GOVERNING BODY MEETING – A meeting in public
Tuesday 4th August 2015
Nightingale Room, OMH
2pm
AGENDA
Ref No.
GB1516/0031

No
1.

Time
2.00pm

Item
PRELIMINARY BUSINESS
(Deputy Chair – Dr S Wells)
Apologies for Absence
1.1
Chair’s Announcements
1.2
Declarations of Interest
1.3
Comments/questions from
1.4
members of the public
Minutes and Action Points of
1.5
Last Meeting – held on 7th July
2015 (All)

1.6

• Action Points
Matters Arising

Papers

DRAFT GB Minutes
Action Points of
PUBLIC MEETING 07 07WCCG -PUBLIC GB Mee

Patient Story
(Lorna Quigley)
ITEMS FOR APPROVAL
1.7

GB 1516/0032

2.

2.1

Local Enhanced Service
proposal – Primary Care Quality
Scheme
(Dr Simon Delaney)

coversheet_CCG_Prim CCG_Primary_Care_Q
ary_Care_Quality_Scheuality_Scheme_GB_040

PCQS_Service_Final_
Draft_150715 (4).docx

2.2

2.3

2.4

Safeguarding Annual Report
(Lorna Quigley)
Refresh of CCG Mission
Statement, Vision, Values and
Objectives
(Jon Develing)
Update on re-tendering of Case
Loading Community Midwifery
(Norma Currie)

GB 1516/0033

3.

ITEMS FOR DISCUSSION

GB 1516/0034

4.

3.1
ITEMS FOR INFORMATION
4.1

GB 115-

5.

Quality Performance and
Finance- QPF
(Lorna Quigley/Mark Bakewell)

GB Cover Sheet for WCCG Safeguarding
CCG Safeguarding AnnAnnual Report 2015.pd

Coversheet Mission
Mission and
and Objectives AugustObjectives GB August 2

Governing Board GB report caseloading
cover sheet v3.docx
maternity v4.docx

Coversheet
Slides for GB 040815
PERFORMANCE AND FI
(3).pptx

ITEMS FOR NOTING
th
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Time

Item

Papers

16/0035

5.1

Subgroups (Ratified Minutes):
•

QPF of 30th June 2015

•

Clinical Senate of 16th
June 2015

•

5.2

RATIFIED QPF
Minutes re 30.06.201

Ratified minutes 16
06 15.docx

Approvals Committee of
20th July 2015

Approvals Committee
Meeting 20 July 2015 v

Liverpool City Region Summit
LCR Summit 16 July LCR Summit 16 July
2015 Agenda.docx Item 2 Health and Soc

GB 1516/0036

6.

RISK REGISTER
Current Risk Register
Copy of Copy of
August GB 2015 LW.xls

7.
8.

End

ANY OTHER BUSINESS
7.1
DATE AND TIME OF NEXT MEETING
st

Tuesday 1 September 2015
2pm – 4pm
Nightingale Room OMH
Please forward any apologies to Allison.hayes@nhs.net

Day
Tuesday
Tuesday
Tuesday

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

th
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Venue
Nightingale Room
Nightingale Room
Nightingale Room
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WIRRAL CLINICAL COMMISSIONING GROUP
GOVERNING BODY BOARD MEETING
Minutes of Meeting – Public Session
Tuesday 7TH July 2015
2pm
Nightingale Room, Old Market House

Present:
Jon Develing (JD)
Dr P Naylor (PN)
Dr S Wells (SW)
James Kay (JK)
Lorna Quigley (LQ)
Dr P Cowan (PC)
Dr S Stokes (SS)
Dr L Ariaraj (LA)
Dr S Delaney (SD)
Paul Edwards (PE)
Mark Bakewell (MB)
Graham Hodkinson (GH)
Fiona Johnston (FJ)

Chief Officer WCCG
Chair WCCG
Medical Director
Lay member (Patient Champion)
Director of Quality and Patient Safety
GP Lead – Unplanned Care
GP Lead – Long Term Conditions
GP Lead – Planned Care
GP Lead – Primary Care
Director of Corporate Affairs
Chief Finance Officer
Director of DASS
Director of Public Health

In Attendance:
Allison Hayes (AJH)
Richard Williams (RW)
Mike Sowden (MS)
Liz Temple Murray (LTM)
Ref No.
GB1516/0022

Board Support/Corporate Officer WCCG
LMC Representative
HealthWatch Representative
Grant Thornton
Minute

