should not place themselves under any
financial or other obligation to outside individuals or organisations
that might influence them in the performance of their official duties.
• Objectivity
In carrying out public business, including making public
appointments, awarding contracts, or recommending individuals for
rewards and be nefits, holders of public office should make choices
on merit.
• Accountability
Holders of public office are accountable for their decisions and
actions to the public and must submit themselves to whatever
scrutiny is appropriate to their office.
• Openness
Holders of public office should be as open as possible about all the
decisions and actions that they take. They should give reasons for
their decisions and restrict information only when the wider public
interest clearly demands.
• Honesty
Holders of public office have a duty to declare any private interests
relating to their public duties and to take steps to resolve any
conflicts arising in a way that protects the public interest.
• Leadership
Holders of public office should promote and support these principles
by leadership and example.
General Medical Council (GMC)
Medical practitioners also have professional guidance to adhere to which is
published by the GMC in the ‘Good Medical Practice Guidance’. With
regards to conflict of interest it states:
• You must act in your patients’ best interests when making referrals
and when providing or arranging treatment or care. You must not ask
for or accept any inducement, gift or hospitality which may affect or
be seen to affect the way you prescribe for, treat or refer patients.
You must not offer such inducements to colleagues. (para. 1.74)
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• If you have financial or commercial interests in organisations
providing healthcare or in pharmaceutical or other biomedical
companies, these interests must not affect the way you prescribe for,
treat or refer patients. (para. 2.75)
• If you have a financial or commercial interest in an organisation to
which you plan to refer a p atient for treatment or investigation, you
must tell the patient about your interest. When treating NHS patients
you must also tell the healthcare purchaser. (para. 3.76)
Additionally the GMC produces specific guidance for doctors working in
management roles, such as Governing Body Members, where it states:
• You must declare any interest you have that could influence or be
seen to influence your judgement in any financial or commercial
dealings you are responsible for. In particular, you must not allow
your interests to influence:
i. the treatment of patients
ii. purchases from funds for which you are responsible
iii. the terms or awarding of contracts
iv. the conduct of research
British Medical Association (BMA)
The General Practice Committee of the BMA has produced guidance for
GPs on how to ensure transparency and probity in the operation of clinical
commissioning. Their guidance is that:
• Directors of provider companies or those with holdings above 5 per
cent should not be on a clinical commissioning management board if
their company does business or is likely to do business with the
CCG.
• CCGs must keep a register of the interests of anyone who might be
able to influence a decision. This must be available to the public. It
should also extend to the interests of family members and those
closely connected to the member.
• Interests must be declared at the beginning of meetings even if it is
included in the register. They should not be allowed to speak or vote
on the issue unless the group has decided that the interest is nonprejudicial.
• If the interest would be c onsidered prejudicial by a r easonable
person, the member should leave the room while the item is
discussed.
• If the meeting is left non quorate because of this, an independent
body should be appointed to verify any decisions made.
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• When a CCG decides to commission enhanced services from its GP
members, the issue should always be referred to the local overview
and scrutiny committee for approval.
The Bribery Act 2010
The Bribery Act 2010 replaces the fragmented and complex offences at
common law, and in the Prevention of Corruption Acts 1889-1916. This
broadly defines the two sections:
•

Two general offences of bribery – 1) Offering or giving a bribe to induce
someone to behave, or to reward someone for behaving, improperly and
2) requesting or accepting a bribe either in exchange for acting
improperly, or where the request or acceptance is itself improper;

•

The new corporate offence of negligently failing by a company or limited
liability partnership to prevent bribery being given or offered by an
employee or agent on behalf of that organisation.

Any suggestion or suspicion of corruption or fraudulent practice should be
reported to the Local Counter Fraud Specialist – as detailed in the
Countering Fraud and Corruption Policy, Strategy and Guidance Notes
Code of Conduct: Managing conflicts of interest where GP practices are
potential providers of CCG-commissioned services
The template in appendix B sets out the factors on w hich CCGs are
advised to assure themselves and their Audit Committee – and be ready to
assure local communities, Health and Wellbeing Boards and auditors –
when commissioning services that may potentially be pr ovided by GP
practices. Setting out these factors in a consistent and transparent way as
part of the planning process will enable CCGs to seek and encourage
scrutiny and enable local communities and Health and Wellbeing Boards to
raise questions if they have concerns about the approach being taken.
CCGs will be ex pected to make completed templates, or their equivalent,
publicly available.
The first set of questions is intended to apply equally to:
•

services that a C CG is proposing to commission through competitive
tender where GP practices are likely to bid; services that a CCG is
proposing to commission through an Any Qualified Provider’ (AQP)
approach, where GP practices are likely to be a mong the qualified
providers that offer to provide the service; and

•

services that a CCG is proposing to commission through single tender
from GP practices.
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These questions – most of which are also relevant when commissioning
services from non-GP providers – focus on demonstrating that the service
meets local needs and priorities and has been developed in an inclusive
fashion, involving other health professionals and patients and the public as
appropriate. These are matters on which the local Health and Wellbeing
Board will clearly wish to take a view.
The question on pricing applies to the AQP and single tender approaches.
There are specific questions on AQP about safeguards to ensure that
patients are aware of the range of choices available to them. These
requirements apply also to GP practices as providers of services, but it is
essential that CCGs too satisfy themselves and ot hers that these
safeguards will be in place before commissioning the service.
•

The remaining questions are specific to single tenders from GP
practices and focus on providing assurance that:

•

there are no other capable providers, i.e. that this is the appropriate
procurement route: Where relevant, commissioning support services
(CSSs) should ensure that they provide robust advice to CCGs on this
point; and

•

the proposed service goes beyond the scope of the services provided
by GP practices under their GP contract - CCGs are advised to discuss
with their NHS CB local area team if they are in any doubt on this point.

9.

Applying Guidance to the local context

9.1

Members of the Governing Body, delegated sub-committees and those
holding specific roles within the CCG agree to embody the Nolan Principles
during their work on behal f of the CCG. The same members will be held
accountable for their actions and the Chair of the Governing Body will take
ultimate responsibility for this task.

10.

Register of Interests

10.1

The CCG will maintain a register of interests for members of the Governing
Body. This will be a publicly available document. The register will be
updated whenever necessary and at least annually as an ag enda item of
the Governing Body.

10.2

The Governance and Audit Committee will review the register of declared
conflicts of interest on an annual basis. This register may be s ubject to
requests under the
Freedom of Information Act 2000 and published in an annual report or other
publication. Additionally, the register may be subject to review by the Local
Counter Fraud Specialist as part of proactive detection activity and during
referred investigations.
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11.

Declaration of Interests

11.1

A standing agenda item for ‘Declarations of Interest’ will feature on the
agenda of every Governing Body and Sub Committee meeting of the CCG.
Where a perceived conflict of interest exists for a meeting member they
would be expected to declare that interest again at the start of a meeting
even if the conflict has been included in the register of interests. Governing
Body members are not expected to reiterate all potential conflicts of interest
contained within the register routinely at every meeting.

11.2

Declarations of Interest should be submitted to the Chief Operating Officer
on the Declaration of Interests Proforma (see appendix B)

12.

Role of the Chair

12.1

Once a conflict of interest has been identified it is the responsibility of the
Chair of the meeting to determine, by committee discussion if necessary,
the extent to which the individual(s) can further contribute to the meeting.
Depending on the nature of the conflict the chair will decide whether to:
• contribution permitted as conflict considered immaterial to discussion
• exclude from any discussion on the specific item
• exclude from any vote on the specific item
• exclude from the room during any discussion or vote on the specific
item

12.2 Once a decision has been made it will be recorded for the minutes of the
meeting.
12.3

When the conflict of interest relates to the chair the Deputy Chair will stand
in or in the case of the Governing Body the Lay Member with portfolio for
Governance and Audit will chair that item of discussion in the meeting.

13.

Approvals Committee

13.1

In situations where there are insufficient decision makers available after
exclusion of those with relevant interests to enable effective decision
making or management action, the matter will be c onveyed to the
Approvals Committee.

13.2

The approvals committee will consist of:
•

Lay member (Chair) - voting member

•

Lay member - voting member

•

Director of Public Health - non voting member until transfer to LA

•

Consultant - non voting member
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•

Nurse Board Member - non voting member

•

Chair of LINKS/Healthwatch - voting member

•

Chief Financial Officer - non voting member

•

Governing body- Chief Officer- non voting member

13.3

Clinical advice can be provided by conflicted members but will be excluded
from discussion and voting.

13.4

To ensure that there is not a delay in reaching decisions; meetings shall be
held as required and will be s cheduled to ensure that proposals are
presented to the committee within 4 w eeks of receipt at the Governing
Body. The committee will not meet unless required to.

13.5

A quorum of four voting members is required to form a decision.

13.5 The committee will report to the Governing Body, and terms of reference will
be established and approved by the Governing Body.
14.

Personal: hospitality, gifts and sponsorship

14.1

Under the Prevention of Corruption Act 1916, any money, gift or
consideration received by an em ployee in public service from a person or
organisation holding or seeking to obtain a contract will be deemed by the
courts to have been received corruptly unless the employee proves to the
contrary.
Guidance from the Audit Commission and the Nolan Committee reiterated
the importance and continued applicability of the legislation to all those
involved in work for public bodies.

14.2

Some approaches may be at a personal level where an individual member,
director, or employee receives hospitality, a g ift, or sponsorship from a
company or an individual. All CCG staff are required to record the receipt of
hospitality, gifts or sponsorship, seeking prior approval where required by
this policy.

14.3

All hospitality, gifts and sponsorship accepted or declined should be
declared to the Secretary to the Board/Chief Operating Officer using the
form supplied, as Appendix C.

14.4

In cases of doubt, advice must be sought from your line manager and in no
case must the value of the gift exceed £25 limit without prior approval of the
line manager (or Accountable Officer if the value exceeds £200).

Hospitality
14.5

Hospitality, provided it is normal and reasonable in the circumstances, may
be accepted but must always receive prior approval; retrospective
recording in the register is not acceptable.
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14.6

Modest incidental hospitality (e.g. refreshments) may be ac cepted without
prior approval; modest incidental meals in the course of working visits may
also be accepted provided the value of the meals do not exceed the cost
that would otherwise be reimbursable by the NHS as an employer.

Casual gifts
14.7

The Register must be us ed for declaring all hospitality offered, but
excluding small items such as pens and calendars not exceeding £25 i n
value. However, gifts should be declared if several small gifts worth a total
of over £100 are received from the same or closely related source in a 12
month period.

14.8

It is also acceptable to receive other small value items, for example from a
patient or relative in appreciation of the treatment and care received, or
seasonal items, if it is made clear to the offerer that it is accepted on behalf
of the Consortium or Practice (and indeed is shared with colleagues), or is
to be donated to the organisation’s Charitable Fund.

14.9

Any other offers of personal gifts should be politely declined.

Cash
14.10 Under no c ircumstances must anyone to whom this policy applies accept
personal gifts of cash, even below the £25 threshold. It is permissible for
staff to accept cash donations to the organisations charitable funds, subject
to a receipt being issued and the cash being banked through the
organisations cash office.
Sponsorship
14.11 Commercial sponsorship for staff attendance at relevant conferences and
courses is acceptable, but only where permission is sought in advance from
your line manager. The CCG must be s atisfied that acceptance will not
compromise purchasing decisions in any way.
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http://www.commissioningboard.nhs.uk/files/2012/01/NHSCBA-02-2012-6Guidance-Towards-establishment-technical-appendix-1-Final.pdf
Nolan report Available at http://www.archive.officialdocuments.co.uk/document/parlment/nolan/nolan.htm
Prevention of Corruption Act 1916 Available at
http://www.legislation.gov.uk/ukpga/1916/64/pdfs/ukpga_19160064_en.pdf
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APPENDIX B – CODE OF CONDUCT TEMPLATE
Service:
Question

Comment/Evidence

Questions for all three procurement routes
How does the proposal deliver good or
improved outcomes and value for
money – what are the estimated costs
and the estimated benefits?
How does it reflect the CCG’s proposed
commissioning priorities?
How have you involved the public in the
decision to commission this service?
What range of health professionals
have been involved in designing the
proposed service?
What range of potential providers have
been involved in considering the
proposals?
How have you involved your Health and
Wellbeing Board(s)? How does the
proposal support the priorities in the
relevant joint health and wellbeing
strategy (or strategies)?
What are the proposals for monitoring
the quality of the service?
What systems will there be to monitor
and publish data on referral patterns?
Have all conflicts and potential conflicts
of interests been appropriately declared
and entered in registers which are
publicly available?
Why have you chosen this procurement
route?5
What additional external involvement
will there be in scrutinising the proposed
decisions?
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How will the CCG make its final
commissioning decision in ways that
preserve the integrity of the decisionmaking process?
Additional question for AQP or single tender (for services where national
tariffs do not apply)
How have you determined a fair price
for the service?
Additional questions for AQP only (where GP practices are likely to be
qualified providers)
How will you ensure that patients are
aware of the full range of qualified
providers from whom they can choose?
Additional questions for single tenders from GP providers
What steps have been taken to
demonstrate that there are no other
providers that could deliver this service?
In what ways does the proposed service
go above and beyond what GP
practices should be expected to provide
under the GP contract?
What assurances will there be that a
GP practice is providing high-quality
services under the GP contract before it
has the opportunity to provide any new
services?
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APEENDIX C - Declaration of Interest Proforma
Declaration of Interest
Before completing this form, please make sure you have read and understood the
conflict of interest policy and the guidance notes overleaf.
Surname
Forenames
Mr/Mrs/Miss/Ms/other (Please specify)
Job Title
Grade
Base
I declare that I have a DIRECT/INDIRECT* interest in the following ‘private’,
facility, establishment, undertaking or business; (*delete as appropriate)
Notifiable Interest

Direct/Indirect

Signature

Date

On completion of this form, please forward to the Chief Operating Officer at
NHS Wirral CCG
Old Market house
Hamilton Street
Birkenhead
CH41 5AL
Note: In accordance with the CCG’s disciplinary rules it is a serious offence to fail
to declare an interest which may conflict with the CCG’s duty to commission
health services. It is important that the CCG is notified when such conflicts of
interest cease, alter or are extended.
Additional Comments:
Noted and Approved by Chief Operating Officer:

Date:

Noted and Approved by Director of Finance:

Date:
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Guidance Note for Completion of the declaration form
This form must be c ompleted by all Executive Directors, and N HS Wirral CCG
Board members on appointment and updated as interests change or new interests
are identified. It should also be completed by any employees, persons serving on
NHS Wirral CCG committees and other decision-making groups and NHS Wirral
CCG committees as soon as a po tential conflict of interest is identified or if
requested by the Audit Committee as part of the annual review of interests.
“Relevant and material interests” are defined as:
1. directorships, including non-executive directorships held in private companies
or public limited companies (with the exception of those of dormant companies)
2. ownership or part ownership of companies, businesses or consultancies which
may seek to do business with the CCG
3. significant share holdings (more than £25,000 or 1% of the nominal share
capital) in organisations which may seek to do business with the CCG
4. membership of or a position of trust in a charity or voluntary organisation in the
field of health and social care
5. receipt of research funding / grants from the CCG
6. interests in pooled funds that are under separate management (any relevant
company included in this fund that has a potential relationship with the CCG must
be declared)
7. formal interest with a position of influence in a political party or organisation
8. current contracts held with the CCG in which the individual has a beneficial
interest
9. any other employment, business involvement or relationship or that of a spouse
or partner that conflicts, or may potentially conflict with the interests of the CCG.
Where individuals are unsure whether a s ituation falling outside of the above
categories may give potential for a conflict of interest they should seek advice
from the Chief Operating Officer.
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APPENDIX D Personal Benefit Declaration
Any offers of hospitality, personal gifts (other than inexpensive items, such as
pens/calendars etc.) and sponsorship should be declared. Gifts of over £25 in
value and offers of hospitality and sponsorship should be authorised by your line
manager and for gifts, personal hospitality or sponsorship over the value of £200,
authorisation from the Accountable Officer must be sought;
Authorisation must be PRIOR to acceptance.
Name:
Job title:
Consortium:

Telephone
number

Details of the benefit
Name of organisation or individual
providing benefit
Nature and purpose of benefit
Date
Estimated value
Other information
Decision of person offered benefit
Declined

Accepted

If accepted, please have this form authorised by your line manager
Signed

Date

Authorisation by Line Manager/Accountable Officer (Limit is £200 – larger sums
must be authorised by the Chief Executive)
Yes
No
Reason for non authorisation
Name of Manager declining
Signature

Date

Please submit this form to Secretary to the Board/Head of the Chief
Operating Officer, NHS Wirral CCG, for inclusion In the Hospitality, Gifts and
Sponsorship Register
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APPENDIX E – APPROVALS COMMITTEE TERMS OF REFERENCE
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APPENDIX F - IMPACT ASSESSMENT SCREENING TOOL

1. Initial Screening Process
1.1 Title of the policy/procedure/function/service
Conflict of Interest Policy
1.2 Directorate/Department
Governing Body
1.3 Name of the person responsible for this Equality Impact Assessment
Helen Jones
1.4 Date of Completion
July 2012
1.5 Aims and Purpose of this policy/procedure/function/service
The aim is to provide guidance to all employees regarding what constitutes a conflict of
interest in relation to their official position as an NHS employee.
1.6 Is this a new or existing policy/procedure/function/service
New
1.7 Examination of Available Evidence – Tick evidence used
Census Data for UK

_

Census Data for London

_

Census Data for Local Authority Area

_

Trust Workforce Data

_

Trust Patient Data

_

National Patients Survey

_

Trust Patients Survey

_

Complaints Summaries

_

Other Internal Research/Survey/Consultation/Audit (please list)
Other External Research/Survey/Consultation/Audit (please list)
BMA Ensuring Transparency and Probity
Bribary Act 2010
GMC good practice guidance
‘Managing conflicts of interest in clinical commissioning groups
‘Managing conflicts of interest. Technical Appendix 1.
Nolan report
Prevention of Corruption Act 1916
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Standards for members of NHS boards and governing bodies in England. 2012.
Council of Healthcare Regulatory Excellence
‘Towards Establishment: creating responsive and accountable clinical commissioning
groups’
What is the summary of the available evidence?
It is an offence under the Prevention of Corruption Acts 1906 and 1916 for an
employee to corruptly to accept any inducement or reward for doing or refraining from
doing anything in their official capacity; or corruptly showing favour, or disfavour in the
handling of contracts.
This policy sets the CCG’s professional expectations in the work environment and
encourages transparency in dealing with external organisations or negotiating
contracts. Employees are required to declare any interests to the Governing Body
Secretary.
1.8 Does the evidence indicate that there is, or is the potential to be any significant
impact on anyone or any group in relation to the following equality strands?
No
Strand

Justified Yes/No

Ethnicity/Race

Yes/No/Insufficient
Data
No

Disability

No

N/A

Gender/Sex

No

N/A

Religion/Belief

No

N/A

Sexual Orientation

No

N/A

Age

No

N/A

Human Rights

No

N/A

N/A

If further evidence is required to complete this section, take steps to obtain to before
proceeding with the assessment. If the review of evidence indicates that there is a
significant unjustified impact, a Full Equality Impact Assessment must be carried out.
1.9 No further evidence Required. Skip to Section 5.
√
1.10 Full Equality Impact Assessment required.
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No

APPENDIX G - DISSEMINATION AND TRAINING PLAN
To be completed with the corporate document when submitted to the appropriate
committee for consideration, approval and ratification.
The status column must be given a Red, Amber or Green rating with evidence to
demonstrate an action has been completed.
DISSEMINATION PLAN
Title of document:

Date finalised:

Conflicts of Interest Policy
Dissemination Lead:
(print name and contact
details)
Proposed action to
retrieve out-of-date
copies of the document.
To be disseminated to:

July 2012
Lorna Quigley
0151 6510 0011 ext 1053

Disseminated Timescale
by whom?

Status
RAG

Paper or
Electronic

Website

Lorna Quigley

1 month

G

Electronic

Other (give details)

Chief Officers
of CCs

1 month

G

Electronic

Old copies are held by the PCT this is a new copy to be held by the
CCG
Comments

Training Sessions (give
details below)
IMPLEMENTATION PLAN
Training

Timescale

Owner

Status

Timescale

Owner

Status

Training Event
Training Plan Lead
Compliance monitoring
Methodology to be used for monitoring/audit purposes
Responsibilities for conducting monitoring/audit
Frequency of monitoring/audit (e.g. annually, half yearly)
Process for reviewing/reporting results
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Updated Constitution Appendix D (Scheme of Reservation and
Delegation) including Supporting Tables
Agenda Item:

2.3

Reference:

GB13-14/009

Report to:

Governing Body

Meeting Date:

7th May 2013

Lead Officer:

Dr Abhi Mantgani (Chief Clinical Officer)

Contributors:

Mark Bakewell (Chief Financial Officer)

Governance:

Link to
Commissioning
Strategy
Link to current
governing body
Objectives

Summary:

Updated Scheme of Delegation and supporting operational tables
defining operational limits for CCG committees / nominated individuals

Recommendation:

To Approve



To Note
Comments

Next Steps:

Refresh to Constitution Document and circulation as appropriate

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

Delegated Limits for approval of CCG expenditure in line with Scheme of
Delegation

Value For Money

Based on available guidance

Risk

Operational implementation of Delegated limits, internal / audit external audit
requirements regarding separation of duties and appropriate testing

Legal

Legal advice is sought on issues as and when required.

Workforce

N/A

Equality &
Human Rights

N/A

Patient and
Public
Involvement (PPI)

N/A

Partnership

N/A
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Working
Performance
Indicators

N/A

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

Constitution
Update

Governing Body

January,
February
2013

Approved

Scheme of
Delegation

Audit Committee

April 2013

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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APPENDIX D – SCHEME OF RESERVATION & DELEGATION

Ref
No

Reserved or Delegated Matter

Matter
Reserved to the
Membership

Matter
Reserved to
the
Governing
Body

Member
practices

Delegated To

Responsible for
Recommending a
course of action

Committee

Individual
Member or
Officer

N/A

N/A

N/A

N/A

Operational
Responsibility

1.

REGULATION AND CONTROL

1.1

Determine the arrangements by which the members of the group
approve those decisions that are reserved for the membership

1.2

Consideration and approval of applications to the NHS Commissioning
Board on matters concerning changes to the group’s constitution,
including terms of reference for the group’s governing body, its
committees, membership of committees, the overarching scheme of
reservation and delegated powers, arrangements for taking urgent
decisions, standing orders and prime financial policies. .

N/A

Governing
Body

N/A

N/A

Chair

Chief Clinical
Officer

Exercise or delegation of those functions of the clinical commissioning
group which have not been retained as reserved by the group or
delegated to the governing body or to a committee or sub-committee of
the group or to one of its members or employees

N/A

N/A

N/A

Chief Clinical
Officer

N/A

Chief Clinical
Officer

Approval of the group’s overarching scheme of reservation and
delegation, which sets out those decisions that are in statue the
responsibility of the group and that are reserved to the membership and
those delegated to the
• group’s governing body
• committees, sub-committees, or advisory panels of the group or
• its members or employees

N/A

Governing
body

N/A

N/A

N/A

Chief Clinical
Officer

Prepare the groups overarching scheme of reservation and delegation,
which sets out those decisions that are in statute the responsibility of the
governing body are reserved to the governing body and those delegated
to the
• governing body’s committees and sub-committees,
• members of the governing body,
• an individual who is member of the group but not the governing
body or a specified person

N/A

N/A

N/A

N/A

Chief Clinical
Officer

Chief Finance
Officer

1.3

1.4

1.5

N/A

Reserved or Delegated Matter

Matter
Reserved to the
Membership

Matter
Reserved to
the
Governing
Body

1.6

Disclosure of non-compliance with the group’s constitution
(incorporating its standing orders, prime financial policies and scheme of
reservation and delegation)

N/A

1.7

Suspension of standing orders ( appendix c para3.8)

1.8

Review of suspension of standing orders

1.9

Ref
No

Delegated To

Responsible for
Recommending a
course of action

Operational
Responsibility

N/A

All Staff

Committee

Individual
Member or
Officer

N/A

N/A

Chief Clinical
Officer

N/A

Governing
Body

N/A

N/A

Chief Clinical
Officer

N/A

N/A

Audit
Committee

N/A

N/A

Chief Clinical
Officer

Approval of the group’s operational scheme of delegation that
underpins the group’s ‘overarching scheme of reservation and
delegation’ as set out in the constitution

N/A

Governing
body

N/A

N/A

Chief Clinical
Officer

N/A

1.10

Prepare the group’s operational scheme of delegation, which sets out
those key decisions delegated to individual employees of the CCG not for
inclusion in the constitution

N/A

N/A

N/A

N/A

Chief Clinical
Officer

Chief Finance
Officer

1.11

Approve the group’s prime financial policies

N/A

Governing
Body

N/A

N/A

Chief Clinical
Officer

Chief Finance
Officer

1.12

Approve detailed financial procedures
N/A

N/A

Quality
Performance
and Finance
Committee

N/A

N/A

Chief Finance
Officer

Chief Clinical
Officer

1.13

Approve commissioning proposals from consortia boards whereby the
annual financial value exceeds £500,000 for consideration of impact
assessment across wider economy as appropriate.

N/A

Governing
Body

N/A

N/A

Consortia Boards

Chief Clinical
Officer

1.14

Approve consortia commissioning proposals from within own delegated
budgets up to an annual financial value of £500,000 (Matters where any
proposal could have potential impact across wider economy would also
require referral to Governing Body).

N/A

N/A

Consortia
Boards

N/A

Consortia Board
Chair/Consortia GP
Executive Leads

Consortia Chief
Officer

N/A

Governing
body

N/A

N/A

Chief Clinical
Officer

Chief Clinical
Officer

N/A

Governing
body

N/A

N/A

Chief Clinical
Officer

Chief Clinical
Officer

1.15

Approve arrangements for managing exceptional funding requests

1.16

Set out who can execute a document by signature / use of the seal

Ref
No

Reserved or Delegated Matter

Matter
Reserved to the
Membership

2a

PRACTICE MEMBER REPRESENTATIVES AND MEMBERS OF THE GOVERNING BODY

2.1

Approve the arrangements for
• identifying practice members to represent practices in matters
concerning the work of the group; and
• appointing clinical leaders to represent the group’s membership on
the group’s governing body.

Matter
Reserved to
the
Governing
Body

Delegated To
Committee

Individual
Member or
Officer

Responsible for
Recommending a
course of action

Operational
Responsibility

Member
practices

N/A

Consortia
Boards

N/A

Consortia Board

Consortia
Chair

Member
Practices

N/A

Consortia
Boards

N/A

Consortia Board

Consortia
Chair

N/A

Governing
Body

N/A

N/A

Chair

Head of
Corporate Affairs

N/A

Governing
Body

N/A

N/A

Chair

Head of
Corporate Affairs

N/A

Governing
Body

N/A

N/A

Chief Clinical
Officer

Chief Clinical
Officer

N/A

Governing
Body

N/A

N/A

Chief Clinical
Officer

Chief Clinical
Officer

N/A

Governing
Body

N/A

N/A

Chief Clinical
Officer

Chief Clinical
Officer

N/A

Governing
Body

Consortia
Boards (public)

N/A

Chief Clinical
Officer
(stakeholders)

Chief Clinical
Officer

2.2

Approve the appointment of governing body members.

2b

MEMBERS OF THE GOVERNING BODY

2.3

Approve the process for recruiting and removing non-elected members
to the governing body (subject to any regulatory requirements) and
succession planning.

2.4

Approve arrangements for recruiting the group’s accountable officer.

3

STRATEGY AND PLANNING

3.1

Approve the vision, values and overall strategic direction of the group

3.2

Approve the group’s operating structure

3.3

Approve the group’s commissioning plan

3.4

Approve the group’s arrangements for engaging the public and key
stakeholders in the group’s planning and commissioning arrangements.

3.5

Approve the group’s corporate budgets that meet the financial duties of
the group.

N/A

Governing
Body

N/A

N/A

Chief Clinical
Officer

Chief Finance
Officer

3.6

Approve variations to the approved budget where variation would have a

N/A

Governing

N/A

N/A

Chief Clinical

Chief Finance

Ref
No

Reserved or Delegated Matter

Matter
Reserved to the
Membership

significant impact on the overall approved levels of income and
expenditure or the group’s ability to achieve its agreed strategic aims
4

ANNUAL REPORTS AND ACCOUNTS

4.1

Approval of the group’s annual report and annual accounts

4.2

Approval of the arrangements for discharging the group’s statutory
financial duties

5

HUMAN RESOURCES & ORGANISATIONAL DEVELOPMENT

5.1

5.2

Matter
Reserved to
the
Governing
Body

Delegated To
Committee

Individual
Member or
Officer

Body

Responsible for
Recommending a
course of action

Operational
Responsibility

Officer

Officer

N/A

Governing
Body

N/A

N/A

Audit committee

Chief Finance
Officer

N/A

Governing
Body

N/A

N/A

Chief Clinical
Officer

Chief Finance
Officer

Approve the terms and conditions, remuneration and travelling or other
allowances for governing body members, including pensions and
gratuities.

N/A

Governing
body

Remuneration
Committee

N/A

Remuneration
Committee

Chair

Approve terms and conditions of employment for all employees of the
group including, pensions, remuneration, fees and travelling or other
allowances payable to employees and to other persons providing
services to the group

N/A

Governing
Body

Remuneration
Committee

N/A

Remuneration
Committee

Chief Clinical
Officer

5.3

Approve any other terms and conditions of services for the group’s
employees

N/A

Governing
Body

Remuneration
Committee

N/A

Remuneration
Committee

Chief Clinical
Officer

5.4

Approve disciplinary arrangements for employees, including the
accountable officer (where he/she is an employee or member of the
clinical commissioning group) and for other persons working on behalf of
the group

N/A

Governing
Body

Remuneration
Committee

N/A

Remuneration
Committee

Chief Clinical
Officer
(excluding own
post)

5.5

Approve disciplinary arrangements where the group has joint
appointments with another group and the individuals are employees of
that group.

N/A

Governing
Body

Remuneration
Committee

N/A

Remuneration
Committee

Chief Clinical
Officer

5.6

Approval of the arrangements for discharging the group’s statutory
duties as an employer.

N/A

Governing
Body

N/A

Chief Clinical
Officer

Head of Corporate
Head of
Affairs
Corporate Affairs

5.7

Approve human resources policies for employees and for other persons
working on behalf of the group.

N/A

Governing
Body

N/A

Chief Clinical
Officer

Head of
Head of Corporate
Corporate Affairs
Affairs

Ref
No

Reserved or Delegated Matter

6

QUALITY AND SAFETY

6.1

Approve arrangements, including supporting policies, to minimise clinical
risk, maximise patient safety and to secure continuous improvement in
quality and patient outcomes

6.2

Approve the group’s arrangements for handling complaints, Freedom of
Information, clinical concerns requests.

Matter
Reserved to the
Membership

Matter
Reserved to
the
Governing
Body

Delegated To

Responsible for
Recommending a
course of action

Operational
Responsibility

Head of Quality
& Performance

Committee

Individual
Member or
Officer

N/A

Governing
Body

Quality,
Performance
and Finance
Committee

N/A

Chief Clinical
Officer

N/A

Governing
Body

Quality,
Performance
and Finance
Committee

N/A

Chief Clinical
Officer

Head of
Corporate Affairs

6.3

Approve the group’s arrangements for safeguarding children and
vulnerable adults.

N/A

Governing
Body

N/A

Chief Clinical
Officer

Head of Quality &
Performance

Head of Quality
& Performance

6.4

Approve arrangements for supporting the NHS Commissioning Board in
discharging its responsibilities in relation to securing continuous
improvement in the quality of general medical services

N/A

Governing
Body

N/A

N/A

Consortia Boards

Chief Clinical
Officer

7

OPERATIONAL AND RISK MANAGEMENT

7.1

Approve the group’s counter fraud and security management
arrangements.

N/A

Governing
Body

N/A

N/A

Chief Clinical
Officer

Chief Finance
Officer

7.2

Approval of the group’s risk management arrangements

N/A

Governing
Body

N/A

N/A

Chief Clinical
Officer

7.3

Approve arrangements for risk sharing and or risk pooling with other
organisations (for example arrangements for pooled funds with other
clinical commissioning groups or pooled budget arrangements under
section 75 of the NHS Act 2006).

N/A

Governing
Body

N/A

N/A

Chief Clinical
Officer

Chief Finance
Officer

7.4

Approve a comprehensive system of internal control, including budgetary
control that underpins the effective, efficient and economic operation of
the group.

N/A

Governing
Body

N/A

N/A

Chief Clinical
Officer

Chief Finance
Officer

7.5

Approve the thresholds above which quotations or formal tenders must

N/A

Governing

N/A

N/A

Chief Clinical

Chief Finance

Chief Finance
Officer

Ref
No

Reserved or Delegated Matter

Matter
Reserved to the
Membership

be obtained
7.6

Approve the arrangements for seeking professional advice regarding the
supply of goods and services.

7.7

Approve proposals for action on litigation against or on behalf of the
clinical commissioning group

7.8

Approve the group’s arrangements for business continuity and
emergency planning

Matter
Reserved to
the
Governing
Body

Delegated To
Committee

Individual
Member or
Officer

Body
N/A
N/A

Governing
Body
Governing
Body

Responsible for
Recommending a
course of action

Operational
Responsibility

Officer

Officer

N/A

N/A

Chief Clinical
Officer

Chief Finance
Officer

N/A

N/A

Chief Clinical
Officer

Chief Clinical
Officer

N/A

Governing
Body

N/A

N/A

Chief Clinical
Officer

Head of
Corporate
Affairs/Head of
Quality &
Performance

N/A

Governing
Body

N/A

N/A

Chief Clinical
Officer

Chief Finance
Officer (SIRO)

N/A

Governing
Body

N/A

N/A

Chief Clinical
Officer

Chief Finance
Officer (SIRO)

8

INFORMATION GOVERNANCE

8.1

Approve the arrangements for ensuring appropriate and safekeeping and
confidentiality of records and for the storage, management and transfer
of information and data.

8.2

Approve information sharing protocols with other organisations

9

PARTNERSHIP, JOINT OR COLLABORATIVE WORKING

9.1

Approve the arrangements governing joint or collaborative arrangements
between the group and another statutory body(ies), where those
arrangements incorporate decision making responsibilities.

N/A

Governing
Body

N/A

N/A

Chief Clinical
Officer

Chief Clinical
Officer

9.2

Approve the delegated decision making responsibilities of individual
members or employees of the group who represent the group in joint or
collaborative arrangements with another statutory body(ies)

N/A

Governing
Body

N/A

N/A

Chief Clinical
Officer

Chief Clinical
Officer

9.4

Authorise an individual to act on behalf of the group in discharging the
group’s duty in respect of statutory and local joint working
arrangements, within the financial limits determined under sections 10

N/A

Governing
Body

N/A

N/A

Chief Clinical

Chief Clinical

Ref
No

Reserved or Delegated Matter

Matter
Reserved to the
Membership

Matter
Reserved to
the
Governing
Body

Delegated To
Committee

Individual
Member or
Officer

and 12 of this scheme of reservation and delegation. For example:
• Safeguarding (children’s and adult)
• Health & Wellbeing Board

Responsible for
Recommending a
course of action

Operational
Responsibility

Officer

Officer

10

TENDERING AND PROCUREMENT ( Please also refer to NHS CB Procurement of Healthcare Briefings http://www.commissioningboard.nhs.uk/files/2012/09/procure-brief-3.pdf

10.1

Approve the group’s procurement arrangements for any Part A services
(e.g. Payroll, consumables, equipment, commissioning support)

N/A

Governing
Body

N/A

N/A

Chief Clinical
Officer

Chief Finance
Officer

10.2

Approve the group’s procurement arrangements for any Part B Services
(Health and Social Care )

N/A

Governing
Body

N/A

N/A

Chief Clinical
Officer

Chief Finance
Officer

10.3

Approval of the Groups delegated limits for procurement, tenders and
quotations.

