Extra-ordinary Governing Body Board Meeting
Tuesday 30th October 2012
12.30pm – 14.30pm
Albert Lodge, Victoria Health Centre, Wallasey

AGENDA
Ref
No

Time

No

Item

Papers

1230

1.

PRELIMINARY BUSINESS

GB1213/057

1.1

Apologies for Absence:
• Andrew Cooper

GB1213/058

1.2

Chair’s announcement

GB1213/059

1.3

Declarations of interest

GB1213/060

1.4

Comments/questions from members of the
public

1245
GB1213/061

2.

ITEMS FOR APPROVAL
2.1

Information Governance Strategy
(Mark Bakewell)
Information
Information
Governance Strategy Governance Strategy

GB1213/062

2.2

GB1213/063

2.3

Information Governance Policy
(Mark Bakewell)

Mission Vision Values
(Lorna Quigley)

Information
Information
Governance Policy CoGovernance Policy 30

Development of the
Wirral CCG
Wirral CCG Mission Visstakeholder engagem
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MVV amended
version.doc

GB1213/064

2.4

GB1213/065

2.5

GB1213/066

2.6

Equality & Diversity Strategy

To follow

Comms & Engagement Strategy

To follow

Safeguarding Policy for Children &
Adults
(Lorna Quigley)

Safeguarding
children v2.doc

Safeguarding adults
v2.doc

Safeguarding adults
(second) v2.doc

1345

3.

GB1213/067

ITEMS FOR INFORMATION
3.1

Annual Status Review
(Lorna Quigley)
ASR front cover.doc Wirral Annual Service
Review 23.10.12.pdf

GB1213/068

3.2 Process for FOI’s, Complaints &
Handling
(Lorna Quigley)

Freedom of
Freedom of
information Flow CCGinformation Flow PCar

LTR_CCGs_DPH_PCa Management of
re_LAT_new-procedu Complaints Flow CCG

Management of
Management of
Complaints Flow PCar Complaints Flow Public

Freedom of
Management of MP
Correspondence Flowinformation Flow Publi

1415
GB1213/069

4.

RISK REGISTER
4.1

Items to be included onto the Risk Register
(Mark Bakewell)

Copy of RiskRegister
V2-0 update 25th Oct

Page 2 of 3

1425

5.

ANY OTHER BUSINESS

6.

DATE AND TIME OF NEXT MEETING
Tuesday 6th November 2012, 1.00pm at Nightingale
Meeting Room, Old Market
House Julie.stamper@wirral.nhs.uk
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Information Governance Strategy & Policy

Agenda Item:

2.1
Governing Body

Report to:

Reference:

GB12-13/061

Meeting
Date:

31st October 2012

Lead Officer:

Mark Bakewell
Chief Finance Officer- Senior Information Risk Owner
Wirral Clinical Commissioning Group

Contributors:

Suzanne Crutchley LL.M
Information and Corporate Governance Manager
CWW CSU

Governance:

Link to
Commissioning
Strategy

The Information Governance Assurance
Statement will be ‘signed off’ in March
2013, in the confidence that the
Information Governance Toolkit level 2
Requirements are fully met.

Link to current
governing body
Objectives

The requirement for CCGs to use the
Information Governance Toolkit was set
out on 18th May 2012 in the Department
of Health Clinical Commissioning Group
Authorisation: Draft guide for applicants
Specifically, Domain 4: Criteria 4.3.3,
states that:
CCG has used NHS Information
Governance Toolkit to assess its
capability to meet information
governance requirements.

Summary:

To approve the appropriate IG Strategy & policy in order to meet
the Information Governance Toolkit Requirements by 31st March
2013.

Recommendation:

To Approve

Yes

To Note
Comments NHS Wirral Governing Body are asked to approve
the relevant policies regarding Information
Governance

Next Steps:

The CCG and CSU will undertake to the support activities as outlined
within the work programme in support of IG toolkit requirements

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
Value For
Money
Risk

Not achieving level 2 compliance against the Information
Governance Toolkit Requirements by 31st March 2013.

Legal

Meeting the requirements of the legislation which governs
information, significantly the Data Protection Act 1998 and the
Freedom of Information Act 2000.

Workforce

It is now a Department of Health requirement that all staff
complete the NLMS Introduction to Information Governance
and then the Information Governance: The Refresher Module
every year thereafter.
Also, that all staff meet the Information Governance code of
conduct.

Equality &
Human Rights

not applicable

Patient and
Public
Involvement
(PPI)

not applicable

Partnership
Working

The CCG will be working closely with the CSU, who will offer
appropriate support to the CCG to become Information
Governance compliant.

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

Yes
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Ratified By
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Suzanne Crutchley
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i

1.

INTRODUCTION AND PURPOSE

1.1.

The purpose of this strategy is to set out the approach to be taken within the
Wirral Clinical Commissioning Group (CCG) to provide a robust Information
Governance framework for the future management of information assets.

1.2.

There are two key components underpinning this strategy which are:
•

A focus on the risks associated with information assets; and

•

An annual action plan arising from a base line assessment against the
requirements set out in the NHS Information Governance Toolkit.

2.

INFORMATION GOVERNANCE DEFINITIONS

2.1.

Information Governance is a framework concerning the way that information
about patients, employees and contractors is handled. It is particularly
concerned with personal and sensitive information, but it also incorporates
corporate confidential information about the CCG.

2.2.

The Information Governance Toolkit is an online system which allows NHS
organisations and partners to assess themselves against Department of
Health Information Governance policies and standards.

3.

ACCOUNTABILITY

3.1.

The Chief Clinical Officer has overarching responsibility for the effective
management of Information Governance within the CCG.

3.2.

Information Governance support will be provided by the Cheshire, Warrington
and Wirral Commissioning Support Unit (CWW CSU).

3.3.

The CCG Quality, Performance and Finance Committee (hereafter referred to
as the Committee) will receive regular reports on Information Governance
compliance, and this committee will include Information Governance in its
Terms of Reference.

3.4.

The Committee members include both the Caldicott Guardian and the Senior
Information Risk Owner (SIRO) for the CCG.
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4.

WIDER IMPLICATIONS OF INFORMATION GOVERNANCE

4.1.

This Strategy cannot be seen in isolation as information plays a key part in
corporate governance; strategic risk; clinical governance; commissioning;
service planning, delivery and performance management. The Strategy
therefore links into all of these aspects within the CCG.

4.2.

The CCG also holds a Risk Register, where Information Governance risks
can be captured. The continual implementation of this Strategy will
undoubtedly reduce the level of risk.

4.3.

The focus on the risks associated with the key information assets are
captured on the Information Asset Register. This includes the identification of
Information Assets and Information Asset Owners, Information Governance
risk assessments, control measures, and where necessary the completion of
Privacy Impact Assessments and the agreement of Information Sharing
Protocols.

4.4.

Inbound and outbound data flows are ‘mapped’, assessed and revised to
mitigate risks of breaches to confidentiality and data security, as much as is
physically and technically possible.

5.

ASSOCIATED INFORMATION GOVERNANCE POLICIES

5.1.

This strategy should be read in conjunction with:
•

Information Governance Policy

•

Confidentiality and Data Security Policy

•

Freedom of Information Policy

•

Corporate Records Retention Policy

•

The suite of ICT security policies

6.

INFORMATION GOVERNANCE ACTION PLAN

6.1.

The Information Governance Action Plan is agreed annually to achieve a
target score with a named lead person for each of the Information
Governance Toolkit Requirements, to be made during each financial year.
These are in effect ‘improvement plans’ and form part of this
overall Information Governance Strategy.

Information Governance Strategy
Version: v1.0 (October 2012)

2 of 4

6.2.

Fundamental to the success of delivering the Information Governance
Strategy is developing an Information Governance culture within the CCG.
Awareness and training must be provided to all staff, who utilise information
in their day-to-day work to promote this culture. In order to achieve this, a
mandatory annual e-learning Information Governance training plan has been
agreed across the CCG for all staff.

6.3.

The Caldicott Guardian and the Senior Information Risk Owner will also
complete specific e-learning modules for their individual roles.

6.4.

Any associated resource implications incurred by the implementation of the
Information Governance Strategy and Action Plan will be identified and
actioned by the Committee.

7.

KEY PERFORMANCE INDICATORS

7.1.

The following key performance indicators have been identified to measure
the effectiveness of this document:
•

Overall performance will be monitored by the Committee.

•

The Information Governance Toolkit scores will be submitted annually to
the Department for Health, through the National Program for Information
Technology.

•

Information Governance Toolkit scores will be subject to external audit,
before submission.

•

Staff will know who and where to direct Information Governance concerns
to.

•

Staff will receive annual Information Governance training.

•

Percentage comparisons over time of incidents / complaints that
contravene policy.

8.

CONCLUSION

8.1.

The implementation of the Information Governance Strategy, policies
and improvement plan will ensure that information security and confidentiality
is more effectively managed by the CCG. The Strategy will be reviewed
annually and further actions developed against the Information Governance
Toolkit on an annual basis, to identify key areas for continuous improvement.
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9.

FURTHER INFORMATION

9.1.

Detailed guidance on Information Governance can be obtained from the
National Program for Information Technology (NPfIT) / Connecting for Health
(CfH) website at: http://www.connectingforhealth.nhs.uk/

9.2.

The Information Governance Toolkit can be found
at: https://www.igt.connectingforhealth.nhs.uk/

9.3.

Other aspects of Information Governance management can be found
at: http://www.connectingforhealth.nhs.uk/systemsandservices/infogov
These include:
What's New
Information Governance FAQs
Information Governance Statement of Compliance
IG Training Tool
Confidentiality
Information Security
Registration Authorities and Smartcards
NHS Records Management
Information Quality Assurance Programme (IQAP)
NHS CFH Information Governance Programme Board
The Information Governance Assurance Programme
Information Governance Assurance Framework
Caldicott Guardians
Implementation Guidance (NHS staff only)
Publications and related links
Also:
NHS Codes of Practice and legal obligations
Confidentiality (November 2003)
Records Management (April 2006)
Information Security Management (April 2007)

(All web links live as at 3rd August 2012)
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Information Governance Strategy & Policy

Agenda Item:

2.2
Governing Body

Report to:

Reference:

GB12-13/062

Meeting
Date:

31st October 2012

Lead Officer:

Mark Bakewell
Chief Finance Officer- Senior Information Risk Owner
Wirral Clinical Commissioning Group

Contributors:

Suzanne Crutchley LL.M
Information and Corporate Governance Manager
CWW CSU

Governance:

Link to
Commissioning
Strategy

The Information Governance Assurance
Statement will be ‘signed off’ in March
2013, in the confidence that the
Information Governance Toolkit level 2
Requirements are fully met.

Link to current
governing body
Objectives

The requirement for CCGs to use the
Information Governance Toolkit was set
out on 18th May 2012 in the Department
of Health Clinical Commissioning Group
Authorisation: Draft guide for applicants
Specifically, Domain 4: Criteria 4.3.3,
states that:
CCG has used NHS Information
Governance Toolkit to assess its
capability to meet information
governance requirements.

Summary:

To approve the appropriate IG Strategy & policy in order to meet
the Information Governance Toolkit Requirements by 31st March
2013.

Recommendation:

To Approve

Yes

To Note
Comments NHS Wirral Governing Body are asked to approve
the relevant policies regarding Information
Governance

Next Steps:

The CCG and CSU will undertake to the support activities as outlined
within the work programme in support of IG toolkit requirements

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
Value For
Money
Risk

Not achieving level 2 compliance against the Information
Governance Toolkit Requirements by 31st March 2013.

Legal

Meeting the requirements of the legislation which governs
information, significantly the Data Protection Act 1998 and the
Freedom of Information Act 2000.

Workforce

It is now a Department of Health requirement that all staff
complete the NLMS Introduction to Information Governance
and then the Information Governance: The Refresher Module
every year thereafter.
Also, that all staff meet the Information Governance code of
conduct.

Equality &
Human Rights

not applicable

Patient and
Public
Involvement
(PPI)

not applicable

Partnership
Working

The CCG will be working closely with the CSU, who will offer
appropriate support to the CCG to become Information
Governance compliant.

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

Yes
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1.

SUMMARY

1.1.

Information is a vital asset, both in terms of the clinical management of
individual patients and the efficient management of services and resources.
It plays a key part in clinical governance, service planning and performance
management.

1.2.

It is therefore of paramount importance to ensure that information is efficiently
managed, and that appropriate policies, procedures and management
structures provide a robust governance framework for information
management.

1.3.

It is acknowledged that the Cheshire, Warrington and Wirral Commissioning
Support Unit will work very closely with the Wirral Clinical Commissioning
Group (hereafter referred to as the CCG) to ensure compliance with this
Policy.

2.

KEY PERFORMANCE INDICATORS

2.1.

The following key performance indicators have been identified to measure
the effectiveness of this document:
i.

annual Information Governance Toolkit scores;

ii.

staff will know who and where to direct information governance concerns
to;

iii.

percentage of incidents / complaints that might contravene the policy.

3.

PRINCIPLES

3.1.

The CCG recognises the need for an appropriate balance between openness
and confidentiality in the management and use of information. The CCG fully
supports the principles of corporate governance and recognises its public
accountability, but equally places importance on the confidentiality of, and the
security arrangements to safeguard, both personal information about
patients, staff, and contractors and also corporately and commercially
sensitive information.

3.2.

The CCG also recognises the need to share patient information with other
health organisations and other agencies in a controlled manner consistent
with the interests of the patient and, in some circumstances, the interest of
the public.

Information Governance Policy
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3.3.

The CCG believes that accurate, timely and relevant information is essential
to deliver the highest quality health care. As such it is the responsibility of all
healthcare professionals and managers to ensure and promote the quality of
information and to actively use information in decision-making processes.

3.4.

This policy should be read in conjunction with:

3.5.

•

Information Governance Strategy

•

Confidentiality and Data Security Policy

•

Freedom of Information Policy

•

Corporate Records Retention Policy

•

The suite of ICT security policies

There are 4 key interlinked strands to the Information Governance Policy:
i.

Openness;

ii.

Legal Compliance;

iii.

Information Security;

iv.

Quality Assurance.

3.6.

Openness
i.

Non-confidential information concerning the CCG and its services should
be available to the public through a variety of media, in line with the
CCG’s spirit of openness;

ii.

The CCG will establish and maintain policies to ensure compliance with
the Freedom of Information Act;

iii.

The CCG will undertake annual assessments and audits of its policies
and arrangements for openness;

iv.

Patients should have ready access to information relating to their own
health care, their options for treatment and their rights as patients;

v.

The CCG will have clear procedures and arrangements for liaison with the
press and broadcasting media;

vi.

The CCG will have clear procedures and arrangements for handling
queries from patients and the public.

Information Governance Policy
Policy for the local management of information
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3.7.

Legal Compliance
i.

The CCG regards all identifiable personal and sensitive information
relating to patients as confidential;

ii.

The CCG will undertake annual assessments and audits of its compliance
with legal requirements, including corporate record keeping; compliance
with Freedom of Information Act requests; and assessing staff Information
Governance training outcomes;

iii.

The CCG regards all identifiable personal information relating to staff as
confidential except where national policy on accountability and openness
requires otherwise;

iv.

The CCG will establish and maintain policies to ensure compliance with
the Data Protection Act, Human Rights Act and the NHS Confidentiality
Code of Practice;

v.

The CCG will establish and maintain policies for the controlled and
appropriate sharing of patient information with other agencies, taking
account of relevant legislation (e.g. Health and Social Care Act, Crime
and Disorder Act, Protection of Children Act).

3.8.

Information Security
i.

The CCG will establish and maintain policies for the effective and secure
management of its information assets and resources, and will ensure
appropriate business continuity plans and disaster recovery plans are in
place;

ii.

The CCG will ensure annual assessments and audits of its information
and information technology security arrangements;

iii.

The CCG will promote effective confidentiality and security practice to its
staff through policies, procedures, training, and staff briefings;

iv.

The CCG will establish and maintain incident reporting procedures and
will ensure that all reported instances of actual or potential breaches of
confidentiality and security are monitored and investigated.

3.9.

Quality Assurance
i.

The CCG will establish and maintain policies and procedures for
information quality assurance and the effective management of records;

ii.

The CCG will undertake or commission annual assessments and audits of
its information quality and records management arrangements;

iii.

Managers will take ownership of, and seek to improve, the quality of
information within their services;

Information Governance Policy
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iv.

Wherever possible, the accuracy of information should be assured at the
point of collection;

v.

Data standards will be set through clear and consistent definition of data
items, in accordance with national standards;

vi.

The CCG will promote information quality and effective records
management through policies, procedures, user manuals and training.

4.

RESPONSIBILITIES

4.1.

It is the role of the CCG Board to define the CCG’s policy in respect of
Information Governance, taking into account legal and NHS requirements.
The Board is also responsible for ensuring that sufficient resources are
provided to support the requirements of the Policy.

4.2.

The CCG Quality, Performance and Finance Committee (hereafter referred to
as the Committee) is responsible for the implementation of Information
Governance Policy and Strategy, and for ensuring appropriate controls and
assurances are in place, in accordance with National Healthcare Standards.

4.3.

The Committee will monitor the performance of Information Governance, and
will receive reports and other papers as necessary.

4.4.

Managers within the CCG are responsible for ensuring that the Policy and its
supporting standards and guidelines are built into local processes and that
there is on-going compliance.

4.5.

All staff, whether permanent, temporary or on contract to the CCG, are
responsible for ensuring that they are aware of the requirements incumbent
upon them and for ensuring that they comply with these on a day to day
basis.

5.

POLICY APPROVAL

5.1.

The CCG acknowledges that information is a valuable asset, therefore it is
wholly in its interest to ensure that the information it holds, in whatever form,
is appropriately governed, protecting the interests of all of its stakeholders.

5.2.

This Policy, and its supporting work instruction, are fully endorsed by the
CCG Board, through the minuted approval from the Committee to the Board.

5.3.

All staff will, therefore, ensure that Information Governance requirements are
observed, in order that we may contribute to the achievement of the CCG
objectives and the delivery of effective healthcare to the local population.

Information Governance Policy
Policy for the local management of information
Version: 1.0 (October 2012)

Page 4 of 4

Development of the Wirral CCG Mission Vision and Values
Agenda Item:

2.3

Reference:

GB12-13/063

Report to:

Governing Body

Meeting Date:

30th October 2012

Lead Officer:

Lorna Quigley

Contributors:

Governing Body members

Governance:

Link to
Commissioning
Strategy
Link to current
governing body
Objectives
One of the key components of strategic planning as an organisation
included the development of an organisational vision, mission and value
strategies.
The vision outlines what as an orgnaisation we would like to be. It is a
long term view and concentrates on the future.

Summary:

The mission defines the fundamental purpose of the organisation and
describes why it exist and it does to achieve its vision.
The values encapsulate an agreement how the vision will be achieved.
This paper describes the process the governing body has undertaken to
achieve the mission, vision and values for the organisation.

Recommendation:

To Approve

x

To Note
Comments

Next Steps:

Once formally approved by the governing body, the mission, vision and values are
to be embedded within the organisaiton.

Report Title: Board Meeting and date

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

No implications identified

Value For Money

Working with philosophy within the organisation will ensure that services are
delivered most effectively

Risk

None currently identified, this will be reassessed regularly

Legal

No legal issues have been identified

Workforce

Accepting this proposal will have a positive effect for staff working within the
CCG, member practices and the wider stakeholders, as gives direction and
understanding to others of the CCG’s intent

Equality &
Human Rights

The philosophy aims to support equality.

Patient and
Public
Involvement (PPI)

As part of the process the following groups have been consulted:
CCG staff, member practices, Health and Well Being board, provider
organisations, community, voluntary and faith sector and patient participation
groups

Partnership
Working

This approach promotes partnership working. Local Authority colleagues as
members of the governing body have been involved in the process.

Performance
Indicators

KPI’s will be developed to monitor the effectiveness of the mission, a review
period has been built into the process.

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



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

Mission vision
Report Title: Board Meeting and date

Date
th

14 August

Brief Summary of Outcome
Draft mission developed and key
2/3

and values
Mission Vision
and vlaues

2012
rd

3 October
2012

words for the vision
Mission vision and values completed.

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.

Report Title: Board Meeting and date
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Developing the CCG Mission Vision and Values

1.

Purpose of the report

1.1.1 The purpose of the report is to outline the process undertaken to date and seek
the governing body’s approval following the development of the CG’s Mission,
vision and values.
2.

Introduction

2.2

A key part of the NHS reforms and subsequent health and social care bill is the
development of clinical commissioning groups which delegates the responsibility
for commissioning .health care to GP’s and their teams.

2.3

As a result of this Wirral Clinical Commissioning Group was formed using a
federated model with 3 consortiums serving a population of 329,000.
build on the work of the three pathfinder consortiums.

2.4

A democratically elected board is in place comprising of 7 GP’s proportionately
representing each of the groups, lay members and management team members.
The board has been in operation since March 2012.

2.5

Wirral CCG is working toward authorisation and is in wave four of the
authorisation process. As part of this process the CCG is maintaining a strong
clinical focus on in year delivery whilst developing as an organisation and
identifying commissioning priorities.

3.

Process for Developing the Mission Vision and Values

3.1

The member practices within the divisions have a strong track record of working
collaboratively and had work on their group’s mission, vision and values and so
this was taken into account when designing these.

3.2

A board development session was held on 14th August 2012 and all the
members of the governing body were invited to attend. This session was
externally facilitated and supported by North West Leadership Academy. From
this session a draft mission was developed and some key words outlined for the
vision.

3.3

Over the next six weeks, the draft mission and key words were shared and
discussed with:
•
•
•
•

Member Practices
CCG staff
Patient Groups
Voluntary/Community and Faith sector groups

3.4

Health and wellbeing board.3.4Using the feedback forms (appendix 1) all ideas
and suggestions where were collated and considered at the follow up session
held on 3rd October 2012.

4

Mission - A mission defines the organisations purpose and primary objectives.

4.1

Your partner in a healthier Future for All.

5.