Preliminary Business
1.1 Apologies for absence
Apologies were received from Alan Whittle and Alastair Cannon.
1.2 Chairs Announcements
Chair welcomed all members to the meeting. 4 members of the public attended the meeting and
Chair asked them if any wished to address the Governing Body. No members of the public
wished to do so. Chair introduced Sue Fowler Johnston from PACE Consulting, who is
supporting the CCG in its Governing Body development programme. He stated that she would
be observing the meeting today to help her gain insight into the Governing Body.
Chair informed members that interviews for the Governing Body Registered Nurse and
Secondary Care Doctor are scheduled to take place in July.
Chair assured members of the Board that the CCG’s engagement events are progressing in a
positive direction.
Chair highlighted the Wirral Council 2020 Plan for members to review outside of the meeting.
1.3 Declarations of Interest
th
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GPs declared their interest with regards to item 2.1 Local Enhanced Services proposal and Chair
stated that James Kay would take over as Chair at this part of the meeting and that JK, in line
with the CCGs conflict of interest policy, would rule if GP members were allowed to remain in the
meeting and contribute towards any discussions
1.4 Comments/questions from members of the public
There were no comments from members of the public.
1.5 Minutes & Action Points from previous meeting held on 2nd June 2015 and 26th May
2015
The minutes of the previous meeting held on 2nd June 2015 were agreed as a true and accurate
record.
Action Points (see separate action points) – members reviewed and updated the group in relation
to current action points.
The minutes of the Extra Ordinary GB meeting held on 26th May were agreed as a true and
accurate record.
1.6 Matters Arising
There were no matters arising.
1.7 Chief Officer’s Update
JD gave an update of the work he has been involved in since the last Governing Body
Key Areas included:
•
•
•
•
•
•
•
•
•

The appointment of Nesta Hawker as the Director of Commissioning who will be starting
in post on 20th July
That he has continued to engage with practices and Patient Engagement Groups
The on-going development of the Vanguard programme and that the business case has
now been submitted to NHS England
The development of a CCG staff focus group
A CCG development day he had run, that had resulted in a refresh of organisational
objectives that he will wish to discuss with Governing Body in the future
That the Quarter 4 assurance visit had taken place and that the feedback and assurance
level would be received shortly from NHS England. He felt that the meeting went well and
that there were no significant causes of concern
The first Clinical Senate and Membership Council had taken place
A New Models of Care Summit has been held with clinical staff from WUTH and GPs and
that it had gone well
That the Urgent Care agenda remains a key focus and positive results are already being
manifested.

Members noted the Chief Officer’s update and thanked JD for his work and also that of the wider
CCG team.
PN asked if there was an update on an issue raised by a member of public last month regarding
‘fast food’ vending machines on hospital sites. JD stated that a newly formed Population Health
th
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Group will be able to address issues such as these. This is part of the new Vanguard
Governance arrangements and will be chaired by FJ.
1.8 Patient Story
LQ presented a video relating to ‘Sam’s Story’. The story, produced by the Kings Fund, describes
how integrated working between health and social care can support patients, providers and
commissioners of care.
https://www.youtube.com/watch?v=3Fd-S66Nqio
Members noted the patient story presented at the meeting and commented that it was a powerful
way of showing what we are trying to achieve.