N/A

Governing
Body

N/A

N/A

Chief Clinical
Officer

Refer to
Operational
Delegated Limits

Approvals
Committee

N/A

Approvals
Committee

Chief Finance
Officer

Audit
Committee

N/A

Chief Clinical
Officer

Chief Clinical
Officer

Chief Clinical
Officer

Chief Clinical
Officer

N/A

Chief Clinical
Officer

Chief Clinical
Officer

Chief Clinical

Chief Finance

Refer to

10.4

Consider any appropriate proposals that may present a potential conflict
of interest.

N/A

10.5

Waiving the requirement for competitive tender ( Single Tender Action )
or quotation (Refer to

N/A

http://www.commissioningboard.nhs.uk/files/2012/09/procure-brief-2.pdf

Governing
Body

Governing
Body

11

COMMISSIONING AND CONTRACTING FOR CLINICAL SERVICES – Please refer to current guidance for commissioners of NHS funded services
http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/@ps/documents/digitalasset/dh_118219.pdf

11.1

Approve the arrangements for discharging the group’s statutory duties
associated with its commissioning functions.

11.2

11.3

Approve arrangements (including where appropriate, an individual’s
authority to act) for co-ordinating the commissioning of services with the
local authority(s) and other Clinical Commissioning Groups.
Approval of contracts for clinical services with a value in excess of

N/A

Governing
Body

N/A

Governing
Body

N/A

N/A

N/A

N/A

N/A

N/A

Ref
No

Reserved or Delegated Matter

Matter
Reserved to the
Membership

Matter
Reserved to
the
Governing
Body

Delegated To
Committee

£150,000,000 ( Also see 10.2 above)

11.4

Approve contracts for clinical services with a value less than
£150,000,000 ( Also see 10.2 above)

Individual
Member or
Officer
Officer

N/A

12

COMMISSIONING AND CONTRACTING FOR NON-CLINICAL SERVICES ( Also see 10.1 above)

12.1

Approve arrangements for co-ordinating the commissioning of nonclinical services with other groups

12.2

Approve arrangements for co-ordinating the commissioning of nonclinical services with local authority(ies)

12.3

Approval of contracts for non-clinical services with a value in excess of
£250,000

12.4

Approve contracts for non-clinical services with a value less than
£250,000

N/A
N/A
N/A

N/A

Responsible for
Recommending a
course of action
Officer

Operational
Responsibility
Operational
Delegated Limits
Refer to
Operational
Delegated Limits

N/A

N/A

Chief Finance
Officer

Consortia Chief
Officers

Governing
Body

N/A

N/A

Chief Clinical
Officer

Chief Finance
Officer

N/A

N/A

Chief Clinical
Officer

Chief Finance
Officer

N/A

N/A

Chief Clinical
Officer

Chief Finance
Officer

N/A

Chief Clinical
Officer

Chief Finance
Officer

Refer to
Operational
Delegated Limits

Governing
body
Governing
Body
N/A

Delegated Authority
 If the Chief Clinical Officer is absent, two members of the CCG Management team will be required to ratify any decisions within the Chief Clinical
Officer’s relevant thresholds. Powers delegated to them may only be exercised by the nominated officer(s) acting in the Chief Clinical Officers
absence after taking appropriate financial advice.
The CCG Management Team consists of (Chief Finance Officer, Head of Quality & Performance, Head of Corporate Affairs, and Consortia Chief
Officers)

Table A - Delegated Authority
DELEGATED MATTER
1.

DELEGATED TO

OPERATIONAL RESPONSIBILITY

Audit Arrangements
a)

Advise the Governing Body on Internal and External
Audit Services.

Audit Committee

Chief Finance Officer

b)

Monitor and review the effectiveness of the internal
audit function.

Audit Committee

Chief Finance Officer

c)

Review, appraise and report in accordance with
Government Internal Audit Standards (GIAS) and best
practice.

Audit Committee

Head of Internal Audit

d)

Provide an independent and objective view on internal
control and probity.

Audit Committee

Internal Audit / External Audit

e)

Ensure cost-effective audit service

Audit Committee

Chief Finance Officer

f)

Implement recommendations

Accountable Officer

Relevant Officers

2.

Bank/GBS Accounts/Cash (Excluding Charitable Fund (Funds Held on Trust) Accounts)
a)

Operation:
• Managing banking arrangements and operation
of bank accounts (Governing Body approves
arrangements)

Chief Finance Officer

Finance Manager, Cheshire, &
Merseyside Commissioning Support
Unit

•

Opening bank accounts

The Governing Body

Chief Finance Officer

•

Authorisation of transfers between CCG bank
accounts

Chief Finance Officer

To be completed in accordance with
bank mandate/internal procedures.
Finance Manager, Cheshire, &
Merseyside Commissioning Support
Unit

•

Approve and apply arrangements
electronic transfer of funds

for

the

Chief Finance Officer

To be completed in accordance with
bank mandate/internal procedures
Finance Manager, Cheshire, &
Merseyside Commissioning Support
Unit

•

Authorisation of:
-

b)
3.

Chief Finance Officer

GBS schedules
BACS schedules
Automated cheque schedules
Manual cheques

Petty Cash

To be completed in accordance with
bank mandate/internal procedures
Finance Manager, Cheshire, &
Merseyside Commissioning Support
Unit

Chief Finance Officer

Refer To Table B Delegated Limits

Capital Investment – subject to CCG Delegated Limits and where applicable
a)

Programme:
•

Ensure that there is an adequate appraisal and
approval process for determining capital
expenditure priorities and the effect that each has
on business plans / Service development Strategy

Chief Clinical Officer

Chief Finance Officer

•

Preparation of Capital Investment Programme

Chief Clinical Officer

Chief Finance Officer

DELEGATED MATTER
Preparation of a business case

Chief Clinical Officer

Consortia Chief Officers/ Redesign
Managers (with appropriate support)

•

Financial monitoring and reporting on all capital
scheme expenditure including variations to contract

Chief Finance Officer

Finance Manager, Cheshire, &
Merseyside Commissioning Support
Unit

•

Authorisation of capital requisitions

Chief Clinical Officer

Refer to Operational Delegated Limits

•

Assessing the requirements for the operation of the
construction industry taxation deduction scheme.

Chief Finance Officer

Chief Finance Officer

•

Responsible for the management of capital
schemes and for ensuring that they are delivered
on time and within cost.

Chief Clinical Officer

Chief Finance Officer

•

Ensure that capital investment is not undertaken
without availability of resources to finance all
revenue consequences.

Chief Clinical Officer

Chief Finance Officer

•

Issue procedures to support:

Chief Clinical Officer

Chief Finance Officer

capital investment
Staged payments

•

Issue procedures governing financial management,
including variation to contract, of capital
investment projects and valuation for accounting
purposes.

Chief Clinical Officer

Chief Finance Officer

•

Issuing the capital scheme project manager with
specific authority to commit capital, proceed /
accept tenders in accordance with the SO’s and
SFI’s

Chief Clinical Officer

Chief Finance Officer

Chief Clinical Officer

Chief Finance Officer

Private Finance:
•

c)

Demonstrate that the use of private finance
represents best value for money and transfers risk
to the private sector. Proposal to use PFI must be
specifically agreed by the Governing Body.

Leases (property and equipment)
•

Granting and termination of leases with Annual
rent < £100k

Chief Clinical Officer

Chief Finance Officer

•

Granting and termination of leases of > £100k
should be reported to the Governing Body.

Governing Body

Chief Clinical Officer/ Chief Finance
Officer.

Chief Clinical Officer

Clinical Strategy Group

Chief Clinical Officer

Approval and registration in line with
Wirral CCG Standards of Business
Conduct and relevant policy.

4.

Clinical Audit

5.

Commercial Sponsorship
•

6.

OPERATIONAL RESPONSIBILITY

•

-

b)

DELEGATED TO

Agreement to proposal

Commissioning and Service Agreements
a)

Commissioning of Acute and Community Services from
both NHS and non NHS providers, having regard for
quality, cost effectiveness, and CCG strategic
commissioning plan.

Chief Clinical Officer

Chief Finance Officer/ Consortia Chief
Officers / Head of Quality and
Performance

b)

Commissioning of Mental Health, Learning Disability
and Continuing / Intermediate care services from both
NHS and non NHS providers, having regard for quality,
cost effectiveness, and CCG strategic commissioning
plans

Chief Clinical Officer

Chief Finance Officer/ Consortia Chief
Officers / Head of Quality and
Performance

c)

Negotiation of all other contracts

Chief Clinical Officer

Chief Finance Officer/ Consortia Chief
Officers / Head of Quality and
Performance / Cheshire and Merseyside
Commissioning Support Unit (CSU)

d)

Signing of Contracts

Chief Clinical Officer

Refer to Table B Delegated Limits

e)

Quantifying and monitoring of Non Contracted Activity

Chief Finance Officer

Finance Manager Cheshire &
Merseyside CSU.

f)

Costing SLA Contract and Non Commercial Contracts

Chief Finance Officer

CCG Finance Staff and Finance Support
from Cheshire & Merseyside CSU via

DELEGATED MATTER

DELEGATED TO

OPERATIONAL RESPONSIBILITY
SLA
CCG Finance Staff and Finance Support
from Cheshire & Merseyside CSU via
SLA

g)

Ad hoc costing relating to changes in activity,
developments, business cases and bids for funding

Chief Finance Officer

h)

Sound system of financial monitoring to ensure effective
accounting of expenditure under the contract/ SLA.
Including suitable audit trail but maintaining patient
confidentiality.

Chief Finance Officer

CCG Finance Staff and Finance Support
from Cheshire & Merseyside CSU via
SLA

7.

Complaints

a)

Overall responsibility for ensuring that all complaints are
dealt with effectively

Chief Clinical Officer

CSU Manager Cheshire & Merseyside
CSU.

b)

Responsibility for ensuring complaints are investigated
thoroughly.

Chief Clinical Officer

CSU Manager Cheshire & Merseyside
CSU.

c)

Medico - Legal Complaints Coordination of their
management.

Chief Clinical Officer

Head of Corporate Affairs / CSU
Manager Cheshire & Merseyside CSU.

Review of the PCT's compliance with the Caldicott
report on protecting patients’ confidentiality in the
NHS

Chief Clinical Officer

Caldicott Guardian

Freedom of Information Act compliance code

Chief Clinical Officer

Head of Corporate Affairs / CSU
Manager Cheshire & Merseyside CSU.

Review of CCG compliance

Chief Clinical Officer

CSU Manager, Cheshire & Merseyside
CSU.

Undertake duties and responsibilities of Senior
Information Risk Officer

Chief Clinical Officer

Chief Finance Officer (SIRO)

8.

Confidential Information

9.

Data Protection Act

10.

Declaration of Interest
a)

Maintaining a register of interests

Chief Clinical Officer

Chief Finance Officer

b)

Declaring relevant and material interest

Chief Clinical Officer

All Staff

Chief Finance Officer

Finance Manager, Cheshire &
Merseyside CSU.

11.

Disposal and Condemnations
•

Items obsolete, redundant, irreparable or cannot
be repaired cost effectively

•

Develop arrangements for the sale of assets

in accordance with agreed policy
Refer to Table B Delegated Limits

12.

Environmental Regulations
Review of compliance with environmental regulations,
for example those relating to clean air and waste
disposal

13.

Chief Clinical Officer

Chief Finance Officer

Financial Planning / Budgetary Responsibility
a)

Setting:
•

Submit budgets to the Governing Body

Chief Finance Officer

CCG Finance Staff

•

Submit to Governing Body financial estimates and
forecasts

Chief Finance Officer

CCG Finance Staff and Finance Support
from Cheshire & Merseyside CSU.

•

Compile and submit to the Governing Body a
business plan which takes into account financial
targets and forecast limits of available resources.

Chief Clinical Officer

Chief Finance Officer

Chief Finance Officer

CCG Finance Staff and Finance Support
from Cheshire & Merseyside CSU via

The Business Plan will contain:
- a statement of the significant assumptions
on which the plan is based;
- details of major changes in workload,
delivery of services or resources required to
achieve the plan.
b)

Monitoring:
•

Devise and maintain systems of budgetary control.

DELEGATED MATTER

DELEGATED TO

OPERATIONAL RESPONSIBILITY
SLA

c)

d)

•

Monitor performance against budget

Chief Finance Officer

CCG Finance Staff and Finance Support
from Cheshire & Merseyside CSU via
SLA

•

Delegate budgets to budget holders

Chief Clinical Officer

Chief Finance Officer

•

Ensuring adequate training is delivered to budget
holders to facilitate their management of the
allocated budget.

Chief Clinical Officer

Chief Finance Officer

•

Submit in accordance with the NHS Commissioning
Board’s requirements for financial monitoring
returns

Chief Clinical Officer

Chief Finance Officer

•

Identify and implement cost improvements and
QIPP activities in line with the Business Plan

Chief Clinical Officer

Chief Finance Officer

Preparation of:
• Annual Accounts

Chief Clinical Officer

Chief Finance Officer

•

Chief Clinical Officer

Chief Finance Officer

Chief Finance Officer

All budget holders

Chief Clinical Officer

Refer To Table B Delegated Limits

Annual Report

Budget Responsibilities
Ensure that
• no overspend or reduction of income that cannot be
met from virement is incurred without prior consent
of Governing Body;
•
•

e)

approved budget is not used for any other than
specified purpose subject to rules of virement;
no permanent employees are appointed without
the approval of the Chief Clinical Officer other
than those provided for within available
resources and manpower establishment.

Authorisation of Virement:
It is not possible for any officer to vire from nonrecurring headings to recurring budgets or from capital
to revenue / revenue to capital. Virement between
different budget holders requires the agreement of
both parties.

14.

Financial Procedures and Systems
a)

Maintenance & Update on CCG
Financial Procedures

b)

15.

Chief Finance Officer

Responsibilities:•

Implement CCG financial policies and co-ordinate
corrective action.

•

Ensure that adequate records are maintained to
explain CCG transactions and financial position.

•

Providing financial advice to members of the
Governing Body and staff.

•

Ensure that appropriate statutory records are
maintained.

•

Designing and maintaining compliance with all
financial systems

CCG Finance Staff and Finance Support
from Cheshire & Merseyside CSU.

Chief Finance Officer

CCG Finance Staff and Finance Support
from Cheshire & Merseyside CSU.

Chief Clinical Officer

Head of Corporate Affairs

Fire precautions
•

16.

Ensure that the Fire Precautions and prevention
policies and procedures are adequate and that fire
safety and integrity of the estate is intact.

Fixed Assets
a)

Maintenance of asset register
identification and monitoring

including

asset

Chief Clinical Officer

Chief Finance Officer

b)

Ensuring arrangements for financial control and
financial audit of building and engineering contracts
and property transactions comply with CONCODE and
ESTATECODE.

Chief Clinical Officer

Chief Finance Officer

c)

Calculate and pay capital charges in accordance with
the appropriate requirements

Chief Clinical Officer

Chief Finance Officer

DELEGATED MATTER
d)

Responsibility for security of CCG’s assets including
notifying discrepancies to the Chief Finance Officer
and reporting losses in accordance with NHS Wirral
CCG’s procedures

17.

DELEGATED TO

OPERATIONAL RESPONSIBILITY

Chief Clinical Officer

All staff

Fraud (See also 26, 36)
a)

Monitor and ensure compliance with Secretary of
State Directions on fraud and corruption including the
appointment of the Local Counter Fraud Specialist.

Chief Finance Officer

Local Counter Fraud Specialist.

b)

Notify NHS Protect and External Audit of all suspected
Frauds

Chief Finance Officer

Local Counter Fraud Specialist from
Cheshire & Merseyside Commissioning
Support Unit

18.

Funds Held on Trust (Charitable and Non Charitable Funds)

NHS Wirral Clinical Commissioning Group does not plan to hold any funds on trust. The Constitution makes provision for the
introduction of a Charitable Funds Committee if this situation changes.
a)

Management:
• Funds held on trust are managed appropriately.

Governing Body

Chief Finance Officer
Chief Finance Officer

b)

Maintenance of authorised signatory list of nominated
fund holders.

Chief Clinical Officer

c)

Expenditure Limits

Chief Finance Officer

Refer To Table B Delegated Limits

d)

Developing systems for receiving donations

Chief Finance Officer

Chief Finance Officer

e)

Dealing with legacies

Chief Finance Officer

Chief Finance Officer

f)

Fundraising Appeals

Chief Finance Officer

Chief Finance Officer

g)

Preparation and monitoring of budget

Chief Finance Officer

Chief Finance Officer

h)

Reporting progress and performance against budget.

Chief Finance Officer

Chief Finance Officer

i)

Operation of Bank Accounts:

Chief Clinical Officer

Chief Finance Officer

Chief Clinical Officer

Chief Finance Officer

Charitable Trustees Committee

Chief Finance Officer

Chief Clinical Officer

Chief Finance Officer

Chief Clinical Officer

Chief Finance Officer

Chief Clinical Officer

Head of Corporate Affairs

Chief Clinical Officer

Head of Corporate Affairs

j)

k)
19.

•

Managing banking arrangements and operation
of bank accounts

•

Opening bank accounts

Investments:
•

Nominating deposit taker

•

Placing transactions

Regulation of funds with Charities Commission
Health and Safety
Review of all statutory compliance with legislation and
Health and Safety requirements including control of
Substances Hazardous to Health Regulations

20.

Hospitality/Gifts
a)

Keeping of hospitality register

b)

Applies to both individual and collective hospitality
receipt items.

21.

Infectious Diseases & Notifiable Outbreaks

22.

Information Management & Technology
Finance & Information Systems
•

Developing systems in accordance with the CCG’S
IM&T Strategy.

•

Implementing new systems ensure they are
developed in a controlled manner and thoroughly
tested.

•

Seeking third party assurances regarding financial

Refer To Table B Delegated Limits
All Staff
Chief Clinical Officer

Head of Quality and Performance

Chief Clinical Officer

Chief Finance Officer

DELEGATED MATTER

DELEGATED TO

OPERATIONAL RESPONSIBILITY

systems operated externally.
•

Ensure that contracts for computer services for
financial applications define responsibility re
security, privacy, accuracy, completeness and
timeliness of data during processing and storage.

Information Governance

23.

•

Ensure that risks to the CCG from use of IT are
identified and considered and that disaster
recovery plans are in place.

Chief Clinical Officer

Chief Finance Officer

•

Undertake duties and responsibilities of Senior
Information Risk Officer

Chief Clinical Officer

Chief Finance Officer

•

Ensure compliance with Information Governance
requirements and annual completion of IT toolkit

Chief Finance Officer

Information Governance Manager,
Cheshire & Merseyside CSU.

Legal Proceedings
a)

Engagement of CCG’s Solicitors / Legal Advisors

Chief Clinical Officer

Chief Finance Officer / Head of Corporate
Affairs

b)

Approve and sign all documents which will be
necessary in legal proceedings, i.e. executed as a deed.

Chief Clinical Officer

Chief Finance Officer

c)

Sign on behalf of the CCG any agreement or document
not requested to be executed as a deed.

Chief Clinical Officer

Chief Finance Officer

Prepare procedures for recording and accounting for
losses and special payments including preparation of a
Fraud Response Plan and informing NHS Protect of
frauds

Chief Clinical Officer

Chief Finance Officer

Losses

Chief Clinical Officer

Refer to Operational Delegated Limits

Chief Clinical Officer

Refer to Operational Delegated Limits

24.

Losses, Write-off & Compensation
a)

•

Losses of cash due to theft, fraud, overpayment &
others.

•

Fruitless payments (including abandoned Capital
Schemes)

•

Bad debts and claims abandoned

•

Damage to buildings, fittings, furniture and
equipment and loss of equipment and property in
stores and in use due to culpable causes (e.g.
fraud, theft, arson).

Special Payments
Compensation payments by Court Order

Refer to Operational Delegated Limits

Ex-gratia Payments:•

To patients/staff for loss of personal effects

•

For clinical negligence after legal advice

•

For personal injury after legal advice

•

Other clinical negligence and personal injury

•

Other ex-gratia payments

b)

Reviewing appropriate requirement for insurance claims

Chief Clinical Officer

Chief Finance Officer

c)

A register of all of the payments should be maintained
by the Chief Finance Officer and made available for
inspection

Chief Finance Officer

Finance Manager – Cheshire and
Merseyside CSU

d)

A report of all of the above payments should be
presented to the Cluster Audit Committee

Chief Finance Officer

Chief Finance Officer

25.

Meetings
a)

Calling meetings of the Governing Body and associated
responsibilities

CCG Chair

Head of Corporate Affairs

b)

Chair all Governing Body meetings

CCG Chair

CCG Chair

- In case of Absence

Assistant Clinical Chair

Assistant Clinical Chair

- In case of Conflicts of Interest

Lay Advisor (Audit)

Lay Advisor (Audit)

DELEGATED MATTER
26.

DELEGATED TO

OPERATIONAL RESPONSIBILITY

Medical
•

Clinical Governance arrangements

Governing Body

Chief Clinical Officer

•

Medical Leadership

Chief Clinical Officer

Chief Clinical Officer

•

Programmes of education

Chief Clinical Officer

Chief Clinical Officer

•

Medical Research

Chief Clinical Officer

Chief Clinical Officer

Chief Clinical Officer

Registered Nurse

Chief Clinical Officer

Registered Nurse

a) Discharge the duties of the Lead Director of Safeguarding
Adults

Chief Clinical Officer

Registered Nurse

b) Ensure compliance with statutory requirements and
policies and procedures for Safeguarding Adults

Chief Clinical Officer

Registered Nurse

c) Comply with statutory requirements and policies for
Safeguarding Adults

Chief Clinical Officer

Safeguarding Manager

a) Discharge the duties of the Lead Director of Safeguarding
Children

Chief Clinical Officer

Registered Nurse

b) Review and develop the Strategy for Safeguarding
Children

Chief Clinical Officer

Registered Nurse

c) Review and develop the policies and procedures to
Safeguarding Children

Chief Clinical Officer

Designated Nurse Safeguarding Children

d) Ensure compliance with statutory requirements and
policies and procedures for Safeguarding Children

Chief Clinical Officer

Registered Nurse

e) Comply with statutory requirements and policies for
Safeguarding Children

Chief Clinical Officer

Designated Nurse Safeguarding Children

27.

Nursing and Allied Health Professionals
a) Compliance with statutory and regulatory
arrangements relating to professional nursing / midwifery
practice
b) Compliance with statutory and regulatory
arrangements relating to allied health professionals
practice

28.

Safeguarding - Adults

29.

Safeguarding - Children

30.

Non Pay Expenditure
a)

Maintenance of a list of managers authorised to place
requisitions/orders and accept goods in accordance with
Table B – Delegated Limits

Chief Clinical Officer

Chief Finance Officer

b)

Obtain the best value for money when requisitioning
goods / services

Chief Finance Officer

All Staff

c)

Non-Pay Expenditure for which no specific budget has
been set up and which is not subject to funding under
delegated powers of virement. (Subject to the limits
specified above in (a)

Chief Clinical Officer

Chief Finance Officer

d)

Develop systems for the payment of accounts

Chief Finance Officer

Finance Manager, Cheshire &
Merseyside CSU.

e)

Prompt payment of accounts

Chief Finance Officer

Finance Manager, Cheshire &
Merseyside CSU.

f)

Financial Limits for ordering / requisitioning goods and
services

Chief Finance Officer

Refer To Operational Delegated Limits

g)

Approve prepayment arrangements

Chief Finance Officer

Finance Manager, Cheshire &
Merseyside CSU.

31.

Personnel & Pay
a)

Nomination of officers to enter into contracts of
employment regarding staff, agency staff or
consultancy service contracts

Chief Clinical Officer

Chief Finance Officer

b)

Develop Human resource policies and strategies for
approval by the Governing Body including training,
industrial relations.

Chief Clinical Officer

HR Manager, Cheshire & Merseyside
CSU.

DELEGATED MATTER

DELEGATED TO

OPERATIONAL RESPONSIBILITY

c)

Authority to fill funded post on the establishment with
permanent staff.

Chief Clinical Officer

Chief Finance Officer

d)

The granting of additional increments to staff within
budget

Chief Clinical Officer

Chief Finance Officer

e)

All requests for re-grading shall be dealt with in
accordance with CCG’s procedures.

Chief Clinical Officer

Chief Finance Officer

f)

Establishments

g)

h)

•

Additional staff to the agreed establishment with
specifically allocated finance.

Chief Finance Officer

Chief Finance Officer

•

Additional staff to the agreed establishment
without specifically allocated finance.

Chief Clinical Officer

Chief Finance Officer

•

Self-financing changes to an establishment

Chief Clinical Officer

Chief Finance Officer

•

Presentation of proposals to the Governing Body
for the setting of remuneration and conditions of
service for those staff not covered by the
Remuneration Committee.

Chief Clinical Officer

Chief Finance Officer

•

Authority to complete standing data forms
effecting pay, new starters, variations and leavers

Chief Clinical Officer

Chief Finance Officer/ Head of Quality &
Performance / Head of Corporate Affairs
/ Consortia Chief Officers

•

Authority to complete and authorise positive
reporting forms (SAR’s)

Chief Clinical Officer

•

Authority to authorise overtime

Chief Clinical Officer

•

Authority to authorise travel & subsistence
expenses

Chief Clinical Officer

Chief Finance Officer/ Head of Quality &
Performance / Head of Corporate Affairs
/ Consortia Chief Officers
Chief Finance Officer/ Head of Quality &
Performance / Head of Corporate Affairs
/ Consortia Chief Officers
Chief Finance Officer/ Head of Quality &
Performance / Head of Corporate Affairs
/ Consortia Chief Officers

Pay

Refer to Annual Leave Policy

Leave
Annual Leave
•

Approval of annual leave

Chief Clinical Officer

Line Management Structure as
appropriate

•

Annual leave - approval of carry forward (up to
maximum of 5 days

Chief Clinical Officer

Line Management Structure as
appropriate

•

Annual leave – approval of carry forward over 5
days (to occur in exceptional circumstances only)

Chief Clinical Officer

Chief Clinical Officer

Chief Clinical Officer

Line Management Structure as
appropriate
Line Management Structure as
appropriate

Special Leave
•

Compassionate leave

•

Special
leave
arrangements
domestic/personal/family reasons
•

paternity leave

•

carers leave

•

adoption leave

for

Chief Clinical Officer

(to be applied in accordance with CCG Policy)
•

Special Leave – this includes

Chief Clinical Officer

Line Management Structure as
appropriate
Line Management Structure as
appropriate
Line Management Structure as
appropriate

Jury Service, Armed Services, School Governor (to
be applied in accordance with CCG Policy)
•

Leave without pay

Chief Clinical Officer

•

Time off in lieu

Chief Clinical Officer

•

Maternity Leave - paid and unpaid

Chief Clinical Officer

Automatic approval with guidance

Chief Clinical Officer

Chief Finance Officer

Chief Clinical Officer

Chief Finance Officer

Sick Leave
•

Extension of sick leave on pay

•

Return to work part-time on full pay to assist
recovery

DELEGATED MATTER

DELEGATED TO

OPERATIONAL RESPONSIBILITY

Study Leave
Chief Clinical Officer

Chief Clinical Officer

Chief Clinical Officer

Line Management Structure as
appropriate

Chief Clinical Officer

Chief Finance Officer

Authorisation of payment of removal expenses
incurred by officers taking up new appointments
(providing consideration was promised at interview)

Chief Clinical Officer

Refer to Operational Delegated Limits

j)

Grievance Procedure

Chief Clinical Officer

As per procedure

k)

Authorised - Car Users

i)

•

Study leave outside the UK

•

All other study leave (UK)

Removal Expenses, Excess Rent and House Purchases

All staff above Band 5 (agreed at interview) Maximum £8,000

•

Leased car

Chief Clinical Officer

Chief Finance Officer

•

Regular user allowance

Chief Clinical Officer

Chief Finance Officer/ Head of Corporate
Affairs / Consortia Managers

l)

Mobile Phone Users / Mobile Devices

Chief Finance Officer

Head of Corporate Affairs

m)

Renewal of Fixed Term Contract

Chief Clinical Officer

Chief Finance Officer

n)

Staff Retirement Policy
Chief Clinical Officer

Chief Finance Officer

Chief Clinical Officer

Chief Finance Officer

Chief Clinical Officer

Chief Finance Officer

•

Authorisation of return to work in part time
capacity under the flexible retirement scheme.

o)

Redundancy

p)

Ill Health Retirement
Decision to pursue retirement on the grounds of
ill-health following advice from the
Occupational Health Department.

q)

Disciplinary Procedure (excluding Executive Directors)

Chief Clinical Officer

To be applied in accordance with the
CCG’s Disciplinary Procedure

r)

Ensure that all employees are issued with a Contract of
employment in a form approved by the Governing Body
and which complies with employment legislation.

Chief Clinical Officer

Head of Corporate Affairs

s)

Engagement of staff not on the establishment

Chief Clinical Officer

Refer to Operational – Delegated Limits

Services:
• Best value for money is demonstrated for all
services provided under contract or in-house

Chief Clinical Officer

Chief Finance Officer

•

Chief Clinical Officer

Chief Finance Officer

Chief Clinical Officer

Refer To Operational Delegated Limits
Chief Finance Officer

•
32.

Management Consultants

Quotation, Tendering & Contract Procedures
a)

b)

Nominate officers to oversee and manage the
contract on behalf of the CCG.

Competitive Tenders:
•

Authorisation Limits

•

Maintain a register to show each set of competitive
tender invitations despatched.

Chief Clinical Officer

•

Receipt and custody of tenders prior to opening

Chief Clinical Officer

Chief Finance Officer

•

Opening Tenders

Chief Clinical Officer

Two officers from the approved list as
authorised by the Governing Body

•

Decide if late tenders should be considered

Chief Clinical Officer

Chief Finance Officer

•

Ensure that appropriate checks are carried out as
to the technical and financial capability of the firms
invited to tender or quote.

Chief Clinical Officer

Chief Finance Officer

c)

Quotations

Chief Clinical Officer

Refer To Operational Delegated Limits

d)

Waiving the requirement to request

Approvals Committee

Refer To Operational Delegated Limits

•

tenders - subject to Constitution Schedule D

DELEGATED MATTER

DELEGATED TO

OPERATIONAL RESPONSIBILITY

(reporting to the Audit Committee)
•
33.

Chief Clinical Officer

Chief Finance Officer

Records
a)

Review CCG’s compliance
Management Code of Practice

Records

Chief Clinical Officer

Head of Corporate Affairs / Consortia
Managers

b)

Ensuring the form and adequacy of the financial
records of all departments

Chief Clinical Officer

Chief Finance Officer/ Finance Manager
Cheshire & Merseyside CSU.

34.

35.

quotes - subject to SOs

with

the

Reporting of Incidents to the Police
a)

Where a criminal offence is suspected
• criminal offence of a violent nature
• arson or theft
• other

Chief Clinical Officer

All Staff – Informing Manager On-call

b)

Where a fraud is involved (reporting to the Directorate
of Counter Fraud Services)

Chief Clinical Officer

Internal Auditor / Local Counter Fraud
Specialist

c)

Deciding at what stage to involve the police in cases of
misappropriation and other irregularities not involving
fraud or corruption.

Chief Clinical Officer

Chief Finance Officer

Risk Management
•

Ensuring the CCG has a Risk Management Strategy
and a programme of risk management

Chief Clinical Officer

Head of Corporate Affairs

•

Developing systems for the management of risk.

Chief Clinical Officer

Head of Corporate Affairs

Developing incident and accident reporting systems

Chief Clinical Officer

Head of Corporate Affairs

Compliance with the reporting of incidents and
accidents

Chief Clinical Officer

All staff

a)

The keeping of a register of seal and safekeeping of
the seal

Chief Clinical Officer

Head of Corporate Affairs

b)

Attestation of seal in accordance with Standing Orders

Chief Clinical Officer

Head of Corporate Affairs

c)

Property transactions and any other legal requirement
for the use of the seal.

Chief Clinical Officer

Chief Finance Officer

Chief Clinical Officer

Chief Finance Officer/ Local Security
Management Specialist

•
•
36.

Seal

37.

Security Management
Monitor and ensure compliance with Directions issued
by the Secretary of State for Health on NHS security
management including appointment of the Local
Security Management Specialist.

38.

Setting of Fees and Charges (Income)
a)

Non patient care income

Chief Finance Officer

Finance Manager, Cheshire &
Merseyside CSU.

b)

Informing the Accountable Officer of monies due to the
CCG.

Chief Finance Officer

All Staff

c)

Recovery of debt

Chief Finance Officer

Finance Manager, Cheshire &
Merseyside CSU.

d)

Security of cash and other negotiable instruments

Chief Finance Officer

Finance Manager, Cheshire &
Merseyside CSU.

Chief Finance Officer

Finance Manager, Cheshire &
Merseyside CSU.

39.

Stores and Receipt of Goods
a)

Responsibility for systems of control over stores and
receipt of goods, issues and returns.

Wirral Clinical Commissioning Group

st

Table B – Operational Delegated Limits from 1 April 2013

Section

Delegated to
Description

Governing
Body

Chair

Chief Clinical
Officer

Chief Finance
Officer

A

GIFTS & HOSPITALITY
Head of Corporate Affairs to
maintain a register of declared
gifts and hospitality received.

B

LITIGATION CLAIMS
Medical negligence and other
litigation payments made on the
advice of NHSLA

Over
£1,000,000

£100,001 up to
£1,000,000

£20,000 to
£100,000

C

LOSSES & SPECIAL PAYMENTS
Chief Finance Officer to maintain
a register of losses and special
payments. All to be reported to
the Audit Committee.

Over
£250,000

£100,001 up to
£250,000

up to
£100,000

D

PETTY CASH

E

REQUISITIONING GOODS &
SERVICES: NON-HEALTHCARE
Services including IT, consultancy,
maintenance and support services
– over lifetime of contract.

F

G

Head of
Quality &
Performance

Head of
Corporate
Affairs

Other CCG Officer
(as specified by
authorised signatory
list)

Items over £20
or of a repetitive
nature
Up to £20,000

Up to £20,000

Up to £100 (float)
Over
£250,000

Up to £250,000

Up to £100,000

RELOCATION EXPENSES
Require approval by
Remuneration Committee

Over £8,500

Up to £8,500

SIGNING OF HEALTHCARE
CONTRACTS

Over
£150,000,000

Up to
£150,000,000

Up to £20,000 Up to £20,000

Up to £20,000

Up to
£25,000,000
(Plus signature
from Chief

Up to
£25,000,000
(Plus signature
from Chief

Wirral Clinical Commissioning Group
Section

Delegated to

H

Description

APPROVAL OF MONTHLY
HEALTHCARE CONTRACT
PAYMENTS
All healthcare contract payments
must be supported by signed
contract (see G).

Governing
Body

Chair

Chief Clinical
Officer

APPROVAL OF AD-HOC
HEALTHCARE PAYMENTS
See authorised signatory list for
approval limits for other CCG
officers.

QUOTATIONS AND TENDERS:
ALSO REFER TO SECTION 10
SORD.

J1

Minimum of 3 written
competitive tenders:

Head of
Corporate
Affairs

Other CCG Officer
(as specified by
authorised signatory
list)

Finance Officer)

Finance Officer)

Up to
£12,500,000

Up to
£5,000,000

Up to
£5,000,000

Up to
£100,000

Up to
£100,000

£250,001 to
£250,001 to
£600,000
£600,000
(Plus signature from (Plus signature
either Chief
from either Chief
Finance Officer/
Clinical Officer/
Head of Quality &
Head of Quality
Performance /
& Performance /
Consortia Chief
Consortia Chief
Officers)
Officers)
Over £100,000 up
to £250,000

J

Head of
Quality &
Performance

£12,500,001 to Up £12,500,001 to
to £50,000,000
£50,000,000
(Plus signature from (Plus signature
either Chief
from either Chief
Finance/ Head of
Clinical Officer/
Quality &
Head of Quality
Performance)
& Performance)
Up to
£12,500,000

I

Chief Finance
Officer

Over £100,000
up to £250,000

All - Over lifetime of contract. Please refer to Tendering and Procurement Procedure, section 13
of Prime Financial Policies.
All - In compliance with EC procurement directive - £90,319 and above

Wirral Clinical Commissioning Group
Section

Delegated to
Description

J2

Minimum of 3 written quotes

J3

No requirement to obtain
quotes: Although no formal
requirement, it is deemed to be
best practice and demonstrates
value for money.

K

VIREMENT
In accordance with the virement
policy, a virement form must be
completed and signed by both
parties.