Visions A statement of what it will look like in the future when the CG is operating as it
should and describes a “rich picture” to aim for

5.1

Wirral CCG commits to improve health and reduce disease, by working with
patients, public and partners in tackling health inequalities and helping people
take care of themselves.

6.

Values -These are guiding principles about how things should be done

6.1

Caring, fair and responsible
Safe and trusted
Person centred

7.

Recommendation and next steps

7.1

The Governing body are asked to approve the mission, vision and values. Once
approved they will be communicated with member, practices and all stakeholders
as outlined in the CCG communications and engagement strategy.

Lorna Quigley

Developing the CCG Mission Vision and Values

1.

Purpose of the report

1.1

The purpose of the report is to outline the process undertaken to date and seek
the governing body’s approval following the development of the CCG’s Mission,
vision and values.

2.

Introduction

2.2

A key part of the NHS reforms and subsequent health and social care bill is the
development of clinical commissioning groups which delegates the responsibility
for commissioning .health care to GP’s and their teams.

2.3

As a result of this Wirral Clinical Commissioning Group was formed using a
federated model with 3 consortiums serving a population of 329,000. This model
was adopted to recognise the work that has been undertaken by the three groups
and to build on the work of the three pathfinder consortiums.

2.4

A democratically elected board is in place comprising of 7 GP’s proportionately
representing each of the groups, lay members and management team members.
The board has been in operation since March 2012.

2.5

Wirral CCG is working toward authorisation and is in wave four of the
authorisation process. As part of this process the CCG is maintaining a strong
clinical focus on in year delivery whilst developing as an organisation and
identifying commissioning priorities.

3.

Process for Developing the Mission Vision and Values

3.1

The member practices within the divisions have a strong track record of working
collaboratively and had work on their group’s mission, vision and values and so
this was taken into account when designing these.

3.2

A board development session was held on 14th August 2012 and all the
members of the governing body were invited to attend. This session was
externally facilitated and supported by North West Leadership Academy. From
this session a draft mission was developed and some key words outlined for
the vision.

3.3

Over the next six weeks the draft mission and key words were shared a
discussed with:
•
•
•
•
•

Member Practices
CCG staff
Patient Groups
Voluntary/Community and Faith sector groups
Health and wellbeing board.

3.4

Using the feedback forms (appendix 1) all ideas and suggestions where were
collated and considered at the follow up session held on 3rd October 2012.

4.

Mission - A mission defines the organisations purpose and primary objectives

4.1

Your partner in a healthier Future for all.

5.

Vision - a statement of what it will look like in the future when the CG is
operating as it should and describes a “rich picture” to aim for

5.1

Wirral CCG commits to improve health and reduce disease, by working with
patients, public and partners in tackling health inequalities and helping people
take care of themselves.

6.

Values -These are guiding principles about how things should be done:

6.1

Caring, fair and responsible
Safe and trusted
Person centred

7.

Recommendation and next steps

7.1

The Governing body are asked to approve the mission, vision and values. Once
approved they will be communicated with members, practices and all
stakeholders as outlined in the CCG communications and engagement
strategy.

Lorna Quigley

Adoption of Safeguarding Policies
Agenda Item:

2.6

Reference:

GB12-13/066

Report to:

Governing Body

Meeting Date:

30th October 2012

Lead Officer:

Lorna Quigley

Contributors:

Helen Jones
Anne Eccles

Governance:

Link to
Commissioning
Strategy
Link to current
governing body
Objectives

Summary:

NHS Wirral Clinical Commissioning Group is committed to
safeguarding and promoting the welfare of children and vulnerable
adults. As with all other NHS bodies it has a statutory duty to
ensure that it makes arrangements to safeguard and promote the
welfare of these individuals and there are processes and systems
in place to assure this.
The governing body is requested to approve and adopt these policies
and governance structures in relation to safeguarding for Wirral CCG.

Recommendation:

To Approve

X

To Note
Comments

Next Steps:

Adoption and implementation of the safeguarding policies to Wirral CCG.

Report Title: Board Meeting and date

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
Value For Money

Risk
Not having any policies will be of significant risk to the organisation, and will
lead to an inconsistency in approach to decision making.
Safeguarding is a statuary duty of the CCG

Legal
Workforce
Equality &
Human Rights
Patient and
Public
Involvement (PPI)

This policy is aligned to the Wirral local partnership safeguarding board policy,
which is a multi agency approach to Children, young people and vulnerable
adults.

Partnership
Working
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

Submitted to

Date

Brief Summary of Outcome

Title of Report

Agenda Ref

Title of Meeting

Date

Detail of outcome and next step

Report Title: Board Meeting and date

2/3

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.

Report Title: Board Meeting and date
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SAFEGUARDING ADULTS POLICY

First
issued
by/date
Nov 2012

Issue
Version

Purpose of Issue/Description of Change

1

Planned
Review
Date
To be Set

Named Responsible Officer:-

Approved by

Date

Designated Nurse - Adults
Policy No.
Policy file: Health and Safety policy

Impact
Assessment
Screening Complete -

Full impact Assessment
Required Key Performance Indicators:

1. Number of safeguarding Adults referrals made which also necessitated
completion of NHS Wirral CCG incident form as per the Incident Reporting
Policy
2. Number of staff who have received safeguarding adults awareness training via
most appropriate forum (Essential Learning, KSF session, targeted training at
team meeting)
3. Number of staff who have received safeguarding adults
advice/supervision/support
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Glossary
The following terms are used in this document
TERM
Abuse

Adult Safeguarding
Board

Allegation

Alerter or referrer

Care Quality
Commission

Concern of Abuse

Disclosure

DEFINITION
Abuse is a violation of an individual’s human and
civil rights by any other person or persons. Abuse
may be physical, sexual or it may be neglect. It
may be beneficial or psychological or discriminatory.
It may be domestic violence or institutional abuse.
Sometimes it may be unintentional abuse, where
someone thinks that they are trying to help but in the
wrong way.
Abuse concerns the misuse of power, control and/or
authority and can manifest itself as:
Domestic violence, sexual assault or sexual
harassment.
Physical
Neglect/ Acts of omission discrimination and
oppression.
Institutional abuse.
Financial abuse
Emotional/ psychological
Many situations will involve a combination of different
kinds of abuse.
Is a multi- agency partnership of public, private
and voluntary sector organisations which aim to
safeguard all vulnerable adults in Cheshire West and
Chester
An allegation of abuse is where a person or
agency states that a person or persons is or are
being abused.
The person who initially raises concern about the
abuse. This person may need to act in the immediate
aftermath of an incident, disclosure or allegation.
The Care Quality Commission is the
independent regulator of health and social care in
England. The Commission regulates health and adult
social care services, whether provided by the NHS,
local authorities, private companies or voluntary
organisations.
The concern of abuse is where a person or
agency suspects that a person or persons is or are
being abused, but they are not certain in their
concern and they may or may not know who is doing
the abusing.
A disclosure of abuse is where a person or
persons state(s) that they are being abused or have
been abused.
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Domestic Violence

Inter-agency
Meeting

Mental Capacity

Domestic violence is any threatening behaviour,
violence or abuse between adults who are or have
been in a relationship, or between family members. It
can affect anybody, regardless of their gender or
sexuality. The violence can be psychological,
physical, sexual or emotional and can include
'honour-based violence', female genital mutilation
and forced marriage.
Inter-agency meeting
to
discuss the
circumstances of a case of abuse, the legal context
for intervention, roles and responsibilities of different
professionals involved recommendations for the
development of a protection or care plan and process
for reviewing and monitoring the case.
The capability of a person to understand, at the time
it is made, the nature of a decision and its
implications.

Patient Needs Led
Assessment

A
holistic
assessment that takes into
consideration a patients, physical, psychological and
social needs.

NHS Wirral Clinical
Commissioning Group

An organisation that commissions health services
and ensures those services meet the needs of the
local population.

Scheme of
Reservation and
Delegation

The Scheme of Reservation and Delegation is
found in the NHS West Cheshire Clinical
Commissioning Group Corporate Governance
Manual
Partner agencies who have a part to play in the
protection of vulnerable adults include:
Commissioners and providers of Health and
Social Care Services
Providers of sheltered and supported housing
Public Protection agencies like the Police,
Probation, Fire Service and
Trading Standards along with Crime and
Disorder Reduction Partnerships
Voluntary and Private Sector Organisations
Local Authority Services
Carer support groups, user groups and
advocacy/advisory services
Cheshire Domestic Abuse Partnership and other
organisations
Supporting people who are suffering abuse
Agencies offering legal advice and assistance
The person(s) responsible for the abuse or
criminal act.

Partner Agencies

Perpetrator
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Professional
Meeting

Referring Agency

An inter-agency meeting called after an initial or full
investigation has taken place.
A Professional
Meeting is called to share and discuss concerns and
to clarify facts.
The agency or organisation that becomes aware of
and reports
concerns, allegations or
disclosures of abuse.

Safeguarding

Safety from harm and exploitation is a basic
human need. Being or feeling unsafe undermines
relationships and self-belief. “Safeguarding” is a
range of activities aimed at upholding an adult’s
fundamental right to be safe. It is of particular
importance for people who, because of their
situation or circumstances, are unable to keep
themselves safe.

Serious Case Review

Undertaken by the Local Safeguarding Children Board
where abuse or neglect of a child is known or
suspected and either the child has died or the child
has been seriously harmed and there is cause for
concern as to the way in which Local Safeguarding
Children Board partners or other relevant persons
have worked together to safeguard the child.

Vulnerable Adult

The broad definition of a vulnerable adult
referred to in the 1997 Consultation paper “Who
Decides”, issued by the Lord Chancellors’
Department is a person (aged 18 or over):
“Who is or may be in need of community care
services by reason of mental or other disability, age
or illness; and who is or may be unable to take care
of himself or herself, or unable to protect him or
herself against significant harm or exploitation” as
accepted in the No Secrets Document 2000.
The act of whistle blowing relates when a
member of staff raises concerns about misconduct,
illegal or underhand practices by individuals and/or
organisations in line with the Public Interest
Disclosure Act (1998)

Whistle blowing or
Public Interest
Disclosure
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1.

INTRODUCTION

1.1 The NHS is in the process of implementing a major programme of reform
following the passage of the Health and Social Care Act 2012. This is
designed to support the creation of a health service that is clinically led,
patient centred, dedicated to the delivery of world-class outcomes focusing
on improving the health of the population.
1.2 It is essential that there is clarity about responsibilities in relation to
safeguarding within these new arrangements and how the new system can
help drive continued improvement in practice and outcomes.
1.3 Wirral Clinical Commissioning Group is committed to safeguarding and
promoting the welfare of vulnerable adults. This policy outlines the
appropriate systems in place for discharging our responsibility in respect of
safeguarding, including:
a) Plans to train staff in recognising and reporting safeguarding issues.
b) A clear line of accountability for safeguarding vulnerable adults,
reflected in clinical commissioning group governance arrangements.
c) Appropriate arrangements to co-operate with local authorities in the
operation of The Adult Safeguarding Board.
d) Having a safeguarding adult lead and a lead for the Mental Capacity
Act, supported by relevant training and policies.
1.4 There are two fundamental requirements for effective safeguarding in the
delivery of NHS care:
a) To prevent safeguarding incidents arising through the provision of
high quality NHS care.
b) To ensure effective responses where harm or abuse occurs through
multi agency safeguarding adults policies and procedures.
1.5 In discharging these statutory duties / responsibilities account must be taken
of:
a)

Data Protection Act 1998

b)

Care Standards Act 2000

c)

Department of Health (2000). No Secrets: Guidance on
Developing and Implementing Multi-agency Policies and
Procedures to Protect Vulnerable Adults from Abuse.

d)

Department of Health (2002). No Secrets: The Protection
of Vulnerable Adults - Findings from an Analysis of Local
Codes of Practice.
Safeguarding Adults in Cheshire West and Chester: Break
the Silence, parts 1,2 and 3. (July 2011)

e)
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1.6 As a commissioning organisation NHS Wirral Clinical Commissioning Group
is 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 vulnerable adults and that health providers are linked
into the Local Safeguarding Board and that workers contribute to multiagency working dependent on their roles and responsibilities.
1.7 This policy details the roles and responsibilities of NHS Wirral Clinical
Commissioning Group as a commissioning organisation and that of its
employees.

2 SCOPE
2.1 The Safeguarding Adult policy sets out NHS Wirral Clinical Commissioning
Groups approach to ensure that:
a)

Everyone has the right to live their life free from violence, fear and
abuse.

b)

All adults have the right to be protected from harm and exploitation.

c)

All adults have the right to independence, which involves a degree of
risk.

2.2 This policy applies to all employers and employees including staff working in
member practices of NHS Wirral Commissioning Group.

3

PRINCIPLES

3.1 In implementing this policy and to safeguard the basic human rights of
individuals in our society, we have agreed the following principles:

Empowerment:
Protection:

Presumption of person-led decisions and informed
consent.
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.
Local solutions through services working with their
communities. Communities have a part to play in
preventing, detecting and reporting neglect and abuse.
Accountability and transparency in delivering
safeguarding.

Partnership:

Accountability:
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3.2

In developing this policy NHS Wirral Clinical Commissioning Group is
committed to making sure that the Wirral Safeguarding adults partnerships
boards inter-agency Policy, Procedure and Guidance become operational
by:
a) Ensuring that there is a consistent and effective response to any
concerns, allegations or disclosures of abuse.
b) Supporting staff in reporting and investigating incidents of adult
abuse.
c) Ensuring that staff have the knowledge and understanding about adult
protection and receive training on implementing safeguarding
procedures.
d)
e)

Working in partnership with other organisations.

Monitoring and evaluating our own practices and those of providers with
whom we commission.
f) Contributing towards inter-agency adult protection investigations and risk
management plans.
g) Encouraging staff and members of the public to report abuse or
suspicions of abuse.
h) Working towards creating safer services.
i) Encouraging people to report any suspicions they have about abuse by
awareness raising, both in our respective organisations and amongst
the general public.

4.

ROLES, RESPONSIBILITES AND DUTIES OF STAFF

4.1. Accountabilities of
Governing Body:

4.2.

NHS

Wirral

Clinical

Commissioning

Group

a)

Ensuring that policies are fit for purpose.

b)

The Clinical Chief Officer of the Governing Body is accountable for
safeguarding having responsibility for ensuring the health contribution
to safeguarding and promoting the welfare of vulnerable adults is
discharged effectively across the local health economy through the
clinical commissioning group’s commissioning arrangements. Within
the clinical commissioning group, this role is supported by the
Corporate Chief Officer who holds delegated responsibility.

The NHS Wirral Clinical Commissioning Corporate Chief Officer
Representative is responsible for:
a)

Providing strategic leadership for adult safeguarding on behalf of the
clinical commissioning group and ensuring that the governing body is
fully informed about adult safeguarding issues in Wirral. They will
provide day to day line management of the Adult Safeguarding Lead.
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b)

Ensuring that the health contribution to safeguarding and promoting the
welfare of vulnerable adults is discharged effectively across all its
commissioned services.

c)

Ensuring that the organisation contributes to the commissioning of
specific clinical services.

d)

Ensuring that safeguarding and promoting the welfare of vulnerable
adults is identified as a key priority area in all strategic planning
processes. This is closely linked to the Joint Strategic Needs
Assessment.

e)

Ensuring that safeguarding vulnerable adults is integral to governance
and audit arrangements.

f)

Ensuring that all NHS Wirral Clinical Commissioning Group staff know
what to do when they are concerned that a vulnerable adult is being
abused.

g)

Representing and / or agreeing representation of NHS Wirral Clinical
Commissioning Group on the board of the Local Adult Safeguarding
Board with the chair of the Local Adult Safeguarding Board and
contributing to its work.

h)

Ensuring that all health providers from whom services are
commissioned have comprehensive single and multi-agency policies
and procedures for safeguarding children and vulnerable adults which
are in line with Local Safeguarding Children and Adult Board
procedures, and are easily accessible for staff at all levels.

i)

Ensuring that contract specifications drawn up with NHS Wirral Clinical
Commissioning Group as a commissioning organisation include clear
service standards for safeguarding adults. These service standards
(NHS North West Safeguarding Children and Vulnerable Adults Policy
and audit tools) include standards for training, policies, and provide links
to the Local Adult Safeguarding Board. That service standards are
monitored thereby providing assurance that safeguarding standards are
met.

j)

Ensuring that all staff within the organisation have safeguarding
vulnerable adult training at the required level.

k)

Ensuring that there are arrangements in place to ‘hear the voice of the
vulnerable adult in safeguarding services.

l)

Presenting the annual adult safeguarding report to the Governing Body
members.
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4.3 The Adult safeguarding lead is responsible for:
a)

Providing expert advice to all health professionals, the local authority,
and the Local Adult Safeguarding Board.

b)

Providing advice to ensure the range of services commissioned by NHS
Wirral Clinical Commissioning Group take account of the need to
safeguard and promote the welfare of vulnerable adults.

c)

Ensuring that service plans/specifications/contracts/invitations to tender
include reference to the standards expected for safeguarding
vulnerable adults.

d)

Providing advice on the monitoring of the safeguarding aspects of NHS
Wirral Clinical Commissioning Group contracts.

e)

Providing skilled advice to the Local Adult Safeguarding Board on all
health issues and contributing to the work of the Local Adult
Safeguarding Board through the board and its sub groups.

f)

Promoting, influencing, and developing relevant training, on both a
single and inter-agency basis to ensure the training needs of health
staff are addressed.

g)

Ensuring that all NHS Wirral Clinical Commissioning Group staff are
aware that people using services might be suffering from abuse and
that they need to exercise vigilance to mitigate against risk. They
should be trained and competent to be alert to the potential indicators
of abuse and neglect and know how to act on those concerns in line
with local guidance.

h)

Providing skilled professional involvement in adult safeguarding
processes in line with Local Adult Safeguarding Board procedures.

i)

Providing expert health input to multi-agency safeguarding initiatives
and developments.

j)

Contributing to Serious Case Reviews, multi and single agency learning
reviews, and multi-agency case audits.

k)

Contributing to the dissemination of learning from case reviews and
audits to all NHS Wirral Clinical Commissioning Group staff and health
providers when appropriate.

4.4 The Mental Capacity Act/Deprivation of Liberty Manger is responsible
for:
a)

Being the lead officer for the Mental Capacity Act (2005) across the Wirral.

b)

Managing the statutory Deprivation of Liberty safeguards process, updating all
relevant policies and procedures, delivering a local training programme and
managing all assessments and allocations
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4.5 NHS Wirral Clinical
responsible for:

Commissioning

Group

Chief

Officers

are

a)

Ensuring staff can access safeguarding vulnerable adult procedures,
policies and guidance.

b)

Ensuring staff are aware of their responsibilities under this policy, and
that it is fully implemented within their area of responsibility.

c)

Providing leadership and support to staff that are providing services to
vulnerable adults and their families.

d)

Ensuring that staff work effectively with professionals from other
agencies and organisations.

e)

Ensuring operational implementation of this policy into practice and
taking appropriate action should any breach of this policy take place.

f)

Ensuring that service plans / specifications / contracts include reference
to the standards expected for safeguarding vulnerable adults.

4.6 The Quality Performance and Committee is responsible for:
a) Receiving adult safeguarding reports on a quarterly basis which will
include, Wirral adult safeguarding progress reports, exception reporting,
the progress of independent management reviews and serious case
reviews together with action plans and lessons learned.
b)

Providing exception reports on adult safeguarding to the governing
body to highlight any key developments /achievements or potential
risks/ issues.

c)

Escalating vulnerable adult risks
Commissioning Group Governing Body.

to

the

W irral

Clinical

4.7 The Wirral Safeguarding Adults Partnership Board is responsible for:
a)

Establishing, monitoring and reviewing procedures and guidelines in
relation to vulnerable adults on an inter-agency basis.

b)

Promoting and encouraging the adoption of best practice, particularly
as it relates to prevention and prompt action to protect vulnerable
adults.

c)

Raising awareness about safeguarding adults.

d)

Developing a co-ordinated programme of learning and development
to ensure staff with responsibility for investigating cases of abuse
have the necessary skills, knowledge and experience to conduct these
investigations competently and professionally.

e)

Promoting a multi-agency strategy to implement best practice, joint
learning, and to monitor the effectiveness of policies and procedures
in relation to safeguarding adults in Wirral.
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4.8 All Staff who are employed working within Wirral Clinical
Commissioning Group are responsible for:
a) Following both internal and local multi-agency safeguarding policies and
procedures at all times, particularly if concerns arise about the safety or
welfare of a vulnerable adult.
b) Participating in safeguarding adults training and maintaining current
working knowledge.
c) Becoming familiar with, and implement/contribute to the implementation
of Wirral’s Safeguarding Adults Multi-agency policy and procedure.
d) Discussing any concern about the welfare of a vulnerable adult with their
line manager.
e) Contributing to actions required including information sharing and
attending meetings.
f) Working collaboratively with other agencies to safeguard and protect the
welfare of people who use services.
g) Remaining alert at all times to the possibility of abuse.
h) Recognising the impact that diversity, beliefs and values of people who
use services can have.
i) Recognising the impact of the Mental Capacity Act and Deprivation of
Liberty safeguards on care planning and delivery.

5.

LOCAL ARRANGEMENTS FOR MANAGING RISKS ASSOCIATED WITH
SAFEGUARDING ADULTS

5.1 Confidentiality and Information Sharing
5.2 Confidential information about a vulnerable adult should never be used
casually in conversation or shared with any person other than on a “need to
know basis.”
5.3 There are some circumstances when employees may be expected to share
information about a vulnerable adult, for example when abuse is alleged or
suspected. In such cases individuals have a duty to pass information on
without delay in line with Local Adult Safeguarding Board procedures.
Employees must document when, with whom and for what purpose
information was shared.
5.4 The main restrictions within the legal framework to disclosure are:
a)

Common law duty of confidence

b)

Human Rights Act 1998

c)

Data Protection Act 1998

5.5 Disclosure should be justified in each case and guidance should be sought
from the adult safeguarding lead in cases of uncertainty. The adult
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safeguarding lead may seek guidance
Commissioning Group legal representatives.

from

NHS

Wirral

Clinical

5.6 In some circumstances the sharing of confidential information
without consent would normally be justified in the public interest.
These circumstances would be:
a)

When there is evidence that the vulnerable adult is suffering or is at risk
of suffering significant harm.

b)

Where there is justifiable cause to believe that a vulnerable adult may
be suffering or at risk of significant harm.

c)

To prevent significant harm arising to the vulnerable adult including
through the prevention, detection and prosecution of serious crime likely
to cause significant harm to the vulnerable adult.