GB1516/0023

2.0 Items for approval
2.1 Local Enhanced Services (Primary Care Quality Scheme)
PN handed the position of Chair over to James Kay with regards to this agenda item as all GPs
had declared a conflicts of interest (see item 1.3).
Chair (JK) ruled that GP members could remain in the meeting and could contribute to the
discussions, but would not be party to a vote should that be required. He stated, however, that
this would be unlikely given that the Approvals Committee had already reviewed the proposal and
supported it, thereby providing the Governing Body with a recommendation to approve free from
conflict of interest.
SD outlined the key elements of the Local Enhanced Service (LES) by which there are
opportunities to improve the quality of services patients receive whilst also improving efficiency,
lowering costs and providing more care outside of a hospital setting. The CCG’s intention with
the LES is to empower member practices with the freedom to act and innovate with the
appropriate investment in capacity, to reflect the balanced aims of improved population health,
better quality/patient experience of care received and best value for money.
SD stated that, if the proposal were supported, a working group would be created to develop a
draft detailed service specification that could then be shared with Member Practices and a final
specification submitted to the CCG Approvals Committee
Members of the Governing Body agreed to the proposal and the stated direction of travel,
supporting the recommendation of the Approvals Committee.
Action: Detailed scheme to be developed by working group and presented to Approvals
Committee (SD)
James Kay handed the role of Chair back to Dr P Naylor at this point.
2.2 Proposed Governing Body and CCG Assurance Framework Arrangements
PE informed the Governing Body of the proposed arrangements to the Governing Body format in
order to improve clarity, planning and accountability; he proposed that the Governing Body
adopts a new format centred on CCG duties and functions mapped to Director Reports, that also
aligns Directors to the new CCG Assurance Framework 2015-16.
If adopted, by providing more focused reports, PE suggested that Governing Body moves to a
monthly schedule of alternate formal and informal meetings, to allow Governing Body
th
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development time in line with the recommendations of the Bewick Review.
PE asked members of the Governing Body approve the suggested reporting format for Governing
Body, alternate formal/informal meetings and the Director alignment to the CCG Assurance
Framework components.
Members discussed and approved the proposed arrangements as set out in the paper meeting.
2.3 Changes to the CCG Constitution
PE updated members of the proposed changes to the CCG constitution and the process that
needed to be undertaken as outlined to guidance from NHS England entitled ‘Procedures for
Clinical Commissioning Group Constitution Change, Merger or Dissolution’. The proposed
changes related to minor revisions to:
•
•

Committee Term of Reference membership to reflect recent appointments and minor
formatting/clarification issues
An update to the Scheme of Reservation and Delegation

Specifically, now that the CCG has now recruited it’s three new Lay Members in the areas of
Audit and Governance, Quality and Outcomes and Patient Champion :
•

•
•

The Patient Champion role is deemed to be best deployed in engagement activities and
hence it is proposed that membership of committees is reduced. Therefore, this role is
removed as a member from the Quality, Performance and Finance Committee and the
Audit Committee and also undertakes no chairing responsibilities.
The Chair of the CCG currently also chairs the Quality, Performance and Finance
Committee and this presents a potential conflict in fulfilling both roles. Additionally, it
would be consistent with other committees if this meeting was chaired by a Lay Member.
With that in mind, and to ensure balance between Lay it is proposed that the Lay Member
(Quality and Governance) chairs the Quality, Performance and Finance Committee and
the Approvals Committee and the Lay Member (Audit and Governance) chairs the Audit
Committee and the Remuneration Committee.

In addition, PE highlighted:
•
•
•

Executive GP Representation on Quality, Finance and Performance Committee remains
at two, with one identified as the Medical Director, whose role has a significant quality
focus.
The Clinical Senate Terms of Reference has been refreshed following its first meeting to
update minor formatting and clarity issues.
The Scheme of Reservation and Delegation has also been refreshed to reflect the fact
that the changes resulting from the Capability and Governance Review have now all been
implemented.

The Governing Body approved the contents of the proposed changes to the Constitution.
Action: PE to submit suite of documents required by NHS England in applying for
constitutional change.

th
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3.0 Items for Discussion
3.1 Governing Body Assurance Framework
PE asked members to discuss, review and update The Assurance Framework which was last
brought to Governing Body in March 2015
Members reviewed and discussed the CCG Assurance Framework and it was agreed for PE to
make the relevant amendments. The key amendments were:
•

•
•
•
•
•

Extension of the production to the Engagement Strategy to Quarter 3 as more work was
suggested when initially presented to Governing Body in Quarter 2. This included more
detail on the new patient engagement approaches and the impact of the Vanguard
engagement workstream
Longer time to embed new Clinical Structures resulting from Capability and Governance
Review to Quarter 3
Review of those new structures in Quarter 3 ahead of formal 360 assessment so as to
locally assess effectiveness
Removed risk around Business Intelligence/poor data as BI function now in-house and
hence issue has been resolved
System pressures regarding referrals and capacity now to be addressed by range of
initiatives such as BCF/SRG/possible LES
Vision 2018 references updated to Vanguard throughout the document

JD went on to inform members of the proposed refreshed CCG strategic aims and objectives that
were developed at the CCG team’s recent development day. Members agreed to review these at
a future informal session and then review the Assurance Framework against them if adopted.
Members suggested that more time would be beneficial to review the Assurance Framework in
greater depth and perhaps for risk owners to prepare an assessment of specific risks before the
meeting. PE suggested that a longer informal Governing Body session is used in October (when
the Assurance Framework is next due for review), where members could review the refreshed
strategic aims, specific risks and the best way for risks to be discussed and debated moving
forward.
GB1516/0025