L

DISPOSALS AND
CONDEMNATION
All assets disposed at market
value.

M

CHARITABLE FUNDS
If charitable funds received in the
future a Charitable Funds
committee will be established.

N

VISA/PURCHASE CARDS

Governing
Body

Chair

Chief Clinical
Officer

Chief Finance
Officer

Head of
Quality &
Performance

Head of
Corporate
Affairs

Other CCG Officer
(as specified by
authorised signatory
list)

All - £20,000 to £90,318
Up to £10,000

Over
£250,000

Up to
£250,000

Up to
£150,000

Over £1,000 per
item

Up to £1,000 per
item

The CCG does not currently hold any charitable funds

Up to £20,000

Up to
£20,000

Wirral Clinical Commissioning Group

Table C – Authorised Signatory List as per table B (Other CCG Officer)
Description

Other CCG Officer (as specified by
authorised signatory list)

Authorised Signatory

REQUISITIONING GOODS & SERVICES: NONHEALTHCARE
Services including IT, consultancy,
maintenance and support services – over
lifetime of contract.

Up to £20,000

Andrew Cooper – Chief Officer – WHCC
Christine Campbell – Chief Officer – WGPCC
Iain Stewart – Chief Officer – WACC

Up to £10,000

Jenny Shaw / Barbara Dunton – WHCC
Sheena Wood - WACC
Kerry Hogan - WGPCC

G

SIGNING OF HEALTHCARE CONTRACTS

Up to £25,000,000 (plus signature from Chief
Finance Officer)

Andrew Cooper – Chief Officer – WHCC
Christine Campbell – Chief Officer – WGPCC
Iain Stewart – Chief Officer – WACC

H

APPROVAL OF MONTHLY HEALTHCARE
CONTRACT PAYMENTS
All healthcare contract payments must be
supported by signed contract (see G).

Up to £5,000,000

Andrew Cooper – Chief Officer – WHCC
Christine Campbell – Chief Officer – WGPCC
Iain Stewart – Chief Officer – WACC

E

I

APPROVAL OF AD-HOC HEALTHCARE

Wirral Clinical Commissioning Group
Description

Other CCG Officer (as specified by
authorised signatory list)

Authorised Signatory

PAYMENTS
See authorised signatory list for approval
limits for other CCG officers.

Up to £100,000

Andrew Cooper – Chief Officer – WHCC
Christine Campbell – Chief Officer – WGPCC
Iain Stewart – Chief Officer – WACC

Up to £20,000

Sarah Quinn – Commissioning Manager
Sheena Hennall – Commissioning Manager
Dave Miles – Senior Contracts Accountant
Emma Shanks – Senior Consortia Accountant

Up to £20,000 (CHC)
Up to £20,000 (IFR)

CHC Lead from C&M CSU (in line with agreed protocol)
IFR Lead from C&M CSU (in line with agreed protocol)

Up to £10,000

Finance Manager CSU – For Non-Contracted Activity
Sheena Wood – Commissioning Manager

Up to £5,000

Laura Thompson – Commissioning Support Manager
Pauline Bolt – Commissioning Support Manager
Paul McGovern – Commissioning Support Manager
Kerry Hogan - Commissioning Support Manager
Carol Diamond - Commissioning Support Manager
Sue Smith - Lead Nurse (WHCC)

NORTH WEST SAFEGUARDING CHILDREN AND VULNERABLE
ADULTS POLICY 2013
Incorporating safeguarding standards for commissioned services
and Escalation procedure for monitoring via provider contracts
Agenda Item:

2.4

Reference:

GB13-14/009

Report to:

Governing Body

Meeting
Date:

7th May 2013

Lead Officer:

Lorna Quigley Chief Operating Officer

Contributor:

Debbie Hammersley Designated Nurse Safeguarding Children

Governance:

Link to
Commissioning
Strategy

DH Operating Framework requirements
to deliver improved quality evidenced by
improving safety, effectiveness and
patient experience. Specifically domain 5
“Treating and caring for people in a safe
environment and protecting them from
avoidable harm”

Link to current
governing body
Objectives

Services that reflect local priorities and
national developments

Summary:

Wirral CCG as with all other NHS bodies has a statutory duty to
ensure that it makes arrangements to safeguard and promote the
welfare of children and young people that reflect the needs of the
children they deal with; and to protect vulnerable adults from
abuse or the risk of abuse.
As a commissioning organisation Wirral CCG is also required to
ensure that all health providers from whom it commissions
services (both public and independent sector) have
comprehensive single and multi-agency policies and procedures
in place to safeguard and promote the welfare of children and to
protect vulnerable adults from abuse or the risk of abuse; that
health providers are linked into the Local Safeguarding Children
Safeguarding Adult Boards and that health workers contribute to
multi-agency working.
Across the North West, Safeguarding Designated Professionals
have agreed that the Commissioning Safeguarding Policy and
relevant Safeguarding Standards for providers endorsed by NHS
North West should be used within contract arrangements.
This policy has two functions: it details the roles and
responsibilities of Wirral CCG as a c ommissioning organisation
and that of its employees; whilst at the same time provides clear
service standards against which healthcare providers (including
independent contractors, voluntary, community and faith sector
(VCFS) and C are Homes) and Wirral CCG will be m onitored to
ensure that all service users are protected from abuse and the risk
of abuse.

Recommendation:

To Approve
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Yes

To Note
Comments This policy will be implemented by Wirral CCG and
NHS England Area Team. It replaces the previous
version “Safeguarding Children and Vulnerable
Adults Policy for Health Care Providers” (2012)

Next Steps:

This policy may be subject to change in accordance with any changes in
legislation or statutory guidance. An annual review will be under taken by
NCB North England.

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

N/A: Implementation is part of remit of Designated Nurse for
Safeguarding Children, also will be included in existing contract
monitoring process

Value For Money

Monitoring of standards will facilitate improved value

Risk

Implementation of the policy will facilitate identification of potential risks.
Any associated risks will be highlighted and action plans developed and
monitored by the Designated Nurse and via contract monitoring
processes

Legal

CCG is discharging its statutory duty in accordance with legislation and
statutory guidance:
 Safeguarding Vulnerable People in the Reformed NHS:
Accountability and Assurance (NHS Commissioning Board
2013)
 Statutory guidance on making arrangements to safeguard and
promote the welfare of children under section 11 of the Children
Act 2004 (HM Government 2007)
 Working Together to Safeguard Children (HM Government
2013)
 Statutory Guidance on promoting the Health and well-being of
Looked After Children (DH 2009)
 No Secrets (DH and Home Office 2000)
 Mental Capacity Act 2005: Code of Practice (Department for
Constitutional Affairs 2007)
 Safeguarding Adults: The Role of Health Services (DH 2011)
 The policies and procedures of the Local Safeguarding Children
Board (LSCB) and the Local Safeguarding Adults Board (LSAB).

Workforce

Implementing the policy will positively impact on health staff as it will
facilitate a robust framework of safeguarding standards within which
staff will have clearly defined roles and responsibilities.

Equality &
Human Rights

Safeguarding processes requires that Equality & Diversity, and Human
Rights issues are considered. Initial impact assessment screening
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identifies that this policy supports equality for all.
Patient and
N/A This is mandated by legislation and Statutory guidance
Public
Involvement (PPI)
Partnership
Working

This document was produced by a working group established by the
Northwest Strategic Health Authority. Various Commissioners and
providers were consulted during the development of the original policy.

Performance
Indicators

Providers continue to be monitored via agreed KPI’s and the
Safeguarding Standards audit 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.

Report History/Development Path
Report Name
Commissioning
Safeguarding children and
vulnerable adults policy:
Incorporating service
delivery standards for
Healthcare providers.

Reference

Submitted to
NHS Wirral: Audit
and Remuneration
Committee

Date

Brief Summary of
Outcome

7th March
2012

Approved and implemented

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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1. INTRODUCTION

Wirral CCG as with all other NHS bodies, has a statutory duty to ensure that it makes
arrangements to safeguard and pr omote the welfare of children and young people
that reflect the needs of the children they deal with; and to protect vulnerable adults
from abuse or the risk of abuse.
In discharging these statutory duties/responsibilities account must be taken of:
 Arrangements to secure children’s and adult safeguarding in the future NHS –
interim advice (NHS Commissioning Board 2012)
 Statutory guidance on making arrangements to safeguard and promote the
welfare of children under section 11 of the Children Act 2004 (HM Government
2007)
 Working Together to Safeguard Children (HM Government 2010)
 Statutory Guidance on promoting the Health and well-being of Looked After
Children (DH 2009)
 No Secrets (DH and Home Office 2000)
 Mental Capacity Act 2005: Code of Practice (Department for Constitutional
Affairs 2007)
 Safeguarding Adults: The Role of Health Services (DH 2011)
 The policies and procedures of the Local Safeguarding Children Board (LSCB)
and the Local Safeguarding Adults Board (LSAB).
As a commissioning organisation Wirral CCG is also required to ensure that all health
providers from whom it commissions services (both public and independent sector)
have comprehensive single and multi-agency policies and procedures in place to
safeguard and promote the welfare of children and to protect vulnerable adults from
abuse or the risk of abuse; that health providers are linked into the Local
Safeguarding Children Safeguarding Adult Boards and that health workers contribute
to multi-agency working.
Consideration also needs to be given to the evolving NHS landscape and where
safeguarding roles and functions may sit in the future. In particular, the requirement
set out in Arrangements to secure children’s and adult safeguarding in the future
NHS. The new accountability and assurance framework – interim advice
(http://www.commissioningboard.nhs.uk/resources/resources-for-ccgs/#safe)

This policy has two functions: it details the roles and responsibilities of Wirral CCG as
a commissioning organisation and that of its employees; whilst at the same time
provides clear service standards against which healthcare providers (including
independent contractors, voluntary, community and f aith sector (VCFS) and Care
Homes) and Wirral CCG will be m onitored to ensure that all service users are
protected from abuse and the risk of abuse.

1.1

Scope

This policy aims to ensure that no act or omission by Wirral CCG as a commissioning
organisation, or via the services it commissions, puts a service user at risk; and that
rigorous systems are in place to proactively safeguard and promote the welfare of
children, and t o protect vulnerable adults from abuse, or the risk of abuse, and to
support staff in fulfilling their obligations.
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The policy applies to Wirral CCG as a commissioning organisation; it also provides
clear standards against which healthcare providers, including independent contractor
services, Voluntary, Community and Faith Services (VCFS) and Care Home
providers, will be expected to comply.
Associate commissioners will be not ified of a pr ovider’s non-compliance with the
standards contained in this policy; they will also be notified of reported serious
untoward incidents that have compromised the safety and welfare of a
child/vulnerable adult resident within their population.

1.2

Principles

In developing this policy Wirral CCG recognises that safeguarding children and
vulnerable adults is a shared responsibility with the need for effective joint working
between agencies and professionals that have different roles and expertise if those
vulnerable groups in society are to be protected from harm. In order to achieve
effective joint working there must be constructive relationships at all levels, promoted
and supported by:
 the commitment of senior managers and board members to safeguarding children
and vulnerable adults;
 clear lines of accountability within the organisation for work on safeguarding;
 service developments that take account of the need to safeguard all service
users, and is informed, where appropriate, by the views of service users;
 staff training and continuing professional development so that staff have an
understanding of their roles and responsibilities, and those of other professionals
and organisations in relation to safeguarding children and v ulnerable adults,
looked after children and the Mental Capacity Act;
 Safe working practices including recruitment and vetting procedures;
 Effective interagency working, including effective information sharing.

1.3 Definitions
Children
In this policy, as in the Children Act 1989 and 2004, a child is anyone who has not
yet reached their 18th birthday. ‘Children’ therefore means children and young people
throughout.
Safeguarding children is defined in the Joint chief Inspectors’ report Safeguarding
Children (2002) as:
 All agencies working with children, young people and their families take all
reasonable measures to ensure that the risks of harm to children’s welfare is
minimised; and
 Where there are concerns about children and y oung people’s welfare all
agencies take all appropriate actions to address those concerns, working to
agreed local policies and procedures in partnership with other agencies.
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Vulnerable adult
Whilst there is no formal definition of vulnerability within health care, some people
receiving health care may be at greater risk from harm than others, sometimes as a
complication of their presenting condition and their individual circumstances. The
risks that increase a per son’s vulnerability should be appropriately assessed and
identified by the health care professional/VCFS/Care Home provider at the first
contact and continue throughout the care pathway (DH 2010).
Under Section 59 Supporting Vulnerable Groups Act 2006 a person aged 18 years or
over is also defined as a v ulnerable adult where they are ‘receiving any form of
health care’ and ‘who needs to be able to trust the people caring for them, supporting
them and/or providing them with services.
Adult Safeguarding
The Principles for Adult Safeguarding are as follows (DH, 2011):
 Empowerment - Presumption of person led decisions and informed consent.


Protection - Support and representation for those in greatest need.



Prevention - It is better to take action before harm occurs.



Proportionality – Proportionate and least intrusive response appropriate to
the risk presented.



Partnership - Local solutions through services working with their
communities. Communities have a part to play in preventing, detecting and
reporting neglect and abuse.



Accountability - Accountability and transparency in delivering safeguarding

Adult at risk
A person aged 18 or over and who:
 is eligible for or receives any adult social care service (including carers’
services) provided or arranged by a local authority
 receives direct payments in lieu of adult social care services
 funds their own care and has social care needs
 otherwise has social care needs that are low, moderate, substantial or critical
 falls within any other categories prescribed by the Secretary of State
 is or may be in need of community care services by reason of mental or other
disability, age or illness
 who is or may be unabl e to take care of him or herself, or unable to protect
him or herself against significant harm or exploitation.
and is at risk of significant harm, where harm is defined as ill-treatment or the
impairment of health or development or unlawful conduct which appropriates or
adversely affects property, rights or interests (for example theft, fraud, embezzlement
or extortion).
Note: definition suggested by Law Commission and under review. For the purpose of
this policy the term adult at risk can be used interchangeably with vulnerable adult.
Definitions of abuse are contained within the glossary section of the policy.
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2. SAFEGUARDING CHILDREN AND VULNERABLE ADULTS
Please note at time of writing, 8th March 2013, the final Accountability and
Assurance framework for safeguarding vulnerable people in the NHS was
being drafted and will inform this section and the policy.
2.1

General roles and responsibilities for Commissioning Organisations



The ultimate accountability for safeguarding sits with the Chief Officer of Wirral
CCG. Any failure to have systems and processes in place to protect children and
vulnerable adults in the commissioning process, or by providers of health care
that the organisation commissions would result in failure to meet statutory and
non-statutory constitutional and governance requirements.



The Wirral CCG must demonstrate robust arrangements are in place to
demonstrate compliance with safeguarding responsibilities.



The Wirral CCG must establish and maintain good constitutional and governance
arrangements with capacity and capability to deliver safeguarding duties and
responsibilities, as well as effectively commission services ensuring that all
service users are protected from abuse and neglect.



Establish clear lines of accountability for safeguarding, reflected in governance
arrangements



To co-operate with the local authority in the operation of the Local Safeguarding
Children and Safeguarding Adults Board.



Ensure that all providers with whom there are commissioning arrangements have
in place comprehensive and e ffective policies and procedures to safeguard
children and vulnerable adults in line with those of the LSCB / LSAB.



Ensure that staff directly or indirectly employed by Wirral CCG are aware of their
roles and responsibilities for safeguarding and know who to act on concerns in
accordance with local LSCB / LSAB policies and procedures.



Ensure that appropriate systems and processes are in place to fulfil specific
duties of cooperation and partnership and the ability to demonstrate that the
Wirral CCG meets the best practice in respect of safeguarding children and adults
at risk and children looked after.



Ensure that safeguarding is at the forefront of service planning and a regular
agenda item of the Board business.

2.2

General roles and responsibilities specific to CCGs



To participate in Domestic Homicide Reviews.



Secure the expertise of a Designated Doctor and Nurse for Safeguarding
Children; a Designated Doctor and Nurse and for Children Looked After (CLA); a
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Designated paediatrician for Child Deaths; a s afeguarding adult lead and a
Mental Capacity Act lead.
Ensure that all decisions in respect of adult care placements are based on
knowledge of standards of care and safeguarding concerns.



CCG/LAT Chief Officer


Ensures that the health contribution to safeguarding and promoting the welfare
of children and vulnerable adults is discharged effectively across the whole local
health economy through the organisation’s commissioning arrangements;



ensures that the organisation not only commissions specific clinical services but
exercises a publ ic health responsibility in ensuring that all services users are
safeguarded from abuse or the risk of abuse;



ensures that safeguarding children and vulnerable adults is identified as a key
priority area in all strategic planning processes;



ensures that safeguarding children and vulnerable adults is integral to clinical
governance and audit arrangements;



ensures that all health providers from whom services are commissioned have
comprehensive single and m ulti-agency policies and pr ocedures for
safeguarding children and vulnerable adults which are in line with Local
Safeguarding Children and A dult Board procedures, and are easily accessible
for staff at all levels;



ensures that service specifications drawn up by Wirral CCG as a commissioning
organisation include clear service standards for s afeguarding children and
vulnerable adults; these service standards are monitored thereby providing
assurance that safeguarding standards are met;



ensures that all staff in contact with children, adults who are parents/carers and
vulnerable adults in the course of their normal duties are trained and competent
to be alert to the potential indicators of abuse or neglect for children and
vulnerable adults, know how to act on those concerns in line with local guidance;



ensures the organisation co-operates with the Local Authority in the operation of
the Local Safeguarding Children Board (LSCB) and Local Safeguarding Adult
Board (LSAB);



ensures that all health organisations with whom Wirral CCG has commissioning
arrangements have links with their Local Safeguarding Children and
Safeguarding Adult Boards;



ensures that while CCGs/LAT develop that they are prepared for their
responsibilities for safeguarding children and adults and that robust local
arrangements are put in place, including input to LSCBs and LSABs (The
Operating Framework for the NHS in England 2012/13).



ensures that any system and processes that include decision making about an
individual patient (e.g. funding panels) takes account of the requirements of the
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Mental Capacity Act 2005; this includes ensuring that actions and decisions are
documented in a way that demonstrates compliance with the Act
CCG/LAT Cluster Executive Directors


Ensure that their Directorate has management and accountability structures that
deliver safe and effective services in accordance with statutory, national and
local guidance for safeguarding children and vulnerable adults



ensure that all service specifications, invitations to tender and service contracts
fully reflect safeguarding requirements as outlined in this policy document with
specific reference to the clear standards for service delivery (see appendices).

CCG/LAT Senior Managers


Ensure that service plans /specifications /contracts/invitations to tender etc
include reference to the standards expected for safeguarding children and
vulnerable adults;



ensure that on recruitment of staff working with children and or vulnerable
adults, or handling information on c hildren and or vulnerable adults, that
references are always verified, a full employment history is always available with
satisfactory explanations for any gaps in employment history, that qualifications
are checked and that CRB checks are undertaken in line with national and local
guidance;



ensure that staff in contact with children, adults who are parents/carers and
vulnerable adults in the course of their normal duties are trained and competent
to be alert to the potential indicators of abuse or neglect, know how to act on
those concerns in line with local guidance;



ensure safeguarding responsibilities are reflected in all job descriptions.

CCG/LAT Individual Staff Members


to be alert to the potential indicators of abuse or neglect for children and
vulnerable adults and know how to act on those concerns in line with local
guidance



to take part in training, including attending regular updates so that they maintain
their skills and are familiar with procedures aimed at safeguarding children and
vulnerable adults;



understand the principles of confidentiality and i nformation sharing in line with
local and government guidance;



all staff contribute, when requested to do so, to the multi-agency meetings
established to safeguard and protect children and vulnerable adults
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3. IMPLEMENTATION
3.1 Method of Monitoring Compliance
The standards expected of Wirral CCG and all healthcare providers are detailed in
the appendices. Compliance will be measured by annual audit – an audit tool will be
made available to all providers to facilitate the recording of information. The audit
tool should be completed using the RAG definitions outlined in the Procedure for
Monitoring Safeguarding Children and V ulnerable Adults via Provider Contracts.
This procedure was developed in order to standardise the monitoring and escalation
approach across the North West.
Note: all allegations of abuse made against a w orker and any Serious Untoward
Incident against a c hild or vulnerable adult to be not ified to the Executive Lead f or
Safeguarding (see section 3.3 for contact details)
The effectiveness of the policy will be monitored via Wirral CCG on an annual basis.
3.2 Breaches of Policy
This policy is mandatory. Where it is not possible to comply with the policy or a
decision is taken to depart from it, this must be n otified to Designated Nurse for
Safeguarding Children so that the level of risk can be assessed and an action plan
can be formulated (see section 3.3 for contact details).
Wirral CCG as host commissioner will notify associate commissioners of a providers
non-compliance with the standards contained in this policy, including action taken
where there has been a significant breach.
3.3 Contact Details
Executive Lead Safeguarding
Designated Nurse Safeguarding Children
Designated Nurse Safeguarding Adults

Lorna Quigley
0151 651 0011 (Ext 1035)
Debbie Hammersley
0151 651 0011 (Ext 1621)
Val Tarbath
0151 651 0011 (Ext 1604)
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4. REFERENCE DOCUMENTS
In developing this Policy account has been taken of the following statutory and nonstatutory guidance, best practice guidance and the policies and pr ocedures of the
Local Safeguarding Children and Adults Board.
Statutory Guidance
Department for Constitutional Affairs (2007) Mental Capacity Act 2005: Code of
Practice, TSO: London
Department of Health (2000) Framework for the Assessment of Children in Need and
their Families, London, HMSO
Department of Health, Home Office (2000) No Secrets: guidance on developing and
implementing multi-agency policies and procedures to protect vulnerable adults from
abuse (issued under Section7 of the Local Authority Social Services Act 1970)
Department of Health et al (2009) Statutory guidance on Promoting the Health and
well-being of Looked After Children, Nottingham, DCSF publications
HM Government (2007) Safeguarding children who may have been trafficked, DCSF
publications
HM Government (2007) Statutory guidance on making arrangements to safeguard
and promote the welfare of children under section 11 of the Children Act 2004, DCSF
publications
HM Government (2008) Safeguarding Children in whom illness is fabricated or
induced, DCSF publications
HM Government (2009) The Right to Choose: multi-agency statutory guidance for
dealing with Forced marriage, Forced Marriage Unit: London
HM Government (2010) Working Together to Safeguard Children, Nottingham, DCSF
publications
Ministry of Justice (2008) Deprivation of Liberty Safeguards Code of Practice to
supplement Mental Capacity Act 2005, London TSO
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Non-statutory guidance
Children’s Workforce Development Council (March 2010) Early identification,
assessment of needs and intervention. The Common Assessment Framework for
Children and Young People: A practitioner’s guide, CWCD
DH (June 2012) The Functions of Clinical Commissioning Groups (updated to reflect
the final Health and Social Care Act 2012)
DH (March, 2011) Adult Safeguarding: The Role of Health Services
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAnd
Guidance/DH_124882
DH (May, 2011) Statement of Government Policy on Adult Safeguarding
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAnd
Guidance/DH_126748
HM Government (2006) What to do if you’re worried a child is being abused, DSCF
publications
HM Government (2008) Information Sharing: Guidance for practitioners and
managers, DCSF publications
Law Commission (May, 2011) Adult Social Care Report
http://www.justice.gov.uk/lawcommission/publications/1460.htm
NHS Commissioning Board (September 2012) Arrangements to secure children’s
and adult safeguarding in the future NHS. The new accountability and assurance
framework – interim advice
Royal College Paediatrics and Child Health et al (2010) Safeguarding Children and
Young people: Roles and Competencies for Health Care Staff. Intercollegiate
Document supported by the Department of Health
Best practice guidance
Department of Health (2004) Core Standard 5 of the National Service Framework for
Children Young People and Maternity Services plus those elements beyond standard
5 that deal with safeguarding and promoting the welfare of children
Department of Health (2009) Responding to domestic abuse: a handbook for health
professionals
Department of Health (2010) Clinical Governance and adult safeguarding: an
integrated approach, Department of Health
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HM Government (2009) Multi-agency practice guidelines: Handling cases of Forced
Marriage, Forced Marriage Unit: London
National Institute for Health and Clinical Excellence (2009) When to suspect child
maltreatment, Nice clinical guideline 89
Department of Health (2006) Mental Capacity Act Best Practice Tool, Gateway
reference: 6703
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Local Safeguarding Children Board
Policies, procedures and practice guidance accessible at:
http://www.wirral.gov.uk/my-services/childrens-services/local-safeguarding-childrensboard/information-professionals
Local Safeguarding Adults Board
Policies, procedures and practice guidance accessible at:
http://www.wirral.gov.uk/my-services/social-care-and-health/worried-about-someone
Care Quality Commission
Care Quality Commission (2009) Guidance about compliance: Essential Standards of
Quality and Safety
Disclosure and Barring Service
The primary role of the Disclosure and Barring Service (DBS) is to help employers
make safer recruitment decisions and prevent unsuitable people from working with
vulnerable groups including children. http://www.homeoffice.gov.uk/agencies-publicbodies/dbs
Professional Bodies
Royal College of General Practitioners and BMA guidance- RCGP Safeguarding
toolkit
http://www.rcgp.org.uk/clinical-and-research/clinical-resources/child-and-adolescenthealth/safeguarding-children-toolkit.aspx
Royal College of Nursing
Children:
http://www.rcn.org.uk/development/practice/safeguarding/children_and_young_peopl
e
Adults: http://www.rcn.org.uk/development/practice/safeguarding/adult
Social Care Institute for Excellence
http://www.scie.org.uk/publications/reports/report41/index.asp May 2011 (Adult)
http://www.scie.org.uk/publications/reports/report45.asp October 2011(Adult)
http://www.scie.org.uk/publications/reports/report19.asp October 2008 (Child)
http://www.scie.org.uk/publications/guides/guide24/index.asp October 2008 (Child)
Transition Alliance
http://www.transitionalliance.co.uk/ (Includes Health and Well Being boards)
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5. Glossary
CAF

Common Assessment Framework

CCGs

Clinical Commissioning Groups

LSCB

Local Safeguarding Children Board

LSAB

Local Safeguarding Adult Board

LAC

Looked After Children

SUI

Serious Untoward Incident – an incident involving a pat ient or their
carers, staff or contractor where death, permanent harm or injury
resulted. This could include a pattern of reduced standard of care/noncompliance with standards, adverse publicity or suspension of a
member of staff/student. T his is not an exhaustive definition. If a full
definition is required, please contact your/commissioning organisations’
Patient Safety Lead. (Wirral CCG SUI’s are managed by the Customer
Solutions Centre, Cheshire & Merseyside Commissioning Support Unit
01244 385041)

VCFS

Voluntary, Community and Faith Sector

Care Homes Patients in receipt of NHS Funded Care

5.1 Categories of abuse
Abuse of children:
For children’s safeguarding, the definitions of abuse are taken from Working
Together to safeguard Children (HM Government, 2010).
Abuse and neglect: Abuse and neglect are forms of maltreatment of a c hild.
Somebody may abuse or neglect a child by inflicting harm, or by failing to act to
prevent harm. Children may be a bused in a family or an i nstitutional or community
setting, by those known to them or, more rarely, by a stranger for example, via the
internet. They may be abused by an adult or adults, or another child or children.
Physical abuse: May involve hitting, shaking, throwing, poisoning, burning or
scalding, drowning, suffocating, or otherwise causing physical harm to a child.
Physical harm may also be caused when a parent or carer fabricates the symptoms
of, or deliberately induces, illness in a child.
Emotional abuse: The persistent emotional maltreatment of a child such as to cause
severe and persistent adverse effects on the child’s emotional development. It may
involve conveying to children that they are worthless or unloved, inadequate, or
valued only insofar as they meet the needs of another person. It may include not
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giving the child opportunities to express their views, deliberately silencing them or
‘making fun’ of what they say or how they communicate. It may feature age or
developmentally inappropriate expectations being imposed on children. These may
include interactions that are beyond the child’s developmental capability, as well as
overprotection and limitation of exploration and l earning, or preventing the child
participating in normal social interaction. It may involve seeing or hearing the illtreatment of another. It may involve serious bullying (including cyber bullying),
causing children frequently to feel frightened or in danger, or the exploitation or
corruption of children. Some level of emotional abuse is involved in all types of
maltreatment of a child, though it may occur alone.
Sexual abuse: Involves forcing or enticing a c hild or young person to take part in
sexual activities, not necessarily involving a high level of violence, whether or not the
child is aware of what is happening. The activities may involve physical contact,
including assault by penetration (for example, rape or oral sex) or non-penetrative
acts such as masturbation, kissing, rubbing and touching outside of clothing. They
may also include non-contact activities, such as involving children in looking at, or in
the production of, sexual images, watching sexual activities, encouraging children to
behave in sexually inappropriate ways, or grooming a child in preparation for abuse
(including via the internet). Sexual abuse is not solely perpetrated by adult males.
Women can also commit acts of sexual abuse, as can other children.
Neglect: Neglect is the persistent failure to meet a c hild’s basic physical and/or
psychological needs, likely to result in the serious impairment of the child’s health or
development. Neglect may occur during pregnancy as a result of maternal substance
abuse. Once a child is born, neglect may involve a parent or carer failing to:
 provide adequate food, clothing and shelter (including exclusion from home or
abandonment);
 protect a child from physical and emotional harm or danger;
 ensure adequate supervision (including the use of inadequate care-givers); or
 ensure access to appropriate medical care or treatment.
It may also include neglect of, or unresponsiveness to, a child’s basic emotional
needs.
Abuse of vulnerable adults (adults at risk):
For adult safeguarding, the definitions are taken from No Secrets (Department of
Health and the Home Office, 2000).
Abuse is a v iolation of an i ndividual’s human and civil rights by other person or
persons. Abuse may consist of single or repeated acts. It may be physical, verbal or
psychological, it may be an act of neglect or an omission to act, or it may occur when
a vulnerable person is persuaded to enter into a financial or sexual transaction to
which he or she has not consented, or cannot consent. Abuse can occur in any
relationship and may result in significant harm, or exploitation of, the person
subjected to it. Of particular relevance are the following descriptions of the forms that
abuse may take:
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Physical abuse: including hitting, slapping, pushing, kicking, misuse of medication,
restraint, or inappropriate sanctions.
Sexual abuse: including rape and s exual assault or sexual acts to which the
vulnerable adult has not consented, or could not consent or was pressured into
consenting.
Psychological abuse: including emotional abuse, threats of harm or abandonment,
deprivation of contact, humiliation, blaming, controlling, intimidation, coercion,
harassment, verbal abuse, isolation or withdrawal from services or supportive
networks.
Financial or material abuse: including theft, fraud, exploitation, pressure in
connection with wills, property or inheritance or financial transactions, or the misuse
or misappropriation of property, possessions or benefits.
Neglect and acts of omission: including ignoring medical or physical care needs,
failure to provide access to appropriate health, social care or educational services,
the withholding of the necessities of life, such as medication, adequate nutrition and
heating. Neglect also results in bodily harm and/or mental distress. It can involve
failure to intervene in behaviour which is likely to cause harm to a p erson or to
others. Neglect can occur because of lack of knowledge by the carer.
NB: Self neglect by an adult will not usually result in the instigation of the adult
protection procedures unless the situation involves a significant act of omission or
commission by someone else with responsibility for the care of that adult.
Possible indicators of neglect include:
 Malnutrition
 Untreated medical problems
 Bed sores
 Confusion
 Over-sedation
Discriminatory abuse: including racist, sexist, that based on a person’s disability,
and other forms of harassment, slurs or similar treatment
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Audit Tool to Monitor Safeguarding Standards for Care Homes
RAG rating Key:
Green

Fully compliant (remains subject to continuous quality improvement)

Amber

Action plans in place to ensure full compliance and progress is being made within agreed timescales

Red

Non-compliance against standards and actions have not been completed within agreed timescales

Standard

Guidance and links to relevant LSCB/LSAB policies

1. Clear lines of accountability for safeguarding adults at risk and children
1.1

A safeguarding policy is in place which
demonstrates commitment to
safeguarding

-

The policy makes it clear who has overall responsibility
for the contribution to safeguarding including lines of
accountability though to the person with ultimate
accountability

-

The policy sets out key out clear priorities for
safeguarding line with those of the LSAB.

-

The policy clearly states with whom staff should
discuss and to whom staff should report any
safeguarding concerns

1.2

There is a named lead for
safeguarding. Arrangements for cover
are in place when this person is not
available

-

named lead must have had sufficient training and time
to undertake this task, role to be covered in job
description, and a clear understanding of the
Safeguarding Adult Board procedures

1.3

All staff (paid and volunteers) should
know how to act on concerns that a
vulnerable adult may have been
abused, or is at risk of abuse or neglect

-

All staff working under the auspices of the home must
have safeguarding adults training and have a training
update not less than every three years
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Evidence

RAG

in line with local guidance.
2. Governance arrangements / Quality Assurance
2.1

The home is registered with the CQC

2.2

The home regularly reviews
safeguarding arrangements

2.3

An incident reporting system is in place
which identifies
circumstances/incidents which have
compromised the safety and welfare of
patients /residents.

 All serious untoward incidents (SUI) compromising the
safety and welfare of a patient funded by [insert name of
CCG] is to be notified to [insert contact].
 All complaints that refer to the safety of patients are
referred and investigated thoroughly

2.4

A programme of internal audit and
review is in place that enables the
organisation/home to continuously
improve the protection of all service
users from abuse or the risk of abuse.

Audits of safeguarding arrangements to include progress
on action to implement recommendations from:
- Serious Case Reviews; Internal Management Reviews
as a consequence of SUI’s compromising the
safety/welfare of service users; reports from national
bodies e.g. Care Quality Commission

2.5

Residents are aware of the procedures
for reporting abuse and neglect

-

3.1

All staff (paid and volunteers) have
access to safeguarding policies and
procedures. Policies must be easily
accessible by staff at all levels and be
consistent with those of the LSAB

All policies and procedures must be reviewed at a
minimum 2 yearly to evaluate their effectiveness and to
ensure they are up to date and working in practice
- There should be local determination whether inclusion
of the Mental Capacity Act is applicable to the provider
[Insert link to LSAB policies]

3.2

Safeguarding policy/procedures
includes a process for recording and

-

The home is fully compliant with outcome 7
‘Safeguarding people who use services from abuse’:
Essential standards for Quality and Safety (CQC 2010).
Where a home is not compliant they will notify [insert
contact] and inform them of agreed action plans in
place

The procedure is publicized in appropriate ways e.g. in
resident induction, welcome packs, handbooks, notice
boards, etc.
3. Safeguarding policies, procedures and systems
-
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reporting concerns, suspicions and
allegations of abuse or harm in line with
those of LSAB
3.3

Safeguarding policy/procedures
includes guidance on how to respond
to a disclosure of abuse.

3.4

Safeguarding policy/procedures
includes clear guidance on managing
allegations against staff and volunteers

3.5

There are robust complaints and
whistle blowing policies/procedures in
place

-

3.6

There are clear procedures on the
implementation and management of
Deprivation of Liberty Safeguards in
line with the Code of Practice to
supplement the main Mental Capacity
Act 2005 Code of Practice

-

-

-

3.7

The use of restraint is always
appropriate, reasonable, proportionate
and justifiable to that individual

-

-

A guarantee is provided to staff and service users that
using the procedures appropriately will not prejudice
their own position or prospects.
Organisations audit the policy.
Care Homes must have in place a procedure that
identifies whether a deprivation of liberty is or may be
necessary; what steps are taken to assess whether to
seek an authorisation; whether all practical and
reasonable steps have been taken to avoid a
deprivation of liberty; what action they should take if
they do need to request an authorisation; how they
review cases; and who should take the necessary
action;
Care Homes must have in place a procedure that
identifies what actions should be taken when an urgent
authorisation needs to be made; who should take that
action; and within what timescales.
Care Homes must have in place processes for
reviewing deprivation of liberty and reducing the levels
of restriction where reasonably possible
The use of restraint should be discussed, agreed and
documented in advance wherever possible; is used as
a last resort and is the minimum response necessary
for the shortest possible time, to make the individual
and others as safe as possible.
Where restraint is used it is documented and followed
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by an assessment of the person restrained and others
involved in the restraint for signs of injury and any
emotional or psychological impact
3.8

The provider complies with the
principles in Prevent and the Prevent
guidance toolkit.