5.7 Information could also be shared without consent in the following
circumstances:
a)

If the vulnerable adult is at greater risk.

b)

If you or another health care professional is at risk.

c)

If it would alert the perpetrator (in cases of sexual abuse or fabricated
illness).

d)

If specific forensic evidence is needed.

5.8 At all times the safety and wellbeing of the vulnerable adult is
paramount when considering the likely outcome of sharing or not sharing
information. Reasons for decisions to share, or not share must be recorded.
All decisions require professional, informed judgment. If in doubt this should
be discussed with the adult safeguarding lead. The Adult Safeguarding lead
may need to seek advice from NHS Wirral Clinical Commissioning Group
legal representatives.

6.

REPORTING A SAFEGUARDING ADULT CONCERN

6.1 All staff should exercise vigilance in their work to mitigate against the risk that
vulnerable adults using NHS Wirral Clinical Commissioning Group services
might be suffering from abuse. If any member of staff becomes concerned
that a vulnerable adult may be suffering from abuse or neglect they must
follow the guidance set out in the flow chart “What to do if you have
concerns about an adult Appendix A” If in need of advice you should
contact the adult safeguarding lead.
6.2 If staff suspect that a vulnerable person is being abused or at risk of abuse,
they are expected to report concerns to a line manager (unless they suspect
that the line manager is implicated – in such circumstances the whistle
blowing policy should be followed.)
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6.3 If at any time, staff feel that the person needs urgent medical assistance,
they have a duty to call for an ambulance or arrange for a doctor to see the
person at the earliest opportunity.
6.4 If at any time, staff have reason to believe that the vulnerable person is in
immediate and serious risk of harm or that a crime has been committed the
police must be called.
6.4 All service users need to be safe. Throughout the process the service users
needs remain paramount. This process is about protecting the adult and
prevention of abuse.
6.5 Accurate records of events must be kept in accordance with the record
keeping policy.

7.

ALLEGED ABUSER AND VICTIMS WHO ARE BOTH SERVICE USERS

7.1 It is important that consideration be given to a co-ordinated approach and
partnership working, where it is identified that both the alleged abuser and
the alleged victim are service users.
7.2 Where both parties are receiving a service, staff should discuss cases and
work together, however, meetings with both the alleged abuser and alleged
victim in attendance, are not appropriate.
8. RESPONDING TO ALLEGATIONS AND SUSPICION OF ABUSE AGAINST
STAFF
8.1 All such incidents should be reported to NHS Wirral Clinical Commissioning
Group Governing Body Corporate Chief Officer and / or the Adult
Safeguarding Lead. In the case of General Practitioners, the Clinical Chief
Officer should be notified in the first instance. Allegations of abuse made
against a worker will be discussed with / referred to the Local Authority Lead
Officer in accordance with Wirral’s Local Adult Safeguarding Board
procedures.
9.

SAFEGUARDING ADULTS QUALITY AND AUDIT

9.1 NHS Wirral Clinical Commissioning Group should ensure that a process is in
place to ensure that all service plans / specifications / contracts / invitations
to tender include reference to the standards expected for safeguarding
vulnerable adults.
9.2 Quarterly safeguarding vulnerable adult update reports are provided to the
Quality Performance and Finance Committee.
9.3 NHS Wirral Clinical Commissioning Group will contribute to Wirral
Safeguarding Board audits through the Adult Safeguarding lead. He/she will
provide assurance to the Adult Safeguarding Board.
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10. INVOLVEMENT OF SERVICE USERS
10.1 NHS Wirral Clinical Commissioning Group is strongly committed to listening
to and acting on the views of service users when commissioning services.
Vulnerable adults and their carer’s views and opinions will be heard through
provider organisation audits, and through concerns, complaints raised.

11. TRAINING
NHS Wirral Clinical Commissioning Group views safeguarding adult training
as vital to ensure high quality and safe patient needs led assessments.
a)

There is an e xpe ct at ion that relevant staff
safeguarding adults training appropriate to their role.

atten d

b)

Training to support implementation of this policy will be in accordance
with CCG guidelines.

12. SERIOUS CASE REVIEWS
12.1. NHS Wirral Clinical Commissioning Group has a duty to work in partnership
with the local Adult Safeguarding Board, and / or any other Adult
Safeguarding, in conducting Serious Case Reviews.
12.2. The adult safeguarding lead will inform the Strategic Health Authority, the
National Commissioning Board and the Care Quality Commission (CQC)
when a Serious Case Review is commissioned.
12.3. NHS Wirral Clinical Commissioning Group will commission an Independent
Management Review (IMR) with regard to any services delivered through
independent contractors. This will be formally signed off for the organisation
by the governing body lead for safeguarding (Corporate Chief Officer) or their
nominated deputy.
12.4. All Independent Management Reviews commissioned across the health
economy will be submitted to the Corporate Chief Officer. It is expected that
each provider organisation will have a robust sign off process by their board
level lead and that reports received will have been subject to this scrutiny
process.
12.5. NHS Wirral Clinical Commissioning Group will ensure that individuals are
given sufficient time and necessary support to complete both Individual
Management Reviews.
12.6. The Governing Body must ensure the review and all agreed actions
following the review are carried out according to the timescale set out by
Wirral Local Adult Safeguarding Board Serious Case Review Panel scoping
and terms of reference.
12.7. The Quality Performance and Finance Committee will monitor the progress
of identified recommendations and supporting action plans for issues relating
to NHS Wirral Clinical Commissioning Group.
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APPENDIX A – WHAT TO DO IF YOU HAVE CONCERNS ABOUT AN

ADULT
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APPENDIX B IMPACT ASSESSMENT SCREENING TOOL

1. Initial Screening Process
1.1 Title of the policy/procedure/function/service
Safeguarding Adults

1.2 Directorate/Department
Corporate

1.3 Name of the person responsible for this Equality Impact Assessment
Helen Jones

1.4 Date of Completion
October 2012
1.5 Aims and Purpose of this policy/procedure/function/service

In developing this policy NHS Wirral Clinical Commissioning Group recognises that
safeguarding 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.
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)

1. Data Protection Act 1998
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2. Care Standards Act 2000
3. Department of Health (2000). No Secrets: Guidance on
Developing and Implementing Multi-agency Policies and
Procedures to Protect Vulnerable Adults from Abuse.
4. Department of Health (2002). No Secrets: The Protection of
Vulnerable Adults - Findings from an Analysis of Local Codes of
Practice.
What is the summary of the available evidence?

The organisation must ensure that all health providers from whom it commissions
services (both public and independent sector) have comprehensive single and multiagency policies and procedures in place to safeguard and promote the welfare of
adults.
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?

Strand

Yes/No/Insufficient
Data

Justified Yes/No

Ethnicity/Race
Disability
Gender/Sex
Religion/Belief
Sexual Orientation
Age
Human Rights
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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APPENDIX C 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:

Safeguarding Policy

October 2012

Dissemination Lead:

Designated Nurse for Adults

(print name and contact
details)

0151 651 0011

Proposed action to retrieve
out-of-date copies of the
document.

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

To be disseminated to:

Disseminated Timescale
by whom?

Status

Designated
Nurse for
Adults

1 month

G

Electronic

1 month

G

Electronic

Website
Other (give details)
Training Sessions (give details
below)

Chief
Officers of
CCs

RAG

Paper or
Electronic

Comments

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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SAFEGUARDING ARRANGEMENTS FOR ADULTS AND
CHILDREN

First
issued
by/date
Nov 2012

Issue
Version

Purpose of Issue/Description of Change

1

Planned
Review
Date
To be Set

Named Responsible Officer:-

Approved by

Date

Designated Nurse - Adults
Policy No.
Policy file: Health and Safety policy

Impact
Assessment
Screening Complete -

Full impact Assessment
Required Key Performance Indicators:

1. Number of safeguarding referrals made which also necessitated completion of
NHS Wirral CCG incident form as per the Incident Reporting Policy
2. Number of staff who have received safeguarding awareness training via most
appropriate forum (Essential Learning, KSF session, targeted training at team
meeting)
3. Number of staff who have received safeguarding advice/supervision/support
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1.

PURPOSE

1.1. The purpose of the paper is to give the governing body assurance that there
are governance arrangements are in place relating to the safeguarding of
adults and children.

2.

PROPOSED GOVERNANCE ARRANGEMENTS

2.1. Following safeguarding training for executives, it was identified that a robust
structure for safeguarding was required in order for the governing body to
discharge its functions effectively in regard to safeguarding. The proposed
key posts have been identified:
2.2. Governing Body Lead for safeguarding adults and children– Corporate Chief
Officer (with delegated authority from Chair Designate)
2.3. Adults Safeguarding Lead (Nurse) to report to the Corporate Chief Officer.
2.4. The Deprivation of Liberty Manager/Mental Capacity Act lead is Val Tarbath.
The responsibilities of this role include:
a)

local health lead for the legislation, which involves delivering training to
the health economy,.

b)

acting as expert in complex cases, consulting on policy and assisting in
its writing.

c)

keeping up to date with latest developments in case law and legislation.

2.5. The Designated Nurse for Safeguarding Children is Debbie AndersonHammersley. The post holder reports to the Corporate Chief Officer.
2.6. A Designated Nurse for Looked after Children post is being recruited to. The
post holder will be employed by Wirral Community NHS Trust, but will work
closely with the CCG safeguarding team.
2.7. The Designated Doctor for Looked after Children is Dr Russell Austin
Consultant Paediatrician (employed by Wirral University Trust Hospital NHS
Foundation Trust). It is proposed that this post reports to the Chief Clinical
Officer.
2.8. The Named Doctor for Safeguarding Children is Dr Santi Puig. This post will
transfer to NHS Commissioning Board.
2.9. The Designated Doctor for Safeguarding Children is Dr Amanda Bennett
Consultant Community Paediatrician (employed by Wirral University Trust
Hospital NHS Foundation Trust). It is proposed that this post reports to the
Chief Clinical Officer.
2.10. The Lead Paediatrician for the child death overview process is Dr. Jeremy
Fellick Consultant Paediatrician (employed by Wirral University Trust
Hospital NHS Foundation Trust). It is proposed that this post reports to the
Chief Clinical Officer
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3.

PROPOSED REPORTING ARRANGEMENTS

3.1. All safeguarding/Deprivation of Liberty/Mental Capacity Act issues are
reported by exception through the Quality Performance and Finance
Committee to the Governing Body.
3.2. Annual safeguarding reports for adults and children and Looked after
Children to be presented to the Governing Body.
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APPENDIX A IMPACT ASSESSMENT SCREENING TOOL

1. Initial Screening Process
1.1 Title of the policy/procedure/function/service
Safeguarding Arrangements for Adults and Children

1.2 Directorate/Department
Corporate

1.3 Name of the person responsible for this Equality Impact Assessment
Helen Jones

1.4 Date of Completion
October 2012
1.5 Aims and Purpose of this policy/procedure/function/service
The purpose of the paper is to give the governing body assurance that there are governance
arrangements are in place relating to the safeguarding of adults and children.
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)

1.
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What is the summary of the available evidence?

The organisation must ensure that all health providers from whom it commissions
services (both public and independent sector) have comprehensive single and multiagency policies and procedures in place to safeguard and promote the welfare of
adults and children.
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?

Strand

Yes/No/Insufficient
Data

Justified Yes/No

Ethnicity/Race
Disability
Gender/Sex
Religion/Belief
Sexual Orientation
Age
Human Rights
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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APPENDIX B 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:

Safeguarding Arrangements
for Adults and Children

October 2012

Dissemination Lead:

Corporate Chief Officer

(print name and contact
details)

0151 651 0011

Proposed action to retrieve
out-of-date copies of the
document.

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

To be disseminated to:

Disseminated Timescale
by whom?

Status

Designated
Nurse for
Children

1 month

G

Electronic

1 month

G

Electronic

Website
Other (give details)
Training Sessions (give details
below)

Chief
Officers of
CCs

RAG

Paper or
Electronic

Comments

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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SAFEGUARDING CHILDREN POLICY

First
issued
by/date
Nov 2012

Issue
Version

Purpose of Issue/Description of Change

1

Planned
Review
Date
To be Set

Named Responsible Officer:-

Approved by

Date

Designated Nurse - Children
Policy No.
Policy file: Health and Safety policy

Impact
Assessment
Screening Complete -

Full impact Assessment
Required Key Performance Indicators:

1. Number of safeguarding children referrals made which also necessitated
completion of NHS Wirral CCG incident form as per the Incident Reporting
Policy
2. Number of staff who have received safeguarding children awareness training
via most appropriate forum (Essential Learning, KSF session, targeted training
at team meeting)
3. Number of staff who have received safeguarding children
advice/supervision/support
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Glossary
The following terms are used in this document
TERM
Abuse and neglect

Children

DEFINITION
Abuse and neglect are forms of maltreatment of a
child. Somebody may abuse or neglect a child by
inflicting harm, or by failing to act to prevent
harm. Children may be abused in a family or
in an institutional or community setting, by those
know to them or, by a stranger for example, via the
internet. They may be abused by an adult or adults, or
another child or children.
In this document 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.

Child protection

This is part of safeguarding and promoting the
welfare of a child. It refers to the activity undertaken
to protect specific children who are suffering, or are
likely to suffer, significant harm.

Designated
professionals

The Designated Doctor and Nurse are professionals
with specific roles and responsibilities for
safeguarding children.

Individual management
review

Individual management review reports are
completed by each organisation involved in a
Serious Case Review. The aim of each report is to
look openly and critically at individual and
organisational practice and at the context within
which people were working to see whether the case
indicates that improvements could and should be
made and, if so, to identity how those changes can
be brought about.

Inter agency (or
multi-agency)
training

Training for employees of different agencies who
either work together formally or come together for
training or development e.g. health social care,
education, police.

Local Safeguarding
Children Board

The Local Safeguarding Children Board represents a
number of organisations in Wirral which provide
services to children and families. These include the
local authority, the health service, police, youth
offending team and the children and family courts
advisory and support service. The Local
Safeguarding Children Board has been set up under
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Section 13 of the
Children Act 2004, and the objective is to co-ordinate
and ensure the effectiveness of work that is done in
safeguarding and promoting the welfare of children
and young people under age 18.
NHS Wirral Clinical
Commissioning Group

An organisation that commissions health services
and ensures those services meet the needs of the
local population.

Safeguarding and
promoting the welfare
of children

For the purpose of this policy ‘safeguarding and
promoting the welfare of children’ is defined as:
protecting children from maltreatment; preventing
impairment of children’s health or development;
ensuring that children are growing up in
circumstances consistent with the provision of safe
and effective care and u n d e r t a k i n g t h a t r o l e
s o a s t o e n a b l e t h o s e children to have
optimum life chances and to enter adulthood
successfully (H M Government, 2010).

Serious Case Review

Undertaken by the Local Safeguarding Children Board
where abuse or neglect of a child is known or
suspected and either the child has died or the child
has been seriously harmed and there is cause for
concern as to the way in which Local Safeguarding
Children Board partners or other relevant persons
have worked together to safeguard the child.
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1.

INTRODUCTION

1.1. NHS Wirral Clinical Commissioning Group is committed to safeguarding and
promoting the welfare of children. As with all other NHS bodies it has a
statutory duty to ensure that it makes arrangements to safeguard and
promote the welfare of children and young people that reflects the needs of
the children they deal with.
1.2. In discharging these statutory duties / responsibilities account must be taken
of:
a)

Statutory guidance on making arrangements to safeguard and promote
the welfare of children under section 11 of the Children Act 2004 (HM
Government, 2007)
https://www.education.gov.uk/publications/standard/publicationDetail/Page1/DFES-0036-2007

b)

Working Together to Safeguard Children (HM Government, 2010) 1
https://www.education.gov.uk/publications/standard/publicationDetail/Page1/DCSF-00305-2010

c)

Statutory Guidance on Promoting the Health and Well-being of Looked
After Children
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/
DH_108501

d)

The procedure, policies and guidelines of Wirral Local Safeguarding
Children Board http://wirrallscb.proceduresonline.com/index.htm All
staff are required to have access to the procedures and to be familiar
with them.

1.3 As a commissioning organisation NHS Wirral Clinical Commissioning Group
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: that health providers are linked into the Local
Safeguarding Children Board and that workers contribute to multi-agency
working dependent on their roles and responsibilities.
1.4 This policy details the roles and responsibilities of NHS Wirral Clinical
Commissioning Group as a commissioning organisation and that of its
employees.

1

NHS Wirral Clinical Commissioning Group is aware that revised guidance is currently being
revised – this policy document will be reviewed and, where necessary revised, following the formal
publication of the guidance.
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2 SCOPE
2.1 The Safeguarding Children policy sets out NHS Wirral Clinical
Commissioning Group’s approach to ensure that:
a)

No act or omission on behalf of the organisation puts a child
inadvertently at risk.

b)

Rigorous systems are in place to proactively safeguard and promote
the welfare of children from abuse, or the risk of abuse.

c)

Support is available to staff in fulfilling their obligations.

2.2 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 committees and other decision-making groups and
members of Wirral CCG Board and its committees.
3 PRINCIPLES
3.1 In developing this policy NHS Wirral Clinical Commissioning Group
recognises that safeguarding children 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:
a)

The commitment of the Governing Body members and senior managers
to safeguarding children.

b)

Clear lines of accountability within the organisation for work on
safeguarding.

c)

Service developments that take account of the need to safeguard all
service users, and are informed, where appropriate, by the views of
service users.

d)

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.

e)

Safe working practices including recruitment and vetting procedures.

f)

Effective interagency working, including effective information sharing.
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4

ROLES, RESPONSIBILITES AND DUTIES OF STAFF

4.1. The NHS Wirral Clinical Commissioning Group Chair Designated is
responsible for:
a)

Ensuring that policies are fit for purpose.

b)

Ensuring that the health contribution to safeguarding and promoting
the welfare of children is discharged effectively across the whole local
health economy covered by NHS Wirral Clinical Commissioning Group
through commissioning arrangements and in line with the statutory
duties of section 11 of the Children Act 2004 (H M Government, 2007) and
Working Together to Safeguard Children statutory guidance (HM
Government, 2010).

c)

Identifying the Corporate Chief Officer as NHS Wirral Clinical
Commissioning Group Governing Body lead for safeguarding
children.

4.2. The NHS Wirral Clinical Commissioning Group Corporate Chief Officer
is the Governing Body lead for safeguarding children and is
responsible for:
a)

Ensuring that the health contribution to safeguarding and promoting the
welfare of children is discharged effectively across all its commissioned
services.

b)

Ensuring that the organisation contributes to the commissioning of
specific clinical services.

c)

Ensures that safeguarding and promoting the welfare of children is
identified as a key priority area in all strategic planning processes. This
is closely linked to the Joint Strategic Needs Assessment.

d)

Ensuring that safeguarding children is integral to governance and audit
arrangements.

e)

Ensuring that all NHS Wirral Clinical Commissioning Group staff know
what to do when they are concerned that a child is being abused.

f)

Representing and / or agreeing representation of NHS Wirral Clinical
Commissioning Group on the board of the Local Safeguarding Children
Board with the Chair of the Local Safeguarding Children Board and
contributing to its work.

g)

Ensuring that all health providers from whom services are
commissioned have comprehensive single and multi-agency policies
and procedures for safeguarding children and vulnerable adults which
are in line with Local Safeguarding Children and Adult Board
procedures, and are easily accessible for staff at all levels.

h)

Ensuring that contract specifications drawn up with NHS Wirral Clinical
Commissioning Group as a commissioning organisation include clear
service standards for safeguarding children. These service standards
(NHS North West Safeguarding Children and Vulnerable Adults Policy
and audit tools) include standards for training, policies, and provide links
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to the Local Safeguarding Children Board. These service standards are
monitored thereby providing assurance that safeguarding standards are
met.
i)

Ensuring that all staff within the organisation have safeguarding children
training at the required level as defined in the Safeguarding Children
and Young People: Roles and competences for health care staff
Intercollegiate Document (2010) and in line with the Wirral Local
Safeguarding Children Board standards.

j)

Ensuring that there are arrangements in place to ‘hear the voice of the
child’ in safeguarding services.

k)

Ensuring that arrangements are in place for the Clinical Commissioning
Group to commission appropriates services for children in care including
initial and review health assessments and robust health plans for any
child looked after by the Local Authority when requested by the Local
Authority.

l)

Presenting the annual safeguarding children report to the Governing
Body members.

m)

Liaising regularly with
Safeguarding Children.

the

Designated

Doctor

and

Nurse

for

4.3 The Designated Doctor and Nurse for Safeguarding Children have
responsibility for:
a)

Providing expert advice to all health professionals, the local authority,
and the Local Safeguarding Children Board in the Local Authority area.

b)

Providing advice to ensure the range of services commissioned by NHS
Wirral Clinical Commissioning Group take account of the need to
safeguard and promote the welfare of children.

c)

Ensuring that service plans/specifications/contracts/invitations to tender
include reference to the standards expected for safeguarding children.

d)

Providing advice on the monitoring of the safeguarding aspects of NHS
Wirral Clinical Commissioning Group contracts.

e)

Providing advice, support and clinical supervision to the named
professionals in each provider organisation.

f)

Providing skilled advice to the Local Safeguarding Children Board on all
health issues and contributing to the work of the Local Safeguarding
Children Board through the board and its sub groups.

g)

Promoting, influencing, and developing relevant training, on both a
single and inter-agency basis to ensure the training needs of health
staff are addressed.

h)

Ensuring that all NHS Wirral Clinical Commissioning Group staff are
aware that people using services might be suffering from abuse and
that they need to exercise vigilance to mitigate against risk. They
should be trained and competent to be alert to the potential indicators
of abuse and neglect and know how to act on those concerns in line
with local guidance.
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i)

Providing skilled professional involvement in child safeguarding
processes in line with Local Safeguarding Children Board procedures.

j)

Providing expert health input to multi-agency safeguarding initiatives
and developments.

k)

Contributing to Serious Case Reviews, multi and single agency learning
reviews, and multi-agency case audits.

l)

Contributing to the dissemination of learning from case reviews and
audits to all NHS Wirral Clinical Commissioning Group staff and health
providers when appropriate.

m)

In addition there is a Designated Nurse and Doctor for Looked After
Children. Their responsibilities include provision of strategic and clinical
leadership and advice.