Action: PE to amend Assurance Framework and prepare for next review in October.
4.0 Items for Information
4.1 Wirral CCG Annual Audit Letter
Liz Temple Murray (LTM) gave an overview of Grant Thornton’s Audit Findings for NHS Wirral
Clinical Commissioning Group. The Annual Audit Letter summarises the key findings arising from
the work that Grant Thornton have carried out at Wirral Clinical Commissioning Group (the CCG)
for the year ended 31 March 2015 in two areas:
•
•

auditing the accounts
assessing the CCG's arrangements for securing economy, efficiency and effectiveness in
its use of resources

The audit conclusions Grant Thornton have provided in relation to the 2014/15 audit are as
follows:
•

Grant Thornton provided an unqualified opinion on the financial statements which
confirms they give a true and fair view of the CCG's financial position as at 31 March
2015.
th

Minutes of the WCCG –Governing Body Meeting – PUBLIC SESSION – 7 July 2015

Page 5 of 8

Ref No.

Minute
•
•
•

They also provided an unqualified opinion on the Accounts Consolidation Template (ACT)
which confirmed the consistency of the figures in the ACT with the audited financial
statements.
Grant Thornton are also required to give a regularity opinion on whether expenditure has
been incurred 'as intended by Parliament’ and gave an unqualified regularity opinion.
Grant Thornton provided a qualified Value for Money 'except for' conclusion in respect of
the CCG's arrangements for securing economy, efficiency and effectiveness in its use of
resources. This ‘except for’ matter related to the review undertaken into Capability and
Governance.

Key challenges for 2015/16 were stated as:
•
•
•

Embedding the new Constitution and organisational arrangements
QIPP/Financial Position
CSU support and future arrangements

Chair thanked LTM and her team and, in particular, for the accuracy and sensitivity in the areas
related to the Capability and Governance Review. Members of the Governing Body noted the
contents of the Annual Audit Letter.
4.2 Quality Performance and Finance – QPF
Quality Performance
LQ gave a presentation on the activity performance for Month 1 (April) 2015/16 and the CCGs
dashboard and highlighted the positive areas and the improvements in the challenges that were
originally presented.
Areas included:
•
Inpatient and A&E (minor components) friends and family test and response scores
(patient experiences)
•
NWAS turnaround times
•
Cancer (2 week wait)
•
Delivering the same sex accommodation
•
Diagnostic tests
•
MRSA & Cdifficile – infection/prevention control
•
Referral to treatment (18 weeks)
•
4 hour standard target & A&E waiting times
•
Health Care Associated Infection
•
CQC Visits
Members discussed and noted the figures presented at today’s meeting and how the CCG are
working with stakeholders to improve patient experiences with regards to waiting times. Members
went on to highlight how improvements can be made in relation to the Vanguard programme and
JD briefly explained how Vanguard can impact on specific performance areas.
The Governing Body noted the contents of the Quality and Performance Report.
Finance Report
MB provided information of the Financial performance against budgeted allocation as at May
2015 month 2. Key areas included:
•

Financial Performance
th

Minutes of the WCCG –Governing Body Meeting – PUBLIC SESSION – 7 July 2015

Page 6 of 8

Ref No.

Minute
•
•
•

Activity Dashboard
Financial Risk and Mitigations
Self-Assessment

The CCG cash balance at the end of May was £176k. This is in line with current NHSE guidance
that CCGs aim towards 1.25% month end cash balance of the drawdown. Expenditure incurred
above £25k is collected monthly and published on the CCG website. There are no significant
aged debtors or creditors to report as at May 2015.
The CCG is required to declare in its monthly returns to NHSE the risks and mitigation plans with
regards to the CCG achieving financial balance at year end. Given the relatively early position in
the financial year, the CCG is reporting a planned financial surplus of £4.8m. However this does
include a number of risks as highlighted below:
•
•
•
•

Secondary Care activity and coding (linked to activity dashboard as per previous)
QIPP & Better Care Fund Planning Gaps
Continuing Healthcare / Joint Funded packages
Prescribing

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

Contingency £2.41m
Uncommitted Resources £2.74m (As part of non-recurrent headroom requirements)

Further actions are being undertaken within CCG to address unidentified QIPP / required cash
releasing savings
•
•
•
•
GB1516/0026