4. Information sharing
4.1

There are agreed systems, standards
and protocols for sharing information
within the service and between
agencies in accordance with national
and local guidance

-

staff understand what to do and when to share
information if they believe a vulnerable adult is at risk of
harm;

-

agency-specific guidance is produced to complement
guidance issued by central government and training is
made available to existing and new staff as part of their
induction programme and ongoing training;

-

managers are fully conversant with the legal framework
and good practice guidance issued for practitioners

-

Staff to provide, when requested, information on their
involvement with a vulnerable adult to inform the case
discussion in relation to multi-agency meetings
including Serious Case Reviews;

-

Professionals who are invited to attend a multi-agency
meeting in relation to a vulnerable adult must make
every effort to attend and will submit a written report
where requested to do so.

5. Inter-agency working
5.1

The organisation/home works with
partners to protect vulnerable adults
and participates in reviews as set out in
local guidance

6. Safer recruitment practices
6.1

Robust recruitment and vetting
procedures are in place to help prevent
unsuitable people from working with
vulnerable adults and children

. For staff working with children and or vulnerable adults
references are always verified, a full employment history is
always available with satisfactory explanations for any gaps
in employment history, qualifications are checked and the
appropriate CRB check is undertaken in line with national
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and local guidance.
6.2

Safeguarding responsibilities are
reflected in all job descriptions relevant
to role and responsibilities

6.3

Staff involved in employing staff are
trained in the processes of ‘safer
recruitment’

7. Record keeping
7.1

Staff working record their work in
accordance with statutory and best
practice guidance.

-

All staff maintain an accurate, clear record of their
involvement on a routine basis. The record is clear,
accessible, comprehensive and contemporaneous with
both judgments made and decisions taken carefully
recorded. The record is dated, signed and the persons
name legibly written at the end of the record entry;

-

Where there are concerns about an individuals welfare,
all concerns, discussions held and decisions made and
the reasons for those decisions must be recorded in
writing in the individuals records;

8. Supervision and support
8.1

Staff working directly with vulnerable
adults have access to advice support
and supervision to enable them to
manage the stresses inherent with this
work

9. Staff training and continuing professional development
9.1

Paid staff and volunteers in contact
with vulnerable adults and children are
trained and competent to be alert to the
potential indicators of abuse and
neglect know how to act on those

-

The level of training an individual requires is dependent
on their roles and responsibilities. For this reason
training needs should be informed by Safeguarding
Training Strategy of [insert area] Safeguarding Adult
Board.
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concerns in line with local guidance.

9.2

Staff required to use restrictive physical
interventions have received specialist
training. Specialist training should
include the legal duties enshrined in the
Mental Capacity Act 2005 (including
the law relating to assault against a
person) and national guidance on
consent for examination or treatment.

-

Records are kept of those accessing training

-

Refresher training is undertaken at regular intervals (at
a minimum 3 yearly)

-

Staff understand when different types of restraint are or
are not appropriate, prioritizing de-escalation or positive
behaviour support over restraint where possible

-

Know whether and what type of restraint should be
used in a way that respects dignity and protects human
rights where possible

-

Understand that restraint should only be used as a last
resort where it is necessary and proportionate, and that
restraint used should be the least restrictive and for the
minimum amount of time to ensure that harm is
prevented and that the person, and others around them
are safe

-

Clinical holding policy in place and should take account
of what is expected in terms of risk assessment.

-

The level of MCA training each individual requires will
depend on his or her role and responsibilities.
MCA Awareness should be included in staff induction
programs and mandatory training updates.

9.2
cont

9.3

Arrangements are in place to ensure
that all staff in contact with patients
over the age of 16 have an awareness
of MCA appropriate to their role and
responsibility.

-

10. Proving safer activities and trips
10.1

All service users are protected when
taking part in activities and trips

The organisation ensures that:
- Paid staff and volunteers undertaking specialist roles
(e.g. taking vulnerable adults off site on trips) are
provided with appropriate training
- all activities are risk assessed to ensure that all
reasonable steps are taken to prevent adults being
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-

-

harmed whilst participating in the organisations
activities
takes out employers’ liability and public liability
insurance to ensure that all activities and services and
all people taking part are covered
that all activities being provided are properly planned
and organised
checks that the driver holds the correct driving licence,
the vehicle has the correct insurance, tax, MOT, seats,
seatbelts and a first aid box.

Name and address of Care Home:
Name of person completing audit tool:
Contact details:
Date audit tool completed
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[AT to insert logo]
Audit Tool to Monitor Safeguarding Standards for Dental Practices
RAG Rating Key:
Green

Fully compliant (remains subject to continuous quality improvement)

Amber

Action plans in place to ensure full compliance and progress is being made within agreed timescales

Red

Non-compliance against standards and actions have not been completed within agreed timescales

Standard

Guidance and or links to LSCB/LSAB
policies

1. Clear lines of accountability for safeguarding children and vulnerable adults
1.1

There is a named lead for safeguarding children and
vulnerable adults

- Must be included in job description/job plan

1.2

All staff should know how to act on concerns that a
child and or a vulnerable adult may have been
abused, or is at risk of abuse or neglect in line with
local guidance.

Local Safeguarding Adult policies can be
accessed at:[insert link here]
Local Safeguarding Children policies can be
accessed at: [insert link here]

2. Governance arrangements / Quality Assurance
2.1

An incident reporting system is in place which
identifies circumstances/incidents which have
compromised the safety and welfare of children and
or vulnerable adults.

 All serious untoward Incidents (SUI)
compromising the safety and welfare of
children and vulnerable adults are to be
reported to [insert contact]
 All complaints that refer to the safety of
children and vulnerable adults are referred
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Evidence

RAG

and investigated thoroughly

3. Safeguarding policies, procedures and systems
3.1

Staff have access to up to date safeguarding
policies and procedures for both children and
vulnerable adults: these policies must be easily
accessible by staff at all levels and be consistent
with statutory, national and local guidance.

3.2

Safeguarding policy clearly states with whom staff
should discuss and to whom staff should report any
safeguarding concerns

3.3

Safeguarding policy/procedures includes guidance
on complaints and whistle blowing policies which
offers a guarantee to staff and service users that
using these procedures appropriately will not
prejudice their own position or prospects.

3.4

Safeguarding policy/procedures includes guidance
on how to respond to a disclosure from a child or a
young person and or vulnerable adult.

3.5

Safeguarding policy/procedures includes a process
for resolving cases where there is a difference of
opinion in relation to safeguarding concerns for
children and vulnerable adults

3.6

Safeguarding policy/procedures includes clear
guidance on managing allegations against staff and
volunteers working with children and vulnerable
adults in line with policies and procedures of LSCB /
LSAB.

- All substantiated cases to be reported to the
[insert contact details in LAT] in addition to
other regulatory bodies.

When it is known that a child is not accessing

Information on missing education is available

3.7

- All policies and procedures must be
reviewed at a minimum 2 yearly to evaluate
their effectiveness and to ensure they are up
to date and working in practice.

LSCB guidance can be accessed at: [insert link]
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education a referral will be made to the Local
Authority in which the child lives.
3.8

Safeguarding policy/procedures includes guidance
as to the action to take where there is concern a
child is being deliberately harmed through
fabricating or inducing illness (FII).

3.9

The provider complies with the principles in Prevent
and the Prevent guidance toolkit.

at; [insert local link]

4. Parents/carers experiencing personal problems
4.1

Dentists in contact with parents or carers who are
experiencing personal problems (including
substance misuse, mental health issues, domestic
abuse and learning disabilities) should give
consideration to the needs of any children and
where necessary appropriate referrals are made.

Where there are concerns in relation to a
parent/patient’s vulnerability that may impact
on their parenting capacity it is advisable that
discussions take place with the relevant health
care professional eg key worker. All
discussions and decisions made should be
recorded.

5. Domestic violence (including Honour Based Violence and Forced Marriage)
5.1

Dentists should participate in public health
campaigns alluding to domestic abuse (including
honour based violence and forced marriage)

6. Information sharing
6.1

Information sharing protocols in line with national
and local guidance are in place in the practice.

Information sharing: Guidance for practitioners
and managers (HM Government 2008) at:
accessed at:
https://www.education.gov.uk/publications/eOr
deringDownload/00807-2008BKT-ENMarch09.pdf

7. Safer Working practices
7.1

For staff working with children and or vulnerable

[insert local links]
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adults references are always verified, a full
employment history is always available with
satisfactory explanations for any gaps in
employment history, qualifications are checked and
the appropriate CRB check is undertaken in line
with national and local guidance.

7.2

General guidance is provided to staff on appropriate
behaviours when working with children and young
people in line with national and local guidance.

[insert local links]

8. Staff training and continuing professional development
8.1

Staff in contact with children, adults who are
parents/carers and vulnerable adults in the course
of their normal duties are trained and competent for
their role. As a minimum this must include staff
being alert to the potential indicators of abuse and
know how to act on those concerns in line with the
policies and procedures of the local safeguarding
boards. Refresher training is recommended on a 3
yearly basis.

[insert local links]

Name of Dental Practice including address and phone number

Audit tool completed by:
Date completed:
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Contact details including email address:

[insert CCG/LAT logo]
Audit Tool to Monitor Safeguarding Standards for GP Practices
RAG Rating Key:
Green

Fully compliant (remains subject to continuous quality improvement)

Amber

Action plans in place to ensure full compliance and progress is being made within agreed timescales

Red

Non-compliance against standards and actions have not been completed within agreed timescales

LAT: Local Area Team of the NHS
Standard

Guidance and links to relevant LSCB/LSAB policies

1. Clear lines of accountability for safeguarding children and vulnerable adults
1.1

There is a named lead for safeguarding
children and vulnerable adults who has been
trained as a minimum to level 3

- Must be included in job description/job plan

1.2

All staff should know how to act on concerns
that a child and or a vulnerable adult may
have been abused, or is at risk of abuse or
neglect in line with local guidance.

Local Safeguarding Adult policies can be accessed
at:[insert link here]
Local Safeguarding Children policies can be accessed at:
[insert link here]

2. Governance arrangements / Quality Assurance
2.1

An incident reporting system is in place which
identifies circumstances/incidents which have
compromised the safety and welfare of
children and or vulnerable adults.

 All serious untoward Incidents (SUI) compromising the
safety and welfare of children and vulnerable adults are
to be reported to [insert contact details]
 All complaints that refer to the safety of children and
vulnerable adults are referred and investigated thoroughly

2.2

The Practice regularly reviews cases where
there are safeguarding concerns (for both

- GP will meet regularly with health visitor/midwife/school
nurse/ district nurse as appropriate to discuss vulnerable
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Evidence

RAG

children and vulnerable adults)

families /adults to see how they can be best supported.
- This may include evidence of regular Primary care team
meetings/ communication, any child protection referrals
should be shared with the GP.

3. Safeguarding policies, procedures and systems
3.1

Staff have access safeguarding policies and
procedures for both children and vulnerable
adults: these policies must be easily
accessible by staff at all levels and be
consistent with statutory, national and local
guidance.

3.2

Safeguarding policy clearly states with whom
staff should discuss and to whom staff should
report any safeguarding concerns

3.3.

Safeguarding policy/procedures includes
guidance on complaints and whistle blowing
policies which offers a guarantee to staff and
service users that using these procedures
appropriately will not prejudice their own
position or prospects.

3.4

Safeguarding policy/procedures includes
guidance on how to respond to a disclosure
from a child or a young person and or
vulnerable adult.

3.5

Safeguarding policy/procedures includes a
process for resolving cases where there is a
difference of opinion in relation to
safeguarding concerns for children and
vulnerable adults

3.6

Safeguarding policy/procedures includes
clear guidance on managing allegations
against staff and volunteers working with

- All policies and procedures must be reviewed at a
minimum 2 yearly to evaluate their effectiveness and to
ensure they are up to date and working in practice.

- All substantiated cases to be reported to the [insert
contact details in LAT] in addition to other regulatory
bodies.
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children and vulnerable adults in line with
policies and procedures of LSCB / LSAB.
3.7

When it is known that a child is not accessing
education a referral will be made to the Local
Authority in which the child lives.

3.8

Safeguarding policy/procedures includes
guidance as to the action to take where there
is concern a child is being deliberately
harmed through fabricating or inducing illness
(FII).

3.9

There is a clear means of identifying in
records those children (together with their
parents and siblings) who are subject to a
child protection plan and LAC

3.10

There is a process for following up children
who do not attend appointments.

3.11

The provider complies with the principles in
Prevent and the Prevent guidance toolkit.

LSCB guidance can be accessed at: [insert link]
Information on missing education is available at; [insert local

link]

List of recommended read codes can be provided [insert
contact details in LAT]

4. Parents/carers experiencing personal problems
4.1

GPs and their practice staff in working with
parents or carers who are experiencing
personal problems (including substance
misuse, mental health issues, domestic
abuse and learning disabilities) must give
consideration to the needs of the children and
where necessary ensure that they are
assessed and appropriate referrals are made.

- Where there are concerns in relation to a client’s
vulnerability that may impact on their parenting capacity it
is advisable that discussions take place with the health
visitor/school nurse/midwife as appropriate. Outcome of
discussions to be recorded in clients record

5. Sexually Active Young People Under 18yrs
5.1

Staff working in contact with children and
young people will adhere to the LSCB

-

Whilst this procedure applies to all sexually active
young people under 18, it is essential that all cases
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procedure for Working with Sexually Active
Young People under 18, which can be
accessed at:
[insert local link]

involving under 13s should always be discussed with
[insert local information]. However due consideration
should be given to children 13-16 years in line with
local guidance.
-

All cases involving under 13s must be fully
documented in the clinical record, including detailed
reasons where a decision is taken not to share
information

6. Domestic violence (including Honour Based Violence and Forced Marriage)
6.1

Information about local services on domestic
violence is available to all women whether
they are affected by domestic violence or not.
This information should include Forced
Marriage and Honour Based Violence.

Insert local links

7. Information sharing
7.1

Information sharing protocols in line with
national and local guidance are in place
within the practice.

Information sharing: Guidance for practitioners and
managers (HM Government 2008) at: accessed at:
https://www.education.gov.uk/publications/eOrderingDownl
oad/00807-2008BKT-EN-March09.pdf

8. Inter-agency working
8.1

The Practice has access to staff who are
competent to complete a CAF or single
assessment in their work with children and
families; and the single assessment process
when working with vulnerable adults

Insert local links

8.2

The Practice establishes and maintains
effective working relationships with health
visiting, school nursing, midwifery services,
district nurses and other applicable
community health staff.

-

8.3

GP’s works with partners to protect children
and vulnerable adults and participates in

This may include evidence of regular Primary care
team meetings/ communication, any child protection
referrals should be shared with the GP.
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reviews as set out in statutory, national and
local guidance. This includes Serious Case
Reviews; Child Death Overview Processes;
MARAC; MAPPA
8.4

GP’s invited to attend a multi-agency meeting
in relation to safeguarding a child or
vulnerable adult must make every effort to
attend.

-

Locally there is Practice flagging system for reviews for
child protection plans and LAC

But in all cases GPs must make available
information to inform decision making at
child/adult protection conferences.
Information provided to consist of a
chronology of their involvement with the child
and family/adult, analysis of information and
recommendations for action.
9. Safer Working practices
9.1

For staff working with children and or
vulnerable adults references are always
verified, a full employment history is always
available with satisfactory explanations for
any gaps in employment history,
qualifications are checked and the
appropriate CRB check is undertaken in line
with national and local guidance.

Insert Local Links

9.2

General guidance is provided to staff on
appropriate behaviours when working with
children and young people in line with
national and local guidance.

Detailed guidance on safe working practices for adults who
work with children is available on the DCSF website at
http://www.dcsf.gov.uk/everychildmatters/resources-andpractice/IG00311/

10. Looked After Children
10.1

Account is taken of local and statutory
guidance when working with children who are
‘looked after’
 clinical record makes the ‘looked after’
status of the child clear, so that their needs

Note best possible medical care requires access to relevant
medical records. This is best achieved by accepting the
child as a registered patient and seeking urgent transfer of
medical records. Treating as a temporary resident is not
ideal and is only intended for those who are to be in an
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can be acknowledged
 ensure that referrals made to specialist
services are timely, taking into account the
needs and high mobility of children looked
after
 provide, when requested, summaries of the
health history of children looked after,
including their family history where relevant
and appropriate, subject to appropriate
consent
 make sure the GP held clinical record is
maintained and updated: it is a unique
health record and can integrate all known
information about health and health events
during the life of the child;
 regularly review the clinical records of
looked after children who are registered
with the practice, and make it available for
each statutory review of the health plan
(Reference: Promoting the Health and Wellbeing of Looked After Children (DH 2009)

area for less than three months therefore where there is
any doubt of the potential length of stay it is advisable to
opt for full registration.

11. Record keeping
11.1

When a child registers for the first time basic
personal information must be recorded. This
information includes: full name; address;
gender; date of birth; school; names of
persons with parental responsibility.
Information to be kept up to date

11.2

All staff maintain an accurate, clear record of
their involvement with a child and family on a
routine basis.
This includes ensuring that where there are
concerns about a child’s welfare, all
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concerns, discussions about the child,
decisions made and the reasons for those
decisions must be recorded in writing in the
child’s records.
When a child dies, this should be noted in the
parent(s) GP record.
11.3

Practices have a clear means of identifying in
records those children (together with their
parents and siblings) who are subject to a
child protection plan or LAC.

12. Supervision and support to staff working with children, parents and carers and vulnerable adults
12.1

Staff working directly with children and
vulnerable adults have access to advice and
support

 Advice on the most appropriate methods of advice,
support and supervision can be sought from the lead GP
for safeguarding

13. Staff training and continuing professional development
13.1

13.2

Staff in contact with children, adults who are
parents/carers and vulnerable adults in the
course of their normal duties are trained and
competent to be alert to the potential
indicators of know how to act on those
concerns in line with local guidance.

Arrangements are in place to ensure that all
staff in contact with patients over the age of
16 have an awareness of MCA appropriate to
their role and responsibility.

 Information on training requirements is available from the
lead GP for safeguarding.
- as per CQC guidance, it is required that at least 80% of
staff undertake appropriate training relevant to their role.
This is a minimum standard. [LAT to insert % level of
training required for their provider]
 The level of MCA training each individual requires will
depend on his or her role and responsibilities.
 MCA Awareness should be included in staff induction
programs and mandatory training updates.

Standard 13.2 (is relevant to GPs only)
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13.2

GPs maintain their skills in the recognition of
abuse, and are familiar with the procedures to
be followed if abuse is suspected.

GPs take part in training about safeguarding and promoting
the welfare of children, and have regular updates (at least
every 3 yrs) as part of their post-graduate educational
programme.

Practice Name:
Name of person that can be contacted:
Contact details:
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Audit Tool to Monitor Safeguarding Standards for NHS Acute, Community, Mental Health and Ambulance Providers and Independent Sector Hospitals
RAG rating Key:
Green

Fully compliant (remains subject to continuous quality improvement)

Amber

Action plans in place to ensure full compliance and progress is being made within agreed timescales

Red

Non-compliance against standards and actions have not been completed within agreed timescales
Evidence
Components of standard

Standard
1. Leadership
1.1

There is a board lead for safeguarding
children and vulnerable adults (these
roles can be combined)

 Their job description clearly identifies their safeguarding
responsibilities

1.2

The organisation is linked into the Local
Safeguarding Children Board (LSCB)
and Local Safeguarding Adult Board
(LSAB)

 There is representation at a senior level
 There is a clear written statement of their roles and
responsibilities in relation to this work
 The organisation contributes to the work of the
Safeguarding Boards, including that of its sub groups

1.3

There is a named lead for safeguarding
children and a n amed lead for
vulnerable adults.
The focus for the named professionals
is safeguarding within their own
organisation.

 All NHS Trusts providing services for children must
identify a named doctor and named nurse for
safeguarding children; (where maternity services are
provided, a named midwife for safeguarding children will
be identified). Roles and responsibilities for the named
doctor and nurse for safeguarding children are detailed in
the Intercollegiate document, Safeguarding children and
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RAG

Young people: Roles and Competencies for Health Care
Staff (2010).
 Safeguarding leads should have expertise in adult and/or
child health services dependent on their role and
responsibilities; should understand the nature of abuse
and neglect and the local arrangements for safeguarding
children / vulnerable adults.

1.3

(cont)

 Supervision arrangements should be in place for the
safeguarding lead in respect of their safeguarding
responsibilities; an annual appraisal will include a review
of the job role.
 Safeguarding leads will have sufficient time, support and
flexibility to carry out their responsibilities – this should be
detailed in their job plans
1.4

There is a na med lead for MCA
implementation – the focus for named
professionals is MCA implementation
within their own organisation (ref MCA
Best Practice Tool (DH 2006)).

 All NHS Trusts providing services for people aged 16 and
over have in place a named lead for MCA/DoLS
Implementation.
 MCA Leads must have in-depth, applied knowledge of
MCA/DoLS, including awareness of relevant case law,
and must have protected study time to ensure they keep
their knowledge up to date.

2. Governance arrangements / Quality Assurance
2.1

The
board
regularly
reviews
safeguarding across the organisation.

 The board should receive regular reports on their
arrangements for safeguarding. At a minimum an annual
report should be presented at board level with the
expectation that this will be made public.
 Reports on safeguarding may also be included within
another report, e.g. the Clinical Governance, risk
management, patient and staff experience groups
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2.2

The board regularly reviews MCA
implementation across the
organisation.

 The board should receive at least annual progress
reports on arrangements for MCA implementation – this
could be included within other reports, such as Clinical
Governance

2.3

An adverse incident reporting system is
in
place
which
identifies
circumstances/incidents which have
compromised the safety and welfare of
children and or vulnerable adults

 All STEIS reporting in relation to the safety and welfare of
children and vulnerable adults are to be r eported to
[insert contact details for the person to whom STEIS
should be reported in the commissioning organisation]
 Commissioners provided with a regular report (interval to
be agreed between the provider and the commissioner
but be at least annually) of key themes/learning from
STEIS that involve safeguarding children and vulnerable
adults.
 All complaints that refer to the safety of children and
vulnerable adults are referred and investigated thoroughly

2.4

A programme of internal audit and
review is in place that enables the
organisation to continuously improve
the protection of all service users from
abuse or the risk of abuse.

Audits of safeguarding arrangements to include progress
on action to implement recommendations from:
 Serious Case Reviews
 Internal management reviews as a consequence of SUI’s
compromising the safety/welfare of service users
 Reports from national bodies e.g. Ofsted, Care Quality
Commission.

2.5

There is an oper ational strategy for
safeguarding children and adults in
place which includes quality indicators
to
evidence
best
practice
in
safeguarding

 Operational Strategy
 Best Practice: The Adults Safeguarding Strategy involves
and takes account of patients, users and carers’
experience.

3. Safeguarding policies, procedures and systems
3.1

Staff at all levels, have easy access to

 Policies and pr ocedures are updated regularly to reflect
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3.1
(cont)

safeguarding children and vulnerable
adult policies and procedures. These
policies and procedures must be
consistent with statutory, national and
local guidance.

any structural, departmental and legal changes
 All policies and procedures undergo an equalities impact
assessment
 All policies and procedures must be audited and reviewed
at a minimum 2 yearly to evaluate their effectiveness and
to ensure they are working in practice.
 Policies and pr ocedures to specifically consider children
and vulnerable adults in special circumstances, e.g. those
with a disability, those who do not speak English as their
first language, etc.
- Policies take account of the Mental Capacity Act.
LSCB policies can be accessed at: [insert link]
LSAB policies can be accessed at: [insert link]

3.2

Staff at all levels have easy access to
policies and procedures on MCA/DoLS
implementation and access to expert
advice on MCA issues.

 MCA/DoLS policies and procedures are updated regularly
and audited and reviewed at least 2 yearly
 Policies and procedures will include:
 templates for recording assessments of capacity, best
interests decisions and use of restraint
 clear guidelines on the process for resolving disputes
 clear guidelines on the process for accessing formal legal
advice when necessary
 clear guidance as to how to access expert advice on
MCA/DoLS

3.3

There are clear procedures for
recording and reporting concerns,
suspicions and allegations of abuse to

 The procedures include a process for following up
referrals to social care services.
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children and to vulnerable adults in line
with national and local guidance.
3.4

There is a pr ocess for resolving cases
where health professionals have a
difference of opinion in relation to
safeguarding concerns for children and
vulnerable adults

3.5

There is clear guidance on h ow to
respond to a disclosure of abuse from
all children and vulnerable adults which
includes a confidentiality policy and
procedure.

3.6

There is clear guidance on managing
allegations against staff and volunteers
working with children and or vulnerable
adults in line with those of the LSCB
and LSAB.

 Internal escalation procedure.

This includes identifying a Senior Officer who has overall
strategic responsibility for ensuring the organisation
operates the procedures; and a nominated Senior Manager
to whom all allegations or concerns are reported; and a
deputy in his/her absence. The procedure must be
followed when there are concerns that any person in a
position of trust (whether paid or unpaid) has: behaved in a way that has harmed a c hild and or
vulnerable adult, or may have harmed a c hild and or
vulnerable adult
 possibly committed a c riminal offence against or related
to a child or vulnerable adult
 behaved towards a child or vulnerable adult in a way that
indicates s/he is unsuitable to work with children or
vulnerable adults
All cases will be reported through [to be determined locally]
and must follow the LADO process for children.
All substantiated cases to be r eported to [insert contact
details of the person in the commissioning organisation] in
addition to other regulatory bodies, including professional
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bodies.
3.7

Robust complaints and whistle blowing
policies/procedures are in place

 A guarantee is provided to staff and s ervice users that
using the procedures appropriately will not prejudice their
own position or prospects.

3.8

There is a process for ensuring that
patients are routinely asked about
dependents such as children, or about
any caring responsibilities

3.9

There is clear guidance to support front
line professionals on the identification
of and r esponse to Female Genital
Mutilation (FGM)

 A question about FGM should be asked when a r outine
patient history is being taken from girls and women from
communities that traditionally practise FGM, and the
answer should be recorded on the patients records
 DH multi-agency practice guidelines on Female Genital
Mutilation is available at
http://www.dh.gov.uk/prod_consum_dh/groups/dh_digital
assets/documents/digitalasset/dh_124588.pdf

3.10

The provider complies with the
principles in Prevent and t he Prevent
guidance toolkit.



The following policies, procedures and systems (i.e. 3.8 – 3.14) apply only to providers of services to children and young people
3.11

Pathways are in place to ensure
safeguarding during transition to adult
services are met.
 There are processes in place to
specifically to address the transition
of children to adult services- clear
pathways in place to ensure
continuous safe transfer of services/
care.

3.12

Policies and pr ocedures in accordance

 Policies and procedures
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with the new guidance
management of e-safety.

on t he

3.13

A strategy in place in accordance with
the management of Child sexual
exploitation national guidance.

 This should complement the LSCB strategy/ procedures
for CSE

3.14

There is clear guidance as to the action
to take where there is concern a child is
being deliberately harmed through
fabricating or inducing illness (FII).
Guidance to be in line with national and
LSCB guidance.

 Whilst guidance will reflect that of LSCB it must also
identify the referral pathway for practitioners within the
healthcare setting

3.15

There is clear guidance for practitioners
working with sexually active children
under 18 years which is in line with that
of LSCB

 Whilst the procedure will apply to all sexually active
young people under 18, it is essential that all cases
involving under 13s are discussed with the
organisation’s named professional for safeguarding –
advice can also be sought [insert local contacts].
However consideration should be given to children 13-16
years in line with local guidance.
 All cases involving under 13s should be fully documented
including detailed reasons where a decision is taken not
to share information. C onsideration should be given to
sexual abuse, possibly within the family.

3.16

There is clear guidance for dealing with
children and young people who are at
risk of domestic violence, and f or
recognising /acting on concern

 Guidance to be informed by Improving safety, Reducing
harm Children, young people and domestic violence: A
practical toolkit for front line practitioners (DH 2009)
accessed
at:
http://www.dh.gov.uk/en/Publicationsandstatistics/Publica
tions/PublicationsPolicyAndGuidance/DH_108697

3.17

There is a process for following up
children who do not attend an

 This will ensure the clinician and referrer are aware that
the child has not attended and c an take any follow up
action considered appropriate to ensure the child’s needs
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appointment for specialist care

are bring met.
 This process must be audited on a regular basis (at least
annually) to ensure that it is working

3.18

There is a s ystem for flagging children
for whom there are safeguarding
concerns

- Consideration should be given to Looked After Children.

3.19

General guidance is provided to staff
on appropriate behaviours when
working with children and young people
in line with national and local guidance.

 Detailed guidance on safe working practices for adults
who work with children is available on the DCSF website
at
http://webarchive.nationalarchives.gov.uk/201002021004
34/dcsf.gov.uk/everychildmatters/resources-andpractice/ig00311/

3.20

When it is known that a child is not
accessing education a referral will be
made to the Local Authority in which
the child lives.

Where it is discovered a child is not receiving any form of
education the Children Missing Education Officer is to be
notified. Information on missing education is available at:
[insert link]

3.21

There is clear guidance in relation to
LAC as to the requirements necessary
for the completion of health action
plans,
including
regular
health
assessments, medicals and reviews.
(as per guidance Promoting the Health
and Well being of Looked after Children
2009)

Clear protocols and procedures should be in place for LAC
demonstrating the interface with the LA and other partner
agencies.
Clear arrangements in place to support the provision of
care for children living in another area/ out of Borough.

4. Parents/carers experiencing personal problems
4.1

All staff working with parents or carers
who are experiencing personal
problems (including substance misuse,
mental health issues, domestic abuse
and learning disabilities) must give
consideration to the needs of the
children and the impact of the parent’s
vulnerabilities on their parenting

- The impact of the parent’s vulnerabilities on their
parenting capacity must be recorded in the records.
 Front line practitioners working with children where there
may be issues of compromised parenting must ensure
that a CAF has been completed and that where there is
an identified need for a coordinated approach to the
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capacity and where necessary ensure
that they are assessed and appropriate
referrals are made.

delivery of services the case will be managed under local
procedures for children in need of support.
 Where a child is thought to be at risk of significant harm a
referral must be made to children’s social care in line with
local procedures, all telephone referrals must be followed
up in writing within 48 hours using the agreed interagency
processes.

5. Domestic violence (including forced marriage and honour based violence)
5.1

The organisation takes account of
national and local guidance to
safeguard those children and adu lts
experiencing domestic abuse.

 Front line practitioners should be trained to identify and
respond to domestic abuse (including forced marriage
and honour based violence) and equipped to include
routine questions about domestic violence, including in
ante-natal care;
 Front line practitioners should be clear about the referral
processes to MARAC and to be able to evidence
participation
 Information about local services on domestic violence is
available to all women whether they are affected by
domestic violence or not;
 There is clear guidance for staff and m anagers for
employees experiencing domestic violence
 There are clear processes for supporting /dealing with
employees who are perpetrators of domestic abuse

5.1
(cont)

 Further specific guidance is available in the tool kit for
front line practitioners Improving safety, Reducing harm
Children, young people and domestic violence (DH 2009)
accessed
at:
http://www.dh.gov.uk/en/Publicationsandstatistics/Publica
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tions/PublicationsPolicyAndGuidance/DH_108697

5.2

There is a designated person within the
organisation who is accountable for
promoting
awareness
of
forced
marriage - this may be incorporated
into the position of the safeguarding
children,
safeguarding
adult
or
domestic abuse lead and the
organisation takes account of statutory
and best practice guidance for forced
marriage.

 There is a named person whose responsibility it is to
ensure that cases of forced marriage are handled,
monitored and recorded properly
 Policies and pr ocedures are in place to protect those
facing forced marriage. These can be incorporated into
existing policies and procedures in relation to
safeguarding children, safeguarding vulnerable adults
and protecting victims of domestic violence
 Front-line staff dealing with cases of forced marriage
have access to, and ar e strongly recommended to
consult, the practice guidelines issued by the Forced
Marriage Unit.
statutory guidance and guidance for professionals can be
accessed at: https://www.gov.uk/forced-marriage

6. Information sharing
6.1

There are agreed systems, standards
and protocols for sharing information
within the service and between
agencies in accordance with national
and local guidance

 Staff understand what to do and the most effective ways
of sharing information if they believe a child may require
particular services in order to achieve their optimal
outcomes;
 staff understand what to do and when to share
information if they believe a child may be at risk of
significant harm or an adult is at serious risk of harm;
 agency-specific guidance is produced to complement
guidance issued by central government and t raining is
made available to existing and new staff as part of their
induction programme and ongoing training;
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 managers are fully conversant with the legal framework
and good practice guidance issued for practitioners
6.2

The NWAS Safeguarding
Communication Pathway is at the time
of writing being piloted.

- There is a two way communication flow from NWAS to
Named Nurses as appropriate, particularly when NWAS
has made a Child Safeguarding Referral to Social
Services.
- NWAS will also flag frequent call addresses and liaise
where there may be safeguarding concerns with the
applicable Named Nurse.

7. Inter-agency working
7.1

The organisation embeds the locally
agreed assessment process e.g.
Common
Assessment
Framework
(CAF) / single assessment processes ,
within its existing systems and
processes

-

7.2

The organisation works with partners to
protect children and vulnerable adults
and participates in reviews as set out in
statutory, national and local guidance

-

Staff to provide, when requested, information on their
involvement with a c hild and or family to inform the
case discussion in relation to Serious Case Reviews;
Child Death Overview Processes; MARAC; MAPPA

-

Professionals who are invited to attend a multi-agency
meeting in relation to safeguarding a child or vulnerable
adult must make every effort to attend and will submit a
written report if they cannot attend or where requested
to do so. The report will include a chronology of their
involvement, assessment and analysis of the capacity
of parents/carers to meet the needs of the
child/vulnerable adult and recommendations for action.

8. Safer recruitment practices
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8.1

Robust
recruitment
and
vetting
procedures are in place to help prevent
unsuitable people from working with
vulnerable
adults
and
children
(including checks of sub-contractors).

8.2

Safeguarding
responsibilities
are
reflected in all job descriptions relevant
to role and responsibilities

 3 yearly CRB checks recommended using the online
facility (DBS)
 CRB check – all new employees, changing roles

9. Record keeping
9.1

Staff working with children and
vulnerable adults record their work in
accordance with statutory and best
practice guidance.

 All staff maintain an accurate, clear record of their
involvement on a routine basis. The record is clear,
accessible, comprehensive and contemporaneous with
both judgments made and dec isions taken carefully
recorded. The record is dated, signed and the persons
name legibly written at the end of the record entry
 Where there are concerns about a c hild’s or vulnerable
adult’s welfare, all concerns, discussions about the child /
vulnerable adult, decisions made and the reasons for
those decisions must be recorded in writing in the
child’s/adults records
 For services working with children: on first contact with a
child basic personal information must be r ecorded. This
information includes: full name; address; gender; date of
birth; school; names of persons with parental
responsibility; primary carers (if different). Information to
be kept up to date
 Evidence of improvement in record keeping audits in the
form of a summary report

9.2 applies to services working with children only
9.2

To help prevent the fragmentation of
records health organisations are to
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ensure that within a g iven location,
health professionals work from a single
set of records for each child
(recommendation 78, Victoria Climbié
Inquiry Report, CM 5730, 2003)

10. Supervision and support
10.1

10.2

Staff working directly with children and
vulnerable adults have access to
advice support and supervision. This
includes clinical and safeguarding
supervision.

 Access to advice / support is available to all staff working
with children and vulnerable adults
 For front line practitioners working directly with children,
young people and vulnerable adults where there are
concerns about harm, self-harm or neglect this will
include the supervisor regularly reading the case files to
review and record in the file whether the work undertaken
is appropriate to the child’s/adults current needs and
circumstances, and is in accordance with the agency’s
responsibilities.
 Frontline staff to follow their organisation’s supervision
policy [insert policy link], which should clearly outline
those cases that need to be reviewed by the supervisor.
 Community staff requirements – case supervision for both
CP and LAC / pre-school and school age.
 Acute staff (including MH services) evidence of a
framework/ flowchart ensuring appropriate supervision
arrangements with safeguarding leads are in place.