4.4. NHS Wirral Clinical Commissioning Group Managers are responsible
for:
a)

Ensuring staff can access safeguarding children procedures, policies
and guidance.

b)

Ensuring staff are aware of their responsibilities under this policy, and
that it is fully implemented within their area of responsibility.

c)

Providing leadership and support to staff that are providing services to
children and their families.

d)

Ensuring that staff work effectively with professionals from other
agencies and organisations.

e)

Ensuring operational implementation of this policy into practice and
taking appropriate action should any breach of this policy take place.

f)

Ensuring that service plans / specifications / contracts include reference
to the standards expected for safeguarding children.

g)

Ensuring that recruitment and selection process guidance is followed
during recruitment of staff working with children, or handling information
on children, including 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 undertaking in line with national and local guidance, as
from September 2012.

h)

Ensuring staff attend safeguarding children training at the appropriate
level according to their responsibilities, to safeguard and promote the
welfare of children.

i)

Ensuring that safeguarding children training is discussed with staff
during annual Performance Development Reviews and included in
individual staff development plans.

j)

Ensuring staff are released from their work area to attend single and
inter-agency safeguarding children training according to staff roles and
responsibilities.
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k)

Ensuring safeguarding responsibilities are reflected in all job
descriptions and the Knowledge and Skills Framework (KSF) relevant to
the job role.

4.5. All Other Health Professionals and NHS staff, including Independent
Contractors who provide help and support to promote children’s health
and development are responsible for:
a)

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

b)

Taking part in training, including attending regular updates so that they
maintain their skills and are familiar with procedures aimed at
safeguarding children.

c)

Understanding the principles of confidentiality and information sharing in
line with local and government guidance.

d)

Contributing to, when requested, the multi-agency meetings established
to safeguard and protect children.

e)

Discussing with their line manager when they are aware of
circumstances, difficulties or problems in their working life which may
adversely affect their working relationships and ability to safeguard
children. This should be discussed with their line manager so that
appropriate support can be provided.

f)

Staff members employed or contracted who do not directly deliver
services to individuals, in circumstances where they identify a concern
around the safety and welfare of a child or young person, are
expected to ensure that they act in accordance with Wirral Local
Safeguarding Children Board Procedures
http://wirrallscb.proceduresonline.com/chapters/p_contact_refs.html - duty_ref

4.6. Appendix 1 identifies the specific actions required by individual staff
members who have a concern about a child’s safety and welfare.
4.7. Any independent contractors who deliver services directly to children,
young people and their families should ensure that they:

5.

a)

Access safeguarding children training in accordance with national and
local guidance and competency frameworks.

b)

Act in accordance with Wirral Local Safeguarding Children Board child
protection procedures, policies and guidelines.

CONFIDENTIALITY AND INFORMATION SHARING

5.1. Confidential information about a child or young person should never be used
casually in conversation or shared with any person other than on a “need to
know basis.”
5.2. There are some circumstances when employees may be expected to share
information about a child, for example when child abuse is alleged or
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suspected. In such cases individuals have a duty to pass information on
without delay in line with Local Safeguarding Children Board procedures.
Employees must document when, with whom and for what purpose
information was shared.
5.3. The main restrictions within the legal framework to disclosure are:
a)

Common law duty of confidence

b)

Human Rights Act 1998

c)

Data Protection Act 1998

5.4. Disclosure should be justified in each case and guidance should be sought
from the Designated and Named Professionals for Safeguarding Children in
cases of uncertainty. The Designated Professionals may seek guidance from
NHS Wirral Clinical Commissioning Group legal representatives.
5.5. The storing and processing of personal information about children and young
people is governed by the Data Protection Act 1998. Effective information
sharing underpins integrated working and is a vital element of both early
intervention and safeguarding. It is important that all NHS staff understand
when, why and how they should share information.
5.6. Useful Department of Education Information Sharing Guidance is
available on the following website:
https://www.education.gov.uk/publications/eOrderingDownload/00807-2008BKT-ENMarch09.pdf

5.7 In some circumstances the sharing of confidential information without
consent would normally be justified in the public interest.
These
circumstances would be:
a)

When there is evidence that the child suffering or is at risk of suffering
significant harm.

b)

Where there is justifiable cause to believe that a child may be suffering
or at risk of significant harm.

c)

To prevent significant harm arising to children and young people
including through the prevention, detection and prosecution of serious
crime likely to cause significant harm to a child or young person.

5.8. Information could also be shared without consent in the following
circumstances:
a)

If the child or young person at greater risk.

b)

If you or another health care professional is at risk.

c)

If it would alert the perpetrator (in cases of sexual abuse or fabricated
illness).

d) If specific forensic evidence is needed.
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5.9. Consider the likely outcome of sharing or not sharing information. At all
times the safety and wellbeing of the child or young person is
paramount. Reasons for decisions to share, or not share must be
recorded. All decisions require professional, informed judgment. If in
doubt this should be discussed with a Designated Professional for
Safeguarding Children. The Designated Professionals may need to
seek advice from NHS Wirral Clinical Commissioning Group legal
representatives.
6.

WHAT TO DO IF YOU ARE WORRIED THAT A CHILD IS BEING ABUSED

6.1. All staff should exercise vigilance in their work to mitigate against the risk that
children using NHS Wirral Clinical Commissioning Group services might be
suffering from abuse. If any member of staff becomes concerned that a child
may be suffering from abuse or neglect they must follow the guidance set out
in the flow chart “What to do if you are worried that a child is being abused.”
If in need of advice you should contact the Designated Nurse or Doctor. See
Appendix 1.
7.

DOMESTIC ABUSE

7.1. The Government defines domestic abuse as:
‘Any incident of threatening behaviour, violence, or abuse (psychological,
physical, sexual, financial, or emotional) between adults who are or have
been intimate partners or family members, regardless of gender or
sexuality’
7.2. Domestic abuse affects significant numbers of children and young people
and their families causing immediate harm as well as damaging future life
chances. NHS Wirral Clinical Commissioning Group will have a view to this
when commissioning services.
7.3.

NHS Wirral Clinical Commissioning Group as members of the Local
Safeguarding Children Board will follow the multi-agency guidance set out in
their policies and procedures:
http://wirrallscb.proceduresonline.com/chapters/p_dom_abuse.html

8.

RESPONDING TO ALLEGATIONS AND SUSPICION OF CHILD ABUSE
AGAINST STAFF

8.1. All such incidents should be reported to NHS Wirral Clinical Commissioning
Group Corporate Chief Officer (Named Senior Officer) and / or the
Designated Nurse for Safeguarding Children (Designated Senior Officer). In
the case of General Practitioners, the Medical Director should be notified in
the first instance. Allegations of abuse made against a worker will be
discussed with / referred to the Local Authority Designated Officer in
accordance with Wirral Local Safeguarding Children Board procedures.
8.2. Further guidance can be found on Wirral Local Safeguarding Children Board
website.
http://wirrallscb.proceduresonline.com/chapters/p_man_alleg_vol.html

Page 12 of 1

8.3. This website provides clear advice on appropriate and safe behaviours for all
adults working with children in paid or unpaid capacities, in all settings and in
all contexts:
http://www.timeplan.com/uploads/documents/Downloads/Safer-Working-Practices.pdf

9.

DISAGREEMENT BETWEEN PROFESSIONALS OR AGENCIES

9.4. Designated professionals should be made aware of any professional or
interagency disagreements. If the matter cannot be resolved by mediation
then a professional meeting should be instigated according to Local
Safeguarding Children Board Procedures.
http://wirrallscb.proceduresonline.com/chapters/p_esc_other_age.html

10. SAFEGUARDING CHILDREN QUALITY AND AUDIT
10.1.NHS Wirral Clinical Commissioning Group has a process in place to ensure
that all service plans / specifications / contracts / invitations to tender include
reference to the standards expected for safeguarding children. Safeguarding
contracts are monitored through the Quality and Performance meeting via
established contractual quality meetings.
10.2.Quarterly safeguarding children update reports are provided to the
Performance Quality and Finance Committee.
10.3. NHS Wirral Clinical Commissioning Group will contribute to Wirral Local
Safeguarding Children Board multi-agency safeguarding audits through the
Designated Professionals. They will provide assurance to the Local
Safeguarding Children Board that their statutory safeguarding responsibilities
are in place through Section 11 audits.
11. INVOLVEMENT OF SERVICE USERS
11.1. NHS Wirral Clinical Commissioning Group is strongly committed to listening
to and acting on the views of patients, public and service users when
commissioning services, as described in the CCG communications and
engagement strategy.
12. SAFEGUARDING CHILDREN TRAINING
12.1.NHS Wirral Clinical Commissioning Group training framework is in line with
the recommendations of:
Safeguarding Children and Young People: Roles and Competencies for
Health Care Staff (Intercollegiate Document September 2010) and Working
Together to Safeguard Children Guidance March 2010
12.2.Staff will be enabled to participate in training on safeguarding and promoting
the welfare of children on both a single and interagency basis. The training
will be proportionate and relevant to the roles and responsibilities of each
staff member, as identified by their manager.
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12.3. Training can be delivered in any method that meets the requirement set out
in the following documents and may be via e-learning packages, taught, work
book. Conferences may be acceptable for Safeguarding Professionals that
require higher than Level 4 training. Assessments or individual supervision
may be used to highlight changes in national / local legislation and guidance
such as recommendations from serious case reviews.
a) Roles and Competencies for Health Care Staff, the Intercollegiate
Document (RCPCH 2010)
b) Working Together (HM Government 2010).
12.4. For the majority of staff training will be at the mandatory “all NHS staff” level
1 which is available both on induction for new staff members and as an elearning package for update training. However, managers should ensure
that members of staff who fall into any other category as outlined in the
training framework should access the relevant single or multi-agency
training.
12.5. All staff must access mandatory safeguarding awareness training as
outlined in Appendix 2. Additional guidance is provided for GP practices in
Appendix 3.
13. SERIOUS CASE REVIEWS
13.1. NHS Wirral Clinical Commissioning Group has a statutory duty to work in
partnership with the Local Safeguarding Children Board, and / or any other
Safeguarding Children Board, in conducting Serious Case Reviews in
accordance with Chapter 8 Working Together to Safeguard Children (HM
Government, 2010).
13.2. The Designated Safeguarding Professionals will inform the Strategic Health
Authority, National Commissioning Board and the Care Quality Commission
(CQC) when a Serious Case Review is commissioned.
13.3. NHS Wirral Clinical Commissioning Group will commission an Independent
Management Review (IMR) with regard to any services delivered through
independent contractors. This will be formally signed off for the organisation
by the Governing Body lead for safeguarding (Corporate Chief Officer) or
their nominated deputy.
13.4. All IMRs commissioned across the health economy will be submitted to the
Corporate Chief Officer. It is expected that each provider organisation will
have a robust sign off process by their Board level lead and that reports
received will have been subject to this scrutiny process. The IMR will support
the creation of a Health Overview report. It is the responsibility of the
Designated Professionals to compile the Health Overview report, which is
then subject to the agreed scrutiny and sign off by the Corporate Chief
Officer for safeguarding or their nominated deputy.
13.5.NHS Wirral Clinical Commissioning Group will ensure that the Designated
Professionals’ and the Named GP for Safeguarding Children are given
sufficient time and necessary support to complete both IMRs and the Health
Overview reports.
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13.6. The Governing Body must ensure the review and all agreed actions
following the review, are carried out according to the timescale set out by
Wirral Local Safeguarding Children Board Serious Case Review Panel
scoping and terms of reference.
13.7. The Performance, Quality and Finance Committee will monitor the progress
of identified recommendations and supporting action plans for issues relating
to NHS Wirral Clinical Commissioning Group.
14. CATEGORIES OF ABUSE
14.1 For children’s safeguarding, the definitions of abuse are taken from Working
Together to Safeguard Children (HM Government, 2010). Abuse and neglect
are forms of maltreatment of a child. Somebody may abuse or neglect a child
by inflicting harm, or by failing to act to prevent harm. Children may be
abused in a family or an institutional or community setting, by those known to
them or, more rarely, by a stranger. They may be abused by an adult or
adults, or another chid or children
a)

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 to a child.

b)

Emotional abuse: The persistent emotional maltreatment of a child
such as to cause severe and persistent adverse effects on the child’s
emotional development.

c)

Sexual abuse: involves forcing or enticing a child or young person to
take part in sexual activities, including prostitution, whether or not the
child is aware of what is happening. The activities may involve physical
contact, including penetrative or non-penetrative acts. They may
include, non-contact activities, such as involving children in looking at,
or in the production of, sexual online images, watching sexual activities,
or encouraging children to behave in sexually inappropriate ways.

d)

Neglect: The persistent failure to meet a child’s basic physical and/or
psychological needs, likely to result in the serious impairment of the
child’s health or development.
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APPENDIX A – WHAT TO DO

APPENDIX B - SAFEGUARDING CHILDREN TRAINING CHART

COURSE
Level 1
includes
Corporate
Induction
Programme

FREQUENCY
On
commencemen
t of
employment
Repeat every 3
years for non
clinical staff

Level Two
Safeguarding
Children
Training

Minimum 3
yearly
½ day course

Level 3
Seminars and
workshops

Annual update

STAFF
All NHS Wirral
CCG staff

KNOWLEDGE
Know about the range of
child abuse.
Know about local policies
and procedures.
Know what to do if they
have concerns.
Understand the
importance of information
sharing and dangers of
not sharing information.
Know who to contact if
concerned about a child
or young person.
Know how to access
training and support
All staff whose work brings As above and:
them directly into contact Understand which groups
of children are at risk of
with children, young
people parents and carers harm or neglect. Know
who to inform, seek
e.g. dentists.
advice from and how to
contact them. Know what
to record, how long to
keep it, how to dispose of
records correctly, when
to follow up and to
feedback.
Aware of own (and
others) roles and
boundaries.
Understand the
importance of information
sharing
All members of the
As above and:
workforce who work
predominantly with
Working together with other
children, young
agencies to identify, assess
people and /or their
and meet the needs of
parents/ carers and
children where there are
who could potentially
safeguarding concerns.
contribute to
assessing, planning,
Recognising the importance
intervening and
of family history and
reviewing the needs
functioning and working with
of a child and
children and family
parenting capacity
members.
where there are
Specialists topics
safeguarding
Current research findings
concerns e.g. GPs,
and implications for
Practice Nurses.
practice.
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Level 4

2.5 – 3 days per Child protection
year
professionals. Staff who
have a particular
responsibility for
safeguarding and
promoting children’s
welfare and working
within an interagency
context.

As level 3 plus:
Awareness of latest
guidance/best practice.
Awareness of latest
research perspectives
and implications for
practice.
Advanced understanding
of child care law, consent
and confidentiality.
Good understanding of
forensic procedures.

Level 5

2.5 – 3 days per Designated child
year
protection
professionals

As level 4 plus:
Child protection
supervision and sound
policy advice and
support.
Facilitate practice
development
Facilitation of training
(and a training needs
analysis).
Undertake / lead serious
case reviews.
Give appropriate advice
to external agencies/
organisations.
Be able to chair child
protection sub groups.
Be able to lead / oversee
child protection quality
assurance/ improvement.
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APPENDIX C NHS Wirral Clinical Commissioning Group Safeguarding

Children Training Strategy for General Practice – September 2012
All staff that come into contact with children, families, and carers in the course of
their work require training for them to effectively safeguard and promote the
welfare of children. This includes being able to recognise when a child may
require protection, taking account of their age and ability, and knowing what to do
in response to concerns about the safety and welfare of a child. Practitioners and
managers must be able to work effectively with others, both within their agencies
and across organisational boundaries. This can be achieved by a combination of
single agency and inter-agency training (Working Together to Safeguard Children,
HM Government, 2010).
Training requirements for all health staff are laid out in the Intercollegiate
Document 2010, Safeguarding children and young people; roles and competences
for health care staff. Each practice must ensure that every employed member of
staff are trained to the appropriate level. Practices must keep records of all staff
safeguarding training along with evidence, such as certificates, to prove that staff
have attended or completed training.
All General Practitioners are identified as requiring level 3 training.
Level 3:
All clinical staff working with children, young people and/or their
parents/carers and who could potentially contribute to assessing, planning,
intervening and evaluating the needs of a child or young person and
parenting capacity where there are safeguarding/ child protection concerns.
Minimum Requirements
Training
Level

Staff Group

Training Required to Meet
Appropriate Level

Level 1

Non-clinical staff

Accredited E-Learning packages.
Whole Practice face-to-face training to
be repeated at three yearly intervals.

•
•
Level 2

Level 3

Reception staff
Administrative staff

Clinical staff who have
contact with children, young
people and/or parents/carers
including:
• Practice Nurse
• Health Care Assistant
• Other Clinical Staff
Clinical staff who have
considerable* contact with
children, young people and/or
parents/carers including:
•
•
•

Nurse Practitioners
Practice Nurses with
significant paediatric
workload
General Practitioners
including Registrars &

Whole Practice face-to-face training to
be repeated at three yearly intervals.

GPs are required to have three
safeguarding sessions in a three year
period to meet their level three
competences. Although these can be
achieved in a variety of ways including
e-learning the following schedule is
recommended:
•
•
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Attendance at three yearly whole
practice face-to-face training.
Attendance at a specialist

Training
Level

Staff Group

Training Required to Meet
Appropriate Level

Locums
•

training session given by the
Designated Doctor and Nurse.
Attendance at an LSCB multiagency training module accessed
directly from the LSCB.

Whole practice training programmes which incorporates all safeguarding
competences required at Levels 1 and 2 are provided by the Designated Nurse
Safeguarding Children and Named GP Safeguarding Children for delivery by the
Practice Safeguarding Lead.
Level 3 safeguarding children training is developed and facilitated by the
Designated Professionals and the Named GP for Safeguarding Children.
Information on Wirral Local Safeguarding Children Board training can be
accessed:
Wirral Local Safeguarding Children Board
http://www.wirral.gov.uk/my-services/childrens-services/local-safeguardingchildrens-board/information-professionals/lscb-training
Practices may wish to explore e-learning options. One useful site can be found
below:
E-Learning for Healthcare and safeguarding children modules can be accessed at:
http://www.e-lfh.org.uk/projects/safeguarding/index.html
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APPENDIX D IMPACT ASSESSMENT SCREENING TOOL

1. Initial Screening Process
1.1 Title of the policy/procedure/function/service
Safeguarding Children

1.2 Directorate/Department
Corporate

1.3 Name of the person responsible for this Equality Impact Assessment
Helen Jones

1.4 Date of Completion
October 2012
1.5 Aims and Purpose of this policy/procedure/function/service

In developing this policy NHS Wirral Clinical Commissioning Group recognises that
safeguarding children 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.
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)
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Other External Research/Survey/Consultation/Audit (please list)

1. Statutory guidance on making arrangements to safeguard and promote the
welfare of children under section 11 of the Children Act 2004 (HM Government,
2007)
2. Working Together to Safeguard Children (HM Government, 2010) 2

3. Statutory Guidance on Promoting the Health and Well-being of Looked After
Children
4. The procedure, policies and guidelines of Wirral Local Safeguarding Children
Board
What is the summary of the available evidence?

The organisation must ensure that all health providers from whom it commissions
services (both public and independent sector) have comprehensive single and multiagency policies and procedures in place to safeguard and promote the welfare of
children: that health providers are linked into the Local Safeguarding Children Board
and that workers contribute to multi-agency working dependent on their roles and
responsibilities.
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?

Strand

Yes/No/Insufficient
Data

Justified Yes/No

Ethnicity/Race
Disability
Gender/Sex
Religion/Belief
Sexual Orientation
Age
Human Rights
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.

2

NHS Wirral Clinical Commissioning Group is aware that revised guidance is currently being
revised – this policy document will be reviewed and, where necessary revised, following the formal
publication of the guidance.
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1.10 Full Equality Impact Assessment required.
APPENDIX B 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:

Safeguarding Policy

October 2012

Dissemination Lead:

Designated Nurse for Children

(print name and contact
details)

0151 651 0011

Proposed action to retrieve
out-of-date copies of the
document.

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

To be disseminated to:

Disseminated Timescale
by whom?

Status

Designated
Nurse for
Children

1 month

G

Electronic

1 month

G

Electronic

Website
Other (give details)
Training Sessions (give details
below)

Chief
Officers of
CCs

RAG

Paper or
Electronic

Comments

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)

Page 24 of 1

Process for reviewing/reporting results
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Annual Status Review (ASR)
Agenda Item:

3.1

Reference:

GB12-13/067

Report to:

Governing Body

Meeting Date:

30th October 2012

Lead Officer:

Lorna Quigley

Contributors:

Cheshire Warrington and Wirral Commissioning Support Organisation
(CWW-CSU)

Governance:

Link to
Commissioning
Strategy
Link to current
governing body
Objectives
The Annual Service Review (ASR) has been produced by the CSU for
the CCG. The aim of this review is to provide the CCG with a broad
perspective on the local health economy and to highlight areas of
challenge or opportunities that will support the planning cycle.

Summary:

The board is asked to note the contents of the ASR and approve this tool
as one of the vehicles in assisting the CCG during the planning cycle.