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

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

Audit Minutes of 09.04.2015
Approval Minutes of 17.09.2014
QPF Minutes of 26.05.2015

Members noted the minutes as detailed above.
GB1516/0027

6.0 Risk Register
Members noted the current risk register presented for noting at today’s meeting.
7.0 Any other business
Members noted the Minutes of the Wirral Governing Body Private Session of 2nd June 2015.
8.0 Date and Time of Next Meeting
th

The date and time of the next meeting is Tuesday 4 August 2015 in the Nightingale Room, OMH
please contact Allison.hayes@nhs.net with any apologies or agenda items.
th
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Wirral Clinical Commissioning Group
Governing Body
Action Points re Meeting of 7th July 2015 (Public Session)
Nightingale Room, OMH
2pm
Outstanding Actions from: 02.06.2015
Topics Discussed

Action Points

Responsibility Action Target
date

Quality and Performance

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

• FJ

• Sept/Oct

Engagement Strategy

• LQ to bring back an Engagement Strategy Update to GB

• LQ

• September GB

New Actions from: 07.07.2015
Topics Discussed
Action Points

Responsibility Action Target date

Local Enhanced Services
(Primary Care Quality
Scheme)

• Action: Detailed scheme to be developed by working group and presented to
Approvals Committee (SD)

• SD

• July 2015

Changes to the CCG
Constitution

• Action: PE to submit suite of documents required by NHS England in applying
for constitutional change.
•

• PE

• ASAP

Governing Body
Assurance Framework

• Action: PE to amend Assurance Framework and prepare for next review in
October.

• PE

• October

Agenda Items for next meeting / Decisions to note for next meeting / Date & time of next meeting
The date of the next meeting is Tuesday 4th August 2015 at OMH, Nightingale Room.
Agenda items and apologies are to be sent to: Allison.hayes@nhs.net
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GOVERNING BODY BOARD REPORT COVER SHEET

Primary Care Quality Scheme Pilot
Agenda Item:

2.1

Reference

GB15-16/0032

Public / Private

Public

Meeting Date

4th August 2015

Lead Officer

Dr Simon Delaney, Primary Care Lead

Contributors

Jon Develing, Accountable Officer
CCG Clinical Leads
Iain Stewart, Head of Direct Commissioning

Link to CCG
Strategic System
Plan

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

Link to current
strategic objectives

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

To approve

Yes

To note
Summary

Governing Body has previously approved the scheme in principle subject to
Approvals Committee consideration. The updated scheme paper was
presented to the CCG Approvals Committee on Monday 20th July 2015 and
subsequently approved, with agreement that financial modeling be confirmed
and included in the scheme.
The two financial options for the monitoring and payment of the new Primary
Care Quality Scheme represent either a light touch approach by the CCG in
terms of monitoring and accountability or a more stringent practice by practice
monitoring basis.

Comments
Next Steps

Scheme will be offered to CCG member practices and working arrangements
for 1st October commencement will be jointly developed between CCG and
practices.

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

Does the report consider the financial impact?

YES

The paper identifies the financial implication of existing investment and the
additional investment proposed. The scheme offers the potential for
recurrent return on non-recurrent investment across the areas of nonelective, elective and prescribing activity.
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Value For Money

Does the report consider value for money?

YES

The paper describes a sustainable investment model predicated upon a
recurrent return equal to £3 for every £1 of non-recurrent investment,
subject to the agreed outcomes being achieved.
Risk

Is there a documented risk assessment?

NO

The risk associated with the additional non-recurrent investment is
acknowledged in relation to the use of contingency, and is mitigated to a
degree by the achievement of agreed outcomes being the only initiation for
total investment.
Legal

Are there any legal implications and has legal advice been obtained?
NO
The scheme has no direct legal implications. The scheme would be offered
to member practices as a Local Enhanced Service which constitutes a
contract variation to GP contracts so usual contract monitoring processes
would be applied.

Patient and Public
Involvement (PPI)

Does the report provide evidence whether there could be a positive or
negative impact on patients and public? YES
It is clear that there is opportunity to enable primary care to play an even
stronger role at the heart of more integrated out-of-hospital services that
deliver better outcomes, more personalised care, excellent patient
experience and most efficient use of NHS resources.
There will be a requirement on member practices delivering the Scheme to
demonstrate explicit and on-going involvement of their respective Patient
Participation Group (PPG) in the practice solutions to achieving the agreed
outcomes.