Named professionals, including MCA
leads, seek advice and access regular
formal supervision from designated
professionals for complex issues or
where concerns may have to be
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escalated.
11. Staff training and continuing professional development
11.1

There is a t raining strategy and
operational model for safeguarding
children and adults


 Training must reflect statutory and local guidance such as
Working Together to Safeguard Children; Intercollegiate
Document Safeguarding Children and Young People:
Roles and Competencies for Health Care Staff (2010)
and the LSCB /LSAB training strategies
 Training must be audited to ensure its effectiveness and
quality assured
 Training takes account of emerging messages from
national and local reviews of safeguarding
 as per CQC guidance, it is required that at least 80% of
staff undertake appropriate training relevant to their role.
This is a minimum standard. [ CCG to insert % level of
training required for their provider]

11.2

Staff required to use restrictive physical
interventions have received specialist
training. Specialist training should
include the legal duties enshrined in the
Mental Capacity Act 2005 (including
the law relating to assault against a
person) and national guidance on
consent for examination or treatment.

 Staff understand when different types of restraint are or
are not appropriate, prioritizing de-escalation or positive
behaviour support over restraint where possible
 Know whether and what type of restraint should be used
in a way that respects dignity and protects human rights
where possible
 Understand that restraint should only be used as a l ast
resort where it is necessary and proportionate, and t hat
restraint used should be the least restrictive and for the
minimum amount of time to ensure that harm is
prevented and that the person, and others around them
are safe

11.3

There is a training strategy
MCA/DoLS implementation

 A training needs analysis should be undertaken and
training programs tailored to address the identified needs

for
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of staff working at different levels and with different client
groups.
 The training strategy will include minimum standards for
basic MCA awareness training and updating – MCA
should be incorporated into staff induction programs and
mandatory training updates.
 The training strategy will include arrangements for
applied specialist training for staff working in clinical
areas where complex MCA issues are likely to arise.
 Training will be audited to ensure its quality and
effectiveness
 Training will take account of emerging messages and
themes arising from relevant case law.
Standards 12 apply only to healthcare providers offering in-patient facilities to children under 18 years only
12.1

There is clear guidance on the
management of children admitted to
adult wards which ensures that care is
delivered in a safe environment

- In those circumstances where under 18’s are admitted to
adult mental health wards, account is taken of the set of
criteria outlined in the document ‘Safe & Appropriate Care
for Young People on Adult Mental Health Wards (2009)
For children under 16 years of age, it must be reported as
an incident on the STEIS system.
 There should be a r isk assessment in place to ensure
that all the young person’s needs are being adequately
met.

12.2

There is clear guidance as to the
discharge of children for whom there
are child protection concerns.

 No child about whom there are child protection concerns
is discharged from hospital without a documented plan for
the future care of the child. This plan must include follow
up arrangements and involve partner agencies as
required.
 The need t o safeguard a c hild should always inform the
timing of their discharge, so that the likelihood of harm
can be assessed while he or she is in hospital.
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12.3

Specialist paediatric advice is available
at all times

12.4

The child’s GP and health visitor/school
nurse is notified of
admissions/discharges

 Where a child is not registered with a GP the parent/carer
should be advised to register the child with a local GP
practice.
 Where the child has no parents in attendance and/or the
child is not registered with a GP, it is the provider’s
responsibility to ensure GP allocation via the locally
agreed arrangements with either the CCG or LAT.

12.5

[Insert name of the CCG] and the Local Contact details: [Insert Contact Details]
Authority shall be notified of any child
(normally resident in [insert CCG name]
likely to be accommodated for a
consecutive period of at least 3
months; or with the intention of
accommodating him/her for such a
period (ref s.85 & s.86 CA1989).
Standards 13 apply only to Providers of Child and Adolescent Mental Health Services (CAMHS)
13.1

As part of the assessment and care
planning, child and mental health
professionals should identify whether
abuse or neglect, or domestic abuse,
are factors in a c hild’s mental health
problems and s hould ensure that this
is addressed appropriately in the child’s
treatment and care, and where a child
is currently affected, referral is made in
line with LSCB procedures

- Included in this standard, there should be a strategy/care
pathway in place particularly for those children aged 16 &
17 years
- Policies and procedures specifically to address the
transition of children to adult services- clear pathways in
place to ensure continuous safe transfer of services/ care

13.2

There are clear procedures for staff to
follow in situations when inpatient beds
are required but not immediately
available within the relevant service.

 The rationale that a young person needs admission is
often related to a perceived level of clinical risk;
procedures need to be in place to mange this risk
effectively for all young people, including those who
traditionally may not fit a unit’s criteria. Clear procedures
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are also needed to enable families to make informed
decisions about care. See Standard 12.1
Standards 14 apply only to providers of in-patient facilities for adults and A&E Departments
14.1

There are clear procedures on t he
implementation and management of
Deprivation of Liberty Safeguards in
line with the Code of Practice to
supplement the main Mental Capacity
Act 2005 Code of Practice

 Managing authorities, i.e. hospitals providing inpatient
facilities for adults, must have in place a pr ocedure that
identifies whether a d eprivation of liberty is or may be
necessary; what steps are taken to assess whether to
seek an authorisation; whether all practical and
reasonable steps have been taken to avoid a deprivation
of liberty; what action they should take if they do need to
request an authorisation; how they review cases; and
who should take the necessary action.
 Managing authorities to have in place a procedure that
identifies what actions should be taken when an urgent
authorisation needs to be made; who should take that
action; and within what timescales.
 Managing authorities will ensure that sufficient,
appropriate members of staff are trained in the DoLS
application process, including completion of DoLS
documentation.
 Managing authorities to have in place processes for
reviewing deprivation of liberty and reducing the levels of
restriction where reasonably possible

14.2

The use of restraint is always
appropriate, reasonable, proportionate
and justifiable to that individual

 The use of restraint should be discussed, agreed and
documented in advance wherever possible; is used as a
last resort and is the minimum response necessary for
the shortest possible time, to make the individual and
others as safe as possible.
 Where restraint is used it is documented and followed by
an assessment of the person restrained and others
involved in the restraint for signs of injury and any
emotional or psychological impact

14.3

Rapid tranquilisation will only be used
in accordance with NICE clinical
guidelines on Violence

 There is clear guidance on the use of rapid tranquilisation
in line with NICE clinical guidance on Violence: the shortterm management of disturbed/violent behaviour in inpatient psychiatric settings and emergency departments
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(2005)
Standards 15 apply only to adult mental health services only (including those providing general adult and community services, forensic, psychotherapy,
alcohol and substance misuse and learning disability services)
15.1

Practitioners working within adult
mental health services should routinely
record
details
of
patient’s
responsibilities in relation to children,
and consider the support needs of
patients who are parents and of their
children, in all aspects of their work
using the Care Programme Approach
(CPA)

- This CPA/assessment must make specific reference to
the impact of the parent’s needs/vulnerabilities on t heir
parenting capacity and appropriate action taken, such as
the case taken to supervision, liaison with other health
care staff (e.g. Health Visitor, School Nurse, GP, etc) and
partner agencies and referrals to Children’s Social
Services made as appropriate.
- See section re under 18s on AMH wards

15.2

All inpatient mental health services
must have policies and procedures
relating to children visiting inpatients as
set out in the Guidance on the Visiting
of Psychiatric Patents by Children (HS
1999/222:LAC (99)32), to NHS Trusts

 Mental health practitioners must consider the needs of
children whose parent or relative is an inpatient – whether
formal or informal – in a mental health unit, and make
appropriate arrangements for them to visit if this is in the
child’s best interests. T his must include a documented
risk assessment.

15.3

Staff routinely assess the
history of abuse and the
vulnerability
to
abuse,
predatory
behaviour
or
vulnerability and manage any
risks

15.4

A consultant psychiatrist should be
directly involved in all clinical decision
making for service users who may pose
a risk to children

- This must include a risk assessment.

15.5

All assessment, CPA monitoring,
review,
and
discharge
planning
documentation and procedures should
prompt staff to consider if the service
user is likely to have or resume contact

 Care programme meetings to include consideration of the
needs of any children and young people (including the
unborn child) involved and possible risks of harm to them
when making arrangements for in-patient visits, leave
arrangements and discharge from an i nstitutional setting

risk and
person’s
including
sexual
identified
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with their own child or other children in
their network of family and friends,
even when the children are not living
with the service user and a level of risk
recorded in the records.

and their ongoing treatment;
 Where a s ervice user resumes or has contact with
children, this should trigger an a ssessment of w hether
there are any actual or potential risks to the children,
including delusional beliefs involving them, and drawing
on as many sources of information as possible, including
compliance with treatment;
 Safeguarding policy, protocol or guidance includes
specific mention that a referral should always be made to
children’s social care if a service user has delusional
beliefs involving their child/children and/or where there
are concerns a service user might harm their child as part
of a suicide plan

15.6

Safeguarding
training
specifically
includes the risks posed to children
from parents with delusional beliefs
involving their children or who might
harm their children as part of a suicide
plan

Standards 16 apply only to A&E Departments, ambulatory care units, walk in centres and minor injury units
16.1

All staff working in the above named
services/departments should be able
to:
 recognise
abuse
in
children
/vulnerable adults
 be familiar with local procedures for
making enquiries to find out whether
a child is subject to a child protection
plan.

 Staff should be al ert to the need t o safeguard children
when treating parents or carers of children.
 Staff should be alert to parents/carers who seek medical
care from a nu mber of sources in order to conceal the
repeated nature of a c hild’s injuries – including
consideration of previous A&E attendances.
 Staff should know how to make a r eferral to children’s
social care where there are concerns a child has suffered
or is at risk of significant harm in line with local
procedures – this includes ensuring that all referrals are
followed up in writing.
 Staff should know how to make a safeguarding adult alert
in line with local procedures
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 When an adult attends A&E with physical injuries, which
are suspected to be i nflicted personally or by another
person, staff must ask if any children live with them. I f
they do, then consideration is given to a r eferral to
Children’s Social Services as required and liaison made
with community staff (e.g. Health Visitor, School Nurse,
GP, etc)
16.2

All attendances for children under 18
years to A&E, ambulatory care units,
walk in centres and m inor injury units
should be notified to the child’s GP.
Attendances at A&E will also be copied
to the health visitor and or school nurse
depending on the age of the child.

-

Where a c hild is not registered with a GP the
parent/carer should be advised to register the child with
a local GP practice.

-

Where the child has no p arents in attendance and/or
the child is not registered with a GP, it is the provider’s
responsibility to ensure GP allocation via the locally
agreed arrangements with either the CCG or LAT.

16.3

There are clear guidelines for the
management of sudden unexpected
deaths in childhood in line with those of
the LSCB.

- Detailed guidance for hospital staff in respect of sudden
unexpected deaths can be found within the LSCB
procedure manual and/or online manual.

16.4

ED’s receiving children have a R N
(children) lead nurse for the care of
children and young people and a l ead
nurse responsible for safeguarding
within the department.

16.5

There is a lead consultant and lead
nurse within the department with
responsibility for safeguarding.

16.6

The department has a minimum of 1
RN (children) present at all times.

- Where this is not achievable then the department must
ensure that nurses working in ED settings in which
children are seen are trained and competent in basic
nursing emergency skills and the care of children; and
- There is a long term strategy for the recruitment and
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retention of paediatric skilled nurses
Standards 17 applies only to community providers offering services to children / families and adults
17.1

As part of the Healthy Child
Programme, regular health reviews are
provide
the
undertaken
which
opportunity to weigh up risk and
protective factors that make children
more likely to experience poorer
outcomes.

17.2

All professionals delivering primary
care should know when it is appropriate
to refer a child to children’s social care
for help as a ‘ child in need’, and know
how to act on concerns a child may be
at risk of significant harm.

17.3

Community health practitioners should
have a clear means of identifying in
records those children (together with
their parents and s iblings) who are
subject to a child protection plan

17.4

There is good c ommunication between
GPs, community nursing services (i.e.
health visiting, school nursing and
community midwifery services) in
respect of children for whom there are
concerns.

 Each GP practice should be informed of who their
‘named’ health visitor / school nurse / community midwife
is and how they can be contacted.
 This may include evidence of regular Primary care team
meetings/ communication, any child protection referrals
should be shared with the GP.

Standards 18 relate to NHS Commissioning Organisations [insert name of the CCG and LAT]:
18.1

There is a designated doctor and nurse
for safeguarding children to work with
the nominated director and senior
management within [insert CCG name]

 These professionals must be accountable to the Board
lead for safeguarding and take a strategic, expert lead on
all clinical aspects of safeguarding children throughout
the health economy.
 These professionals have sufficient support, time and
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access to training available to them to fulfil their roles and
responsibilities effectively
18.2

[insert CCG name] takes account of
statutory guidance for Promoting the
Health and Well being of Looked after
Children (2009)

18.3

There is a process for ensuring that
families coming to the attention of
[insert CCG name] not registered with a

 Arrangements are in place to meet the health needs of
LAC in line with statutory guidance, this includes taking
on the role of ‘responsible commissioner
 There is a designated nurse and doctor for LAC who
provides strategic and clinical leadership and advice
 Systems are in place to ensure LAC are registered with a
GP and have access to dentists near to where they are
living (including arrangements to fast track the transfer of
GP held clinical records). Primary care teams are
supported where appropriate in fulfilling their
responsibilities to looked after children
 Arrangements and services for LAC to be monitored
against agreed targets and quality standards to ensure a
robust service is in place
 Appropriate arrangements are in place for the transition
from child to adult health services
 There is effective co-ordination between health bodies,
particularly at a strategic level. This will include joint
working between public health, clinical health and
CAMHS so as to ensure a social rather than a pur ely
health model for promoting health
 To ensure that in commissioning services for LAC they
have sufficient clinical and strategic leadership and
capacity to enable them to deliver their responsibilities as
set out in statutory guidance
- There should be a process in place to monitor the quality
of health assessments provided to Looked After Children,
particularly for those children placed outside of the CCG
area.
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GP are offered registration.
18.4

[insert CCG name] contributes to the
funding of LSCB and LSAB to enable
them to discharge their functions
effectively

18.5

Strategic commissioning arrangements
as part of the Children’s Trusts
arrangements focus on health services
which meet the needs of children in
need, including looked after children.

 the views of children and young people are sought when
developing local plans (including those of LAC)

18.6

Robust and performance monitoring
systems are in place with all providers,
including
independent
contactors/
contracted services to ensure they are
making appropriate arrangements to
safeguard children and vulnerable
adults

 Healthcare providers are provided with clear standards
for service delivery
 Declarations of compliance for healthcare providers and
[insert CCG name] will be scrutinised.
 Non-compliance against standards to be notified to
associate commissioners (including action taken to
address significant breaches).
 SUIs compromising the safety and welfare of a
child/vulnerable adult will be not ified to the relevant
associate commissioner if they are resident in the
associate CCG area.

18.7

Independent
contractors
(GPs,
pharmacists, dentists and optometrists)
and their practice staff have robust
systems and practices in place to
ensure they can fulfil their role in
relation to safeguarding children and
vulnerable adults.

18.8

CCG/LAT works with key partners,
including Public Health, to bring
together commissioning expertise on

 The service complies with standards for paediatric
forensic medical services (RCPCH 2009 and You’re
Welcome criteria)
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sexual violence services, to form a
local Sexual Assault Referral Services
(SARS) care pathway for children and
adults
18.9

Primary care teams have access to
medical
practitioners
trained
in
examining, identifying and assessing
children and vulnerable adults who may
be experiencing abuse or neglect

 Children should have a f orensic media examination in
child appropriate premises and undertaken by a forensic
media examiner who is paediatric trained.
 To ensure that local arrangements include having in
place the necessary premises, equipment and
appropriately trained staff for undertaking forensic
medical examinations: these arrangements to avoid
repeat examinations
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[Insert LAT logo]
Audit Tool to Monitor Safeguarding Standards for Pharmacies
RAG Rating Key:
Green

Fully compliant (remains subject to continuous quality improvement)

Amber

Action plans in place to ensure full compliance and progress is being made within agreed timescales

Red

Non-compliance against standards and actions have not been completed within agreed timescales

Standard

Guidance and links to relevant LSCB/LSAB
policies

1. Clear lines of accountability for safeguarding children and vulnerable adults
1.1

There is a named lead for safeguarding children and
vulnerable adults

- Must be included in job description/job plan

1.2

All staff should know how to act on concerns that a
child and or a vulnerable adult may have been
abused, or is at risk of abuse or neglect in line with
local guidance.

Local Safeguarding Adult policies can be
accessed at:[insert link here]
Local Safeguarding Children policies can be
accessed at: [insert link here]

2. Governance arrangements / Quality Assurance
2.1

An incident reporting system is in place which
identifies circumstances/incidents which have
compromised the safety and welfare of children and
or vulnerable adults.

 All serious untoward Incidents (SUI)
compromising the safety and welfare of
children and vulnerable adults are to be
reported to [insert contact details]
 All complaints that refer to the safety of
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Evidence

RAG

children and vulnerable adults are referred
and investigated thoroughly
3. Safeguarding policies, procedures and systems
3.1

Staff have access to up to date safeguarding
policies and procedures for both children and
vulnerable adults: these policies must be easily
accessible by staff at all levels and be consistent
with statutory, national and local guidance.

3.2

Safeguarding policy clearly states with whom staff
should discuss and to whom staff should report any
safeguarding concerns

3.3

Safeguarding policy/procedures includes guidance
on complaints and whistle blowing policies which
offers a guarantee to staff and service users that
using these procedures appropriately will not
prejudice their own position or prospects.

3.4

Safeguarding policy/procedures includes guidance
on how to respond to a disclosure from a child or a
young person and or vulnerable adult.

3.5

Safeguarding policy/procedures includes a process
for resolving cases where there is a difference of
opinion in relation to safeguarding concerns for
children and vulnerable adults

3.6

Safeguarding policy/procedures includes clear
guidance on managing allegations against staff and
volunteers working with children and vulnerable
adults in line with policies and procedures of LSCB /
LSAB.

- All substantiated cases to be reported to the
[insert contact details in LAT] in addition to
other regulatory bodies.

When it is known that a child is not accessing
education a referral will be made to the Local

Information on missing education is available
at; [insert local link]

3.7

- All policies and procedures must be
reviewed at a minimum 2 yearly to evaluate
their effectiveness and to ensure they are up
to date and working in practice.

LSCB guidance can be accessed at: [insert link]
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Authority in which the child lives.
3.8

Safeguarding policy/procedures includes guidance
as to the action to take where there is concern a
child is being deliberately harmed through
fabricating or inducing illness (FII).

3.9

The provider complies with the principles in Prevent
and the Prevent guidance toolkit.

4. Parents/carers experiencing personal problems
4.1

Pharmacists in contact with parents or carers who
are experiencing personal problems (including
substance misuse, mental health issues, domestic
abuse and learning disabilities) should give
consideration to the needs of any children and
where necessary appropriate referrals are made.

Where there are concerns in relation to a
parent/patient’s vulnerability that may impact
on their parenting capacity it is advisable that
discussions take place with the relevant health
care professional eg key worker or prescriber.
All discussions and decisions made should be
recorded.

5. Sexually Active Young People Under 18yrs
5.1

Staff encountering children presenting for sexual
advice/services will adhere to the LSCB procedure
for Working with Sexually Active Young People
under 18

Whilst this procedure applies to all sexually
active young people under 18, it is essential
that all cases involving under 13s should
always be discussed with [insert local
information]. However due consideration
should be given to children 13-16 years in line
with local guidance.
All cases involving under 13s must be fully
documented, including detailed reasons where
a decision is taken not to share information
Insert link to LCSB procedures

6. Domestic violence (including Honour Based Violence and Forced Marriage)
6.1

Pharmacists should participate in public health
campaigns alluding to domestic abuse (including
honour based violence and forced marriage)
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7. Information sharing
7.1

Information sharing protocols in line with national
and local guidance are in place within the
pharmacy.

Information sharing: Guidance for practitioners
and managers (HM Government 2008) at:
accessed at:
https://www.education.gov.uk/publications/eOr
deringDownload/00807-2008BKT-ENMarch09.pdf

8. Safer Working practices
8.1

For staff working with children and or vulnerable
adults references are always verified, a full
employment history is always available with
satisfactory explanations for any gaps in
employment history, qualifications are checked and
the appropriate CRB check is undertaken in line
with national and local guidance.

[insert local links]

8.2

General guidance is provided to staff on appropriate [insert local links]
behaviours when working with children and young
people in line with national and local guidance.
9. Staff training and continuing professional development
9.1

Staff in contact with children, adults who are
parents/carers and vulnerable adults in the course
of their normal duties are trained and competent for
their role. As a minimum this must include staff
being alert to the potential indicators of abuse and
know how to act on those concerns in line with the
policies and procedures of the local Safeguarding
Children/Adult Boards. Refresher training is
recommended on a 3 yearly basis.

[insert local links]

9.2

Arrangements are in place to ensure that all staff in
contact with patients over the age of 16 have an
awareness of MCA appropriate to their role and
responsibility.

-

The level of MCA training each individual
requires will depend on his or her role and
responsibilities.

-

MCA Awareness should be included in
staff induction programs and mandatory
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training updates

Name and address of Pharmacy
Name of person completing audit tool
Contact person within pharmacy (including contact details)
Date audit tool completed
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Audit Tool to Monitor Standards for Voluntary, Community & Faith Sector (VCFS) Providers
RAG Rating Key:
Green

Fully compliant (remains subject to continuous quality improvement)

Amber

Action plans in place to ensure full compliance and progress is being made within agreed timescales

Red

Non-compliance against standards and actions have not been completed within agreed timescales

Standard

Guidance and links to relevant LSCB/LSAB policies

1. Clear lines of accountability for safeguarding children and vulnerable adults
1.1

A safeguarding policy is in place
which demonstrates commitment
to safeguarding children and
safeguarding vulnerable adults
(this may be combined into one
overarching policy)

1.2

There is a named lead within the
service /organisation for

 The policy makes it clear who has overall responsibility
for the contribution to safeguarding children and
vulnerable adults including lines of accountability though
to the person with ultimate accountability
 The policy sets out key out clear priorities for
safeguarding line with those of the local safeguarding
boards. [insert link]
 The policy clearly states with whom staff should discuss
and to whom staff should report any safeguarding
concerns in relation to children and vulnerable adults
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Evidence

RAG *
(see key
below)

safeguarding children and
vulnerable adult and
arrangements for cover when
this person is not available
1.3

All staff (paid and volunteers)
should know how to act on
concerns that a child and or a
vulnerable adult may have been
abused, or is at risk of abuse or
neglect in line with local
guidance.

Local Safeguarding Adult policies can be accessed
at:[insert link here]
Local Safeguarding Children policies can be accessed at:
[insert link here]

2. Governance arrangements / Quality Assurance
2.1

2.2

An incident reporting system is in
place which identifies
circumstances/incidents which
have compromised the safety
and welfare of children and or
vulnerable adults.

-

-

All serious untoward Incidents (SUI) compromising the
safety and welfare of children and vulnerable adults are
to be reported to [insert link]
All complaints that refer to the safety of children and
vulnerable adults are investigated thoroughly

The service/organisation
regularly reviews cases where
there are safeguarding concerns
(for both children and vulnerable
adults)

3. Safeguarding policies, procedures and systems
3.1

3.2

All staff (paid and volunteers)
have access to safeguarding
policies and procedures for both
children and vulnerable adults:
these policies must be easily
accessible by staff at all levels
and be consistent with statutory,
national and local guidance.

 All policies and procedures must be reviewed at a
minimum 2 yearly to evaluate their effectiveness and to
ensure they are up to date and working in practice.

Safeguarding policy/procedures
includes a process for recording

[insert links]

 There should be local determination whether inclusion of
the Mental Capacity Act is applicable to the provider.
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and reporting concerns,
suspicions and allegations of
abuse or harm in line with LSCB
and LSAB
3.3

Safeguarding policy/procedures
includes guidance on complaints
and whistle blowing policies
which offers a guarantee to staff
and service users that using
these procedures appropriately
will not prejudice their own
position or prospects.

3.4

Safeguarding policy/procedures
includes guidance on how to
respond to a disclosure from a
child or a young person and or
vulnerable adult.

3.5

Safeguarding policy/procedures
includes clear guidance on
managing allegations against
staff and volunteers working with
children and vulnerable adults in
line with policies and procedures
of LSCB / LSAB.

[insert links]

3.6

When it is known that a child is
not accessing education a
referral will be made to the Local
Authority in which the child lives.

Information on missing education is available at; [insert
link]

3.7

The provider complies with the
principles in Prevent and the
Prevent guidance toolkit.
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4. Sexually Active Young People Under 18yrs (this standard relates only to those providing services to young people under 18 years)
4.1

There is clear guidance for
practitioners working with
sexually active children under 18
years which is in line with that of
LSCB

[insert links]

5. Domestic violence (including Honour Based Violence and Forced Marriage)
5.1

The service/organisation takes
account of national and local
guidance to safeguard those
children and adults experiencing
domestic abuse.

[insert links]

6. Information sharing
6.1

Information sharing protocols in
line with national and local
guidance are in place within the
practice.

 National guidance on information sharing can be
accessed at:
https://www.education.gov.uk/publications/standard/publi
cationdetail/page1/DCSF-00807-2008

7. Inter-agency working
7.1

The service/organisation works
with partners to protect children
and vulnerable adults and
participates in reviews as set out
in statutory, national and local
guidance

 the service will provide, when requested, information on
their involvement with a child, family and adult at risk of
abuse to inform the case discussion in relation to child
/adult protection processes, Serious Case Reviews; Child
Death Overview Processes, MARAC and MAPPA
 the service contributes to the locally agreed assessment
processes e.g. Common Assessment Framework (CAF)
or single assessment as required to do so and with the
consent of the individual and or parent/carer.

8. Safer Working practices
8.1

Robust recruitment and vetting
procedures are in place to help

 For staff working with children and or vulnerable adults
references are always verified, a full employment history
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prevent unsuitable people from
working with vulnerable adults
and children.

is always available with satisfactory explanations for any
gaps in employment history, qualifications are checked
and the appropriate CRB check is undertaken in line with
national and local guidance.


8.2

General guidance is provided to
staff on appropriate behaviours
when working with children and
vulnerable adults in line with
national and local guidance

 Detailed guidance on safe working practices for adults
who work with children is available on the DCSF website
at
http://webarchive.nationalarchives.gov.uk/201002021004
34/dcsf.gov.uk/everychildmatters/resources-andpractice/ig00311

9. Record keeping
9.1

Staff who work with children and
vulnerable adults record their
work with the child and family in
accordance with statutory and
best practice guidance.

 All staff maintain an accurate, clear record of their
involvement with the child and their family and vulnerable
adults on a routine basis.
 Where there are concerns about a child’s welfare, all
concerns, discussions about the child, decisions made
and the reasons for those decisions must be recorded in
writing in the child’s /vulnerable adults records.

10. Supervision and support to staff working with children, parents and carers and vulnerable adults
10.1

Staff working directly with
children and vulnerable adults
have access to advice and
support

11. Staff training and continuing professional development
11.1

Paid staff and volunteers in
contact with children, adults who
are parents/carers and
vulnerable adults are trained and
competent to be alert to the
potential indicators of know how
to act on those concerns in line
with local guidance.

 The level of training an individual requires is dependent
on their roles and responsibilities. For this reason training
needs should be informed by training strategies of the
LSCB / LSAB. [insert link]
 Refresher training is undertaken at regular intervals (at a
minimum 3 yearly)

North West Safeguarding Children & Vulnerable Adults Policy 2013
Governing Body meeting – 7th May 2013

11.2

Arrangements are in place to
ensure that all staff in contact
with patients over the age of 16
have an awareness of MCA
appropriate to their role and
responsibility.

 The level of MCA training each individual requires will
depend on their role and responsibilities
 MCA Awareness should be included in staff induction
programs and mandatory training updates

12. Proving safer activities and trips
12.1

All service users are protected
when taking part in activities and
trips

The service organisation ensures that:
 Paid staff and volunteers undertaking specialist roles
(e.g. taking children, young people and vulnerable adults
off site on trips) are provided with appropriate training;
 All activities are risk assessed to ensure that all
reasonable steps are taken to prevent children, young
people and vulnerable adults being harmed whilst
participating in the organisations/services activities;
 Takes out employers’ liability and public liability insurance
to ensure that all activities and services and all people
taking part are covered;
 All activities being provided are properly planned and
organised;
 Checks the driver holds the correct driving licence, the
vehicle has the correct insurance, tax, MOT, seats,
seatbelts and a first aid box;
 All computers used by young people are equipped with
‘parent controls’ to ensure safe internet use;
 Staff are equipped to understand, identify and mitigate
the risks of new technology
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Name of organisation:
Name of person completing the audit tool:
Contact details of person completing tool:
Date completed:
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1. Introduction
Clinical Commissioning Groups (CCGs) and the NHS Commissioning Board’s Local
Area Team (LAT) are expected to ensure that safeguarding is integral to clinical
governance and audit arrangements. This requires them to ensure that all providers
from whom they commission services – including organisations in the public sector,
independent sector, voluntary, community & faith sector (VCFS) and social
enterprises – have comprehensive and effective single and multi-agency policies and
procedures to safeguard children and vulnerable adults, and that service
specifications drawn up by NHS commissioners include clear service standards for
safeguarding w hich are consistent with local safeguarding board policies and
procedures.
By monitoring providers against the service standards, NHS Commissioners will
assure themselves that the required safeguarding standards are being met and to
support the monitoring of the standards a Safeguarding Policy and Audit Tools have
been developed (See NHS North West Safeguarding Children and Vulnerable Adults
Policy).
This procedure has been developed with the North West Contract Leads and the
Designated Nurses for Safeguarding in order to standardise the monitoring and
escalation approach across the North West. I t has also been out for wider
consultation.
2. NHS North West Safeguarding Children and Vulnerable Adults Policy
Across the North West, Safeguarding Designated Professionals have agreed that the
Commissioning Safeguarding Policy and relevant Safeguarding Standards for
providers endorsed by NHS North West should be used within contract
arrangements.
The Guidance for NHS Contracts requires the Provider to comply with the local
Commissioner’s Safeguarding policy for children and adults in vulnerable
circumstances. Local customisation to the NHS North West Safeguarding Children
and Vulnerable Adults Policy can be made to reflect local requirements and
Commissioners are advised to give a c opy of their locally customised policy and
standards to all of their Providers and i nclude them in the relevant part of the
contract.
From time to time, revisions may be r equired to the policy part way through the
contracting period to reflect changes to local, national and statutory guidance. Such
revisions should be at tached or referenced when they become available from the
Commissioner. A record of the new edition of the policy should be recorded as part
of the routine review processes.
Commissioners should assure themselves through the contract review process that
the Provider is meeting the safeguarding standards and to take relevant action where
they do not. The process of monitoring Providers will be up to local determination but
as a m inimum it is expected that the Lead Commissioner on be half of Associate
Commissioners will:
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establish a b aseline for their Providers against the safeguarding standards
contained in the relevant appendices of the Safeguarding Policy



monitor against the set of standards on an annual basis

The findings of the audit will determine the level of monitoring required to ensure that
suitable safeguarding arrangements are in place. Le ad Commissioners will inform
Associate Commissioners of the outcome of the audit and any gaps identified/actions
being taken.
3. The Audit Tools
As discussed above, the Audit Tools (See Appendices) will be us ed to establish a
baseline, and then this audit will be repeated annually. This will be formally issued to
the applicable organisation at the contract meeting. T he auditing tool will be
completed by the provider organisation and RAG rated. The criteria for rating are as
follows:
•

Green – Fully compliant (However, it is important that when an organisation
has met a standard that they still consider continuous quality improvement.)

•

Amber – Action plans in place to ensure full compliance and progress is being
made within the agreed timescales.

•

Red – Non-compliance against standards and ac tions have not been
completed within agreed timescales.

The provider organisation will need to provide evidence to demonstrate compliance
with the standards rated green. T he Contract Lead will liaise with the Designated
Nurse/Doctor for Safeguarding to review the evidence. The action plans for
standards rated amber and red will be m onitored monthly at the contract meetings,
which will require safeguarding to be a regular agenda item. Likewise the
Designated Nurse/Doctor for Safeguarding will review the action plans to ensure they
are robust and contain realistic timescales.
4. Escalation Process
Escalation Level 1
The NHS Commissioner and P rovider organisation will include amber and r ed
standards on t heir organisational risk registers and i nform the Local Safeguarding
Board(s) (Children (LSCB) or Adults (LSAB)) and A ssociate Commissioners about
the gaps identified. This will ensure the action plans are linked to the organisational
and multi-agency governance arrangements.
Escalation Level 2 – For NHS Acute, Community, Mental Health & Ambulance
Providers
When a s tandard rated amber moves to a r ed, this will be c onsidered a br each of
contract. I t was agreed that this line of action would be t aken as the applicable
organisation would have had t ime to meet the standards in the amber period, and
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this needs to be taken very seriously due to the vulnerable population they are meant
to protect, as well as the fact the standards are based in statute and key national
policies. Therefore a performance notice will be issued and appropriate contractual
levers utilised, as well as a l etter sent to the Care Quality Commission (CQC) and
copied to the Clinical Quality Team at the LAT. This is to fulfil obligations in
communicating with the CQC regarding quality of services and t o the LAT as their
role in assuring systems are in place for commissioning safe quality services.
Escalation Level 2 – For other providers of health services e.g. Independent
Contractors, VCFS, etc
The approach for this group beyond level 1 is for local determination.
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Timeline

5. Annual Cycle
Safeguarding Auditing Tool Issued at Contract Meeting

May
Completion of Annual Auditing Tool by Provider
Organisation

Contract Lead/Designated Professional has reviewed
action plans

Monthly monitoring of action plans for standards
rated amber and red
For standards
rated amber

July

September
Monthly to
Year End

For standards
rated red

1. Put on NHS
Commissioner and
Provider Risk
Register

1. Performance notice issued and relevant
contractual levers utilised.

2. Inform LSCB or
LSAB of gaps in
compliance and
actions taken.
Copy to Associate
Commissioners

3. Copy in Assistant Director for Clinical Quality,
LAT

2. Inform CQC Local Area Manager in writing

It is acknowledged that how the Contract Lead and D esignated Nurse/Doctor for
Safeguarding work together will need to be determined locally. It has been agreed
that the Lead Commissioner will perform this monitoring on b ehalf of Associate
Commissioners and make them aware of actions being taken and provide them with
assurance as required.
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Recommendations from 18th April 2013 Remuneration Committee
Agenda Item:

2.5

Reference:

GB13-14/009

Report to:

Governing Body

Meeting Date:

7th May 2013

Lead Officer:

Dr Phil Jennings (Chair)

Contributors:

Mark Bakewell (Chief Financial Officer)

Governance:

Link to
Commissioning
Strategy
Link to current
governing body
Objectives

Summary:

Recommendation s to Governing Body on Remuneration for Consortia
Chair, GP Consortia Executive Lead, Clinical Strategy / QIPP Leads,
Clinical Backfill Arrangements

Recommendation:

To Approve



To Note
Comments
Further Remuneration Committee Meeting to be held for outstanding remuneration
issues

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.

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

Running Cost Allowance

Value For Money

Based on available guidance as appropriate

Risk

Attract and Retain sufficient individuals to the organisation

Legal

Legal advice is sought on issues as and when required.

Workforce

Remuneration for posts as defined

Equality &
Human Rights

Based on available guidance as appropriate

Patient and
Public
Involvement (PPI)

N/A

Partnership

N/A
th

th
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Working
N/A

Performance
Indicators

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

Recommendations

Submitted to
Remuneration
Committee

Date

Brief Summary of Outcome

th

18 April

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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Remuneration Committee held on 18th April 2013
Introduction
This report provides an updat e to the Governing Body on t he outcomes of the CCG
Remuneration Committee Meeting held on the 18th April and the recommended
remuneration arrangements for
a)
b)
c)
d)

Consortia Chairs,
Consortia GP Executive Leads,
Clinical Strategy Group / QIPP Leads and
Other Clinical backfill payments

Guidance and Background
National guidance regarding clinical leadership roles have not yet been produced and have
been left to local determination. The “Hay Group” were commissioned by a number of North
West Cluster PCT’s to determine the appropriate remuneration rates for clinical leadership
roles (again based on size / complexity and time commitments of the role) to provide some
level of consistency of approach across the region.