Recommendation:

To Approve

x

To Note

x

Comments

Next Steps:

Once approved this document in addition with other national and local intelligence
will support the governing body and the divisions in planning
and
the
commissioning of future services.

Report Title: Board Meeting and date

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

None Identified

Value For Money

Using this tool will support investment decisions and as such will ensure that
any commissioning decisions made will demonstrate value for money.

Risk

Not using the ASR in the planning cycle will mean that services commissioned
will not be based on patient’s current or future needs.

Legal

No legal advice has been sought.

Workforce

No workforce issues have been identified. There may be future issues affected
the work load as a result of the planning, this will be assessed.

Equality &
Human Rights

As this review covers the Wirral population equality and diversity has been
included in the review.

Patient and
Public
Involvement (PPI)

Patients and public have not been included in the review, however any
recommendations made using the review public and patient consultation would
take place.

Partnership
Working

This review will be used in conjunction with partners, as it covers the Wirral
population. Data used in this review has come from a number of partner
sources including ONS, HES and national benchmarking

Performance
Indicators

The performance indicators when services are commissioned based on the
evidence.

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

Report Title: Board Meeting and date

Date

Brief Summary of Outcome

2/3

Annual Service
Review

Agenda Ref

Operational group
meeting

18th
September
2012

For information and comment

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.

Report Title: Board Meeting and date

3/3

www.cwwcss.org.uk
Professional services and solutions that support and
transform the way commissioners improve the lives
of their population

Annual Status Review (ASR)
for NHS Wirral Clinical
Commissioning Group

In confidence: not for circulation

With input from Wirral Public Health
(Version 2, October 2012)

www.cwwcss.org.uk
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For more information and further discussion please contact
your CSU Head of Client Operations:
Paul Edwards
5th Floor Old Market House
Hamilton Street
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07776 472162
paul.edwards@wirral.nhs.uk
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Liverpool Road,
Chester
CH2 1HJ
Tel: 01244 385133
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‘

Commissioners are faced with
enormous choice and pressures –
what might we do, what could we do,
what should we do. In a time of financial
pressure the art of effective and
innovative commissioning is making these
informed choices, setting out action plans
that move beyond what we do now or
‘what we have always done’. The ASR
begins a dialogue about what matters
most to your local population, this is a
really impressive starting point from a
visionary CSU taking the right approach.

Professor David Colin-Thomé
Consultant in Health Care and Policy and Visiting
Professor at University of Durham and University of
Manchester Health Services Management Centre

’

‘

It’s great to see a forward thinking
CSU starting to provide the much
needed information to enable CCGs
to commission effectively. I am
delighted that the CSU is using
open, publicly available data
provided by the Health and Social
Care Information Centre for this
purpose, as this is the absolute
essence of Cabinet Office’s
OpenData, accountability and
transparency agenda.

’

Dr Mark Davies
Medical Director at the Health and
Social Care Information Centre,
and Adviser to Cabinet Office on
OpenData
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Foreword
Welcome to the Wirral 2012 Annual Status Review. Our aim has
been to produce a valuable synthesis of a broad range of key
indicators (in terms of population and provider perspectives), an
indication of potential collaborative opportunities that arise from
this analysis and an outline of some of the best practice and
innovation in the areas highlighted.
The ASR provides a broad perspective on your health economy
and seeks to pose a range of questions and/or highlight potential
areas of challenge or opportunities that supports your
transformational and QIPP agendas and to aid your discussions
with your practices, patients, providers and partners during this
planning cycle.
We have sought to leverage a wide range of skills and capabilities
from within the CSU, within CCGs more broadly and also from a

diverse range of subject matter experts across the region and
nationally to bring you a view of up to date ideas and innovative
solutions available in the wider commissioning landscape. This
analysis has identified many great examples of innovation both
within the sub region and more broadly and some exciting
opportunities for broader collaboration across the commissioning
landscape.
This is the start of our intelligence journey and we will work with
you to develop our offering to your CCG over the coming months.
I hope you find this a valuable contribution to your planning cycle
and that it is a real catalyst to the transformational journey that I
know you are embarking on in the face of the unprecedented
financial and quality challenges you (in common with
commissioners across the country) face over the next few years.
Tim Andrews
Managing Director
Cheshire, Warrington and Wirral Commissioning Support Unit

4

www.cwwcss.org.uk

Contents
Contacts

2

Foreword

4

Business intelligence supporting improvement

5

Executive summary

6-8

Quick guide to ASR charts

10

Section 1

What does the population in the CCG look like?

11-13

Section 2

What are the key current and future health issues?

14-17

Section 3

Analysing programme spend versus outcomes

18-22

Section 4

Analysing performance

23-30

Section 5

Listening and acting on the views of our patients

31-32

Section 6

Improvement opportunities

33-36

Acknowledgements

37

Appendix 1

The challenge ahead - transforming health and social care

38-59

Appendix 2

Alcohol dependence and harmful alcohol use

51-56

Appendix 3

Data notes

57-58

Appendix 4

Development notes

59-60
5

www.cwwcss.org.uk

Business intelligence supporting improvement
The ASR is an important report. For CCGs it is an excellent backdrop
to the annual planning process, providing useful contextual
information about the needs, inputs and outcomes for the CCG
population. From a CSU perspective, it signals a change in our
approach, and the start of a journey towards more insightful
analytics for our CCG clients.
Our aim with this report is to provide a coherent package of
information and analysis, structured around the key commissioning
questions, as detailed in the Commissions Intelligence Model which
in turn we believe will help colleagues think about the “whole
system” of needs, inputs, outcomes and experience in the context of
a local, regional and national picture.
As a CSU we are keen to support such “whole system” thinking.
To be truly effective though, the information we provide must firstly

help CCGs understand all of the aspects of that macro-level picture,
but secondly, the operation and performance of the thousands of
micro-level events that occur on a day-to-day basis, and how they
add up to the macro-level picture.
The ASR is one of the ways we can bring structure to the CSU
outputs, by providing a high level view and ensuring that detailed,
specific reporting and analysis is always linked back to important
questions about the behaviour of the whole system. Over the next
few months we will be creating new intelligence and analyses
outputs aligned to this model, and with it, increase the degree of
“sense-making” that the CSU is able to provide to our CCG clients.
It is an exciting time, and the start of an intelligence journey that we
believe will deliver significant value for our CCG clients, and to the
population of Cheshire, Warrington and Wirral as a whole.
Andrew Frith
Interim Director of Business Intelligence
Cheshire, Warrington and Wirral Commissioning Support Unit

Data

Information

Insight

Footnote: http://www.commissioningboard.nhs.uk/files/2012/02/Commissioning-Intelligence-Model-v13.pdf

Improvement
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Executive summary
The Annual Status Review identifies key challenges for NHS Wirral
CCG because of demographic changes and particularly the ageing
population. Notably, by 2035, the population over the age of 85 will
have more than doubled to 17,900. The ageing population brings
with it associated challenges regarding the population’s use of health
care, particularly the frail elderly who often present with complex
needs including dementia.
Evidence suggests that onset of multi-morbidity occurs 10-15 years
earlier in people living in the most deprived areas1 and it is estimated
that 70% of total health care expenditure in England is attributed to
people with long term conditions.2 The financial challenges facing
Wirral Social Services in coming years will be exacerbated by the
ageing population and will require health and social care to work in
an integrated way to address increasing demand for services.
Due to its geography, significant parts of the Wirral population have
limited access to a choice of hospitals within a 30-minute car journey
and Wirral University Teaching Hospital NHS Foundation Trust is a
significant provider of care. It is notable that in a self-selecting survey
via NHS choices, more than 40% of respondents would not
recommend this provider. Further investigation of patient experience
is needed to determine how the CCG can use contractual levers,
such as CQUIN schemes, to gauge and improve patient satisfaction.

A comparison of programme budget spend and outcomes with
national performance at CCG level has been undertaken, identifying
high spend and poorer outcomes for cancer and poor outcomes for
gastro intestinal and genito urinary pathways. Those cancers with
poorer outcomes are clearly referenced in the JSNA as being lung,
breast, colorectal (women only) and prostate. Promoting prevention,
early diagnosis and adoption of evidence-based treatments should
remain priorities for the CCG. Gastro intestinal or digestive disease is
associated with alcohol consumption. Whilst Wirral has invested in
alcohol prevention and treatment services in recent years, the impact
may not yet be reflected in the data used for the SPOT analysis.
A further review of services is needed to ensure investment is
targeted where it can have greatest impact.
Poor outcomes for patients with genito urinary problems may be
linked to the ageing population, particularly care home residents.
Further analysis of the source of admissions and diagnosis is required
to identify what interventions might improve these outcomes as
kidney care pathways are also accounted for in this programme
budget. It is notable that poor outcomes for patients with genito
urinary problems is a concern for CCGs across Cheshire, Warrington
and Wirral (with the exception of West Cheshire) and could be a
fruitful area for collaboration; recognising that NHS Wirral CCG have
a divisional initiative regarding advice and treatment for urological
conditions.

Van Spall HGC, Toren A, Kiss A, Fowler RA. Eligibility criteria of randomized controlled trials published in high-impact general medical journals: a systematic sampling review. JAMA 2007; 297: 1233–40.
Smith, S.M., Soubu, H., Fortin, M., Hudon, C. and Dowd, T. (2012) Managing Patients with multimorbidity: systematic review of interventions in primary care and community settings BMJ2012;345

1
2
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Executive summary
Improvement opportunities:
• Patient flow or concurrent review of the use of the health
system in Wirral in order to assess the opportunity to
improve the management of high users of healthcare, such
as those with multiple long term conditions. Evidence from
this approach taken the NHS and overseas suggests that
25% of current acute admissions and 30% of acute
inpatients could be managed more effectively and at less
cost outside of hospital (see appendix 1).
• Continued review of impact of spend and increased
targeting of spend relating to cancer and circulatory disease
(prevention, early diagnosis and adoption of evidencebased treatments) to ensure maximum impact.
• Continued review of impact of more recently commissioned
alcohol services to ensure maximum impact and ensure that
they are targeted on geographies or groups with highest
need.

• Investigation of genito urinary pathways to establish
whether poorer outcomes are associated with kidney care,
sexual health or other conditions and to review associated
pathways with a view to improving quality, potentially with
targeted investment. A collaborative approach will be
required to this given that gynaecology, urology, renal,
GUM services, community and primary care providers are
involved in these pathways. Patients with chronic kidney
disease would benefit from evidence-based approaches to
long term conditions management.
• Further investigation of patient experience at Wirral Hospital
NHS Foundation Trust with a focus on determining how the
CCG can use contractual levers, such as CQUIN schemes, to
gauge and improve patient satisfaction. Also, consideration
of mechanisms to ensure a more reliable and comprehensive
view of experience in future.

8
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Executive summary
Collaborative opportunities:
The table below identifies where there are common challenges facing CCGs within the Cheshire, Warrington and Wirral footprint
presenting opportunities for partnership working.
Wirral

Eastern Cheshire

South Cheshire

Vale Royal

Warrington
•

Alcohol

GI

•

•

•

•

Older
Population

Trauma and
Injuries (falls)

•

•

•

•

Older
Population

Dementia

•

•

•

•

Older
Population
/LTC

GU

•

•

•

•

LTC

Respiratory

LTC

Diabetes

Mental
Health

West Cheshire

•

•

•

•
•
•

•

•

Helen Bennett
Head of Transformation, Improvement and Programmes,
Cheshire, Warrington and Wirral Commissioning Support Unit
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Quick guide to ASR charts
This is called a spark line. Grey blocks
delineate 10 years and shows the general
trend.
The simple visualisations here represent the
positive (green) and negative (red) responses
from patient surveys.
Maps shown here are built on analysis at the
Lower-Layer Super Output Area (LSOA)
level. LSOAs have to have about the same
population (roughly 1,500 people initially).
As a result they vary greatly in size (they are
much bigger in rural areas with low density
populations). Therefore large areas are not
necessarily significant.

The charts here are designed to be read vertically, column by column, to
allow each CCG to compare its spend on a particular health programme
with other commissioners. The charts enable CCGs to identify who
spends more or less than they do, on individual programme areas, and so
conduct further analysis or contact commissioning colleagues, where
further investigation might yield beneficial insights.
Please note: CCGs should not read across the columns to compare their total spend with other
commissioners as the scale below each individual programme heading differs from one column to the next.

SPOT stands for Spend & Outcome Tool)

Z-score is a measure of how different a metric is
for one CCG compared to the national
distribution of scores for all CCGs. A score
beyond 2 is very significantly different. Z scores
greater than +/-2 should be investigated as they
are a sign that you are an outlier. Some scores
between 1 and 2 are also worth further
exploration.

This is a bullet chart. The background of the
chart is coloured red amber or green to
highlight the national position. This makes it
easy to tell at a glance whether you are
better, close to or worse than the national
position. Note that the scales of different
columns are different.

Each chart actually shows the data for all CCGs:
there is one grey column for each. The column
for your CCG is highlighted in red so your
position can be judged relative to everyone else.
The national range is also easy to read.

Trend charts are designed to illustrate
whether things are improving or not and
whether past performance has been
consistent or noisy. The grey bar show the
same as the amber range on the bullet chart.
If performance is much better or worse than
the national average, the grey bar may be
missing, the last value on the trend is the
same as the dot in the bullet chart.

Target performance is indicated by the red line.
Actual performance is shown by the black line
enabling quick judgement about recent level and
consistency of performance.
Actual monthly performance is represented by the
blue column. Target performance is the red line
enabling rapid judgement about trend and overall
achievement.

Data sources and how the charts are to be developed in the next iteration can be found in appendices 3 and 4. References to these are provided as a footer to each chart.
More details on how the charts were developed, including the collection and processing of data, can be found in the technical appendix which accompanies this document
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What does the population in the CCG look like?

Data Note: 1

Development Notes: 1,2,3,4
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What does the population in the CCG look like?

Data Note: 2
Development Notes: 5,6,7,8
Commentary regarding use for illustration purposes.
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What does the population in the CCG look like?
The population is forecast to increase by about 20,000 between 2010 and 2035. The trends show that
the number of children is growing but forecast to peak and then reduce to give an overall increase of
3.5%. The number of retired people is steadily increasing and will grow by 34% but more significantly
the proportion of over 85-year olds in the population will double in size – from 2 % to 5 %, to a figure
of 17,900.
The number of males compared to females aged 60 to 64 years in 2011 shows only 400 more females
to males, whereas there are 50% more females than males aged over 80 years. This male/female
distribution is similar to that of neighbouring NHS West Cheshire CCG.
The retired population live mainly in suburban areas whereas the deprived are live mainly in highdensity urban areas and in smaller clusters elsewhere in the CCG area. Most people can access more
than one hospital within 30 minutes and receive their services from Wirral University Teaching Hospital
NHS Foundation Trust at Arrowe Park, Upton. In northwest Wirral there is only one hospital within a
30-minute drive.

KEY POINTS
The proportion of people aged
over 85 years is forecast to
increase to 17,900 by 2035.
Most people can access more than
one hospital within 30 minutes,
but receive their services from
Wirral University Teaching
Hospital NHS Foundation Trust at
Arrowe Park, Upton.
In northwest Wirral mapping
shows that there is only one
hospital within a 30 min drive.
The retired population live in rural
or suburban areas whereas those
considered to be deprived live
mainly in high-density urban
areas.
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What are the key current and future health issues?
Mortality by programme

Data Note: 3

Development Notes: 9,10,11
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What are the key current and future health issues?
Morbidity prevalence and long-term illnesses

Data Note: 4

Development Note: 12
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How healthy is the population in the CCG?
What are the key current and future health issues for this population?
The current and future health issues for the population have been identified by selecting the most
significant disease areas and using supporting information such as programme data for diabetes for
endocrine conditions and epilepsy for neurological conditions. Comparators allow for the identification
of peer groups who can share their experience, helping to spread excellence and best practice quickly.

KEY POINTS
Mortality rates for patients with
chronic liver disease are much
higher than the national average.

Comparisons can be made with CCGs in Cheshire, Warrington and Wirral, bordering CCGs and other
comparable CCGs in England, (derived from ONS data). CCGs may choose which CCGs with which
they want to be compared for presentation on the portal. The coloured box plots for mortality indicate
performance relative to average of all CCGs. The grey boxes show above or below the national average
within 10% with the trend line show between the years of 2002 to 2010. A similar approach is used for
morbidity prevalence using long term conditions and mental health as indicators.

Whilst improvement is noted in
cancer and circulatory disease,
maintaining a focus on investment
and improvement in this area
continues to be justified.

It is important to note that national improvements in disease registers in primary care initiated in part by
QOF, will impact upon the prevalence trend identified for many long term conditions. Further analysis
should be undertaken regarding recorded prevalence compared with expected prevalence in order to
identify gaps in care for patients with long term conditions.
The main points to note from this analysis, is that outcomes for patients with chronic liver disease are

Overall it would appear
prevalence of long term illness for
Wirral patients is higher than
average across all areas.

much poorer than the national average and the rest of the Cheshire, Warrington, Wirral cluster.
It would appear that there has been no consistent progress towards improvement. Whilst improvement
is noted in cancer and circulatory disease, maintaining a focus on investment and improvement in this
area continues to be justified. Given the population forecast for those aged over 65 to increase, and
those aged over 85 years to double in number, improvements in outcomes and pathways will be
essential to manage demand and keep people as healthy as possible for as long as possible. For
epilepsy, mortality is poorer than average with variable improvement identified over the 5 year trend.
16
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How healthy is the population in the CCG?
(Continued)
The variable trend in COPD prevalence may be due to the continued development of disease registers
and management of patients newly-added to the registers has yet to make a positive impact. Overall, it
would appear outcomes for Wirral patients are slightly poorer than average across all areas.
This resonates with the JSNA, which identifies the widening gap in life expectancy between Wirral and
England (2008-10) and also that Wirral has the largest gap in disability free life expectancy of any
authority in England (2012). Evidence suggests that onset of multi-morbidity starts 10-15 years earlier
in people living in the most deprived areas and this is a particular issue for Wirral.3
Targeting of services, such as smoking cessation, at the most deprived quintiles would aim to narrow
the life expectancy gap within Wirral.

Van Spall HGC, Toren A, Kiss A, Fowler RA. Eligibility criteria of randomized controlled trials published in high-impact general medical journals: a systematic sampling review. JAMA 2007; 297: 1233–40.

3
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Analysing programme spend versus outcomes
Spend overview

Data Notes: 5,6

Development Notes: 13 - 19
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Analysing programme spend versus outcomes
Spend per head and by programme

Data Note: 7

Development Notes: 21, 22
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Analysing programme spend versus outcomes
Comparing against all CCGs in England

Data Notes: 8,9

Development Notes: 23,24
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Analysing programme spend versus outcomes
Explaining exceptions at a programme level

Data Notes: 10,11

Development Notes: 25,26,27
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Analysing programme spend versus outcomes
Explaining exceptions at a programme level

Data Notes: 10,11

Development Notes: 25,26,27
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Analysing programme spend versus outcomes
The SPOT quadrant analysis compares NHS Wirral CCG federation with other CCGs in England using
programme budgeting data and outcomes. In addition the size of the ‘spot’ is indicates relative size of
spend. It should be noted that data should be triangulated with demographic peer comparators to ensure
any variance identified is not warranted by need and that pathway- specific SPOT analyses are available at
www.yhpho.org.uk. Furthermore, the development of the CSU portal will enable CCGs to drill down into this
data.
The analysis identifies that there are no programme areas where spend is very significantly different from the
national distribution of CCG scores (as indicated by a z-score greater than +/- 2). However, the spend on
cancers and tumours is higher than the England average (£47.1m in 2010/11) with mortality from all cancers
in the under 75s also higher than the English CCG average.
There are a number of programme areas where analysis identifies that outcomes are poorer than the English
CCG average. In 2010/11, Wirral spent £30.6m on the gastrointestinal programme area and analysis
demonstrates that outcomes for patients with problems of the gastrointestinal system (as measured by
mortality from gastrointestinal disease, including digestive and liver disease) are poorer than the England
average. The impact of alcohol on health is often identified within this programme budgeting category and,
as identified in the JSNA, Wirral has a high mortality rate, morbidity rate associated with chronic liver disease
and admissions to hospital as a result of excessive drinking.

KEY POINTS
Higher spend on cancers and
tumours than England average,
with poorer outcomes in terms of
mortality in under 75s.
Poorer outcomes than national
average for gastrointestinal
problems, potentially linked to
alcohol.
Higher mortality following
admission for genito-urinary
problems than national average
requires investigation.
Assessment of the proactive
commissioning spend and reactive
treatment spend within
programme budgeting categories
will aid insight.
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Analysing programme spend versus outcomes
(Continued)
The analysis identifies that outcomes, as measured by deaths within 30 days for patients admitted for
genito-urinary system problems, are poorer than the England average. In 2010/11, Wirral spent £28.4m
on the programme budgeting area. The newly formed QIPP team for planned care may wish to
undertake more detailed analysis regarding genito urinary pathways in order to assess potential areas for
improvement. One of the challenges facing commissioners is the diverse nature of this programme
budget area including kidney care, sexual health services and urological services. Tools such as the NHS
Atlas of Variation in Healthcare for People with Kidney Disease (June 2012) may be helpful in this
investigation.
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Analysing performance
How have our acute service providers performed?

Data Notes: 12

Development Notes: 28, 29
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Analysing performance
Comparing GPs performance to understand opportunities for improvement
Wirral Alliance Commissioning Consortium

Data Notes: 13, 14

Development Notes: 30, 31, 32
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Analysing performance
Comparing GPs performance to understand opportunities for improvement
Wirral GP Commissioning Consortium

Data Notes: 13, 14

Development Notes: 30, 31, 32
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Analysing performance
Comparing GPs performance to understand opportunities for improvement
Wirral Health Commissioning Consortium

Data Notes: 13, 14

Development Notes: 30, 31, 32
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Analysing performance
This identifies that Wirral University Hospitals NHS Trust has variable performance in relation to delivery
of the 4 hour A&E target and 18 week referral to treatment. It is notable that performance at specialist
trusts is better than other providers, however this can be largely attributed to the case mix of patients
accessing care.