Equality & Human
Rights

Does the report provide evidence of whether there could be a positive
or negative impact on protected groups (statutory duty for new /
changes to services) YES
The scheme outcomes will apply to all general practice registered patients in
Wirral delivering more personalised care, and excellent patient experience.

Workforce

Does the report provide evidence of whether there could be a positive
or negative impact on the CCG or other NHS staff? NO
The scheme does not specifically consider the potential positive or negative
impact on CCG staff or other NHS staff, however, the shift to investing in
primary care with a financial model that offers recurring investment, can be
expected to improve the opportunities for member practices to implement
2/4
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longer-term planning for service delivery and outcomes, thus enabling
greater stability across the primary care workforce.
Partnership Working

Does the report evidence partnership working in its development?
YES
The report was compiled initially between CCG senior management and the
CCG Clinical Leads in response to bureaucracy issues highlighted by
member practices. A joint working group consisting of Wirral GPs/Practice
Managers; CCG Finance and Business Intelligence team members.
was convened and met on 14th July 2015 to further develop the principles of
the scheme and give direction on the detailed aspects for the service
specification.

Performance
Indicators

Does the report indicate any relevant performance indicators for this
item? YES
Detailed activity modelling has been completed for non-elective, elective
and prescribing activity/costs which will form the basis of individual member
practice profiles. The financial modelling indicates an overall economy-wide
return required of approximately £6m.

Sustainability

Does the report address economic, social and environmental
sustainability (should be addressed for new / change projects)?

YES

A new way of working with primary care through an investment model which
offers recurrent returns for achievement, should improve the economic
setting coupled with improvements in patients’ health and wellbeing. On a
simple level of environmental sustainability, moving to a single contract
variation instead of multiple separate contract changes will yield reduction in
associated paperwork/staff time.
Do you agree that this document can be published on the website?
(If not, please note that it may still be subject to disclosure under Freedom of Information Freedom of Information Exemptions



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

Report History/Development Path
Report Name
Primary Care
Quality Scheme
Pilot

Reference

Submitted to
Approvals
Committee

Date
th

20 July
2015

Brief Summary of Outcome
Agreed – details of financial modeling
options to be included in scheme.
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Primary Care
Quality Scheme

Governing Body

Primary Care
Quality Scheme

Approvals
Committee

7th July
2015

Approved in principle subject to
Approvals Committee consideration

29th June
2015

Agreed – details of scheme and
involvement of patients in design to be
actioned and update provided at
future meeting

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

Primary Care Quality Scheme
Dr Simon Delaney, Primary Care Lead

Recommendations

1. Ratification of the scheme post-Approvals Committee

1. INTRODUCTION
1.1 Governing Body has previously approved the scheme in principle subject to Approvals

Committee consideration. The updated scheme paper was presented to the CCG Approvals
Committee on Monday 20th July 2015 and subsequently approved, with agreement that
financial modelling be confirmed and included in the scheme. Final activity and financial
modelling for the scheme has now been completed and the scheme includes two options for
financial investment methodology. The final proposed scheme is presented to Governing Body
for ratification.

2. KEY ISSUES / MESSAGES
2.1

The rationale for the scheme draws out a range of important factors including;
•
•
•
•
•
•

It responds to member practices’ feedback about the bureaucracy of the current
commissioning approach via individual enhanced services;
It’s start of a new way in which we will develop primary care on Wirral;
The emphasis of scheme means there are no restrictions on referrals if felt to be clinically
appropriate;
For every non-recurrent pound spent we need to realise recurrent savings which will be
used for future reinvestment (see model in attached paper);
Scheme must focus on non-elective, elective activity and prescribing and must deliver
agreed outcomes otherwise cannot realise the benefit;
It is a significant risk to the CCG but we must recognise the importance of trying to break
the cycle of historic arrangements and support primary care.

The two financial options for the monitoring and payment of the new Primary Care Quality
Scheme represent either a light touch approach by the CCG in terms of monitoring and
accountability or a more stringent practice by practice monitoring basis. The “light touch”
approach supports the new way in which the CCG wishes to develop primary care whereby
commissioning of primary care services is based upon defined economy-wide outcomes with
an investment resource made available – the outcomes are measured at a whole economy
level.
The historic “practice by practice” monitoring offers very little whole economy focus as
individual practices pursue individual attainment with no requirement to work collaboratively.