Recommendations
Consortia Chair
Wirral CCG remuneration rates for Consortia Chair are based on the recommendation of the
Hay Group report for similar roles (e.g Locality Lead)
The role of the consortia chair most closely fits with the Hay Group description of a locality
lead. This is evidenced by the duties performed by the chair which include but are not limited
to; management of a delegated budget; chairing of a consortia board; direct liaison with
practices at meetings and visits; lead for major provider contract negotiation and monitoring.
The committee endorses the Hay Group recommendation of £320 per session although
recommends that in view of the nature of this work are employees of the CCG and t hat
appropriate provision is made for a monthly salary including account for national insurance,
pension and income tax.
As the post of Consortia chair is an el ected position, there is a pos sibility that at the next
consortia “chair” election that a new individual is elected. This leaves the incumbent exposed
with regards to their employment status and relationship with their host practice.
In line with CCG Chair agreement, It is proposed that should the individual not be elected at
the end of their tenure that the CCG will award a 50% grant to support the transition back
into Practice and consistent with the Hay Group Guidance for elected posts.
If agreed in principle there is a need to draw up a clear set of rules around how this would be
used and awarded. We are currently seeking legal guidance on the employment implications
of any individual not being re-elected where “employed” and also the correlation to
individuals who were previously employed by the PCT in PEC Chair Roles

Remuneration Committee Outcomes
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It is recognised that should this position attract a redundancy payment then this would need
to be seen as part of the total package and not based on an expectation of redundancy plus
the 50% resettlement grant being awarded.
Consortia GP Executive Leads
Wirral CCG remuneration rates for Consortia GP Executive Leads are underpinned by the
recommendation of the Hay Group report for similar roles. The role of GP Executive Leads
most closely fits with the Hay Group definition of ‘Speciality Lead’.
The committee endorses the Hay Group recommendation of £260 per session and
recommends a minor adjustment to £280 to bring the level in line with current payment for
these services. This recognises the prevailing local costs for GP locum cover and ensures
that GPs can adequately cover their time in practice when engaged in CCG business.
Consortia GP Executive Leads would be contracted for on a “ fee for services” basis with
payments made to the host practice and would be treated accordingly for practice income
purposes.
Although the Consortia Leads are elected posts, as the role is likely to have a r elatively
limited time commitment it is not deemed necessary to apply the resettlement grant in with
CCG and Consortia Chair Posts
Clinical Strategy Group / QIPP Leads
Wirral CCG remuneration rates for Clinical Strategy Group / QIPP Leads are underpinned by
the recommendation of the Hay Group report for similar roles. The role of Clinical Strategy
Group / QIPP Lead most closely fits the Hay Group definition of ‘Speciality Lead’.
The committee endorses the Hay Group recommendation of £260 per session and
recommends a minor adjustment to £280 to bring the level in line with current payment for
these services. This recognises the prevailing local costs for GP locum cover and ensures
that GPs can adequately cover their time in practice when engaged in CCG business.
Clinical Strategy Group / QIPP Leads would be contracted for on a “ fee for services” basis
with payments made to the host practice and w ould be t reated accordingly for practice
income purposes.
Other Clinical Backfill Payments
The committee recommends that no additional payments are made to individuals employed
or working in a ‘fee for service’ arrangement with the CCG. Any ‘backfill’ requirements to
host practices must be met from the payments described in this paper and dur ing the
Remuneration Committee held on 7th March.
Recommendation
The Governing Body is asked to approve the Remuneration rates for the above posts to be
applicable once the CCG is authorised with effect from 1st April 2013.
Dr Phil Jennings
Chair
NHS Wirral Clinical Commissioning Group
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Interim Finance Report Month 12 – March, 2012/13 Financial Year
Agenda Item:

3.1

Reference:

GB13-14/010

Report to:

Governing Body

Meeting Date:

7th May 2013

Lead Officer:

Mark Bakewell

Contributors:
Governance:

Link to
Commissioning
Strategy

Sound financial control is essential to the CCG
strategy and is directly linked to the delivery of
the CCG Commissioning and Operational Plan
for the financial year.

Link to current
governing body
Objectives

To achieve financial control total with sound
financial management.

Summary:

This report updates the CCG on the interim year end financial
performance against budgeted allocation for 2012/13 as at Month 12
(March) 2013

Recommendation:

To Approve



To Note
Comments

Next Steps:

Audit of PCT accounts is currently underway and will be pr esented to the PCT
Cluster Audit Committee on the 3rd June 2013

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 2012/13
financial year

Value For Money

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

Risk

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

Legal

Legal advice is sought on financial 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

Financial Plans will consider as appropriate the equality impact assessment for
proposals within the budgeted expenditure
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Patient and
Public
Involvement (PPI)

Budgets include funding to ensure continued involvement of patients and
public in CCG decisions.

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.

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

Financial Plan

Submitted to

Date

Governing Body

8th May 2012

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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NHS Wirral Clinical Commissioning Group
Finance Report for the period 1st April 2012 to 31st March 2013
Introduction
1. This report sets out the draft financial position for NHS Wirral Clinical Commissioning
Group (Wirral CCG) as at the end of March (Month 12) within the 2012/13 financial year.
2. The year end position is still being finalised and is not confirmed until year end accounts
have been submitted and signed off via the external audit process. The bel ow position
therefore provides an update on the relative CCG position on an interim basis.
Financial performance
3. As at the end of March (Month 12) the year end position for Wirral CCG is an
underspend of £13k with over performance against commissioning expenditure of £531k
offset by an under performance against running costs of (£543k). This compares to the
February Month 11 forecast position of £(290k) underspend, with the overall adverse
movement of £0.3m being mainly due to a combination of factors as outlined in the report
below.
4. It is worth noting that the PCT’s unaudited financial Month 12 position is in line with its
North West Strategic Health Authority Control total of £3.088m underspend.
5. The year to date variance position between Governing Body and the combined consortia
is a overspend at divisional level of £6.3m with the Governing Body underspent by
(£5.99m)
6. A year to date overall Financial Summary for Wirral CCG is available in Appendix 1. The
table below shows the performance variances at month 12:
Combined
Consortia
£ 000

Governing
Body
£ 000

Total Wirral
CCG
£000

Commissioning Expenditure

6,672

(6,142)

531

Running costs

(401)

(142)

(543)

6,271

(6,284)

(13)

YTD variance

TOTAL

7. Year to date variance from budget for the CCG is analysed below:

st

st
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NHS Contracts
8. The overall CCG performance position in relation to NHS contracts shows an overspend
at year end of £9.1m (forecast as at month 11 was £9.0m) primarily being due to over
performance on the Wirral University Teaching Hospitals NHS Foundation Trust (WUTH)
contract of £9.2m at divisional level.
9. The year to date position is based on an actual activity using the 1st cut of Month 12 (as
per table below) with additional adjustments for outturn on CQUIN and cost per case
activity.

WUTH Point
of Delivery

YTD Actual
YTD Actual
YTD Actual
YTD Actual
Perf ormance as Perf ormance as
Perf ormance as Perf ormance as
at M11 Feb
at M12 Mar
at M9 Dec 2012 at M10 Jan 2013
2013
2013
Over / (Under) £ Over / (Under) £ Over / (Under) £ Over / (Under) £
000’s
000’s
000’s
000’s

Elective
NonElective
Outpatient
Attendance
s
Outpatient
Procedures
A&E
PbR Total
Non-PbR
Total
POD Total

1,698

1,302

1,519

1,640

2,727

2,840

2,978

3,298

1,151

1,276

1,341

1,297

865

975

1070

1135

62

139

143

179

6,503

6,532

7,051

7,549

471

692

940

1271

6,974

7,224

7,991

8,820

10. Other contracts remain broadly in line with the previously reported position.

st

st
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Non-NHS Contracts
11. At month 12 Non NHS Contracts are over spent to date by £2.12m which is line with
previous forecast outturn positions
Prescribing
12. Prescribing expenditure is currently providing the CCG with a year to date underspend of
£4.4m (previous month’s forecast was £4.3m). There is an under performance of those
budgets managed at Governing Body level of £931k and underperformance at divisional
level of £3.44m. The performance position is based on ten month’s actual data with two
months estimated costs for February and March.
Commissioned Out of Hospital
13. Commissioned “out of hospital” budgets are £2.8m overspent as at year end, an adverse
movement in the forecast outturn position of £700k.
14. The main drivers for the continued over performance remain within the Continuing
Healthcare and Joint funded Packages of Care
Reserves
15. Reserves are underspent by £6.9m at Month 12 which is due t o the release of the
contingency element and a num ber of earmarked reserves which have been r eleased
due to changes in the expenditure plans.
Running Costs
16. The year-end position in relation to running costs provides an underspend of £0.54m
compared to a forecast of £0.58m
17. There have been no significant movements in month 12.
Other Issues
18. A provision of £2.45m has been included in the PCT accounts for Continuing Healthcare
Restitution cases in respect of the 816 claims received relating to the period 2004 -2012
Conclusion
19. Wirral CCG’s Governing Body is asked to note:
•

The interim CCG financial position as at the end of March 2013 as part of unaudited
PCT Accounts

Mark Bakewell
Chief Financial Officer
NHS Wirral Clinical Commissioning Group
th

29 April 2013

st

st
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NHS Constitution – an update
Agenda Item:

3.2

Reference:

GB13-14/010

Report to:

Governing Body

Meeting Date:

7th May 2013.

Lead Officer:

Lorna Quigley

Contributors:
Governance:

Summary:

Link to
Commissioning
Strategy

The constitution links to the five domains that
are structured in the 2013-14 outcomes
framework.

Link to current
governing body
Objectives

Caring fair and responsibility
Safety and trust
Patient centered care

The NHS Constitution was first published in 2009, and was developed as part of
the NHS next stage review led by Lord Darzi. The aim of the constitution is to
bring together the principles, values, rights and responsibilities that underpin
the NHS.
The aim of this paper is to bring to the attention of the Governing Body the
NHS constitution that has been updated in April 2013 with the key areas.

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

N/A national guidance

Value For Money

N/A national guidance

Risk

N/A national guidance

Legal

N/A national guidance

Workforce

N/A national guidance

Equality &
Human Rights

N/A national guidance

Patient and
Public
Involvement (PPI)

N/A national guidance

Partnership
Working

N/A national guidance

Performance
Indicators

N/A national guidance

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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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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The NHS Constitution
An update
Aim of the paper
The aim of this paper is to bring to the attention of the Governing Body the NHS constitution that
has been updated in April 2013 with the key areas.
Background
The NHS Constitution was first published in 2009, and was developed as part of the NHS next stage
review led by Lord Darzi. The aim of the constitution is to bring together the principles, values, rights
and responsibilities that underpin the NHS. It sets out the character of the NHS as a comprehensive
and equitable health service: and it empowers patients, staff and public to know and exercise their
rights in order to drive improvements in the services the NHS provide.
The constitution was developed through engagement and consultation with patients the public and
NHS staff. The process was overseen by the constitutional advisory committee.
Changes to the constitution
Since its publication in 2009, there have been three public consultations that have proposed adding
new rights for patients and staff and duties of staff. Following this revisions to the constitution have
been made:
March 2010.
The NHS Constitution was updated to add new patient’s rights including:
•

•

A new right for patients to start consultant led non-emergency treatment within a
maximum of eighteen weeks of a GP referral and for the NHS to take all reasonable
steps to offer a range of alternatives if this is not possible.; and
A new right to been seen by a specialist within a maximum of two weeks from a GP
referral for urgent referrals where cancer is suspected.

March 2012.
The constitution was updated as part of a series of measures intended to highlight the
importance of whistleblowing in the NHS adding:
•
•

An expectation that staff should raise concerns at the earliest opportunity
A pledge that NHS organisations should support staff when raising concerns.

•

Clarity around the existing legal right for staff to raise concerns about safety,
malpractice or wrong doing without suffering any detriment.
April 2013
A number of key areas have included:
•
•
•
•
•
•
•
•
•

Patient involvement
Feedback
Duty of candour
End of life care
Complaints
Patient information
Staff rights
Responsibilities and commitments
Dignity respect and compassion

Changes have also been made to the first fourth, fifth and sixth guiding principles and some
technical amendments have also been made to ensure that the constitution reflects the changes
made by the Health and Social Care Act 2012. This places a statuary duty on;
•
•

The secretary of state for health to have regard for the constitution; and the NHs
commissioning board and
The NHS commission board and clinical commissioning groups to promote the NHS
constitution.

Recommendation
•

For the Governing Body to note the changes to the constitution.

The constitution can be downloaded from;
https://www.gov.uk/government/publications/the-nhs-constitution-for-england

Lorna Quigley
Head of Quality and Performance
April 2013.

Wirral CCG
The role of external audit

April 2013
© 2013 Grant Thornton UK LLP. All rights reserved.

What this update covers

• Introductions and key messages
• External audit regulation
• Audit Commission Code of Audit Practice
• Responsibilities
• Grant Thornton audit approach

© 2013 Grant Thornton UK LLP. All rights reserved.

Introduction

• Delighted to be appointed auditors of Wirral CCG
• Committed to providing high quality audit services
• Leading provider of Public Sector external audit services
• Grant Thornton has
– detailed sector and local knowledge, and
– access to a wide range of specialist services
• We look forward to working with you
© 2013 Grant Thornton UK LLP. All rights reserved.

Role of external audit

• Different from internal audit
• Statutory requirement

• Wider scope that involves two main areas
– audit opinion on the financial statements
– conclusion on the arrangements for securing economy,
efficiency and effectiveness in use of resources
• Can report to the Secretary of State
• Clear responsibilities on audited bodies

© 2013 Grant Thornton UK LLP. All rights reserved.

CCG audit regulation by the Audit Commission

• Audit Commission consults the Commissioning Board on:
– appointment of auditor
– fee scales
• The Commission regulates quality
• The contracts with audit suppliers run to 2016/17 with a
possibility of extension for up to 3 years
• Draft Local Audit Bill proposes abolition of the Audit Commission
by April 2015
© 2013 Grant Thornton UK LLP. All rights reserved.

External audit fees

• Audit Commission set fee - bands £60,000 to £100,000 (based
on budget)
• Wirral CCG 2013/14 indicative fee of £99,000
• Includes £9,000 first year premium which the Audit Commission

will rebate
• Actual fee payable therefore is £90,000
• Fee can be varied but needs detailed justification
© 2013 Grant Thornton UK LLP. All rights reserved.

Audit Commission Code of Audit Practice
General principles

• Code approved by Parliament
• Auditors should plan and carry out their audits to meet audit

objectives and comply with the requirements of the Code
• The auditor must plan and perform the audit on the basis of their
assessment of audit risks

• Independence, objectivity and integrity
• Maintain data security and confidentiality
© 2013 Grant Thornton UK LLP. All rights reserved.

Responsibilities in relation to the
financial statements

Your responsibilities are to:
• put in place systems of internal control to ensure the regularity
and lawfulness of financial transactions
• maintain proper accounting records

• prepare financial statements that give a true and fair view of the
financial position of the CCG and its expenditure and income.

© 2013 Grant Thornton UK LLP. All rights reserved.

Responsibilities in relation to the
financial statements

Auditors' responsibilities are to:
• give their opinion on financial statements
• review and report on as appropriate, other information published
with the financial statements, including the statement of internal

control, the annual report and the remuneration report
• review and report on the summarised financial statements,
where these are prepared, and the summarisation schedules
• comply with auditing standards.
© 2013 Grant Thornton UK LLP. All rights reserved.

The opinion on the use of resources

• Auditors must satisfy themselves about an audited body’s
arrangements to secure economy, efficiency and effectiveness in
its use of resources (the value for money conclusion)
• Auditors of CCGs will apply a tailored approach to their local

VFM work
• The Audit Commission will confirm the approach to local VFM
work at CCGs in its VFM guidance for auditors

© 2013 Grant Thornton UK LLP. All rights reserved.

Audit approach

• Risk based audit tailored to local circumstances, includes:
– understanding and documenting our understanding of the
CCG
– identifying, documenting and assessing internal controls
– testing controls
– verifying all material income and expenditure items and
balances and disclosures in the accounts
• Materiality is important so focus is on significant risks and big
numbers

© 2013 Grant Thornton UK LLP. All rights reserved.

Audit reporting

• Relationship with 'those charged with governance' (TCWG) is
important
• We will report to TCWG during the year:
– audit fee letter
– audit planning memorandum
– ISA 260 report on accounts and vfm conclusion
– annual audit letter
• It’s a two way on-going conversation

© 2013 Grant Thornton UK LLP. All rights reserved.

A collaborative approach to added value

Grant Thornton's
Healthcare Board

Grant Thornton
Advisory Services
What next?
• We will meet with you to
discuss how we make a
difference
• Thought leadership &
sector development
• First class service

About the Firm
• Largest supplier of external
audit services to the Audit
Commission
• Track record of working with
Trusts & health bodies
• Wide range of services to
help Trusts navigate change

Added
value

Local audit team
•

'Best of Both Worlds'
• Experience & knowledge
of Commission colleagues
• Private sector skills
• Deep sector knowledge
• Fresh perspective

© 2013 Grant Thornton UK LLP. All rights reserved.

What is different about us?
• It's all about approach
• Award-winning experts in
tax & advisory services
• Your agenda is key

Local NHS
Commissioning
knowledge

Fresh thinking – the value of our external audit

Why you can have confidence in us
Substantial award winning healthcare practice

Sharing knowledge and ideas from our experience

Able to offer a wide range of support

National Healthcare Board to co-ordinate our expertise

Significant experience of the Healthcare/
Social Care sectors

Professional, technically sound, providing rigour
and challenge

Tailored briefings and updates on key sector issues
Commercial and performance improvement experience
and support
National perspective
FT audit and advisory services, relationships and
influence across the public sector

Audit Commission
Cooksey Award 2010 - VFM auditing
Read Award winner for the multi-supplier
'Specialised Commissioning Auditors'
Group'

Health Investor Adviser
of the Year
2009 & 2010

© 2013 Grant Thornton UK LLP. All rights reserved.

Full service offering, including tax, performance
improvement
Largest provider of public sector audit bringing you
networking, benchmarking, research and influence
Best practice in governance and public reporting, CIP
reviews and PFI advisory

Auditor of the Year
(Large Six) 2011 & 2010

Accountancy Age
Awards 2010
Audit Team of the Year
(Not for Profit Team)

Best Graduate Induction
Association of Graduate Recruiters
(AGR) Awards 2011

Summary

•
•
•
•
•

External audit is a statutory function
Grant Thornton are the CCG's auditors until 2016/17
Audit is risk based
Relationship with the Audit Committee is important
Understanding your business and adding value

© 2013 Grant Thornton UK LLP. All rights reserved.

© 2013 Grant Thornton UK LLP. All rights reserved.

WIRRAL DEMENTIA STRATEGY
Agenda Item:

3.4

Reference:

Report to:

Governing Body

Meeting Date:

Lead Officer:

Christine Campbell, Chief Officer - WGPCC

Contributors:

Dr Peter Arthur – Wirral CCG GP Lead for Dementia

Governance:

Link to
Commissioning
Strategy
Link to current
governing body
Objectives

Summary:

GB13-14/010

Dementia

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

The Wirral Dementia Strategy Group is a subgroup of the Mental Health
QIPP team. It has been working with its constituent members to devise
a Wirral Dementia Strategy that sets out how Wirral commissioners and
providers will work together over the coming three years to meet the
requirements of the National Dementia Strategy.
The Strategy is in draft format as we are still gathering feedback from
stakeholders, and w ould like to consult with patients and publ ic during
Dementia Awareness in late May 2013. It will be a public-facing and an
iterative document that will be updated on at least a quarterly basis, and
will therefore provide any member of the public or professional colleague
with a c urrent position of Wirral’s progress against national and l ocal
plans to improve the care of people with Dementia.
The Governing Body is asked to note the development of the Strategy to
date, and the issues raised.

Recommendation:

To Approve
To Note

x

Comments
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Next Steps:

The Dementia Strategy Group will continue to discuss the content of the Strategy
with professional stakeholders, and will launch the strategy as an iterative,
consultation document in time for Dementia Awareness week, commencing 19th May
2013.

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

An investment plan will be developed alongside the Strategy, which will
highlight any areas that will require additional investment in order to move
forward. Any proposals for additional investment will be brought to the CCG
for approval using existing agreed mechanisms.

Value For Money

Specific workstreams within the Strategy will contribute towards the Wirral
CCG QIPP Plan

Risk

If Wirral does not have an agreed Dementia Strategy in place there is a risk to
its ability to meet the objectives of the National Dementia Strategy, and
specifically to comply with the requirements of the NHS Operating Framework.

Legal

N/a

Workforce

The Strategy has identified several areas in which workforce will be supported
to care for patients with dementia in line with national guidance.

Equality &
Human Rights

The Strategy highlights groups of patients who may require specific focus in
order to reduce any health inequalities, for instance, patients with a learning
disability with dementia, and patients that live alone.

Patient and
Public
Involvement (PPI)

Patients have been engaged so far through the Wirral Dementia Forum. The
draft Strategy will be launched for public comment during May, and is intended
to be an iterative document.

Partnership
Working

The Strategy represents a joint approach to dementia planning between
commissioners, and health and social care providers. Its development, and its
future monitoring, will be overseen by the Dementia Strategy Group, which
comprises representatives from a wide range of stakeholders.

Performance
Indicators

Progress of work against Strategy will be monitored through the Dementia
Strategy Group.

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

Wirral Dementia
Strategy

Agenda Ref

Clinical Strategy
Group

30 April
2013

Members are being asked to note the
strategy and provide any feedback.

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 Clinical Commissioning Group
Wirral Dementia Strategy
Introduction
1.

This paper provides an update to Governing Body members on t he development of a Wirral
Dementia Strategy. I t also provides assurance on the steps being taken locally to meet the
national recommendations and requirements in relation to dementia commissioning.

National Strategic Context
2.

Dementia is a growing national problem; the Alzheimer’s Society has estimated that:
•
•

3.

by 2021 there will be one million people with dementia in the UK;
1
this is expected to rise to over 1.7 million people with dementia by 2051 .
In recognition of this growing population and the anticipated demand on health and social care
resources, dementia is a nationally driven agenda. There are a number of national documents
that provide guidance to commissioners and providers; these include:

•
•
•

2

The National Dementia Strategy , produced by the Department of Health in 2009, sets standards
for dementia care across 18 areas, including improving diagnosis, access to crisis care, and end
of life care for people with dementia.
3
In 2012, the Prime Minister’s Dementia Challenge was launched, which aims to expedite action
against the dementia strategy, acting as a ‘call to arms’ to organisations to prioritise dementia
care in their planning agendas.
4
In April 2013, NICE produced a Quality Standard for supporting people to live well with Dementia
(QS 30), which is in addition to existing NICE Quality Standard for Dementia care, and the NICE
5
Dementia Pathway

National Requirements
4.

The NHS Outcomes Framework for 2013/14 will monitor the rate of dementia diagnosis in each
area, and will expect each CCG to produce a p lan in 2013/14 and 2014/15 on how it plans to
increase diagnosis rates, with a clear trajectory for each financial year. This has been taken into
account within the proposed Wirral Dementia Strategy, but also in a separate workstream, which
is detailed below, and which will form the basis of the Wirral CCG plan for this area.

Local Context
5.

According to the Joint Strategic Needs Assessment (JSNA), the rate of dementia in older people
6
in Wirral will increase by 19% between 2011 and 2020, and rates will increase by 55% by 2030 .
Given this anticipated increase, and the national focus on dementia, it has been highlighted as a
7
key priority within the NHS Wirral CCG Strategic Plan .

6.

The Dementia Strategy Group has been established as a s ubgroup of the Mental Health QIPP
team, and is chaired by Dr Peter Arthur, the Wirral CCG lead for Dementia. Three meetings of the
group have now been held and have been very well attended, with representation comprising
primary care, acute care, voluntary sector, social services, and the mental health trust.

1

http://alzheimers.org.uk/site/scripts/documents_info.php?documentID=412
https://www.gov.uk/government/publications/living-well-with-dementia-a-national-dementia-strategy
3
http://dementiachallenge.dh.gov.uk/
4
http://guidance.nice.org.uk/QS30
5
http://pathways.nice.org.uk/pathways/dementia
2

6

http://info.wirral.nhs.uk/document_uploads/Downloads/6.%20Older%20People%20July%202012%20FINAL%20FI
NAL.pdf
7
http://www.wirralccg.nhs.uk/About%20Us/our-strategic-plan.htm
Wirral Dementia Strategy
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7.

Dementia is a condition that has implications for health and social care, and requires collaboration
between all stakeholders to minimise duplication, and to make the best possible use of limited
resources. One of the National Dementia Strategy objectives for each health economy is to have
a joint commissioning strategy for dementia. As such, it is an area in which we have been keen to
promote integration as much as possible. T he Dementia Strategy is therefore not a doc ument
that will be owned by the CCG alone, but by all partner organisations, and has been developed on
the basis of joint-working from the outset.

Development of the Wirral Dementia Strategy
8.

Members of the Dementia Strategy Group were keen that there is a document that encapsulates
all that we are doing on the Wirral to meet the objectives of the National Dementia Strategy. It will
capture what is being planned both on a national and on a local basis, in order that anyone with
an interest in this area is able to understand what people with dementia, and their carers and
families, can expect.

9.

The document itself has been developed by the CCG but has had i nput from the Dementia
Strategy Group, NHS Wirral CCG Executive team, and the Wirral Dementia Forum. The Wirral
Dementia Forum is a gr oup that is chaired by the Wirral Alzheimer’s Society, and pr ovides a
forum for patients, carers, and t hose with an interest in dementia, such as the Older People’s
Parliament, to come together and inform the strategy through real patient experience. The Chair
attends both the Strategy Group and the Forum, acting as the liaison between both.

10.

In its current form, it captures those activities that have been brought to the attention of the CCG.
However, in order to ensure ownership from partner organisations, the CCG lead for Dementia will
be meeting with representatives from these organisations over the coming weeks to ensure that it
accurately reflects each partner’s role and objectives.

11.

Furthermore, it is vital that the Strategy has sign-up at a s enior level, in order that the work is
prioritised and resourced appropriately. As such, following its path through the Governing Body, it
is proposed that Dr Arthur and Dr Mantgani, as Chief Clinical Officer of the CCG, formally writes to
the Chief Executive of our key provider partners, in order to present the strategy and request their
formal sign-up to the areas for which they have been assigned responsibility.

12.

The Strategy itself is included as Appendix One. I t has been RAG (red amber green) rated to
indicate progress in each area, and indicative timeframes for achievement have been assigned.
The CCG is working with the CSU Communications team in order to improve the presentation of
this document, and so comment should focus on its content at this time.

13.

A progress column has been added that tries to capture progress against each area where this is
currently known. As work is ongoing to understand the full range of activities across providers,
this principally focuses on progress made by the CCG. It is intended that this column is removed
from the final public version of the document and is used as an internal tool for monitoring
progress.

Consultation on the Strategy
14.

Dementia is an area that will touch most of us either directly or indirectly at some point in our lives.
It is therefore imperative that we are proactive in describing the level of work that is going on in
this area, in order that no one feels alone in managing or supporting someone else to manage this
th
condition. As such, it is proposed that National Dementia Awareness week, 19 – 25 May, is used
as an opportunity to promote the Strategy and gain feedback as far as possible. This will include:
-

Promotion via Consortium Patient Groups during this week and the surrounding weeks
Promotion on CCG and Consortium websites
Advertorial in local press in collaboration with Wirral Alzheimer’s Society, highlighting the need
to visit the GP with any issues regarding memory, promoting the range of support available
following diagnosis, and directing people to the website to view the strategy online
Campaign on the NuMed screens within GP Practice waiting rooms
Copies of the Strategy available at Alzheimer’s Society events being held across the Wirral
throughout the week

Wirral Dementia Strategy
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15.

Whilst there will be some key workstreams that will not change, the Strategy will be an i terative
document, that will be s haped with the development and i mplementation of national initiatives,
and schemes that are developed to meet specific local need.

Improving Diagnosis Rates
16.

As described in section 4, the CCG will be expected to set trajectories for an increase in diagnosis
rate, and will be held to account against this by NHS England through the National
Commissioning Board.

17.

As at January 2013, the number of patients diagnosed with dementia on GP Practice registers
was 2110. Work is being undertaken using the recently published Dementia Prevalence
Calculator to determine the gap between actual and predicted prevalence of dementia; however,
at last calculation, the JSNA states that only 43% of our expected dementia prevalence is actually
recorded on GP Practice systems as a diagnosis of dementia. This means that a large number of
our patients may not be receiving the appropriate care for their condition, and that one of the key
areas of focus needs to be to increase our diagnosis rate.

18.

A team representing NHS Wirral CCG was successful in gaining a place on the NHS Northwest
Leadership Academy Leadership for Integration programme. S ince Autumn 2012, Dr Peter
Arthur, Dr Anushta Sivananthan (Medical Director for Cheshire and Wirral Partnership Trust, and
Old Age Psychiatrist), and Christine Campbell, acting as dementia lead for Wirral CCG, have
been working on a plan that aims to increase diagnosis rates over the next three years.

19.

It is hoped that this plan will form the basis of the plan required for the NHS England Outcomes
Framework; it includes the following:
-

-

Practices to sign up to national Directed Enhanced Service, in which GP Practices are to offer
a brief memory assessment to people in identified ‘at risk’ groups;
Capacity modelling being undertaken at the Wirral Memory Assessment Service to ensure
that the service is able to manage an anticipated increased number of referrals, and that
patients have a formal assessment within eight weeks of referral from their GP;
Dementia awareness campaign will be run through television screens with GP Practices,
encouraging people with concerns regarding their memory, or that of a f riend or family
member, to visit their GP;
National Dementia CQUIN, requiring all patients aged over 75 admitted to hospital to have an
assessment of their memory;
Local Dementia CQUIN, which will require the acute trust and m ental health trust to work
together to put in place a resource on named wards that will pick up those that are identified
through the national CQUIN, and develop a care plan for the patient whilst in acute care, and
also a discharge plan to ensure that the patient is discharged into an environment that will be
suitable for their needs, avoiding long term care where possible. The providers will also be
required to follow any initial assessment of memory problems through to a referral for formal
diagnosis;
Local Dementia CQUIN within the Community Trust, requiring frontline nursing staff to have
dementia awareness training, and to work with the CCG and acute trust to develop a pathway
from those displaying initial signs of memory loss through to formal diagnosis;
Contract between Local Authority and care homes is being revised to include training for staff
on identifying signs of dementia, and the development of a facility for undertaking dementia
assessments both in care homes, and in people’s own homes, if it is not possible for people to
attend the Memory Assessment Service.

20.

It will be important to measure the impact of each scheme carefully, in order to understand which
schemes are most effective in terms of value for money and, most importantly, on ensuring that
there is a direct impact on increased rates of diagnosis.

21.

The CCG is undertaking a piece of work to understand the requirements under the NHS
Outcomes Framework, and we are confident that the work undertaken with the Leadership
Academy and through the Strategy Group will place Wirral in a prominent position in terms of the
progress made to date, and t he clear strategy for meeting national requirements and
recommendations.

Wirral Dementia Strategy
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Issues Identified
22.

It is clear through mapping undertaken by the Dementia Strategy Group that there are already
significant resources invested in dementia care and support. T he Strategy Group is supporting
organisations to work together to ensure that we can make the best use of what is available, and
that information for patients and staff sets out the full range of services. However, there are gaps
identified that may require additional resources, such as access to fast and responsive crisis care,
and increasing capacity within the Memory Assessment Service. David Miles, Senior Contracts
Accountant for the CCG, is a member of the Dementia Strategy Group and will be working closely
with any project leads to ensure that any service developments are in line with available
resources.

23.

Whilst delivery of the Wirral Dementia Strategy is a joint responsibility between organisations, it is
important that there is ownership and support by the CCG to achieve the intentions within the
CCG Strategic Plan, and also to co-ordinate the activities of our partners. The CCG will need to
ensure that there are sufficient resources, at an executive level, project management time, and
clinical leadership, to ensure that momentum is maintained and that the Strategy is delivered.

24.

The CCG Long Term Conditions group is leading on a programme of work has some implications
for dementia care, and it is important that both groups fully understand each other’s remit, to avoid
duplication. The CCG Operational Team, and the Dementia Strategy Group, have requested a
presentation on t he Long Term Conditions project aims and pr ogress, in order that this may be
more fully understood.

25.

One of the key objectives of the National Dementia Strategy is in relation to carers – both in terms
of identifying carers and p roviding information relating to dementia, but also in meeting carers’
own health needs. T he CCG will need to identify a clear lead for carers and w ork with other
agencies to develop a carers’ strategy.

Conclusion
26.

Significant progress has been made on the Wirral in relation to Dementia care. H owever, the
national focus on this area, and the growing population of elderly people, highlights that there is
significant work to be done. It is hoped that this is captured as far as possible within the Wirral
Dementia Strategy.

27.

The CCG is asked to note:
- the Dementia Strategy in its current format, and t he work that is planned to ensure
that it is the product of health and social care, and commissioner and provider,
collaboration
- the development of an initial plan as to how the CCG intends to increase its diagnosis
rate of dementia
- the issues identified for future consideration.

Next Steps
28.

The CCG will proceed in promoting the Dementia Strategy as outlined within this paper,
concentrating around National Dementia Awareness Week.

29.

The CCG will formally write to the leads of our partners in the Strategy to ensure sign-up at an
executive level.

30.

The Dementia Strategy Group will continue to have ownership of the strategy document, and will
update this in line with feedback gained from public and stakeholders, and with emerging national
guidance.

Christine Campbell
Chief Officer – WGPCC
CCG Executive Lead for Dementia
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National Dementia
Strategy Aims

Local Actions

Timescale

Progress as at April 2013

What will we do? We will:
1. Improving public and
professional awareness
and understanding of
dementia

• Promote Dementia awareness through
existing engagement mechanisms, such
as patient groups, provider websites,
television screens in GP Practices, leaflets
in clinical settings, Twitter etc
• Dementia awareness training for health
front-line staff in main community, mental
health and acute care providers, and
review its effectiveness on an ongoing
basis.

• Dementia awareness training for care
home staff
• Dementia awareness training for health
front-line staff in other health providers,
and review its effectiveness on an ongoing
basis.

2. Good-quality early
diagnosis and intervention
for all

• Take part in the National Dementia
Friends scheme once launched. The aim
of this scheme is to train one million
people as "Dementia Friends" by 2015, to
help boost volunteering, education and
support for the growing number of people
with dementia.
• Look into the development of a register to
keep a record of all individuals with a Mild
Cognitive Impairment and those at risk of
dementia across Wirral

On-going

On-going in Wirral Hospital
Trust, Community Trust and
Cheshire and Wirral
Partnership Trust

Contractual requirement in
place by July 2013. Will
need to monitor this
throughout the term of the
contract.
Seek to include dementia
awareness training as a
requirement in health
contracts by April 2014
Each strategy stakeholder
organisation to have
attended Dementia Friends
training by end of 2013, with
a clear plan for how this is
to be disseminated within
each organisation.
Development of Register to
be reviewed during
2013/14, and in place by
April 2014 if considered
appropriate.

Lots of awareness raising is taking
place by the CCG and other
organisations, but this is ad hoc and
not centrally co-ordinated currently –
want to develop communications plan
and measure its impact
Rolling programme of training in place
for GPs, Practice Nurses and
administrative staff
Wirral Hospital Trust, Community Trust
and Cheshire and Wirral Partnership
Trust have a rolling programme of
training in place
Proposals being gathered for care
home contract training requirements.
To be agreed during May 2013
Will start reviewing specifications in
13/14
The CCG is working with Alzheimer’s
Society to deliver a session locally as
currently the nearest session to the
Wirral is in Leeds. This will be
promoted to all provider staff, led by
the CCG.
Need to discuss what this will look like
– the Dementia Strategy Group will
consider taking this forward.

1

Wirral Dementia Strategy
National Dementia
Strategy Aims

Local Actions

Timescale

Progress as at April 2013

What will we do? We will:
• Encourage GP Practices to sign up to the
enhanced service for dementia diagnosis
– there is a national (optional) scheme
where practices are incentivised to assess
patients over 60 for dementia and refer if
appropriate

All Wirral GP Practices to
sign up by September 2013

Scheme has just been launched to
practices. Will need to promote via
Consortia to maximise sign-up.

• Make sure all of our services work
together and follow a pathway from
assessment to diagnosis.