KEY POINTS
A wide variation in cost per head
for both elective and emergency
admissions.

For the Wirral population there is a wide variation between practices within NHS Wirral CCG in terms of
cost per head for both elective and emergency admissions. The average cost per head for emergency
admissions is slightly higher than for elective admissions and is similar to the position reported for
neighbouring NHS West Cheshire CCG. There is no apparent correlation between cost per head for
elective and emergency admissions. There is little variation in prescribing spend except for a few
practices with a higher spend. There is little variation in cost per head for outpatient appointments
whereas other CCGs in Cheshire, Warrington and Wirral appear to show a greater variation but lower
average cost.

Elective admission rates are
constant across practices within
WACC although rates of A&E
attendances and emergency
admissions vary widely.

When reviewed at a divisional level, elective admission rates remain constant across practices within all
divisions although rates of A&E attendances and emergency admissions vary greatly and there is a
much greater variation in emergency admission rates.

Greatest variation between
Practices is in A&E attendance
rates, these varying by a factor of 2.
This analysis suggests that a more
detailed scrutiny of good and bad
performers would be beneficial,
especially to better manage
patients with long-term conditions
and reduce avoidable emergency
admissions.
29
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Analysing performance
(Continued)
The greatest variation between practices is in A&E attendance rates with some practices seeing twice as
many of their patients attending A&E as others. There is a general correlation between rates of A&E
attendance and emergency admission. There is some variation in first outpatient appointment rates.
Overall follow-up/first out patient attendance ratio is approximately 2.5, with some variation between
practices.
Two Practices achieved <85% of available QOF points whilst most others achieved >95%. There does
not appear to be any correlation between low achievement of QOF points and other indicators, these
being average for the two Practices with low QOF achievement, however, closer scrutiny of the lowerscoring QOF practices might identify opportunities to better manage long-term conditions and reduce
demand on unplanned care.
Practices vary a great deal in size. The average number of registered patients per GP FTE is less than
1,500. This varies 2-fold between Practices. Some practices have twice as many patients, per full-time
GP, as others though almost all practices have less than 2,000 registered patients per GP FTE. There
does not appear to be any correlation between the number of registered patients per GP FTE and the
rate of A&E attendance.
We recognise that some CCGs have well-developed primary care quality dashboards which will form
part of our core Business Intelligence offer to CCGs. This will enable CCGs to drill beneath these highlevel summaries (e.g. triggering evidence-based support to outliers with consistently high A&E use).
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Listening and acting on the views of our patients
Understanding patients’ experience with GPs
No. of responses
16,665
17,195
17,206
17,013
17,504
17,084

(8,549 responses)

(5,998 responses)

Data Notes: 15

Development Notes: 33
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Listening and acting on the views of our patients
Understanding patients’ experience in hospitals

No.
of
responses

36
24
33
25
33
25
28
28
23

Data Notes: 16

Development Notes: 34
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Are we engaging our patients, providers and other
stakeholders effectively?
In order to inform commissioners, this section uses a selection of indicators from survey
questions that broadly summarise patient satisfaction with primary care health services and a
selected list of patient preferences.
Essentially, patient survey scores indicating whether patients feel their GP have sufficient time
to listen achieve nearly 100%. Of patients surveyed, nearly 90%, were satisfied with their
overall experience of their GP practice. Fewer patients wish to book their GP appointment
online (17%) compared to 60% who are happy to use the telephone and 21% in person.
Out of hours, the picture reported is slightly different, 65% of those surveyed are confident
that they know how to contact an out of hours GP meaning 35% of the population may
require more assistance. This subset will be available at individual practice level on the portal.
Presently, nationally available data relating to patient experience is not comprehensive. Data
taken from NHS Choices is presented, however it should be noted that this is a self-selecting
sample of patients and CCGs will wish to consider mechanisms for a more reliable and
comprehensive review of patients’ experience in relevant hospital providers. The CSU is also
actively pursuing this in order to provide more complete intelligence to CCGs.

KEY POINTS
GPs are rated well for giving enough time
and listening to patients and overall
experience, but there is less satisfaction
with access to the service.
Out of hours services - 65% of those
surveyed are confident in knowing how to
contact GP meaning, significantly, 35%
are not.
Nearly 50% of patient respondents
reported that they would not recommend
Wirral University Teaching Hospital NHS
Foundation Trust.
There are three (specialist) hospitals
consistently receiving very high patient
satisfaction ratings, from which others
could learn and adapt their own service
provision.
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Are we engaging our patients, providers and
other stakeholders effectively? (Continued)
The available data identifies slightly poorer feedback from patients regarding their experience
at hospitals located in Liverpool. Three hospitals achieved no higher than a “3” rating on how
involved patients felt in making decisions, with notable feedback that Countess and Chester
Hospital NHS Foundation Trust was particularly poor in this area.
Nearly 50% of patients reported that they would not recommend Wirral University Teaching
Hospital NHS Foundation Trust or Aintree University Hospital NHS Foundation Trust.
Positively there are three (specialist) hospitals consistently receiving very high patient
satisfaction ratings from which others could learn and adapt.
Going forward, consideration could be given to how patients are selected for survey
purposes, how survey respondents could be made more representative and how the numbers
of responses could be increased.
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Improvement opportunities
Summary
The analysis identifies a number of areas warranting further exploration for NHS Wirral CCG
with a view to supporting improvement in quality and efficiency of spend:
• Management of high users of healthcare, such as those with multiple long term conditions
• Review and targeting of spend relating to cancers and circulatory disease
• Review of the impact of the recently commissioned alcohol services
• Investigation of genito-urinary pathways to improve outcomes
• Investigation of patient experience at Wirral University Teaching Hospital
As noted in the executive summary, there are a number of these areas in which advantage
may be gained through collaborative working with other CCGs in the Cheshire, Warrington
and Wirral area.
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Improvement opportunities
Evidence review
Appendix one and two of this document outline some of the
evidence based interventions which a CCG may choose to
adopt in order to address these issues:
Transforming Health and Social Care (appendix 1)
Alcohol Dependence and Harmful Alcohol Use (appendix 2)
In addition to these the Commissioning Support Unit has
within its organisation a Library and Evidence Service.
This service has undertaken a number of high level evidence
reviews on various subject areas in support of CCGs
including:

Other more specific evidence reviews include:
Genito-urinary medicine (inc kidney care)
These evidence reviews can be made available. Please speak
to your Locality Lead for more details.
It should be noted that the most helpful research evidence
input comes with the more in-depth clarification of what’s
beneath the high level summary intelligence presented in the
ASR. The Commissioning Support Unit will work with CCGs
to tailor an evidence review to the particular issues they face
once further analysis is undertaken.

Children
End of Life Care
Frail Complex Elderly
Long Term Conditions
Mental Health
Urgent Care
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The challenge ahead –
transforming health and social care
Introduction
The ageing population and increased prevalence of long-term
conditions requires a sea change in thinking and action that goes well
beyond improving the performance of the existing system.
The current reliance on care in hospitals and residential settings is
increasingly and rightly under question, as are traditional relationships
between health and social care professionals and service users.
Evidence of gaps in quality and safety in the NHS underscore the
urgent need to develop new models of care.

these constraints require around £20 billion of efficiency savings to be
found by 2015, with a high probability that a similar amount will
need to be identified in the following four years.4 Social care is under
even greater pressure with local authorities having to make deep cuts
in spending. The financial challenges facing Wirral Social Services in
the coming years will be exacerbated by the increase in the ageing
population and will require a joined up response from health and
social care.

Today’s health and social care delivery system is focused on dealing
with today’s challenges rather than planning for those of tomorrow.
New thinking is needed both on the models of care required to meet
the future changing population needs and on how these are to be
put in place.

In the absence of additional funding to develop new services, the
challenge facing local authorities and NHS organisations is how to use
the resources available now and for the foreseeable future to meet
the demands of the populations they serve. The current delivery
model in all providers (hospitals, primary care, community services,
social care and mental health) is based on outdated ways of working
that result in poor value for money and lack of user responsiveness.
If the productivity challenges that lie ahead are to be met, a major
transformation in care delivery is required.

Public services face an unprecedented period of financial constraint,
the effects of which have been felt most strongly by local authorities,
including social care. The proximate cause of the pressures affecting
health and social care services is the prospect of many years of
financial constraints on public expenditure. In the case of the NHS,
Appleby, J (2012) A productivity challenge too far? London: King's Fund,

4
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In this context, CCG leaders are now ideally placed to take a strategic
view rather than focusing on short-term fixes designed to preserve
existing services at a time when these are in need of more radical
reform. A strategic view across health and social care must start by
understanding changes in need and demand, and how these affect the
provision of services.
Recent publications, including The King’s Fund report on Transforming
the Delivery of Health and Social Care has reviewed whether current
models of delivering care are fit for purpose, drawing on evidence
from different sources to make the case for change. The report
considers the delivery of public health and preventive services, primary
care, hospital services, social care and mental health services. The
report concludes that these services have not kept pace with changing
demands, that they remain fragmented and fail to act together to
meet the needs of patients and users. Furthermore the failings of care
at Mid Staffordshire NHS Foundation Trust and the Winterbourne
View, underline the need for change in all parts of the current system.
In making the case for changes to the local delivery system, it is
important to recognise the many strengths of the NHS and the need
to retain and build on these. Specifically, the commitment to universal
access to care, the provision of a comprehensive range of services, and
the ability to focus on the needs of the whole population are widely
acknowledged to be enduring features that must be protected and
wherever possible enhanced.

The case for change
Population increases have been accompanied by a rise in the number
of people aged 65 and over, and a change in the balance between
people in this age group and those of working age. The old-age
dependency ratio – defined as the number of people of pension age
and over for every 1,000 people of working age – demonstrates these
changes in the structure of the population.
NHS Wirral CCG has significant population increases in the over 65
years and over 85 years populations, with an increasing old age
dependency ratio. This ageing population brings significant challenges
and implications for health and social care services locally, particularly
associated with the frail elderly who often present with complex
multi-morbid needs including dementia.
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The main users of hospitals and care homes today are older
people. As an example, people over 65 years account for 62% of
total bed days in hospitals in England, and 68% of emergency
bed days.5 Average length of stay in hospital is eight days for
patients aged 65–74 years; 10 days for patients aged 75–84
years; and 12 days for patients aged 85 years or older.6 More
than three-quarters of people receiving care in registered
residential and nursing accommodation in England funded by
councils are aged 65 and over (with 43% aged 85 and over), and
81% of people receiving community-based home-care services
are aged 65 or over.7 There is also a correlation to an increase in
healthcare and resulting social care needs for age-related
conditions such as urgent care, long term conditions, end of life
care and mental health conditions (dementia).
The ageing population will continue to result in rising demand for
and use of health services. There are 700,000 people living with
dementia in the United Kingdom (of whom approximately
570,000 live in England), and this figure is expected to reach 1.4
million over the next 30 years.8 Among those with late-onset
dementia, it has been estimated that 55% have mild dementia,
32% have moderate dementia and 13% have severe dementia.

The proportion considered to have severe dementia increases with
age, reaching 23% among people aged 95 and over.9 A high
proportion of people with dementia need some care, ranging
from support with activities of daily living, to full personal care
and round-the-clock supervision.
The burden of disease has shifted away from life-threatening
conditions to long-term conditions. Morbidity and disability
caused by long-term conditions have increased, as have the
numbers of older people with dementia. The needs of people
with multi- morbidity present major challenges for the future.
NHS Wirral CCG’s spend on mental health disorders is in line with
the national average. However, the future implications of the
ageing population and managing demand and capacity for
patients with mental health conditions, in particular dementia
care, will require the development of a demand management
strategy and the CCG may wish to explore in partnership with
social services further detailed plans to manage the rising demand
for health and social care services for this disease group.

Imison C, Poteliakhoff E, Thompson J. (2012) Older people and emergency bed use. Exploring variation. London: King’s Fund, 2012.
Cornwall J, Levenson R, Sonola L, Poteliakhoff E (2012). Continuity of Care for Older Hospital. Patients: A call for action. London: The King's Fund
7
NHS Information Centre (2012) Adult Social Care Combined Activity Return London: Health and Social Care Information Centre.
8
Ham, C. Dixon, A. [and] Brooke, B. (2012). Transforming the delivery of health and social care: the case for fundamental change. London: The King’s Fund, September 2012.
9
Dementia UK (2007) A report into the prevalence and cost of dementia prepared by the Personal Social Services Research Unit (PSSRU) at the London School of Economics and the Institute of Psychiatry at King’s
College London, for the Alzheimer’s Society
5
6
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The rising demand for elective and non-elective hospital admissions
over the past 20 years has increased much more rapidly than the
growth in the population. This position will not be sustainable as the
ageing population increases. NHS Wirral CCG may wish to explore
opportunities that exist to provide more care in settings other than
hospitals and care homes in the future. We have made some
suggestions which the CCG may wish to explore in this ASR.
Patient and public expectations are rising. Increasingly patients and
service users expect health and social care services to be like other
service industries and are willing to do more for themselves and
interact with services via technology. They expect to be offered
choice and variety and to experience services that are convenient,
personalised and provided in modern buildings and healing
environments. Due to its geography, significant parts of the Wirral
population have limited access to a choice of hospital providers within
a 30 minute car journey and Wirral University Teaching Hospital NHS
Foundation Trust is a significant provider of care. It is notable that in a
self-selecting survey via NHS Choices, more than 40% of
respondents would not recommend this provider. Further
investigation of patient experience would be warranted with a view
to making use of contractual levers, such as CQUIN schemes to
understand and improve patient satisfaction.

health and outcomes of care. Medical advances have also enabled
care to be delivered in different settings, with more care being
delivered on an out-patient or day-case basis and in primary care.
Public spending constraints mean that improvements in care will have
to be funded out of existing budgets and more intensive use made of
existing resources. There is a need to use the workforce differently
and to plan for how to deal with projected shortages and surpluses in
key groups of staff. Despite an expansion in the medical workforce,
there may be a shortage of GPs in future, while in hospitals there are
opportunities to achieve a better balance between specialists and
generalists.
There is an urgent need to provide more care in alternative settings
where appropriate, such as at the end of life, and there are
opportunities for some work currently done in hospitals (certain
diagnostic tests and some out-patient appointments) to be provided
in the community. New models of residential care are required to
enable people to live independently for as long as possible.
The scope for technologies and innovations in care, such as
telemedicine and telehealth, to enable people with complex needs to
be cared for at home will be a crucial element of the health and social
care system in future.

Innovations in medical care, including new drugs, surgical procedures
and diagnostic techniques have contributed to improvements in both
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Making it happen
If a sea change in the delivery of health and social care services is
required to meet the needs of an ageing population and to respond to
the changing burden of disease and rising public expectations, this
can only be achieved by commissioners and providers from across
health and social care working together to make change happen at
scale and pace (whole system transformation).
Within this ASR we have made a number of suggestions which CCGs
may wish to consider which will start to make the changes required a
reality.
Addressing multiple morbidities within long term conditions
People with long term conditions account for around 50% of GP
appointments, 64% of out-patient appointments and 70% of hospital
bed days. This relates to around 70% of total healthcare
expenditure.10
People diagnosed with a number of long-term conditions are the
most intensive users of health and social care services because their
needs are usually more complex than those of people with single
diseases. Most people aged 65 and over have multi-morbidity. Multimorbidity increases with deprivation. The likelihood of having a
mental health problem increases as the number of physical morbidities
a person has also increases.

Morbidity prevalence and long-term illness for NHS Wirral CCG are
worse than the national average for asthma, cancer, CVD, COPD,
dementia, diabetes and hypertension and mental health. NHS Wirral
CCG is a significant outlier on mortality rates for chronic liver disease.
It is acknowledged that Wirral has invested in alcohol prevention and
treatment services in recent years and the impact of these
developments may not yet be visible in the trend data. Further review
of services to ensure targeting of investment on areas of high impact
may be warranted.
The morbidity prevalence creates significant challenges for NHS Wirral
CCG. The Department of Health highlights the importance of risk
management for patients with (often multiple) long term conditions.
Stratifying patients according to need continues to be a vital
component of the long term conditions generic model and key to the
delivery of good LTC management. By using a risk prediction
approach it is possible to identify those people who are the most
regular users of hospital services (and are at risk of re-admissions)
then stratify them according to complexity of need and commission
cost effective interventions to meet those needs.

Department of Health (2010) Improving the health and well-being of people with long term conditions. London: DH/Long Term Conditions

10
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There are many approaches to stratifying risk and clinicians often
use clinical parameters, measures or behaviours to identify risk of
admission or re-admission.
One example, the Johns Hopkins Adjusted Clinical Groups
(ACG) System offers a unique approach to measuring morbidity
that improves accuracy and fairness in evaluating provider
performance, identifying patients at high risk, forecasting
healthcare utilisations and setting equitable payment rates.
Developed at Johns Hopkins over the last 30 years, the ACG
System is now the international market leader in population risk
profiling and predictive modelling and is in use on all five
continents. The ACG System is currently being deployed in 12
PCTs in the NHS serving over 5 million people, including NHS
Ashton Leigh and Wigan (now Wigan Borough CCG).
Predictive models identify individuals and groupings within a
population who are expected to be high utilisers of healthcare
resources, predominantly people with long-term conditions.
However, predictive modelling is just one of the strategic
information needs to support evidence based commissioning and
service delivery. Population risk profiling is defined as the process
by which the health status of a population is measured for
planning services, equitable budgeting, resource management and
assessing outcomes.

Predictive modelling is a key stage in long-term condition
management which improves quality and patient satisfaction, but
also reduces both secondary and primary care workload and
costs. As the ACG System is primary-care based, it facilitates the
close working between the LTC service and the patients’ GP
which is essential to achieving these outcomes. Also if the
clinicians managing the patients have regular feedback on their
utilisation of service, they are more likely to show a return on
investment. Such best practice models which the ACG System can
support include Guided Care and the Virtual Ward.
Effective case management – guided care
Case management is an established tool in integrating services
around the needs of individuals with long-term conditions. Case
management is a key strand of the Department of Health’s model
for caring for people with long-term conditions. This recognises
that people living with long-term conditions have a varying
intensity of needs and that care should be targeted accordingly.
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Case management programmes have the potential to deliver better
care for patients and cost savings.11 However to do so, they must be
well designed, involve appropriate and professionally trained case
managers and care teams, and be embedded in a wider system that
supports and values integrated and co-ordinated care. In particular, it is
important that case management is delivered as part of a strategic or
programme approach to the management of a specific population
group. Case management, therefore, should be seen as one of the key
tools that is part of a wider strategy for integrated care.
As the NHS grapples with rising hospital admissions, and in order to
meet the unprecedented productivity challenge, it is clear that effective
strategies for managing people with long-term conditions must be
implemented. It is recommenced that well-targeted case management
must be one of the core strategies used by emerging CCGs to help
tackle these challenges. CCGs should look to prioritise the
management of people with long-term conditions by commissioning
effective case management programmes as part of a wider strategy for
integrated care.
The key aims of case management are:• To reduce expensive hospital utilisation (principally in terms of
emergency admissions but also in terms of length of stay)
• To improve care outcomes for patients
• To enhance the patient experience

There are some good examples of successful models of case
management in the NHS and internationally, such as the Guided Care
model and PACE programme and the Virtual Ward model. Case
management was first piloted in the UK in 2001 in Castlefields Health
Centre, Runcorn (Halton PCT). The pilot proved a great success in
terms of improved clinical outcomes and functioning for patients, and
was subsequently rolled out across the PCT.
The benefits have been subsequently replicated in parallel projects in
Surrey, Sussex and North West London over the last 5 years. These
benefits are:• Quality – patients enjoy improved clinical outcomes, quality of life
and record 95% satisfaction rates with the service. They are
empowered as partners in this holistic, pro-active approach which
places their objectives at the centre of individualised care plans.
• Return on investment – if the evidence-based model is followed,
reductions in admissions, GP workload and medication costs can
accrue for this group of patients. Savings of 10% or more of the
costs of this population can be achieved which more than off-set the
cost of the service itself. The model prevents admissions and also has
an in-reach component to facilitate early discharge.

The King’s Fund (2011) Case Management, What it is and how it can best be implemented. London: The King’s Fund

11
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• Benefits to primary care – The Guided Care model is primary
care linked and thus built on a clinical partnership between the
practitioners and the patients’ GPs. It also recognises the
preventative value in not only managing the hospital “frequent
fliers” but those patients who also generate high workload and
medication costs for the practices themselves.
In relation to secondary care, the process prevents admissions in 4
broad categories:
• acute exacerbations of long-term conditions
• relatively minor medical admissions in patients who are “at risk”
due to current functional, social or psychological unmet needs
• patients who are unaware of alternatives to admission and
prone to anxiety and panic when early symptoms present
• adverse medical reactions due to poly-pharmacy
Further evidence for case management came from a randomised
control trial in the US which confirmed that practices with case
management nurses showed significantly improved quality
outcomes. In terms of cost, the savings on in-patient care alone
produced a return on investment of 10% and more, once the
costs of the service were taken into account. Subsequent roll-outs
of the pilots have shown even greater savings. For example
“Guided Care” patients in Kaiser Permanente experienced on
average, 52% fewer (sub-acute) skilled nursing facility days, 47%

fewer skilled nursing facility admissions, 49% fewer (acute)
hospital readmissions, and 17% fewer emergency department
visits; the differences for skilled nursing facility days and
admissions were statistically significant.

Going forward
It is recognised that most community matron services are not
demonstrating good outcomes. However, they provide a core
service which can be re-designed and re-focussed relatively
quickly (over a 6 month period). A potential programme of work
would include:• Qualitative audit of the current service against the best practice
model
• Skills enhancement of community matrons – particularly in care
co-ordination and medicines management
• Synchronising case management with primary care,
re-ablement and other social care services
• Use of the Johns Hopkins ACG tool as case finding, care
planning and outcome monitoring
• Mentorship of current staff by skilled and qualified case
managers
• Accreditation in Guided Care by Johns Hopkins University
• Resource review to ensure appropriate productivity and return
on investment
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Delivering QIPP through vertical integration
Commissioners and acute providers need to improve productivity
without compromising quality. The NHS needs to find £20 billion in
productivity by 2015, with a high probability that a similar amount
will have to be found in the following four years. In the first year,
up to April 2012, the “lower hanging fruit” represented by cutting
workforce costs has been largely gathered. However, 60% of the
productivity gain is envisaged to come from acute tariffs and
system re-design. Realising these next levels of productivity requires
commissioners and providers to establish collaborative programmes
to prevent and avoid admissions and reduce reliance on hospital
bed capacity.
There is the need to shift the location of care for older people who
do not require specialist care in a hospital setting. As previously
noted, older people make up the majority of patients in hospital
beds, and yet many could be cared for elsewhere if appropriate
facilities were available. The poor quality of care provided to older
people in some hospitals is in part a reflection of the lack of
adequate training for staff, as well as hospitals not being designed
to meet older people’s needs, and underlines the case for moving
more care to alternative settings.

Meeting this level of challenge requires innovative approaches to
acute hospital utilisation management, effective long-term
condition programmes and re-design of community services. Social
care needs to be part of these arrangements in view of the major
role it plays in responding to the needs of older people and those
with long-term conditions.
Given the weight of evidence from different sources, there is an
urgent need to improve the performance of services outside
hospital and to bring about closer integration between hospitals
and services provided in other settings. Investment in intermediate
care services that provide a rapid response to enable people to be
care for in their own homes, thereby avoiding admissions to
hospitals and care homes, is a key part of this. This applies
particularly to the growing numbers of frail older people who often
have complex mental as well as physical health needs and who
account for a high proportion of bed use, as well as longer lengths
of stay.
It also requires concurrent evidence-based technologies which
incentivise the development and funding of more appropriate care.
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Patient flow review
From work in the NHS and overseas, patient flow reviews demonstrate that some 25% of
all current acute admissions and 30% of acute in-patients could be managed in more
appropriate and less costly care environments, including the home, through utilisation
management. This has been confirmed by the deployment of evidence based admission and
discharge criteria such as the Medworxx UMS suite through Patient Flow and Utilisation
reviews in over 50 NHS acute providers.12
A patient flow utilisation review identifies the scope for change at a local level, identifying
the numbers of patients who do not need acute care, the reasons why and the alternative
levels of care required. The reasons are divided between those which can be addressed
internally by the provider by process re-design and those which require external whole
system re-design. The qualitative process analysis includes practical proposals for operational
and strategic productivity gain, including service specifications for the commissioning of a
more integrated delivery system, and sets out practical proposals for realising this
opportunity.

The Royal Liverpool & Broadgreen University Hospitals Patient Flow Case Study

Vertical Integration Model

12
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Concurrent review
Concurrent Review is a live utilisation management process which
releases savings whilst commanding clinical support in primary
and secondary care. As for Patient Flow Review, work in the NHS
and overseas, demonstrates that some 25% of all current acute
admissions and 30% of acute in-patients could be managed in
more appropriate and less costly care environments, including the
home, through utilisation management. Typical benefits from
current NHS projects include:• Improving collaboration on demand management – since the
entire health economy gains, commissioners and acute
providers develop a new level of collaboration to pro-actively
manage acute hospital activity.
• For commissioners - In one PCT the process will avoid
thousands of unscheduled admissions and readmissions with a
saving on tariffs of between £800 and £5000 per admission. In
year two, commissioners will introduce a payment review
process for admissions not requiring acute care.
• For Providers – In one major tertiary acute hospital, length of
stay will be reduced by 3 days per spell over 3 years and enable
it to manage admissions within the tariff thresholds set by the
DH Operating Framework.

Concurrent review changes the culture so that admission takes
place only when all other appropriate options are unavailable, and
discharge is expedited as soon as patients complete acute care
pathways. Information collected also informs the re-design of the
urgent care network and commissioning of the right services with
the right entry criteria and the right capacity.
Guided care
As previously described, commissioners and providers need to
improve productivity without compromising quality. A major
opportunity lies with the 5% of the population – mostly older
people with multiple morbidity, social and psychological needs –
who typically account for 50% of all NHS costs mostly from
unscheduled care admissions.
Measured by Johns Hopkins ACG Predictive Modelling tool, each
of these patients costs 4-5 times the average, or £5000 upwards
per year. Hence a CCG with a total population of 250,000 can be
spending over £62m on this group alone. This could have
significant implications for Wirral CCG with a population of circa
310,000. An evidence-based approach to long-term condition
management prevents unscheduled admissions, improves
outcomes and reduces costs for the 5% who use 50% of
healthcare resources.
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Developing a vertically integrated model of care
Vertical integration is a great opportunity to both redesign
community hospitals and realise the opportunities in hospital at
home. There is significant scope to make more efficient use of bed
capacity in the NHS. 30% of activity in a typical acute hospital
requires an alternative care response. Although there is some scope
to tighten supply, further opportunity lies in following the model of
integrated delivery systems such as Kaiser Permanente. This
involves restructuring capacity to reflect differential levels of care.
There are 3 key areas ripe for re-design to improve quality and
productivity:• Redesigning Community Hospitals – Community services have
been relatively neglected despite evidence of wide variations in
practice and performance. If the inappropriate use of hospitals is
to be reduced and care closer to home is to be enhanced, then
much more attention needs to be given to the work of nurses
and allied health professionals working in the community. It is
crucial to develop strategies so that their work can be effectively
integrated with that of primary care teams, and the services they
provide can be made available 24/7 where appropriate. Social
care needs to be part of these arrangements in view of the major
role it plays in responding to the needs of older people with long
term conditions. Some local health economies have significant
provision of community hospitals or commission sub-acute or
rehabilitation beds from the private sector. Previous bed utilisation
reviews of these facilities often show they are not performing a
distinct enough role – lacking admission and discharge criteria
which reflect the required level of care. Also they are often

staffed at similar levels of intensity as acute services so there is
insufficient cost differential to incentivise the smooth patient
transition from acute care.
• Integrated delivery from a single provider – urban health
economies are often served by a single provider which is the case
for Wirral CCG. There is still potential to restructure this capacity
– differentiating between acute, sub-acute and rehabilitation care
environments in terms of quality and cost. This approach sustains
the viability of the provider particularly if the hospital is a recent
PFI.
• Hospital at home – research has established that at least 30% of
current admissions can be managed at home with improved
outcomes and patient satisfaction. Services offered include rapid
response to avoid A&E referrals, sub-acute patient management
according to care pathways, and early discharge including
rehabilitation after stroke or surgery. Hospital at home costs are
half that of equivalent inpatient services and deliver equivalent or
improved outcomes.
An approach to redesign - we would recommend a situational
analysis based on a bed utilisation review to identify how current
beds are actually being used. This would include a productivity
review of current staffing against levels of care requirement to
identify the relative costs compared to acute care. A capacity plan
would then be formulated based on clear pathways and distinct
admission and discharge criteria.
A parallel workforce plan shows the staffing structures consistent
with the levels of care and cost effectiveness.
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An approach to Hospital at Home – We are exploring partnerships
with Johns Hopkins University and would agree the clinical scope
of the service working with your local clinical stakeholders. This
will span appropriate care pathways which offer maximum
potential for home-based care. A capacity workforce plan would
then be formulated. Key workforce issues would include the
balance of professional and support staff including competencebased cross-boundary working and the level of medical staffing
within the team – consultant input will extend the acuity of the
service.

Each of the above approaches have been established as practical,
workable solutions which are delivering benefits in the NHS today.
The CSU is looking at partnering with provides who are
specialised in utilisation management and who can bring a unique
blend of senior experience with Kaiser Permanente and other
vertically integrated health systems in the US, extensive system
re-design and change management in the NHS – including
practitioners with integrated care and case management expertise.
We are looking to collaborate with an international leading
utilisation management provider so we can offer these services to
you as our CCG client.

Levels of care
Integrated care requires the commissioning and provision of
services according to the levels of care from acute to home care
and show a significant cost benefit.

Hilary Heywood
Interim Director of Transformation and Quality Improvement,
Warrington and Wirral Commissioning Support Unit
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Alcohol dependence and harmful alcohol use
A number of CCGs within Cheshire, Warrington and Wirral share
common issues relating to expenditure and outcomes relating to
gastrointestinal conditions.
Alcohol dependence and harmful alcohol use are associated with
increased risk of physical and mental health comorbidities including
gastrointestinal disorders (in particular liver disease), neurological
and cardiovascular disease, depression and anxiety disorders and,
ultimately, premature death.13
Cheshire, Warrington and Wirral Commissioning Support Unit has
undertaken a high level review of the evidence relating to alcohol
dependence and harmful alcohol use. However, it should be noted
that the most helpful research evidence input comes with the more
in-depth clarification of what’s beneath the high level summary
intelligence presented in the ASR. The Commissioning Support Unit
will work with CCGs tailor an evidence review to the particular
issues they face once further analysis is undertaken.

NICE Quality Standards
NICE quality standards are a concise set of statements designed to
drive and measure priority quality improvements within a particular
area of care. They are derived from the best available evidence such
as NICE guidance and other evidence sources accredited by NICE
and as such provide guidance for CCGs in the commissioning of
services.
The NICE quality standard for alcohol dependence and harmful
alcohol use (QS11) requires that services should be commissioned
from and coordinated across all relevant agencies encompassing the
whole care pathway. An integrated, multidisciplinary approach to
provision of services is fundamental to the delivery of high-quality
care to people who misuse alcohol.14
CCGs should review the alcohol services they commission in line
with the 13 statements made in the NICE quality standard to ensure
that services are evidence-based and deliver maximum impact for
the investment made by the CCG to improve health outcomes.
Notably, NICE have developed measures which CCGs may wish to
use in their contracting process to measure the impact of
commissioned services and hold providers to account:

http://publications.nice.org.uk/alcohol-dependence-and-harmful-alcohol-use-quality-standard-qs11, downloaded 01/10/12
http://publications.nice.org.uk/alcohol-dependence-and-harmful-alcohol-use-quality-standard-qs11, downloaded 01/10/12

13
14
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Statement 1:
Health and social care staff receive alcohol
awareness training that promotes respectful,
non-judgmental care of people who misuse
alcohol.

Statement 6:
Children and young people accessing
specialist services for alcohol use receive a
comprehensive assessment that includes the
use of validated measures.

Statement 10:
People with suspected, or at high risk of
developing, Wernicke's encephalopathy are
offered thiamine in accordance with NICE
guidance.

Statement 2:
Health and social care staff opportunistically
carry out screening and brief interventions
for hazardous and harmful drinking as an
integral part of practice.

Statement 7:
Families and carers of people who misuse
alcohol have their own needs identified,
including those associated with risk of harm,
and are offered information and support.

Statement 3:
People who may benefit from specialist
assessment or treatment for alcohol misuse
are offered referral to specialist alcohol
services and are able to access specialist
alcohol treatment.

Statement 8:
People needing medically assisted alcohol
withdrawal are offered treatment within the
setting most appropriate to their age, the
severity of alcohol dependence, their social
support and the presence of any physical or
psychiatric co-morbidities.

Statement 11:
Adults who misuse alcohol are offered
evidence-based psychological interventions,
and those with alcohol dependence that is
moderate or severe can in addition access
relapse prevention medication in accordance
with NICE guidance.

Statement 4:
People accessing specialist alcohol services
receive assessments and interventions
delivered by appropriately trained and
competent specialist staff.
Statement 5:
Adults accessing specialist alcohol services
for alcohol misuse receive a comprehensive
assessment that includes the use of
validated measures.

Statement 9:
People needing medically assisted alcohol
withdrawal receive medication using drug
regimens appropriate to the setting in which
the withdrawal is managed in accordance
with NICE guidance.

Statement 12:
Children and young people accessing
specialist services for alcohol use are offered
individual cognitive behavioural therapy, or
if they have significant co-morbidities or
limited social support, a multi-component
programme of care including family or
systems therapy.
Statement 13:
People receiving specialist treatment for
alcohol misuse have regular treatment
outcome reviews, which are used to plan
subsequent care.
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10 Action Areas for Change
The World Health Organisation Handbook for action to reduce
alcohol related harm15 identifies 10 action areas for identifying
change, including health care interventions. WHO reports
summarises the evidence regarding the health sector’s response to
reducing alcohol-related harm:16
What we know:
• There is extensive and consistent evidence that brief advice in
health care settings reduces alcohol-related harm.

With regard to brief advice, the WHO17 notes that it is necessary to
decide whether to implement this screening programme universally
to every patient or incrementally, targeting people who come into
contact with services. Also, that primary care providers find it easier
to undertake this intervention when they are supported by specialist
services to which they can refer difficult-to manage drinkers.
For every eight people who receive simple alcohol advice, one will
reduce their drinking to within lower risk levels. This compares
favourably with smoking, where only one in twenty will act on the
advice given. Brief Interventions work well.18

• There is consistent evidence that organizational factors can
increase the implementation of brief advice programmes. There is
consistent evidence that brief interventions are cost–effective.
• There is consistent evidence that behavioural and pharmacological
therapies are effective in treating alcohol use disorders.
What we do not know:
• The extent to which brief advice works in non-health care
settings.
• The extent to which interventions reduce risk in pregnancy.
• Sufficient information about the cost-effectiveness of
treatments for alcohol use disorders.

Handbook for action to reduce alcohol related harm, WHO, 2009
Evidence for the effectiveness and cost-effectiveness of interventions to reduce alcohol-related harm, WHO, 2009
17
Evidence for the effectiveness and cost-effectiveness of interventions to reduce alcohol-related harm, WHO, 2009
18
Kaner EF, Beyer F, Dickinson HO et al. (2007) Effectiveness of brief alcohol interventions in primary care populations. Cochrane Database of Systematic Reviews issue 2: CD00414
15
16
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Commissioners should consider the following questions:19

Case Studies – local initiatives and their impact

• Are there clinical guidelines for early identification and brief advice
programmes?

In 2012, a QIPP case study relating to the impact of alcohol care
teams on reducing acute hospital admissions and improving quality
of care was published.22

• Are there training programmes for primary care providers on early
identification and brief advice interventions?
• Are their systems for monitoring the quantity and quality of early
identification and brief advice programmes, so that their
effectiveness can be analysed and improved?
• Is there any financial support for delivering early identification and
brief advice programmes?
A literature review by the Joseph Rowntree Foundation20 identifies
that an integrated, planned and implemented community prevention
system is needed to tackle the excessive alcohol use in young
people. This suggests that effective partnerships between CCGs and
local authorities and other agencies are critical.

The principal component of this initiative was for a multidisciplinary
Alcohol Care Team in each district hospital, led by a consultant with
designated sessions, collaborating across hospitals and primary care,
to develop a coordinated alcohol treatment and prevention
programme.
Anticipated savings were £1.6 million for a district general hospital
serving a population of 250,000. This equates to £640,000 per
100,000 population. The cost of the proposed change is £660,000
for a population of 250,000. In drawing together the evidence for
this proposed multidisciplinary team, national examples of good
practice were drawn together.

In the management of alcohol use disorders, the transition from
primary to specialist care should ideally be seamless. Specialist
services for managing alcohol withdrawal and treating alcohol use
disorders should be offered to those who need them.21

Handbook for action to reduce alcohol related harm, WHO, 2009
Alcohol prevention programmes A review of the literature for the Joseph Rowntree Foundation (part two), Velleman, 2009
Evidence for the effectiveness and cost-effectiveness of interventions to reduce alcohol-related harm, WHO, 2009
22
The British Society of Gastroenterology and the Royal Bolton Hospital NHS Foundation Trust (2012) Alcohol Care Teams: to reduce acute hospital admissions and improve quality of care
19
20
21
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Alcohol Specialist Nurse Service in Nottingham -

Salford Royal NHS Foundation Trust

Implementation of an Alcohol Specialist Nurse Service in Nottingham
improved the health outcomes and quality of care of patients admitted
to hospital for detoxification, and also of those admitted for the
complications of alcohol-related cirrhosis.23

Salford Royal NHS Foundation Trust has established a hospital-led
AOAS. The team works with a cohort of the top 30 patients (frequent
attenders), with the highest levels of alcohol-related admissions over a
6 month period. Each 6 months, this cohort is refreshed. The team also
works proactively with any patient, who has had two alcohol-related
admissions within a short period of time, the so-called “fast risers”.

Hospital admissions were reduced by two-thirds, resulting in a saving
of 36.4 bed days per month in patients admitted for detoxification.
Clinical incidents were reduced by 75%. Liver enzyme abnormalities
were halved and there was also a reduction in bed days used in the
cirrhotic group from 6.3 to 3.2 days per month.24
St Mary’s Hospital London
St Mary’s Hospital, London has engaged and trained staff to give brief
intervention, education, audit and feedback to patients presenting to
A&E.25 They have designed the 1-minute Paddington Alcohol Test to
identify patients with an alcohol-related problem. This resulted in a 10fold increase in referrals to an Alcohol Health Worker (AHW). The
AHW gave brief intervention and education, which resulted in a
reduction of 43% in alcohol consumption. Every two referrals to the
AHW resulted in one fewer reattendance during the following year. If
patients are offered an appointment with the AHW on the same day,
almost two-thirds attend. If the appointment is delayed for longer than
48 hours, only 28% attend. Hence, the intervention needs to be
immediate.

Work with the first top 30 cohort resulted in a 66% reduction in
Emergency Department attendances in the 3 month period postintervention, when compared to the 3 month period prior to
intervention( average monthly attendances were reduced from 83 to
28). There was also a 63% reduction in hospital admissions (35 to 13).
This reduction in admissions is being maintained, even though the
team is now working with the next top 30 cohort.

Ryder SD, Aithal GP, Holmes M et al. (2010) Effectiveness of a nurse-led alcohol liaison service in a secondary care medical unit. Clinical Medicine 10(9): 435–40
http://www.alcohollearningcentre.org.uk/LocalInitiatives/projects/projectDetail/?cid=6354 accessed 01.10.2012
25
Touquet R, Brown A (2009) Revisions to the Paddington Alcohol Test for early identification of alcohol misuse and brief advice to reduce emergency department re-attendance. Alcohol & Alcoholism 44(3): 284–6
23
24
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The Royal Liverpool Hospital

Next steps for CCGs

The Royal Liverpool Hospital has introduced an extension of
the role of alcohol specialist nurses from A&E to inpatient
care, preventing 150 admissions per year. The roles of alcohol
specialist nurses in Liverpool have since been further
developed into a Nurse-led Alcohol Services Lifestyle Team,
with daily clinics in different locations in the city. They provide
access for GPs to refer patients to the service.

Once further in depth analysis is undertaken regarding what
lies beneath the high level assessment presented in the ASR,
the Commissioning Support Unit will work with CCGs tailor
an evidence review to the particular issues they face,
informing their commissioning intentions.

The alcohol learning centre provides more examples of local
initiatives and their impact such as thesewww.alcohollearningcentre.org.uk/LocalInitiatives

Helen Bennett
Head of Transformation, Improvement and Programmes,
Cheshire, Warrington and Wirral Commissioning Support Unit
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Data notes
Note

Visualisation

User Note

1

Population distribution

Source: ONS, projections based on indicative 2010 mid-year population estimates for 2011

2

Population maps

Source: Ordnance Survey, HES and ONS and PA consulting Analysis further details can be found
in the Technical annex

3

Mortality by programme

Source: NHS IC Indicator Portal, data is from 2010, the latest available, trends are from
2002-2010
Data is analysed using the old PCT footprint data.
SMR – Standardised Mortality Ratio: Ratio of observed deaths in the local population to
expected deaths, based on national rates. A ratio of greater than 100 indicates a higher number
of deaths then expected.

4

Morbidity prevalence

Source: NHS IC Indicator Portal, data is from 2010-11.

5

Spend overview

Source: 2010-11 Programme Budgeting Benchmarking Tool (Programme budget data is former
PCT footprint). (http://webarchive.nationalarchives.gov.uk)

6

Spend overview

Some of the breakdowns here are limited by the classifications used in or the quality of the
source data. In some cases ongoing CCG actions can improve the quality of these for future
analysis (e.g. more rigorous implementation of programme budgeting classifications). The
‘Other’ category has historically incorporated anything that was not allocated to the defined
categories. (Programme budget data is former PCT footprint).

7

Spend per head per programme

Source: 2010-11 Programme Budgeting Benchmarking Tool
(http://webarchive.nationalarchives.gov.uk)

8

Comparing against

SPOT Quadrant Analysis (www.yhpho.org.uk) 2010/2011. As programme budgeting data is
all CCGs in England only available at PCT level, the spend per head for the parent PCT (Central
and Eastern Cheshire PCT) has been used for CCG spend. CCG specific outcome measures are
used where these are mortality, or based on QOF.

9

Comparing against
all CCGs in England

Z-score is a measure of how different a metric is for one CCG compared to the national
distribution of scores for all CCGs. A score beyond 2 is very significantly different. Z-scores
greater than +/-2 should be investigated as they are a sign that you are an outlier.
Some scores between 1 and 2 are also worth further explanation. Data is taken from 2010/11.
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Data notes
Note

Visualisation

User Note

10

Explaining exceptions
at a programme level

SPOT Quadrant Analysis (www.yhpho.org.uk) 2010/2011
For all charts apart from EQ-5D a low figure is good.
For EQ-5D a high score indicates a better outcome.

11

Explaining exceptions
at a programme level

Mortality from suicide and injury undetermined, all circulatory diseases, all cancers and
Gastrointestinal disease : All Ages, Directly age-standardised rates (DSR) per 100,000 population
Hip replacement, EQ-5D, Health Gain 09/10 (patient reported outcomes data)
Deaths within 30 days admission, all genito-urinary admissions excluding daycases, indirectly
standardized rates per 100,000 admissions

12

Acute service provider
performance

Source: Weekly Performance /Waiting times http://transparency.dh.gov.uk Infections http://www.hpa.org.uk Readmissions /SHMI – https://indicators.ic.nhs.uk/webview/ SHMI
data is 2011 calendar year. The remainder are 2011/12 financial year.