Pathway must be in place
by September 2013.

Hospital and mental health trust have a
contractual requirement to develop a
pathway from assessment to diagnosis.

We will agree additional
capacity required with the
Memory Assessment
Service by September 2013
and monitor throughout the
year.

The CCG is undertaking modelling
work to work out what extra demand
there may be, and what additional
resources may be needed to support
this.

Ongoing

The Memory Assessment Service
offers an information pack to patients
upon diagnosis. All patients and carers
receive the offer for a referral to the
Alzheimer’s Society, where
standardised information and support is
offered.
Rolling programme of training in place
GP Practice staff.
Need to monitor uptake of this.

• Ensure the Memory Assessment Service
is staffed appropriately to ensure that all
patients are assessed within realistic
timeframes. We intend for patients to
receive their first appointment within 8
weeks of referral to the service.
3. Good-quality information
for those with diagnosed
dementia and their carers

• Ensure all information, leaflets and
documents that are issued after a
diagnosis detail the same information and
advice.
• Provide training to all Wirral GP Practices
and their staff so they are aware of how
best to support patients with dementia
• Work with the Local Authority - Department
of Adult Social Services, to explore and
improve the availability of information on
dementia in care homes to support staff,
individuals and their carers/family.

Ongoing

Contractual requirement in
place by July 2013. Will
need to monitor this
throughout the term of the
contract.

Proposals being gathered for care
home contractual requirements. To be
agreed during May 2013
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Wirral Dementia Strategy
National Dementia
Strategy Aims

Local Actions

Timescale

Progress as at April 2013

What will we do? We will:
4. Enabling easy access to
care, support and advice
following diagnosis

• Introduce a designated Dementia Adviser
role staffed by a member of the Alzheimer’s
Society. This role will be a single point of
contact for patients and carers for advice
and support. As this is a new role we will
review its effectiveness and benefits it may
bring.

• Continue to support and promote other
community resources – produce a directory
of what is available that could be held at
clinical and voluntary sector locations.

5. Development of
structured peer support
and learning networks

• Continue to support the Wirral Dementia
Forum to bring together all individuals and
stakeholders involved with dementia. This
will allow the discussion of key issues and
developments in both a professional and
patient/carer capacity.
• Develop a communications plan for the
Dementia Strategy Group, so that its
progress against the dementia strategy
may be shared with all interested
stakeholders.

Post to be recruited to by
May 2013

Dementia Adviser role in post. Meeting
will be held in May 2013 with the
Alzheimer’s Society to agree their
programme of work and agree how
people can access this post.

A directory to be in place by
April 2014

Many community resources available
but these aren’t consistently promoted.
Will start to address through Dementia
Awareness Week. A national directory
is being developed, for which we have
submitted local information, but in the
meantime we will look to develop
something locally. We have
undertaken an initial piece of work with
the Older People’s Parliament which
we will hope to build on.

Ongoing

Wirral Dementia Forum in place and
represented at Dementia Strategy
Group. Need to promote this further to
maximise attendance, along with other
peer support opportunities provided by
rd
the 3 sector, for instance, Age UK
Dementia Advocacy.
Need to develop communications plan
once Strategy is launched and agreed.

Communications plan to be
in place by September 2013
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Local Actions

Timescale

Progress as at April 2013

What will we do? We will:
6. Improved community
personal support services

• Have a good understanding of the needs
of the local population in Wirral for those
with dementia, in particular those with
dementia that live alone, and those with a
higher level of need such as those with
learning disabilities

• Work with Social Services to determine
the role that Personalised health budgets
could play in giving patients the support
they need in their own homes.
• Review existing day care and respite
options and facilities for patients with
dementia and their carers, to determine
if/how these can be improved in any way

• Promote provision of advocacy and peer
support services

Central database developed
at a CCG level by April
2014.

Will request Memory Assessment
Service to collect data postassessment and we will store this
centrally to build up profile of our
population with dementia. Need to
assess different places that information
is held and where there is potential to
share information for the benefit of the
patient.

Personalised health
budgets to be available from
April 2014

The CCG and Social Services will need
to determine who their leads are for
Personal Health budgets.

Needs analysis undertaken
and options to be reviewed
by end of December 2013

Wirral CCG continues to support
respite care at Sandhills, Hoylake
Cottage Hospital, and the Devonshire
Resource Centre, but this provision
needs to be reviewed to determine if
there are any gaps.

To form part of directory of
services developed by April
2014. Review of access to
these services to be
undertaken during 2013/14

Age UK and Alzheimer’s Society
deliver a range of advice and support,
including for those that live at home
alone, but we need to understand how
many of our patients access this, and
do more to promote this.
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Local Actions

Timescale

Progress as at April 2013

What will we do? We will:
7. Implementing the
Carers’ Strategy

• Work to promote and encourage carers to
identify themselves and register on the
carers’ register held at their GP Practices.
W work with health professionals to
proactively identify carers.
• Consider and support the health needs of
carers to maximise their health and
wellbeing. We will support GP practices
and health and social care providers to
achieve good quality processes for
assessing, identifying and meeting the
needs of carers.

• Acknowledge the pressured role that
carers undertake and in doing so we will
continue to support respite and short
breaks for carers to support their health
and wellbeing

All partners will need to work collectively to develop a carers’ strategy that
not only addresses the needs of people with dementia, but also those with
other health conditions.

• Provide training and education for carers
so they are aware of the needs of an
individual with dementia and can therefore
provide the appropriate personalised
support
• Ensure appropriate support is available for
carers who meet the Adult Social Services
- Fair Access to Care Services criteria with
consideration given to personal budgets
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Strategy Aims

Local Actions

Timescale

Progress as at April 2013

What will we do? We will:
8. Improved quality of care
for people with Dementia in
general hospitals

• Ensure that patients are assessed in a
timely fashion upon attendance at the
Emergency Department (A&E)
• Introduce the use of a symbol that is to be
used on a patient’s records to highlight
when a patient has been assessed and / or
diagnosis has been made, so all health
professionals are aware and can adapt
support accordingly in relation to their
needs around dementia.
• Hospital to set out who is responsible for
caring for patients with dementia and
develop quality care processes that
enhance care and patient experiences

Nationally mandated
deadlines throughout
2013/14

April 2014

• Establish a co-ordinated process between
the hospital teams and teams within the
community to ensure a patient is
discharged from hospital as soon as
reasonably possible and with minimum

Need to verify with acute trust how this
is recorded, and whether all staff
involved in the patient’s care can see
the outcome of this assessment.

Plans to be developed
during 2013/14

Dementia Champions in place on
named wards – need to work with
hospital to explore the role that these
champions are playing

Ongoing

The CCG has put a requirement in the
hospital contract to deliver dementia
awareness training on named wards.
The CCG needs to monitor the delivery
of this.
The CCG given the hospital and the
mental health trust a resource to
employ Dementia Liaison nurses
whose role will be to do a full
assessment of the patient’s needs
once they have been identified as
having potential dementia. The nurses
will then need to put a discharge plan
in place and make links with the
community to ensure that the patient
has the appropriate support in place
after discharge – to ensure that the
patient can return to their home in as
many cases as possible. The hospital
trust will be required to provide us with
an evaluation of this nursing scheme to

• Provide training for hospital frontline staff
for them to identify patients that show
possible signs of Dementia

• Acute Trust to ensure the needs of patients
with dementia are recognised at point of
discharge or before, so the required
support can be put in place to support their
discharge and ongoing needs whilst living
in the community.

National scheme in place to require
hospital to assess all over 65s admitted
through A&E for signs of dementia.
The CCG will monitor delivery of this.

Nationally mandated
deadlines throughout
2013/14
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Local Actions

Timescale

Progress as at April 2013

What will we do? We will:
disruption to the provision of their care and
support needs. This will also include
support from the Local Authority –
Department of Adult Social Services as
required
9. Improved intermediate
care for people with
dementia

• Review access for patients with dementia
into intermediate care – to support patients
in their own home or in a care home
setting. This will also include reviewing
access to reablement services for dementia
patients which support patients to regain
and maximise their independence after a
spell in hospital or illness. This will
highlight where there may be gaps or
difficulties in dementia patients accessing
such services that we will address
• Provide training for staff working within
intermediate care settings to effectively
support and manage patients with
dementia

10. Considering the
potential for housing
support, housing-related
services and telecare to
support people with
dementia and their carers.

• Explore the options for using Telehealth
available for patients with dementia to
determine the potential value this can bring
to patients
• Explore the options for using
Telecare/Assistive Technology to allow
patients to live with a greater level of
independence in their own home. We will
also explore the use of Telecare in the form
of ‘Lifestyle Monitoring’ which can be used
to build patterns of daily activities for
patients who live independently so the

Proposal to be presented to
CCG by September 2013,
with a view to gaps being
addressed by April 2014

determine if it’s something we can
continue with into future years.
We need to establish a management
lead from the CCG who can ensure
that this is on track, and make sure
Social Services is linked into this.
Need to consider a stepped care model
for dementia as currently there is no
‘crisis’ support available. This could be
a development of the Admissions
Prevention Service commissioned by
the CCG.

Review of training to take
place by end of 2013

Intermediate care contracts and
provision will need to be reviewed to
determine level of training given to
staff, and if this is in line with national
recommendations.

Work ongoing in 2013/14

One of the prequalification criteria for
access to National CQUINs was for
providers to produce a plan to increase
the use of assistive technology. As yet
it is unclear on the implications for
dementia care.
The CCG has allocated resources to its
consortia to develop proposals in
relation to telecare, which may include
dementia.
This will need to be considered by the
Local Authority and within the Carers’
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Timescale

Progress as at April 2013

What will we do? We will:
appropriate level of care can be provided

Strategy.

• Explore the use of Telecare/Assistive
Technology to reduce the stress and
anxiety of carers by supporting them in
their caring role.
11. Living well with
dementia in care homes

• The Local Authority – Department of Adult
Social Services to develop ways for
improving the management of dementia
within care homes in Wirral, to enhance
the support, experiences and outcomes
for individuals. Such developments will
include:
- The introduction of a quality standard
for care homes to allow the
assessment and ongoing review of
quality in each care home in regards
to how they personalise both the
care home environment and the care
given to people with dementia

-

-

The development of a rolling
programme of Dementia Awareness
training and dementia management
training for all care home staff.
To continue to review the prescribing
of anti-psychotic medication to
ensure it is used appropriately and
only when necessary

To be explored during
2013/14

Contractual requirement in
place by July 2013. Will
need to monitor this
throughout the term of the
contract.
Rolling programme of
training in place by
September 2013

No progress has yet been made in this
area to our knowledge, although we
are working together to ensure there
are contractual requirements regarding
minimum standards of care for
dementia care, and to ensure provision
meets NICE guidance and national
recommendations, within care home
contracts

Proposals being gathered for care
home contract training requirements.
To be agreed during May 2013
The CCG medicines management
team has an excellent track record of
delivering training to care homes on
anti-psychotics and is currently
developing this into a rolling
programme, with built-in evaluation.
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Timescale

Progress as at April 2013

What will we do? We will:
-

12. Improved end of life
care for people with
dementia

To support applications for National
Care Home Grants to assist care
homes to tailor spaces and rooms to
overcome common problems
associated with dementia such as
wandering and anxiety, and enable
people to move around safely without
confusion, thus providing better
outcomes for individuals with
dementia

• Ensure care for those nearing the end of
life journey is incorporated into all dementia
care pathways and processes, to allow the
smoothest possible process for both the
patient and their carer/family.
• Ensure training given to relevant staff
involved with dementia care is sufficient to
enable them to identify when a person is at
end of life so they can provide the most
appropriate end of life care to individuals

13. An informed and
effective workforce for
people with dementia

• Develop a rolling programme of training for:
- Clinical and non-clinical staff across
all teams involved with dementia
care, to recognise the signs for
dementia and have the appropriate
knowledge for those already on the
dementia pathway
- Clinical staff, across all teams
involved in providing care for people
with dementia, including the services
provided by or on behalf of social
services on the effective
management of patients with

Grants will be given
nationally and will set
deadlines for
implementation.

The CCG and Local Authority jointly
submitted £1m worth of care home
grant applications, specifically for
improvements for dementia care
facilities, and are currently awaiting the
outcome.
Two homes were successful in their
application.

Pathway will be reviewed
during 2013/14 to ensure
there is specific
consideration given to end
of life processes.

There is no discrimination between
patients with and without dementia in
application of the End of Life pathway.
However, dementia pathway will be
reviewed to determine if improvements
are to be made.

Rolling training programme
will continue to include end
of life care planning.

End of Life care planning is
incorporated into all training provided.
Advanced Care Planning is discussed
with patients and carers by the
Alzheimer’s Society following
diagnosis.
Rolling programmes are in place but
these need to be evaluated to measure
their effectiveness and to ensure they
are in line with latest guidance.

Rolling programmes of
training will continue to be
evaluated during 2013/14.
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Progress as at April 2013

What will we do? We will:
dementia
• Evaluate the impact of this training
programme on an ongoing basis
14. A joint commissioning
strategy for dementia

15. Improved assessment
and regulation of health
and care services and of
how systems are working
for people with dementia
and their carers
16. A clear picture of
research evidence and
needs.

• Ensure that all relevant stakeholders with
an interest in dementia are given the
opportunity to see a draft copy and to
provide feedback on the strategy prior to its
launch. We will also ensure that all
stakeholders will have an ongoing
opportunity to provide feedback following
its launch to aid progress and review of the
strategy
• Adhere to all national guidance to ensure
that all services involved in supporting
people with dementia meet the defined
quality standards. All dementia services
will be monitored closely through
established systems to ensure they are in
line with the national guidance.
• Continue to collect data on the health
needs of Wirral residents and review
Wirral’s current Needs Assessment (Joint
Strategic Needs Assessment - JSNA) in
relation to dementia. This local needs
assessment, in addition to national
information, will be used to inform
decisions on shaping and developing
services further
• Gather and act upon various forms of
performance information in the form of
statistics and actual feedback from patients
and carers

Strategy to be launched to
stakeholders during May
2013 and to be reviewed
quarterly.

Stakeholders and patients have been
given the chance to feed into this
strategy via the Dementia Strategy
Group and the Dementia Forum.
However, we now need to develop a
project plan that assigns responsibility
to each relevant party, to be monitored
on a quarterly basis by the Dementia
Strategy Group.

Ongoing

We monitor all services that we
commission as a CCG to ensure high
quality standards of care. However,
the national Care Quality Commission
will be responsible for external and
independent assessment.

Work to improve JSNA and
evidence-base during
2013/14

We know that there is a lot of
information out there that we do not
share with each other, and that we
could make better use of. We need to
undertake a scoping exercise to find
out where, what and how information
about people with dementia is
captured, and look to see how we can
bring this together centrally to develop
a Wirral-wide information resource.
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Timescale

Progress as at April 2013

What will we do? We will:
17. Effective national and
regional support for
implementation of the
Strategy.

• We will work with the regional Mental
Health, Dementia and Neurology network
to ensure there is two-way dialogue

Ongoing

CCG representative has met with
Network lead for Dementia and they
have been invited to become a
member of the Dementia Strategy
Group
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WIRRAL GP COMMISSIONING CONSORTIUM
EXECUTIVE BOARD MEETING
Minutes of Meeting
Tuesday 19th March 2013, 7pm
Nightingale Room, Old Market House
Present:

John Callcott
Christine Campbell
Dr Denyse Kershaw
Dr Andy Lee
Dr Hannah McKay
Dr Abhi Mantgani
Dr John Oates
Ann Riley
Eddy Shallcross
Emma Shanks
Dr Pankaj Srivastava

(JC)
(CC)
(DK)
(AL)
(HM)
(AM)
(JO)
(AR)
(ES)
(ESh)
(PS)

Non Executive Advisor
Chief Officer
GP Lead
GP Lead
GP Lead
Clinical Chief Officer – Wirral CCG
Chair
Nurse Member
Patient Council Chair
Senior Consortia Accountant
GP Lead

(CD)
(ME)
(AF)
(KH)
(PM)

Commissioning Support Manager
Cancer Lead
WGPCC Administrator
Commissioning & Engagement Support Manager
Commissioning Support Manager

In attendance:
Carol Diamond
Dr Maria Earl
Anita Fletcher
Kerry Hogan
Paul McGovern
Ref No.
WGPCC/EB/
12-13/0081

Minute
1.1 Apologies for absence
Apologies were received from Dr Navaid Alam, Dr Akhtar Ali, Karen Hornby and Lysa Morton.
1.2 Declarations of interest
JO and AM declared an interest in item 3.1 as both practices have a contractual arrangement to
deliver this service. Due to this fact, JC would Chair the meeting for this item and present the
corresponding paper.
1.3 Public Comments/Questions
There were no members of the public present.
1.4 Minutes and Action Points of the last meeting
An amendment to section 2.3, paragraph 3, of the previous minutes was requested. The
wording should read “The Executive Board is requested to note the contents of the paper and to
review the COPD schemes in place in 2012/13 to inform commissioning in 2013/14.” Following
this amendment, the minutes were agreed to be a true record of the meeting.
Matters Arising
Admissions Prevention Service – Members were reminded that at the last meeting it had
th
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been agreed that the Consortium should continue to commission this service. S ince the last
meeting, changes had taken place whereby the current provider was no longer able to deliver
the service. An exit strategy is being put in place to bridge the gap in service and t he
Consortium is working quite urgently to put an interim solution in place. Practices were
reminded that they can still use the Social Care Fund.
Action Points
COPD – A COPD group has been set up to review all areas that are in place. Members of the
group have come up with various ideas which include:
• someone will be looking at data on behalf of practices.
• Mandatory training around spirometry will be provided to practices
• Support will be available from pharmaceutical companies
• Patient education events will take place and w ill focus on par ticular topics, for example
inhaler techniques
The main aim of this group is to look at other options that could be made available to practices if
the COPD Local Enhanced Service is not renewed. An update on this will provided at the
Clinical Leads’ meeting in May 2013.
1.5 Minutes for Noting
Executive Board Members noted and accepted the minutes of the Wirral Clinical Commissioning
Group Governing Body meeting which was held on 5th February 2013.

WGPCC/EB/
12-13/0082

2.1 Primary Care Mental Health Update
Members were advised that since the last Executive Board meeting where it had been ag reed
that an upda ted position would be pr oduced regarding the waiting time performance of
Peninsula Health LLP, significant improvement had been shown. Peninsula Health are now in
line with the IAPT target of 56 days from referral to first regular appointment and are meeting the
performance expected. There had been a slight change in performance which had been
queried with Peninsula and an answer was awaited.
The IAPT team had suggested that more patients should be put through step 2 rather than at a
higher step. It was also suggested that the provider should concentrate on interventions rather
than what step the patient is at.
The financial position will be reviewed against the performance of all three providers at the end
of Quarter 1 2013-14. With regards to reviewing the type of contract in place, the Contracting
team has advised that this cannot be r eadily done within a t hree year contract as this would
involve significant change to the contract and therefore could pose a high risk of challenge to
the Consortium. In light of this advice, a decision has been made to put the review on hold until
a formal review of the contract takes place prior to the end of the three year contract period is up
for renegotiation.
The referral to assessment period was highlighted and members were advised that it would be
more beneficial to the patient to be as sessed quickly. This will be s hared with Dr Ali when
information is received.
Executive members were advised that at the Clinical Leads’ meeting on 5th March, it was agreed
that additional investment into the Peninsula Primary Care Mental Health Service would not
address the issue. Therefore, it was agreed to consider a w aiting list initiative, and c onsider
pausing any new referrals into the Peninsula service whilst the provider manages and
significantly reduces its existing caseload. This is only an i nitial suggestion that would need
th
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further discussion with the provider and with the contracts team.
During the Clinical Leads’ meeting it had also been noted that any practice has the right to move
to another provider, with six months’ notice, should they be dissatisfied with the provider they
have commissioned.
A suggestion was made to consider diverting new referrals rather than pausing them. Practices
should look at those patients who have been waiting longer for specific reasons as to why this is
happening.
Choice and particular requirements of individual patients should be looked at; should additional
resources be made available to practices then the Consortium would not dictate the provider to
be used.
It was agreed that this item would remain on the risk register and would be brought to the next
meeting for a further update.
The Board members noted:
performance to date
the guidance received from the IAPT North West Regional Team
the longest waits
the update position regarding the recommendations set out in the February 2013 B oard
paper
• the outcome of the Clinical Leads’ meeting and consider the recommendation to explore a
waiting list initiative.
•
•
•
•

2.2 Teledermatology Service Update
Members were advised that this service had been introduced in July 2012 and had been
operational since November 2012. It is for Wirral GPCC practices to support GPs to diagnose
and manage common skin lesions presented by patients in primary care. The service enables
GPs to make an informed decision regarding the need to refer patients for treatment. Prior to
this service, GPs would refer patients to secondary care for a second opinion.
Board members were advised that all practices have been equipped with an iPhone 4s and a
Handyscope which are the equipment required to perform this service. The maximum waiting
time for a result is three days but is usually within 24 hours.
Data received from the Provider includes the type of lesion and the advice provided. To date
(November 2012-28th February 2013), 78 i mages have been t ransmitted by 19 GPs from 12
practices. Education and training has been provided with two practices requesting further
training following a presentation at a GP Forum meeting.
Although the service use is currently lower than predicted, the outcomes demonstrate that
potentially 17 patients requiring an urgent referral to secondary care could have been missed.
There has been no delay in the treatment of these patients at all.
The aim is to promote the service as much as possible; practices are asked to contact CD with
any queries or concerns. If required, CD will undertake practice visits to assist further. T he
Mole Clinic will be attending the PLT event in July 2013 to promote the service.
The Executive Board noted the update of the Teledermatology service.

th
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2.3 GP Macmillan Cancer/Palliative Care Facilitator Update
Members were advised that the GP Macmillan Cancer/Palliative Care Facilitator post was
secured through a s uccessful bid to Macmillan Cancer Support. Fun ding has been made
available for two years commencing in October 2011.
Dr Earl explained that she has been visiting Wirral GPCC practices and promoting the service.
In this role should has been able to engage with GP practices and s upport them to improve
early detection methods and improved ways of working, such as regular multi-disciplinary team
meetings. How GPs manage the two week rule is being looked at together with trying to stop
patients presenting at A&E.
Board members were advised that a cancer awareness event that had taken place at a Clinical
Protected Learning Time had been very helpful and well received. It was hopeful that further
events similar to this could be undertaken.
Members were informed that 13 practices had signed up for a cancer audit; Dr Earl would like
more practices to sign up but felt this number is good.
A Hospice at Home service has been set up; this is a Wirral-wide service and is currently being
piloted. This Consortium was the initial driver of this service which unfortunately has
experienced low numbers of referrals and has yet to include the crisis intervention that was
anticipated as a core part of the service.
One Board member explained that the impact of this role has been great following a visit to their
practice.
The quality initiatives that are ongoing were highlighted and m embers were advised that the
Wirral CCG Operational Group would like to identify another Facilitator to take this initiative
further forward.
All Board members were extremely supportive of the work undertaken by Dr Earl to date, and
she was thanked for all of her efforts in this role.

WGPCC/EB/
12-13/0083

3.1 Minor Injuries and Illness Service
Due to a conflict of interest declared in this proposal by the Chair and AM, the item was chaired
by JC. As his practice is the provider of this service, AM left the meeting for this item to ensure
an open discussion. JC felt that, as a subcontractor hosting the service, JO’s interests were not
sufficiently material to require him to leave the meeting; however, he i s unable to vote in this
item.
Members were advised that the Minor Injury and I llness Service was commissioned through
Miriam Medical Centre and del ivered at Birkenhead Medical Building and P arkfield Medical
Centre for 2012-13. The service commissioned was increased weekdays by two hours at both
sites, with a weekend and bank holiday service offered at the Birkenhead Medical Building.
Further resource was invested to increase the nurse capacity at both centres to meet and
manage the increasing demand for the service, and to satisfy issues of clinical governance.
The service commissioned has continued to grow year on year. 10,720 patients have been
treated by the end of Quarter 3 (December 2012) at both sites across all hours of operation and
14,300 patients are forecast to have been seen by the end of this financial year.
Patient usage patterns have remained fairly consistent since opening. The two biggest
recorded user groups of the service are still females 20-30 and children of both genders
th
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between 1-10 years, indicating that young families are the greatest users of the service. The
recording process of information has improved and the database is now 99% accurate for data.
The service is a Wirral-wide one; it is not just for Wirral GPCC patients. Whilst the majority of
patients seen are registered with Wirral GPCC practices, there is a growing and substantial
number of patients using the service registered to non-Wirral GPCC practices.
Following service evaluation, the only concern to be bor ne in mind is space restrictions and
access to more than one treatment room at Parkfield Medical Centre which has proved a
problem in deploying extra nurse capacity. Assurance has been given that this will be
addressed during April 2013.
The Executive Board supported three pilot projects at Holmlands Medical Centre, Kings Lane
Medical Practice and Moreton Health Clinic, which were all operational as of the end of January
2013. A full analysis of pilot project activity will be undertaken with quarter 4 end of year as part
of the regular data collection process; this will be shared in due course.
With regards to treatment outcomes, a level of expertise in wound management and complex
dressings is becoming prominent as part of the service model. By the end of quarter 3, over
2000 treatments related to skin and wound treatments, within this group 57% of episodes were
part of a follow up wound management process until discharge.
To date, positive feedback has been received in written format from a number of patients. A
review of urgent care services on the Wirral is currently being undertaken, and these services
will be taken into account as part of that.
PBR national tariffs were highlighted and based on a calculation of the actual cost of block
contract for 2012-13 (£403,000) divided by forecast number of patients treated during 2012-13
(14,300), the unit cost for treating patients is forecast at £28.18 per patient. This represents a
saving of at least £27.92 per patient should the patient have attended A&E rather than attending
the service.
The service continues to meet an i ncreasing demand and i s well used both locally and f rom
patients across the wider Wirral footprint.
If the Consortium did not continue to commission the Minor Injury and Illness service, there
would be a number of significant risks, which were outlined within the paper.
Based on the positive impact of the service, and considering all risks, the paper submitted to the
Board recommends that the Executive Board continues to fund Miriam Medical Centre to the
contract value of £403,000 to deliver the service for 2013-14 on t he same model developed
throughout 2012-13 at both Birkenhead Medical Building and Parkfield Medical Centre.
Given the large volume of activity attributable to dressings and chronic wound management, it is
recommended that an audit is undertaken of why patients are using this service for this purpose
with a v iew to determining if there is the need to commission additional capacity in this area.
This is of particular importance given imminent changes to the District Nursing specification, and
the removal of wound management and dressings clinics from this.
Executive Board members:
-

approved the commissioning of the Minor Injury service from Miriam MC, to be delivered
from Birkenhead Medical Building and Parkfield MC, for the financial year 2013/14, at a
total cost of £403,000, against the same specification in place as in 2012/13
supported a review of the use of walk-in and minor injury units for dressings and chronic
wound management
th
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3.2 Translation and Interpretation Services
Board members were advised that a Translation and Interpretation service for GP Practices is
funded by the Consortium, and the Locality before that. The Wirral Multicultural Organisation
provides this service to practices. The Wirral CCG Operational Group has asked for agreement
from each of the Consortia Boards to continue to fund the service on cost per case basis.
Funding for this is already built into the baseline figure of each Consortium. The request that
has been made is for current arrangements to be continued.
Members were advised that the other Consortia had approved this proposal. Board members
were supportive of this given the importance of supporting the growing ethnic minority
population.
A suggestion was made for someone from the service to update GPs on the service available; it
was deemed most appropriate for this to be either a GP Forum or Practice Members’ meeting.
The Executive Board members supported the proposal to continue to fund this service on a cost
per case basis.
3.3 Over 65s LES and Post Discharge Review
Executive members were informed that this paper reviews and ev aluates the on-going
performance and progress of the Over 65’s health check and post discharge review LES which
was approved in June 2012 with an end date of 31st March 2013. The paper recommends that,
due to the insufficient time available to practices to undertake the LES, and t he lack of
evaluation data available, the LES continues for a further nine months at which point it will be
fully evaluated. T his is not a r equest for additional finances but just an extension to the
timeframe that practices have to meet the target.
All member practices were offered an upfront payment based on number of patients whose 65th
birthday occurred before 1st May 2012; in total £654,988 was available to Practices with a total
eligible patient population of 22,380. The first set of data of practice performance for the over
65s review element for quarter three was not available until January 2013, with quarter four data
being available on 23rd March 2013.
A full evaluation of the post-discharge review element of the scheme would involve gathering
patient feedback and o nward referral data to determine if the scheme has picked up and
signposted patients whose conditions otherwise may not have been detected, or which may
have deteriorated. As yet this is not available.
On this basis, it is not considered that there is sufficient data to review the effectiveness of the
LES, or to expect practices to work towards the targets within the LES. I t is therefore
recommended that the deadline is extended for nine months to the end of December 2013, so
that most participating practices will have had a full year to undertake the LES.
The latest analysis has not demonstrated a significant change in the rate of hospital admissions,
however there have only been two months in which the rate of post-discharge reviews has been
measured against the rate of hospital re-admissions.
The Consortium will work with the Information Analysts to gather the necessary data to evaluate
the scheme to inform future commissioning options.
Executive Board members accepted the proposal to extend the deadline of the Over 65s and
Post Discharge review LES for nine months to the end of December 2013.
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3.4 WGPCC Executive Board Terms of Reference
Members were advised that the Executive Board has had its own Constitution, developed when
WGPCC was a pathfinder CCG. Now that the Federated CCG has its own nationally mandated
constitution, each Consortium has been asked to amalgamate its own terms of reference and
constitution into a new Terms of Reference, which would sit at the back of the CCG constitution.
CC and J O have worked on a doc ument for WGPCC, and t his has been circulated to Board
Members in advance to incorporate any comments. The latest version is enclosed within the
papers.
Attention was brought to the following areas and Executive Board members were advised that
these areas had been brought in line with the other two Consortia:
•
•
•
•

Merging Practices
Voting
Quoracy
Tenure

Lay membership would increase to include one ex tra member. The document does not state
how this member will be recruited but discussion will take place on this. Executive members
were advised that the Chair of the Patient Council was always the first representative of this
Board. A suggestion was made for the Patient Council to decide how this recruitment is
undertaken; the opinion of ES was sought.
ES gave the background of how Patient Council Executive members were recruited and felt that
the Patient Council/Patient Council Executive could discuss how to take this forward. Guidance
could be provided to the group on how the Consortium would like to see this done.
If there were no t akers for the post, the suggestion was made to use Numed when this is
installed at practices to promote the vacancy. T his may encourage more interest and i f not,
promotion could be made to practice patients further.
Executive members were informed that the next steps would be t o share the document with
member practices as they have responsibilities within the document which need to be agreed
and signed off. The document will be sent to practices for consultation before presenting again
at the Executive Board.
The Executive Board were in agreement that this is a very comprehensive document and were
happy with this way forward; any further comments should be raised with CC.
WGPCC/EB/
12-13/0084

4.1 Financial Budget 2012/13
Executive Board Members were advised that as at the end o f January 2013 (Month 10) the
Consortium was underspent by £649,000 which is an improvement in the position from the
previous month. This is mainly due to the reduction in the over performance on NHS contracts,
and prescribing underspends. Members were informed that the Wirral Hospital contract is still
overspent and is forecasting an overspend at year end.
At month 10, the year to date position for Wirral CCG is an overspend of £482,000 with a
breakeven forecast variance by year end. In month 9, a £675, 000 overspend was reported,
however with the support of the divisions this has been revised this month due to slippage
released by each of the divisions to help support to a breakeven financial position.
Members were advised that CC and E Sh will look at developing the financial report for next
th
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year. Extra data will also be included with the financial information with the report being a much
more detailed one. Praise was given for the current report available but it was felt that individual
practice performance data should be i ncluded in this report. The t otal 27 pr actices and how
they are performing should be detailed within this report which will give practices an insight into
how they are doing against performance.
A meeting between CC and the Information team would be taking place the following week so
any comments from Board members would be fed into this meeting.
Executive Board members noted the finance summary for the 10 month period April to January
2013.
4.2 Patient Council and Engagement Update
Members were informed that the meeting held on 12th March 2013 had been well attended with
the usual attendees, although the Chair of the Patient Council felt it would be good to see more
people attending meetings. Topics discussed were NHS 111, Wirral Rheumatology service
review and Wirral GPCC commissioning priorities for 2013/14.
Executive Board members were advised that a good list of email addresses had been obt ained
for the Virtual Patient Group; the Consortium is trying to engage with the wider group, and so
attendance at the meetings is by no means the only engagement work that is being undertaken.
The work being undertaken by Wirral GPCC on the ‘Your GP Needs You’ postcards has been
recognised by Wirral CCG and is now being extended to a Wirral-wide initiative.
Members were advised of concern that had been raised by patients around appointment letters
being received after the appointment had taken place, for Wirral Hospital Trust appointments.
The Consortium had been asked to arrange an audit to work with Patient Council members and
the Virtual Patient Group to collate information for this exercise.
Following discussion around DNA’s and letters received with minor changes to appointments, it
was agreed that the Chair of the Patient Council could write to Wirral Hospital Trust to express
concerns raised.
Action: ES to write letter to Wirral Hospital Trust expressing the concern of patients.
4.3 Executive Nurse Update
No update was given to Board Members at the meeting.
4.4 Practice Manager Update
No update was available as KH and LM were not present at the meeting.
4.5 Items for Risk Register
As the Primary Care Mental Health budget and waiting times were still a significant risk to the
Consortium, Members agreed that this should be kept on the risk register.

WGPCC/EB/
12-13/0085

5. Any Other Business
There was no other business discussed.
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6. Private Business
This section was discussed as private business.
7. Date and Time of Next Meeting
The date and time of the next meeting is Tuesday 16th April 2013, 7.00pm in the Nightingale
Room, Old Market House, Birkenhead.
Please send any apologies to Anita Fletcher on anita.fletcher@wirral.nhs.uk

The meeting finished at 8.45 pm
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WIRRAL ALLIANCE COMMISSIONING CONSORTIUM
EXECUTIVE BOARD MEETING
Minutes of Meeting
Thursday 7th March 2013
Civic Medical Centre, Bebington

Present:

Dr Mark Green (Chair)
Dr Helen Downs
Dr Richard Williams
Dr Bryan Conlan
Dr G Francis
Dr M Salahuddin
Iain Stewart
Allan Stewart
Debbie Marsden
Peter Macready

St Hilary Group Practice
Civic Medical Centre
Riverside Surgery
Orchard Surgery
Spital Surgery
Gladstone Medical Centre
Chief Officer
Practice Manager Member
Practice Nurse Member
Patient Engagement Group Chair

In Attendance:

Michael Roach
Allison Hayes
Sheena Wood
Paul Wormald
Emma Shanks

NHS Wirral Non-Executive Advisor
Executive Assistant
Commissioning Manager
Strategic Information Analyst, CWW CSU
Senior Accountant, CWW CSU

Ref No.
WACC/EB/
12-13/0047

Minute
Preliminary Business
1.1 Apologies for absence
Apologies were received from Dr I Camphor.
1.2 Declarations of interest
Dr Salahuddin declared his interest with regards to the Interpretation Service.
1.3 Minutes and Action Points of Previous Meeting/Matters Arising
The previous meeting held on 7th February 2013 were agreed as a true record of the meeting and
were proposed by Dr Conlan and seconded by Dr Downs.
Action Points – Please refer to the attached sheet.
1.4 Chair Report
Chair provided the group with an update from CCG Governing body business.
-

CCG authorisation progress - informed members of the importance of signing the
constitution. To-date, 59 practices out of 61 practices on Wirral have signed the CCG
constitution.

Chair informed the group of the CCG approach to AQP (Any Qualified Provider), and t hat the
AQP contract option will only be used when deemed beneficial to patients.
th
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Chair announced that the new CCG Head of Corporate Affairs is Mr Paul Edwards.
Chair updated members on recent CCG Operational Group meetings:
-

investment in support workers for the black and ethnic minority community is being
considered

-

A recent presentation on a system for managing referrals demand was considered discussion took place regarding the principle of secondary triage of GP referrals. Chair
sought views from members on whether they supported this method of referral
management support. Members determined that this method of support would not be
acceptable to member practices.

-

Members were informed that a proposal from Public Health Wirral for patient health
checks had not been agreed and a request for further work on the proposal prior to it
being re-presented to a future meeting.

-

A number of Local Enhanced Services have been agreed to continue in 2013/14.

-

Chair updated the group on the joint funding implications with the Local Authority and the
accountability of funding transferred by the CCG to the local authority. Chief Officer is
leading the development of a robust service agreement between the CCG and the Local
Authority for implementation in 2013/14.

-

CWW CSU will be appointing a new Client Relationship Manager for the Wirral area, with
effect from April 1st 2013.

-

CCG is funding 50% towards commissioning a 1 year service for supporting hospital
discharges for homeless people.

Discussion turned to how services are made available on the Choose & Book system. Chief
Officer explained that previously within the PCT there would have been a manager responsible
for maintaining the directory of services – it was no longer clear where this responsibility now lay
within the CCG. Action - Commissioning Manager to investigate and feedback.
WACC/EB/
12-13/0048

Items for Discussion
2.1 Future CWG/Board Meetings
Chair asked members to consider changing the scheduling of the CWG & Board meetings and
for them to be held as separate meetings.
Action – Chief Officer to produce a schedule and future meetings proposal for next
meeting.

WACC/EB/
12-13/0049

Items for Approval
3.1 Interpretation Service
Chief Officer informed the group on the paper for Provision of Interpretation & Translation
Services for Black Minority Ethnic Populations across Wirral Health Economy.
Members sought clarification around the language line service and the queried the total costings
detailed in the paper, Action: Chief Officer is to seek clarification and feedback at next
meeting.

WACC/EB/
12-13/0050

Items for Information
th
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4.1 Quality, Performance and Finance
Strategic Information Analyst provided an up date to the Board with regards to activity
performance by member practices to Wirral University Teaching Hospitals NHS Trust (WUTH).
Key areas to note are the top Outpatient procedures for the period between April to November
2012/13.
Members requested further data on the highest referring specialities and the patient identifiable
data be supplied to member practices for unspecified ECG tests; Ear Syringing and Dressings
procedures. Discussions took place on the expenditure associated with these procedures and the
need for improved understanding on the coding by the hospital for these procedures.
Action - Strategic Information Analyst to provide more information on referrals to member
practices

Finance
Senior Accountant provided the group with a report that set out the financial position for Wirral
Alliance Commissioning Consortium (WACC) as at the end of January (Month 10) within the
2012/13 financial year.
The Executive Board is asked to note:
•
•
•

the financial position as at the end of January 2013
the forecast outturn position for 2012/13 financial year (however noting the possible
variation between year to date position and forecast position)
the potential risks identified for 2012/13 financial performance

Members requested more information regarding the Spire Contract in terms of comparison to
same activity referred to WUTH.
Action – Senior Accountant to provide information around Spire Contract.
Further discussions took place on the underspend forecast for prescribing across the consortium.
4.2 Risk Register
Members discussed the current risks recorded. Risks to be included are:
•
•

Overspend within WUTH – impact on practices, failure to negotiate contracts
Capacity with regards to up-skilling and meeting attendances

Risks mitigated are:
• Investment in agreed projects being concluded by end March 2013
• Overall Forecast spend position as at end March 2013
Members also discussed the wording in relation to the risk identified with CCG authorisation and
the signing of the constitution – agreed for Chief Officer to amend.
WACC/EB/
12-13/0051

5.0 Minutes for noting
The minutes from the following committees meetings were noted:
-

Consortium Practice Manager Forum
Consortium Clinical Working Group
CCG Governing Body
Consortium Patient Engagement Group

Members agreed to fund the £60 registration fee to NAPP for all seven practice patient
engagement groups. The PEG AGM is scheduled to take place 20th March 2013.
th
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Discussions took place around financial expenses placed on individual PEGs and members
agreed for £1000 to be contributed to the Patient Engagement Group for 2013/14 to cover
associated costs of meetings and production of materials etc.
Action - Commissioning Manager to produce a paper to clarify what the funding can be
used for by the PEG.
A discussion took place regarding the Informal Governing Body minutes and the wording
regarding “encouraging patients to complain”. Action - Chief Officer to feedback members
views on appropriate wording.
6.0 Summary of Actions
Please refer to action points attached
7.0 Any other Business
No items were discussed
Private Business
Private business minutes recorded separately
8.0 Date and Time of Next Meeting
The date and time of the next meeting is Thursday 11th April 2013, 3pm at Old Market House,
Nightingale Room
Please send any apologies to Allison Hayes on allison.hayes@wirral.nhs.uk

17:05 pm meeting closed and Non-Board members left.
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Quality, Performance & Finance Committee
Minutes of Meeting Held on Thursday 28th February 2013
1.00 – 4.00pm
Room 539, Old Market House
Present:
Phil Jennings (PJ)
Mark Bakewell (MB)
Pete Naylor (PN)
James Kay (JK)
Lorna Quigley (LQ)
Paul Arnold (PA)
Abhi Mantgani (AM)

Chair, Wirral CCG
Chief Finance Officer, Wirral CCG
Chair, WHCC
Lay Member (Audit & Governance)
Chief Operating Officer, Wirral CCG
Deputy Director of HR, NHS Warrington
Clinical Chief Officer, Wirral CCG

In attendance:
Julie Stamper (JS)
Anne Farrell (AF)
Andrew Frith (AFrith)

Board Support Assistant (taking minutes)
Business Intelligence Lead, Wirral & West Cheshire Locality, CSU
Interim Director of Business Intelligence, CSU

Ref No

ITEM

QPF1213/052

PRELIMINARY BUSINESS

52.1

Apologies for Absence: Apologies were received from:-

ACTION

John Oates, Chair, WGPCC
Iain Stewart, Chief Officer, WACC
Simon Wagener, Lay Member (Patient Champion)
Christine Campbell, Chief Officer, WGPCC
Andrew Cooper, Chief Officer, WHCC
Shanila Roohi, Medical Director/Caldicott Guardian
52.2

Declarations of Interest: There were no declarations of interest.

52.3

Minutes of Previous Meeting: The minutes of 31st January 2013 were
agreed as a true record with the amendment to page 3; Performance
Report, 4th paragraph, should read “…consultant to consultant figures JS
have not dropped”.
1

Actions List from Previous Meeting:

QPF1213/053

•

42.1: Circulate to the members, a c opy of the letter sent to the
LQ/MB
Local Authority regarding budget cuts on 31st January.

•

46.1: The terms of reference for QPF have not yet been redrafted. MB to re-draft further to the comments/changes made at MB
the previous meeting. N eed to re-draft and email out for
comments and table at the next meeting.

•

48.8:
these are in the process of being established.
A
representative will be required to attend the Quality Surveillance LQ
Group meetings.

ITEMS FOR APPROVAL

No items for approval
QPF1213/054

ITEMS FOR DISCUSSION

54.1

Performance Reports: LQ presented the performance reports and
welcomed to the meeting Anne Farrell and Andrew Frith from Cheshire &
Merseyside CSU Business Intelligence. This was as an action from the
previous meeting to invite representatives from Business Intelligence to
discuss the business continuity and the new quality reports.
AF explained how the data is collected and how the trajectories are
calculated to ensure the information is contextualised on t he reports for
the committee.
Positive feedback was received from the members of the committee. I t
was suggested that separate and combined reporting will be undertaken
for future meetings.
LQ highlighted exceptions on the reports these included:
•

•

•

Excessive waiters –this is the first time that information has been
presented to the committee in relation to 26 week waiters. T his
will now be given attention and include explanations in relation to
the excessive waiters.
Stroke & TIA – this has been a constant challenge for the Trust,
due to the service delivery model that is operational. It was noted
that the Trust does perform well against the sentinel stroke audit.
Copy of this report to be sent to committee members.
Over 52 week waiters there are 3 patients who have been waiting
over 52 weeks for treatment. 2 are waiting at Alder Hey and 1
patient waiting at Oswestry. These are complex patients. LQ to
receive the details of these patients.
2

Quality report – this is currently being trialled across the cluster and i s
based on t he national outcomes framework indicators. The 3 local
outcome indicators need to be included on the report.
Complaints - A discussion took place in relation to the threshold regarding
the acceptable number of complaints an organisation has. AFrith
suggested a separate meeting would be necessary to discuss this.
Reporting timescales were discussed. Six weeks is usually the norm to
ensure data validation and quality. AF suggested this could be brought to
around 4 w eeks with a c aveat regarding validation. The committee
agreed this should be considered for in-patient electives. It was noted
that some data items are locked into national timelines.
Action: AF and AFrith to look at what can be produced and bring back to AF/AFrith
another meeting.
Workforce data– PA discussed workforce data from contracted providers,
data. He is due to meet with AFrith to develop KPI’s. There are some
areas which have developed data showing staffing levels which enables
comparison of breaches and complaints. The contracts we use at the
moment have been in place since before the Francis report came to light.
PA advised to use CQUIN’s and the Francis report to make changes in
data collection to give assurances regarding workforce.
PJ requested a separate meeting with AF and AFrith to enable familiarity PJ/JS
with the reports.
54.2

Finance Update: MB gave an update on the year to date financial
situation performance.
The report sets out the financial position for NHS Wirral CCG as at the
end of January (Month 10) within the 2012/13 financial year.
As at the end of January (Month 10) the year to date position for Wirral
CCG is an over spend of £0.5m with over performance against
commissioning expenditure of £1.1m offset by an under performance
against running costs of £0.6m.
The year to date variance position between Governing Body and the
combined consortia is an overspend at divisional level of £5.45m with the
Governing Body underspent by £4.99m.
The overall CCG performance position in relation to NHS contracts shows
an overspend at month 10 of £8.6m (previous month £8.1m) primarily
being due to over performance on the WUTH contract of £7.64m
(previous month £7.39m) at divisional level.
The year to date position is based on actual activity as at month 9,
£6.97m over performance with a pr o-rata adjustment to equate to the
month 10 po sition and appl ication of estimated contract adjustments for
re-admissions/out-patient follow-up ratios as appropriate, (again, based
on the month 9 actual activity position).
3

Prescribing expenditure is currently providing the CCG with a year to date
underspend of £3.4m (previous month £2.96m). There is an unde r
performance of those budgets managed at Governing Body level of £377k
and underperformance at divisional level of £3.02m. The performance
position is based on 8 months actual data with 2 months estimated costs
for December and January.
Commissioned “out of hospital” budgets are £1.54m overspent at month
10, an adv erse in month movement of £114k. The main drivers for the
continued over performance remain within the Continuing Healthcare
section with Older People (£244k), Mental Health (£347k) and P hysical
Disabilities (£275k), and all Joint Funded pac kages (£899k). These
overspends are being partially offset by underperformance on Funde d
Registered Nursing Care (FRNC) of (-£295k).
Reserves are underspent by £5.76m at month 10 w hich is due t o the
release of the contingency element and a num ber of earmarked reserves
which are available for release.
There is a year to date underspend of £632k in relation to running costs at
month 10, an adverse in month movement of £64k. This is primarily due
to the movement in under performance on t he CSU costs at Governing
Body level of £421k (previous month £445k). Clinical backfill reported at
consortia level continues to underperform year to date (£297k). A review
with the individual consortia leads is on-going to ensure all approved
expenditure is being captured within the position.
Based on t he information received as at month 10 within the 2012/13
financial year (January), the position for the CCG remains on t rack to
achieve a balanced position against its delegated budget. Fr om an
overall perspective, the PCT is still in a position to achieve its overall
control total.
The committee was asked to note the financial position as at the end of
January 2012 and the forecast outturn position for 2012/13.
54.3

QIPP Update: MB gave an updat e on t he QIPP report. The report
updates the CCG on the performance against the PCT QIPP plan for
2012/13 as at month 10 (January 2013).
As part of the operational plan for each financial year, a subsequent cost
improvement plan is developed in order to deliver the required cash
releasing savings.
The current assessment of risk of delivery is made up of a number of
factors, including year to date contract performance, intelligence from
commissioning managers on s cheme progression and m onitoring of
scheme performance at detailed level.
Based on the updated information received during month 9 and month 10,
the CCG remains confident that the QIPP delivery will be achieved by the
end of the financial year and w ith only one s cheme remaining as an
amber level risk, with intelligence suggesting that the remainder are now
4

green and o ffset by further increased impact of schemes being
implemented by the CCG and is respective divisions, in particular around
prescribing.
The committee was asked to note the progress made to date on the QIPP
programme and the current assessment of delivery risk around the QIPP
programme.
QPF1213/055

ITEMS FOR INFORMATION

Contracting Issues:
55.1
55.2
55.3
55.4

CWP: In the absence of CC, AM gave an update regarding learning
disabilities re-design. A Visit to Kent House will take place on 7th March. CC
Feedback of this visit will b e given at the next meeting. Work will be
undertaken by the QIPP meetings to put options together for dementia
service re-design and the potential impact of PbR
CT: In the absence of AC, AM gave an update. There are on-going
negotiations regarding district nursing community services being phased
out of general practice (not sure this is right). There have been
discussions with Simon Gilby (CEO) regarding the integration of the
urgent care services. A letter is being formulated in relation to this.
WUTH: Update from LQ. Contract negotiations continue There is a
financial gap which both parties are working hard to reconcile. The AT
are appraised of the situation.
Local Authority: In the absence of IS this item was deferred.

55.5

Serious Incidents: LQ presented the report on serious incidents for the
period 1st January 2013 to 31st January 2013.
The committee was asked to note the 12 new serious incidents relating to
NHS Wirral CCG which have been r eported to the Cheshire & Wirral
Partnership NHS Foundation Trust and WUTH.
The committee was also asked to note, review and pr ovide feedback
regarding the 9 new RCA reports relating to NHS Wirral CCG.
A further extension request has been received by CWP of 60 days for
incident (2012/28701) which Wirral CCG were not agreeable to, however
it was agreed that CWP could have an extension until 10th February 2013.
The RCA report has still not been received by CWP as at 14th February LQ
2013. LQ to chase.
The Root Cause Analysis Reports and Action Plans for the incidents listed
will be r eceived and r eviewed in detail at the newly formed Quality
Committee. The Action Plans will be m onitored until the group are
satisfied that all actions have been managed appropriately and agreed
5

that the incident can be closed.
WUTH have set up a working group to discuss and review pressure
sores and formulate strategies to prevent these happening. LQ will be LQ
requesting actions plans
LQ has raised concerns with the Assistant Medical Director at WUTH
regarding the management of anticoagulation therapy as there have been
4 related incidents. PN advised that he had been made aware of a
similar issue from a pr actice regarding poor pre-surgery care regarding PN
anti-coagulation. PN will copy LQ into this.
LQ fed back following a pr evious meeting regarding issues around
maternity services at WUTH. Catherine Gutteridge, Consultant Midwife
from Birmingham is to carry out an independent review.
.
QPF1213/056

RISK REGISTER

56.1

Risk Register: MB presented the Risk Register, advising that it has been
updated following recent meetings across the Board.
There were 4 new risks added for the attention of the Quality,
Performance & Finance Committee today.
Primary Care Mental Health budget under some pressure. Need to plan
for next year for extra resources.
WACC have issues around the implementation of the 111 project.
Jennifer Shaw to provide an update to the Governing Body on 5th March.
WACC have issues around some practices not signing up t o the
constitution. This was reviewed by the committee and rescored.
The committee was reminded the Risk Register is for Wirral CCG as a
whole and some risks would be consortia specific.
MB asked the committee to note the Risk Register today.

QPF1213/057

ANY OTHER BUSINESS

57.1

No other business was discussed

QPF1213/058

DATE AND TIME OF NEXT MEETING
The next meeting is scheduled for:

6

Thursday 28th March 2013, 9.00 – 12.00noon
Room 539, Old Market House.
Apologies/agenda items to: Julie.stamper@wirral.nhs.uk

7

Quality, Performance & Finance Committee
Minutes of Meeting - Thursday 28th March 2013
9.00 – 12.00noon
Room 539, Old Market House
Present:
Mark Bakewell (MB)
Pete Naylor (PN)
James Kay (JK)
Lorna Quigley (LQ)
Abhi Mantgani (AM)
John Oates
Iain Stewart
Simon Wagener
Christine Campbell

Chief Financial Officer, Wirral CCG
Chair, WHCC
Lay Member (Audit & Governance)
Interim Chief Operating Officer, Wirral CCG
Clinical Chief Officer, Wirral CCG
(nominated Chair for the meeting)
Chair, WGPCC
Chief Officer, WACC
Lay Member (Patient Champion)
Chief Officer, WGPCC

In attendance:
Julie Stamper (JS)
Suzanne Crutchley (SC)
Judith Green (JG)
Charles Miller (CM)
Anne Farrell (AF)

Board Support Assistant (taking minutes)
Information & Corporate Governance Manager, CWW CSU
Senior Prescribing Advisor, NHS Wirral Medicines Management
Head of Delivery, Wirral & West Cheshire Locality, CSU
Business Intelligence Lead, Wirral & West Cheshire Locality, CSU

Ref No

ITEM

QPF1213/059

PRELIMINARY BUSINESS

59.1

Apologies for Absence: Apologies were received from:-

ACTION

Phil Jennings, Chair, Wirral CCG
Andrew Cooper, Chief Officer, WHCC
Paul Arnold, Deputy Director of HR, NHS Warrington
Shanila Roohi, Medical Director/Caldicott Guardian
Andrew Frith, Interim Director of Business Intelligence, CSU
59.2

Declarations of Interest: There were no declarations of interest.

59.3

Minutes of Previous Meeting: The minutes of the meeting held on 28 th
1

February were agreed as a true and accurate record.
59.4

Actions List from Previous Meeting:
•

46.1: The terms of reference for QPF are in the process of being
re-drafted. MB will email out for comments and table at the next MB
meeting.

•

47.3: There are still 2 i ntensive support visits to be c arried out.
PN, LQ and MB to meet to prepare an action plan for the next 12 PN/LQ/MB
months.

QPF1213/060

ITEMS FOR APPROVAL

60.1

Information Governance: SC presented this report for the purposes of
updating Wirral CCG regarding performance against Information
Governance, in order to demonstrate that support and programmes of
work are underway to meet Level 2 compliance and submission in the IG
Toolkit requirements by 31st March 2013.
SC reported that the CCG are compliant with training, e-learning and
there are no concerns regarding assets.
The Business Continuity Plan is in place (circulated today). This was
discussed at Governing Body on 21st March and brought to the committee
for approval.
The Committee are asked to note the current position, and to commit to
complete the outstanding actions, in support of the IG Toolkit, and t o
authorise submission on 28th March 2013.
The Committee approved the Business Continuity Plan and the
submission.

60.2

Safeguarding Children Update: LQ presented the Safeguarding children
report. This is the first report for safeguarding children. The report
provides the Quality, Performance & Finance Committee with a summary
of the work associated with safeguarding children activity, with particular
reference to updates relating to new Government publications, serious
case reviews, work of the Wirral Safeguarding Children Board,
safeguarding assurance items and potential risks.
An update in relation to children’s and adult safeguarding will be provided
to the QPF Committee on a quarterly basis.
The Designated Nurse for Safeguarding Children has met with all
commissioned providers, ensuring that safeguarding processes are in
place and that self-assessment forms have been completed. .
There is a recommendation for the CCG to work closely with NCB LAT to
ensure a s wift resolution to mitigate the risk associated with the vacant
post for the Named GP for Safeguarding Children. This vacancy will be
2

added to the Risk Register.
The Committee approved the recommendations made today.
60.3

Local Safeguarding Children Board Serious Case Review: LQ
presented the local safeguarding children board serious case review.
The final report of the Child G serious case review has been approved by
the Wirral LSCB and was published on 1 st March. T he report makes a
number of recommendations, all of which are now part of an action plan
which will be monitored by the LSCB.
An action plan has been developed by the Designated Nurse for
Safeguarding Children, and implementation has begun. Further updated
reports will be provided at regular intervals.
AM agreed to act as the responsible officer in the interim on the basis
there will be further discussions with the Local Area Team.
The committee approved the recommendations within the action plan.

QPF1213/061

ITEMS FOR DISCUSSION

61.1

Performance Reports: LQ introduced the representative from the CSU
BI team.
AF presented progress against the actions from the previous meeting.
Following discussion more work is required on the reports these include:
.
DNA information – this is still being worked on. PN asked to add
vacancies and HR issues as a reason for cancellations.
LQ highlighted the key performance indicators by exception.
52 week waiters - there are currently 5 people who have been waiting
longer than 52 weeks. These are complex patients who are currently
awaiting/undergoing treatment at tertiary centres.
6 week waits for
diagnostic tests should be l ess than 1% of the total. This was not
achieved for January with the pressure in endoscopy. This has been
achieved for February, position is at 98.5%.
The combined 4 hour target is 93%. P erformance management
framework is being put in place supported by the Local Area Team.
Ambulance turnaround time targets were not achieved. Fr om 1st April
there will be new turnaround times with associated fines for going over the
targets set.
LQ has met with WUTH and N WAS last week to discuss the plan in
achieving this new target.
Cancelled ops - new planning guidance states that any operations which
are cancelled by providers need to be booked in again within 28 days.
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Standardised Hospital Mortality Indicator (SHMI) trend for local trusts was
discussed. This shows that there has been increase from the last year.
This will be discussed in more detail at the Quality Summit. JK asked if
there was later data. As this is published nationally this is the most up to
date data. There is further data available via Dr Foster which CM and AF
will present to another meeting.
A recent presentation of new data software was given to members of the
CCG. The meeting was happy for the roll out to begin. AM has asked for IS/CC/AC
the 3 Consortia to select a GP practice to pilot the system.
61.2

Finance Update: MB gave an update on the year to date financial
situation performance.
The report sets out the financial position for NHS Wirral CCG as at the
end of February (month 11) within the 2012/13 financial year.
As at the end of February (month11) the year to date position for Wirral
CCG is an under spend of £22k with over performance against
commissioning expenditure of £461k offset by an under performance
against running costs of £483k.
The year to date variance position between Governing Body and the
combined consortia is an overspend at divisional level of £5.8m with the
Governing Body underspent by £5.83m.
The overall CCG performance position in relation to NHS contracts shows
an overspend at month 11 of £8.5m (previous month£8.6m) primarily
being due to over performance on the WUTH contract of £8.49m
(previous month £7.6m) at divisional level.
The year to date position is based on actual activity as at month 10,
£7.2m over performance with a pr o-rata adjustment to equate to the
month 11 pos ition and appl ication of estimated contract adjustments for
re-admissions/out-patient follow-up ratios as appropriate, (again, based
on the month 10 actual activity position).
Under performance continues on the Assura Ophthalmology contract
£106k year to date and also in Primary Care Mental Health contracts
£277k year to date. This was queried by CC. MB to investigate and MB
feedback.
Prescribing expenditure is currently providing the CCG with a year to date
underspend of £3.8m (previous month £3.4m). There is an und er
performance of those budgets managed at Governing Body level of £663k
and under performance at divisional level of £3.14m. The performance
position is based on 9 month’s actual data with 2 months estimated costs
for January and February.
Commissioned “out of hospital” budgets are £1.9m overspent at month
11, an adv erse in month movement of £358k. The main drivers for the
continued over performance remain within the Continuing Healthcare
expenditure in relation to Older People (£274k), Mental Health (£338k)
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and Physical Disabilities (£298k), and all Joint Funded packages (£973k).
These overspends are being partially offset by underperformance on
Funded Registered Nursing Care (FRNC) of £319k.
Reserves are underspend by £6m at month 11 which is due to the release
of the contingency element and a number of earmarked reserves which
have been released due to changes in the expenditure plans.
There is a year to date underspend of £483k in relation to running costs at
month 11, an adverse in month movement of £149k. This is primarily due
to the movement in under performance on the Commissioning Support
Unit (CSU) costs at Governing Body level of £259k (previous month
£374k).
Clinical backfill reported at consortia level continues to
underperform year to date (£323k). A review with the individual consortia
leads is on-going to ensure all approved expenditure is being captured
within the position.
Based on the information received as at month 11, within the 2012/13
financial year (February), the position for the CCG remains on track to
deliver at least a balanced position against its delegated budget and from
an overall perspective the PCT is still in a position to achieve its overall
control total, the actual forecast position is £290k underspend at month
11.
The committee was asked to note the financial position as at the end of
February 2012 and the forecast outturn position for 2012/13.
61.3

QIPP Update: MB gave an updat e on t he QIPP report. The report
updates the CCG on the performance against the PCT QIPP plan for
2012/13 as at month 11 (February 2013).
The current assessment of risk of delivery is made up of a number of
factors, including year to date contract performance, intelligence from
commissioning managers on s cheme progression and m onitoring of
scheme performance at detailed level.
Based on the updated information received during month 11, the CCG
remains confident that the QIPP delivery will be achieved by the end of
the financial year. With only one s cheme remaining as an am ber level
risk, with intelligence suggesting that the remainder are now green and
offset by further increased impact of schemes being implemented by the
CCG and its respective divisions, in particular around prescribing.
The committee was asked to note the progress made to date on the QIPP
programme and the current assessment of delivery risk around the QIPP
programme.

61.4

Medicines Management Prescribing Update:
JG presented the
medicines management prescribing update. The report sets out to
describe the prescribing performance for Wirral CCG from 1st April 2012 to
28th February 2013.
The reported forecast outturn as at February 2012 shows an
underperformance of £3.8m against the prescribing budget. This is
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largely due to a substantial fall in generic drug prices and delayed launch
of high cost drugs such as Dabigatran and Ticagrelor during this financial
year.
An annual health economy horizon scanning document has identified new
prescribing pressures for 2013/14. T he overall estimated impact on the
Wirral GP prescribing budget is likely to be in the region of £1.8m.
The total spend for the prescribing incentive scheme was £571,854. 45
practices received the total payment, which was based on £2 per head of
practice population (based on April 2012 figures).
The committee was asked to note the explanation of the budget
underperformance, the identified on-going cost pressures, progress to
date on the QIPP prescribing comparators and the incentive scheme
2012/13 outcomes.
61.5

Wirral Link 2012 Patient Discharge Survey: LQ asked the committee to
note the details of the survey. The initial survey was carried out in 2010,
then re-audited in December 2012 following review of WUTH. LQ
recently attended a coffee morning hosted by Link where the survey was
presented.
LQ to feed into the Quality Summit and t o invite along a H ealthwatch LQ
representative as Healthwatch are taking over from Wirral Link.

QPF1213/062

ITEMS FOR INFORMATION

Contracting Issues:
62.1

CWP: CC reported that she met with the Quality Committee this week
and there are concerns with the perinatal pathway. CWP are to review
the whole pathway this year. CWP have asked Wirral CCG if we would
like to take part in their ‘Star Chamber’, which LQ will be at tending in
April. This will be an oppor tunity for commissioners to gain assurance on
how providers aim to mitigate the impact that cost improvement plans
could have on q uality. AM has asked for each Consortia to send a
representative. The Quality Schedule has been r e-vamped to focus on
outcomes rather than counting activity. The majority of the contract has
been signed off in principle, and t he team is in the process of agreeing
CQUINs and signing off final financial values.

62.2

CT: MB reported that the CT contract should be signed off today.

62.3

WUTH: LQ reported that she and MB recently met with Alistair Mulvey,
Director of Finance at WUTH. Waiting to hear acceptance of the contract
offer made this afternoon.

62.4

Wirral Local Authority: IS gave an update that there are no problems
with Wirral Local Authority contract. H e is having weekly meetings
regarding the DASS SLA which has tentatively been agreed and will be in
6

its first draft by the end of April.
62.5

Serious Incidents: LQ presented the report on serious incidents for the
period 1st February 2013 to 28th February 2013.
The committee was asked to note the 10 new serious incidents relating to
NHS Wirral CCG which have been r eported by Cheshire & Wirral
Partnership NHS Foundation Trust and WUTH.
The committee was also asked to note, review and pr ovide feedback
regarding the 13 new RCA reports relating to NHS Wirral CCG.
Two wards were identified at the Quality Committee as having increasing
incidents of pressure ulcers and a visit is being arranged to these wards.
AM requested that all other providers are invited.

QPF1213/063

RISK REGISTER

63.1

Risk Register: MB presented the Risk Register, advising that it has been
updated following recent meetings across the Board.
We agreed to close off the risk item regarding 111 and CT contract
variation. We need to add 111 service provision as an amended risk item.
It was felt that the IG toolkit compliance should be kept on the risk register
as all standards have not been fully met at the time of this meeting.
IS and M G to re-iterate to the 2 remaining GP practices who have not
signed up to the constitution that they are bound by the constitution. IS
asked for Governing Body direction on t his matter and w ill discuss with
PJ.
It was requested that the provision of intermediate care beds and the
vacant GP for Safeguarding Children be added to the risk register.
MB asked the committee to note the Risk Register today.

QPF1213/064

ANY OTHER BUSINESS

64.1

NHS 111: AM gave a brief verbal update. The system was unable to
cope with the number of calls made on the first day of operation. The
CCG has asked Wirral CT to manage the call handling service for the next
3 months until the CCG is assured that the service can cope. Moira
Dumma the Area Team Director has been informed of this decision.
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QPF1213/065

DATE AND TIME OF NEXT MEETING
The next meeting is scheduled for:
Thursday 25th April 2013, 9.00 – 12.00noon
Room 539, Old Market House.
Apologies/agenda items to: Julie.stamper@nhs.net
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RISK REGISTER - Master
Risk ID

Date

Source

Risk Description

Organisational
Objectives (reference
to detail)

Impact

12-13 A

12-13 Financial
Gov Body
Year

Impact of 111
Implementation and
Various Activity
Quality / Patient Access 3
Impacts across primary
/ community and A&E
Attendances

12-13 B

12-13 Financial
QPF
Year

Child Health
Information System
(CHIS) - Imminent
Risk of Crashing

12-13 C

12-13 D

Current
Likelihood Matrix
Score

Previous
Matrix
Score
Trend

Driver for
Change in
Trend

Rationale

Key Control Established

Key Gaps in Control
(reference to evidence)

Current provision of primary
care / urgent care services - Unknown impact of 111
Service Provision
ability to absord additional
activity

Assurance on Controls
(reference to evidence)

Gaps in Assurance
(reference to evidence)

Monitoring of Primary Care/
Timely impact on
urgent care activity and
monitoring of primary care
performace of NHS111
activity
through information flows

5

15.00

Combined
Previous
Measures

4

2

8.00

8.00

CT Contract Monitoring,
CHIS Replacement Project
via WHIS/ CICT

Regular Monitoring through
Lack of clarity regarding
committee / gov body
Responsible Officer
Ability to prevent system
structure, also raised via
/organisation, Availability of
failure
Public health Governance
Project Plan
Group

12-13 Financial
WGPCC
Year

WGPCC will fail to
meet IAPT waiting time
targets due to
Quality / Patient Access 2
performance of one
provider

5

10.00

10.00

Action plan agreed with
provider, including weekly
submission of data and biweekly monitoring meetings

Provider dealing with old
waiting list as well as new
patients referred

12-13 Financial
Gov Body
Year

Financial Management /
Impact of Local
Service impact across
3
Authority Budgets Cuts
Economy

5

15.00

15.00

Impact Assessment of Chief
Executive Options Appraisal Quantify Impact
on NHS Budgets

12-13 E

12-13 Financial
QPF
Year

Lack of demand
data/activity plans to
forward plan future
needs due to
unavailbility of
business intellegence

Quality / Financial
Management on Cost
Per Case / Impact on
Future Commissioning
Intentions

3

3

9.00

9.00

SLA meeting with CSU/
buisness Intellgence team

12-13 F

12-13 Financial
QPF
Year

Late reporting and
undertaking of root
cause analysis
following SI by CWP

Quality/ contracting
issue

3

4

12.00

12.00

Quality Leads meeting/
Ability to monitor provider
CWP contract meeting/QPF performace

12-13 G

12-13 Financial
WACC
Year

GP capacity to attend
key meetings

GP Engagement /
Redesign Agenda

2

3

6.00

6.00

12-13 H

12-13 Financial
WGPCC
Year

Primary Care Mental
health budget pressure
due to
Financial duty to balance 3
overperformance and
high DNA rate

12-13 I

12-13 Financial
QPF
Year

Safeguarding Vacancy

Provide Safeguarding
Role

12-13 J

12-13 Financial
QPF
Year

Grove House
Operational Issues
regarding
intermeadiate care
provision

13-14

Apr-13

Unforeseen outcome
from backlog of SUI
detailed reviews
through Quality
Committee meeting

QPF

Provision of relevant
Information System
supporting appropriate
statutory requirements

Completed
On-going
Outstanding

Project Plan in Place
for CHIS system
replacement (PARIS) NCB
Discussed with Rose
Curtis - Ongoing
Project Plan

Status

April QPF On-going

May

April QPF
On-Going
/ WGPCC

May

April QPF On-going

Programme of work
defined with CSU.
Additional technical
support in place

Lorna Quigley /
May
Mark Bakewell

April QPF On- going

Ability to monitor a safe
Regular montioring via
service is being delivered.
CWP quality. CWW quality
Ability to assess if lessons
leads meeting
have been learnt

Quality leads summit
with provider. CCG
quality committee

Christine
Campbell /
Lorna Quigley

May

April QPF On-going

Considering different model Time-lag to establishing
for clinical backfill
model

Discussion at Alliance
Board Meetings / Clinical
Strategy group

IS to review at next
Iain Stewart
Alliance Board Meeting

May

April QPF
On-going
/ WA

Working with contracting
team to determine
Increase in demand and
amendments that can be
referrals
made to pathway in order to
manage demand

Review referral rates
per practice; explore
use of step 2 within
Christine
contract with a view to
Campbell / Dr
reducing reliance upon
Oates
the more advanced
and resource-intensive
interventions

May

April QPF
Ongoing
/ WGPCC

Continuity of Service being
Ability to recruit to vacant
provided through interim
post in a timely manner
arrangements

Issue escalated to
Chief Clinical Officer,
Job Descriptions
Agreed and to be
advertised

Dr Abhi
Mantgani

May

April QPF Ongoing

Service specification
written, Provision
identitifed in other
areas

Dr Abhi
Mantgani

May

April QPF Ongoing

Lorna Quigley

May

April QPF Ongoing

Ability to lead contract
negotiations. Ability to
provide accurate national
returns

Action plan dealing with
both groups of patients will
Demand continues to rise
be monitored and reviewed
for this service
by board on a monthly
basis

Christine
Campbell / Dr
Oates

Ability to manage impact of Action Plan for impact Governing
cuts
assessment
Body

Regular monitroing
through CSU/SLA
meetings. Escalation to
CSU MD. Monitoring
through QPF committee

Abilty to influence
behaviour. Ability to plan

Abilty to create capacity

9.00

2

4

8.00

8.00

Ensure Continuity of Service
Ability to recruit to vacant
Provision, Advertise Role,
post in a timely manner
Minimise turnaround time

Provision of
Commissioned Service

3

4

12.00

12.00

Continuity plan in place,

Strategy meetings held.
Time lag- notice not served Working with DASS/CSU Ability to secure a provider
to contiune with the service
contractings team to
by current provider
ensure plan is implemented

Quality/ contracting
issue

4

1

4.00

QPF Subcomittee - Quality
Meeting

Capacity to review
outstanding backlog of
RCA's within a short time
frame

Impact Values
Negligible
Minor
Moderate
Major
Catastrophic

1
2
3
4
5

Probability Values
Rare
Unlikely
Possible
Likely
Almost Certain

1
2
3
4
5

Not a block contract so
alternative means of
managing demand within
available resources need to
be found

Action plan agreed
with Provider

Financial Planning and
Budget Setting Process

9.00

Green/Yellow/Red Threshold Values
4
Green - maximum score
5
Yellow - minimum score
12
Yellow - maximum score
15
Red - minimum score

Monitor Information
regarding
implemention of 111

Governing
Body - 111
May
Implementation
Team

April QPF On-Going

3

New Item

Owner

May

Regular contract monitoring
meeting with provider, and
with CCG finance and CSU
contracting leads, to manage
capacity and demand within
available resources

Insert Rows Above This Line Only

Gov Body
WACC
WGPCC
WHCC
PFQ
G&A
CSG
CSS

Go-Live 111
Issues

Date of
Date of next last
review
review

Action

Increase in number of
RCA action plans
meetings to review backlog
Update to Next QPF
implemented as appropriate
of o/s RCA reviews