13

GP Performance

Sources: for QOF GP data - 2010-11 QOF reports on the IC portal site. For GP activity related
information - HES 2011-12 full year.

14

GP Performance

Some data sources are incomplete for a small number of practices reasons for this include
practices closing before their activity stops and some don’t submit their data etc. With all
measures apart from QoF a lower figure is preferable. For QoF a higher figure indicates better
performance.

15

Patients’ experience

Source: GP patient survey, data is from 2011 www.gp-patient.co.uk
with GPs

16

Patients’ experience

Source: NHS Choices, Data is from NHS Choices over the last two years.
in hospitals
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Development notes
Note

Visualisation

User Note

1

Population trends

The interactive ASR being developed will allow system users to select the most appropriate
groupings for their needs

2

Population trends

A total of the population is to be added

3

Population trends

A total for population % change is to be added

4

Population trends

Change in population over 10 years as opposed to 25 years

5

Population maps

Various other maps i.e. disease prevalence will be available on the interactive ASR

6

Population maps

Mapping of community services/other health services and transport links is possible if CCGs
think this would be useful

7

Population maps

Mapping of accessibility to services by service area (including specialist areas)

8

Population maps

More towns are to be labelled on future maps to allow for easier navigation

9

Mortality by programme

An average of comparable CCGs could be calculated instead of comparison with the bordering CCGs

10

Mortality by programme

Further analysis to be carried out with expected versus actual prevalence

11

Mortality by programme

Outliers can be drilled down by HRG etc. using the interactive ASR

12

Morbidity prevalence

Further analysis to be carried out with expected versus actual prevalence

13

Spend overview

A & E should to be moved so that it comes under Acute Care

14

Spend Overview

Obtain local data sources to answer some of the questions re compositions of spend categories

15

Spend Overview

Further analysis in each category will be available with the interactive ASR

16

Spend Overview

Tracking against previous plans to identify differences

17

Spend Overview

Information on Hospice funding to be identified

18

Spend Overview

A comparator for spend overview is to be provided i.e. average national spend

19

Spend Overview

Provider spend could be made available if CCGs think this would be useful

20

Spend per head per programme

For comparison a national average is to be added

21

Spend per head per programme

The interactive ASR will allow trend ranking for areas to enable them to carry out further analysis
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Development notes
No

Visualisation

User Note

22

Spend per head per programme

A average spend by comparable CCGs can be calculated to allow for comparison

23

Comparing against all CCGs

Spots will be labelled more clearly

24

Comparing against all CCGs

Details of spend versus outcome by programme will be available for comparable CCGS in the
interactive ASR

25

Exceptions at a programme level

These can be tailored to those exceptions identified in the SPOT analysis as being of particular
interest to the CCG

26

Exceptions at a programme level

National averages to be added

27

Exceptions at a programme level

A level of diminishing return could be calculated to highlight when overspending in relation to
maximising outcomes

28

Acute Service Providers Performance

Grouping of Specialist hospitals to allow for easier comparison

29

Acute Service Providers Performance

In addition the 18-52 week waiters (by speciality) will be shown as this will highlight where
Trusts are not performing?

30

GP performance

The interactive ASR will allow for analysis of GP performance by programme

31

GP performance

5 year trends to be added

32

GP performance

National average to be added

33

Patients experience with GPs

We have chosen a small selection of questions that act as a broad summary of patient
satisfaction with GP services for practice comparisons and a selected list of patient preferences
for a CCG overview of what patients want. The interactive ASR will allow for many more
questions to be analysed

34

Patients experience with

The current visualisation is from NHS choices where national data is publicly accessible but is
potentially biased self-selecting sample. National hospital survey data will be included when it
becomes publicly available
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FREEDOM OF INFORMATION – FOI (SOLELY CCG RESPONSIBILITY)
The CWW CSU (CWW Commissioning Support Unit) has established a process to manage the FOI
process for all of our clients. For all existing clients who may receive FOI requests direct either in paper
form or email, these should be forwarded to the appropriate FOI mailbox indicated below:
Organisation

FOI mailboxes

CWW CSU Contact
Telephone Numbers

NHS West Cheshire CCG

Foirequests.nhswestcheshireccg@nhs.net

Tel: 01244 385041

NHS Wirral CCG

Foirequests.nhswirralccg@nhs.net

Tel: 01244 385041

NHS Warrington CCG

Foirequests.nhswarringtonccg@nhs.net

Tel: 01925 843638

NHS South Cheshire CCG

Foirequests.nhssouthcheshireccg@nhs.net

Tel: 01244 650521

NHS Vale Royal CCG

Foirequests.nhsvaleroyalccg@nhs.net

Tel: 01244 650521

NHS Eastern Cheshire CCG

Foirequests.nhseasterncheshireccg@nhs.net

Tel: 01244 650521

Stage
1

Receipt Handling – (carried out by CWW CSU)
•

Request is logged, acknowledged and validated

Days
1-2

Field Request – (carried out by CWW CSU)
Stage

•

2

Stage
3

Stage
4

Request is forwarded to identified holders of information who would
provide or validate information to be part of the response. (Where
possible CWW CSU staff will pre-populate responses which have
been derived from previous FOI collected information)

Query Resolution and Collection of Information – (Joint involvement of
CWW CSU and holders of information)
•
•

CWW CSU provide advice and guidance to holders of information
Holders of information collate responses and forward to the
appropriate FOI email box

Authorisation – (Joint involvement of CWW CSU and Authorising
Officers - CCG)
•
•

CWW CSU produce draft response and forward for authorisation
CWW CSU despatch signed letter of response

Days
2-3

Days
3-14

Days
15-20

FREEDOM OF INFORMATION – FOI (PRIMARY CARE, MILITARY VETERANS, OFFENDER HEALTH
SPECIALISED COMMISSIONING AND ANY GENERAL REPLIES NOT SEPARATELY SPECIFIED)
The CWW CSU (CWW Commissioning Support Unit) has established a process to manage the FOI
process for all of our clients. For all existing clients who may receive FOI requests direct either in paper
form or email, these should be forwarded to the appropriate FOI mailbox indicated below:
Organisation

FOI mailboxes

CWW CSU Contact
Telephone Numbers

NHS Western Cheshire

foi@wcheshirepct.nhs.uk

Tel: 01244 385041

NHS Wirral

foi@wirral.nhs.uk

Tel: 01244 385041

NHS Warrington

Foi2@warrington-pct.nhs.uk

Tel: 01925 843638

Central and Eastern
Cheshire PCT

Foi.requests@cecpct.nhs.uk

Tel: 01244 650521

Stage
1

Receipt Handling – (carried out by CWW CSU)
•

Request is logged and validated

Days
1-2

Field Request – (carried out by CWW CSU)
Stage

•

2

Stage
3

Stage
4

Request is forwarded to identified holders of information who would
provide or validate information to be part of the response. (Where
possible CWW CSU staff will pre-populate responses which have
been derived from previous FOI collected information)

Query Resolution and Collection of Information – (Joint involvement of
CWW CSU and holders of information)
•
•

CWW CSU provide advice and guidance to holders of information
Holders of information collate responses and forward to the
appropriate FOI email box

Authorisation – (Joint involvement of CWW CSU, Respective Leads
and Chief Executive)
•

•
•

CWW CSU produce draft response and forward for approval to the
appropriate respective lead for (Primary Care, Military Veterans,
Offender Health, Specialised Commissioning)
Once approved by the respective lead, the CWW CSU will forward to
the Chief Executive for final authorisation
CWW CSU despatch signed letter of response

Days
2-3

Days
3-14

Days
15-20

FREEDOM OF INFORMATION – FOI (SOLELY PUBLIC HEALTH RESPONSIBILITY)
The CWW CSU (CWW Commissioning Support Unit) has established a process to manage the FOI
process for all of our clients. For all existing clients who may receive FOI requests direct either in paper
form or email, these should be forwarded to the appropriate FOI mailbox indicated below:
Organisation

FOI mailboxes

CWW CSU Contact
Telephone Numbers

NHS Western Cheshire

foi@wcheshirepct.nhs.uk

Tel: 01244 385041

NHS Wirral

foi@wirral.nhs.uk

Tel: 01244 385041

NHS Warrington

Foi2@warrington-pct.nhs.uk

Tel: 01925 843638

Central and Eastern
Cheshire PCT

Foi.requests@cecpct.nhs.uk

Tel: 01244 650521

Stage
1

Receipt Handling – (carried out by CWW CSU)
•

Request is logged and validated

Days
1-2

Field Request – (carried out by CWW CSU)
Stage

•

2

Stage
3

Stage
4

Request is forwarded to identified holders of information who would
provide or validate information to be part of the response. (Where
possible CWW CSU staff will pre-populate responses which have
been derived from previous FOI collected information)

Query Resolution and Collection of Information – (Joint involvement of
CWW CSU and holders of information)
•
•

CWW CSU provide advice and guidance to holders of information
Holders of information collate responses and forward to the
appropriate FOI email box

Authorisation – (Joint involvement of CWW CSU and Authorising
Officer – Director of Public Health)
•
•

CWW CSU produce draft response and forward for authorisation
CWW CSU despatch signed letter of response

Days
2-3

Days
3-14

Days
15-20

MANAGEMENT OF COMPLAINTS (SOLELY CCG RESPONSIBILITY)
The CWW CSU (CWW Commissioning Support Unit) has established a process to manage the complaint
process for all of our clients. For all existing clients who may receive complaints direct either in paper form
or email, these should be forwarded to the appropriate complaint mailbox indicated below:
Organisation

FOI mailboxes

CWW CSU
Contact Telephone
Numbers

NHS Western Cheshire CCG

complaints.nhswestcheshireccg@nhs.net

Tel: 01244 650368

NHS Wirral CCG

complaints.nhswirralccg@nhs.net

Tel: 0151 5142888
Tel: 0151 6510011

NHS Warrington CCG

complaints.nhswarringtonccg@nhs.net

Tel: 01925 843743

NHS Eastern Cheshire CCG

complaints.nhseasterncheshireccg@nhs.net

Tel: 01270 275390

NHS Vale Royal CCG

complaints.nhsvaleroyalccg@nhs.net

Tel: 01270 275390

NHS South Cheshire CCG

complaints.nhssouthcheshireccg@nhs.net

Tel: 01270 275390

Stage
1

Receipt Handling – (carried out by CWW CSU)
•
•

Complaint is logged
Complaint is graded in accordance with incident risk matrix

Days
1-2

Acknowledgment and Consent – (carried out by CWW CSU)
Stage

•

2

Stage
3

An acknowledgement is sent to the complainant with a request for
appropriate consent to share concerns. Timescale for investigation
and response agreed with complainant

Request for Investigation – (Joint involvement between CWW CSU and
Investigating Manager)
•
•

Upon receipt of consent, CWW CSU share complaint with nominated
Investigating Manager
Upon completion of the investigation, the Investigating Manager
provides an investigation report to CWW CSU

Authorisation – (Joint involvement of CWW CSU and Authorising
Officers- CCG)
Stage

•

4
•

CWW CSU produce a draft letter of response together with the
investigation report and forward for approval to the appropriate
authorising officer
Once approved by the authorising officer, the CWW CSU will
despatch the response letter to the complainant

Days
2-3

Within
timescale
agreed with
complainant

MANAGEMENT OF COMPLAINTS (PRIMARY CARE, MILITARY VETERANS, OFFENDER HEALTH,
SPECIALISED COMMISSIONING AND ANY GENERAL REPLIES NOT SEPARATELY SPECIFIED)
The CWW CSU (CWW Commissioning Support Unit) has established a process to manage the complaint
process for all of our clients. For all existing clients who may receive complaints direct either in paper form
or email, these should be forwarded to the appropriate complaint mailbox indicated below:
Organisation

FOI mailboxes

CWW CSU Contact
Telephone Numbers

NHS Western Cheshire

pals@wcheshirepct.nhs.uk

Tel: 01244 650368

NHS Wirral

Sylvia.reynolds@wirral.ct.nhs.uk

Tel: 0151 5142888

Janet.hope@wirral.ct.nhs.uk

Tel: 0151 6510011

NHS Warrington

Marie.montgomery@nhs.net

Tel: 01925 843743

Central and Eastern
Cheshire PCT

cec-pct.complaints@nhs.net

Tel: 01270 275390

Stage
1

Receipt Handling – (carried out by CWW CSU)
•
•

Complaint is logged
Complaint is graded in accordance with incident risk matrix

Days
1-2

Acknowledgment and Consent – (carried out by CWW CSU)
Stage

•

2

Stage
3

An acknowledgement is sent to the complainant with a request for
appropriate consent to share concerns and investigate

Request for Investigation – (Joint involvement between CWW CSU and
Investigating Manager)
•
•

Upon receipt of consent, CWW CSU share complaint with nominated
Investigating Manager
Upon completion of the investigation, the Investigating Manager
provides an investigation report to CWW CSU

Authorisation – (Joint involvement of CWW CSU, Respective Leads
and Chief Executive)
Stage

•

4
•
•

CWW CSU produce a draft letter of response together with the
investigation report and forward for approval to the appropriate
respective lead for (Primary Care, Military Veterans, Offender
Health, Specialised Commissioning)
Once approved by the respective lead, the CWW CSU will forward to
the Chief Executive for final authorisation
CWW CSU despatch signed letter of response to the complainant

Days
2-3

Within
timescale
agreed with
complainant

MANAGEMENT OF COMPLAINTS (SOLELY PUBLIC HEALTH RESPONSIBILITY)
The CWW CSU (CWW Commissioning Support Unit) has established a process to manage the complaint
process for all of our clients. For all existing clients who may receive complaints direct either in paper form
or email, these should be forwarded to the appropriate complaint mailbox indicated below:
Organisation

FOI mailboxes

CWW CSU Contact
Telephone Numbers

NHS Western Cheshire

pals@wcheshirepct.nhs.uk

Tel: 01244 650368

NHS Wirral

Sylvia.reynolds@wirral.ct.nhs.uk

Tel: 0151 5142888

Janet.hope@wirral.ct.nhs.uk

Tel: 0151 6510011

NHS Warrington

Marie.montgomery@nhs.net

Tel: 01925 843743

Central and Eastern
Cheshire PCT

cec-pct.complaints@nhs.net

Tel: 01270 275390

Stage
1

Receipt Handling – (carried out by CWW CSU)
•
•

Complaint is logged
Complaint is graded in accordance with incident risk matrix

Days
1-2

Acknowledgment and Consent – (carried out by CWW CSU)
Stage

•

2

Stage
3

An acknowledgement is sent to the complainant with a request for
appropriate consent to share concerns and investigate

Request for Investigation – (Joint involvement between CWW CSU and
Investigating Manager)
•
•

Upon receipt of consent, CWW CSU share complaint with nominated
Investigating Manager
Upon completion of the investigation, the Investigating Manager
provides an investigation report to CWW CSU

Authorisation – (Joint involvement of CWW CSU and Authorising
Officer – Director of Public Health)
Stage

•

4
•

CWW CSU produce a draft letter of response together with the
investigation report and forward for approval to the appropriate
authorising officer
Once approved by the authorising officer, the CWW CSU will
despatch the response letter to the complainant

Days
2-3

Within
timescale
agreed with
complainant

MANAGEMENT OF MP CORRESPONDENCE
The CWW CSU (CWW Commissioning Support Unit) has established a process to manage MP
correspondence across the Cheshire Warrington and Wirral Cluster footprint. CWW CSU will work closely
with the CCG’s, Public Health, Primary Care and associated PCT Cluster teams including any shared
services such as ICT and Human Resources; to ensure a timely and accurate response.
MP letters written direct to CCG’s – CCG’s will respond directly, with a copy of the original letter and CCG
response to the Cluster Chief Executive/Local Area Team Director - ChairandChiefExec@wirral.nhs.uk
MP letters written to PCT’s or Cluster
These should be forwarded to the appropriate mailbox indicated below:
Organisation

Mailboxes

CWW CSU Contact
Telephone Numbers

NHS Western Cheshire

pals@wcheshirepct.nhs.uk

Tel: 01244 650368

NHS Wirral

Sylvia.reynolds@wirral.ct.nhs.uk

Tel: 0151 5142888

Janet.hope@wirral.ct.nhs.uk

Tel: 0151 6510011

NHS Warrington

Marie.montgomery@nhs.net

Tel: 01925 843743

Central and Eastern
Cheshire PCT

Cec-pct.complaints@nhs.net

Tel: 01270 275390

Stage
1

Stage
2

Receipt Handling – (carried out by CWW CSU)
•

Request for Response – (Joint Involvement between CWW CSU and
relevant individual(s)
•
•

Stage
3

MP letter is logged by CWW CSU

CWW CSU share MP letter with relevant individual(s) to request a
response
Upon receipt of response, CWW CSU prepare a draft response

Authorisation – (Joint involvement of CWW CSU and Authorising
Officers)
•
•

CWW CSU forward the draft response for authorisation
Once approved by the authorising officer, the CWW CSU will
despatch the response letter to the MP

Days
1-2

Days
2-10

Days 10-15

RISK REGISTER - Master
Risk
ID

Date

Source

Risk Description

1

3.07.2012

Gov Body

Increase in activity for
GP's as a result of the
introduction of
NHS111

3

3

9.00

2

Ongoing

CSS

Reduction in local
expertise and
organisational
memory due to PCT
staff leaving

2

4

8.00

3

24.07.12 /
28.08.12 /
27.09.12

QPF / WHCC

Overperformance on
WUTH Contract

3

5

15.00

4

28.08.12

QPF

Financial Management

Inability to monitor CT
Quality / Financial
contract performance Management on Cost
/ outcome measures
Per Case / Impact on
due to unavailability Future Commissioning
of information
Intentions

5

27.09.12

QPF

Contract Variation to
Wirral NHS
Community Trust
Contract regarding
implementation of
NHS 111 to NHS
Direct

6

27.09.12

QPF

Child Health
Information System
(CHIS) - Imminent
Risk of Crashing

7

24.10.12
WGPCC

Strategic Objectives
(reference to detail)

Impact Likelihood

2

4

Future Commissioning
Arrangement regarding
111 service provision

2

5

Provision of relevant
Information System
supporting appropriate
statutory requirements

4

3

2

5

WGPCC will fail to
meet IAPT waiting
time targets due to
performance of one
provider

8.00

Completed
On-going
Outstanding

Impact Values
Negligible
Minor
Moderate
Major
Catastrophic

1
2
3
4
5

Probability Values
Rare
Unlikely
Possible
Likely
Almost Certain

1
2
3
4
5

Green/Yellow/Red Threshold Values
Green - maximum score
Yellow - minimum score
Yellow - maximum score
Red - minimum score

Date of
Assurance on Controls
Gaps in Assurance
Date of next
last
Action
Owner
review
review Status
(reference to evidence) (reference to evidence)
Monitoring of Primary
As further
Current provision of
Care/ urgent care activity
Timely impact on
Monitor Information
Governing
information
primary care / urgent care Unknown impact of 111
and performace of
monitoring of primary care
regarding
Jul-12 On-going
Body
becomes
services - ability to absord
Service Impact
NHS111 through
activity
implemention of 111
available
additional activity
information flows
CSS / CCG Transitional
CSS SLA Arrangements
Continue
Arrangements, Procedure Individuals leaving before
ensuring continuity,
development of SLA,
Notes, CSS SLA, Legacy
handover process is
locality link involved in
transitional
SLA still in infancy
Chief Officers
Aug-12
Jul-12 On-going
Documentation,
complete
CSS Operational Group
arrangements, clarity
Appropriate Handover
Meetings
of responsibilities

Key Control Established

Financial / Activity
Reporting through QPF /
Gov Body. Divisional
Reporting / Practice Level
Reviews - Action Plans

CT Contract Monitoring /
(Contract Query raised),
Refinement of KPI's

Key Gaps in Control
(reference to evidence)

Ability to influence
contract performance Implementation of Action
Plans

Regular Monitoring
through committee / gov
body structure, Use of
Contigency Funds /
Planned Slippage to offset

Ability to influence
behaviour

Review performance
areas, initiate action
plan to address
performance issues

Divisions

Sep-12

Aug-12 On-Going

Ability to influence
provider behaviour

Regular Monitoring
through contract
monitoring process and
subsequenty committee /
gov body structure with
ability to withold payment
for non-provision of
information as required

Ability to influence
behaviour

Review contract
query outcome,
monitor action plan,

AC / TK

Sep-12

Aug-12 On-Going

Continue workstream
on progression of
NHS 111 Service with
NHS Direct and
contract negotiations
with Community Trust

AC

Oct-12

Sep-12 On-Going

Rosemary
Curtis ?

Oct-12

Sep-12 On-Going

Urgent Care Meetings,
Feedback from NHS 111
Workstream , Regular
Ability to influence
Monitoring through
10.00
implementation of NHS
contract monitoring /
111 Service
negotiation process and
subsequenty committee /
gov body structure
Regular Monitoring
CT Contract Monitoring,
Lack of clarity regarding through committee / gov
Ability to prevent system
12.00
CHIS Replacement Project
Responsible Officer /
body structure, also
failure
via WHIS/ CICT
Availability of Project Plan raised via Public health
Governance Group
10.00 Action plan agreed with
provider dealing with old action plan dealing with
demand continues to rise
provider, including weekly waiting list as well as new both groups of patients
for this service
submission of data and bi- patients referred
will be monitored and
weekly monitoring
reviewed by board on a
meetings
monthly basis
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
CT Contract Monitoring /
(Contract Query raised),
Part of NHS 111 Steering
Group

8
9
10
11
12
13
14
15
16
Insert Rows Above This Line Only

Gov Body
WACC
WGPCC
WHCC
PFQ
G&A
CSG
CSS

Matrix
Score

4
5
12
15

Ability to influence
implementation of NHS
111 Service, financial
assumptions made with
NHS 111 project

Ascertain Project
plan, responsible
Officer, Contigency
Plan / Backup
Scenario
Action plan agreed
with Provider

Christine
Campbell / Dr
Oates