Prepared by Iain Stewart, Head of Direct Commissioning
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3. IMPLICATIONS
In 2015/16 the CCG has accounted for £2.1m investment across five separate local enhanced
services. CCG Clinical Leads in conjunction with senior management have reviewed the
existing services to determine whether a redirection of this investment could have greater
impact on the areas of non-elective, elective and prescribing activity.
Given that these services are already underway, the joint conclusion is that two of the existing
services could be concluded by the end of September this year and that element of remaining
investment directed to the Primary Care Quality Scheme.
The Scheme is predicated upon the requirement for any non-recurrent investment to return
recurrent budget efficiency which could then continue the cycle of continuing investment into
primary care. In order to create the opportunity to achieve the desired outcomes, it is proposed
to make available from CCG non-recurrent resources, an additional £2m to support the
Scheme.
Subject to Governing Body agreement, the financing for the Scheme would offer 50% in
advance to member practices with the balancing 50% paid to member practices, only if the
recurrent budget efficiencies were realized at the financial year-end.

4. CONCLUSION
By achieving a step change in how we invest into primary care we can enable member
practices to commit recurring resources and take a longer term view, which is more likely to
achieve system-wide impact against the challenges described in our Healthy Wirral (Vanguard)
programme.
By establishing a cycle of non-recurrent investment returning multiple recurrent efficiencies, we
can expect to continue to improve the health and wellbeing of Wirral people and focus the
emphasis of healthcare to prevention and early intervention.
Our intention is to empower our member practices with the freedom to act and innovate with
the appropriate investment in capacity, to reflect the balanced aims of improved population
health, better quality and patient experience of care received and best value for money.

5. APPENDICES
No.
1

Title of Appendix
Primary Care Quality Scheme Pilot service specification
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SCHEDULE 2 – THE SERVICES
A.
Mandatory headings 1 – 4.
agreement

Service Specifications
Mandatory, but detail for local determination and

All subheadings for local determination and agreement

Service Specification
No.
Service
Commissioner Lead

2015/16 Primary Care Quality Scheme Pilot
(Voluntary)
Iain Stewart

Provider Lead
Period

1st October 2015 – 31st March 2016 (initially)

Date of Review

31st March 2016

1.

Population Needs and Overview of Proposal

1.1

National/local context and evidence base

NHS England state in their “A call to action: the NHS belongs to the people” paper,
that the NHS has to change if it is to survive another 65 years. It acknowledges
there is too much unwarranted variation exacerbating health inequalities and we
need to raise performance and ensure we deliver safe high quality care.
We must place a far greater emphasis on keeping people healthy and well in order
to live longer, more illness free lives; taking a preventative rather than reactive
approach.
There are opportunities to improve the quality of services patients receive, while
also improving efficiency, lowering costs and providing more care outside of a
hospital setting.
We recognise that general practice and wider primary care services face increasing
pressures and general practice wants to transform the way it provides services to
reflect these challenges. It is also clear there is opportunity to enable general
practice to play an even stronger role at the heart of more integrated out-of-hospital
services, which deliver better outcomes, more personalised care, excellent patient
experience and most efficient use of NHS resources.
The following extracts (in italics) have been taken from the RCGP (2015) “A
blueprint for building the new deal for general practice in England” paper:
1
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The Five Year Forward View recently made the case for a ‘new deal’ for general
practice, as part of its vision for an NHS better able to prevent and manage ill
health closer to people’s homes, keeping them out of hospital where possible.
England’s GP practices are under massive strain, providing an estimated 370
million consultations every year to a growing and ageing population. This is an
increase of 60 million consultations in comparison to five years ago.
General practice remains the bedrock of patient care in the NHS. With the right
support and adequate resources GPs can continue to underpin the delivery of an
effective, equitable health service and lead the process of ensuring it better meets
the needs of patients in the 21st century.
As the Government has acknowledged, a better resourced general practice will not
only benefit patients and carers, but will also help put the NHS on a more
sustainable financial footing. Evidence suggests that investing in general practice
could save the NHS nearly £2bn per year by 2020, through reducing pressure on
hospitals and other services.
Our local system change management programme Vision 2018 (which has now
been superseded by Healthy Wirral) illustrates the health and social care system
challenges we face.
While we are already underway with system integration changes with the
establishment of the Integrated Care Co-ordination Teams it is vital that primary
care, especially general practice services, are woven into this integrated approach.
Traditionally this has been supported by local enhancements developed with
specific intent to manage prevalent issues within the system. While these have
undoubtedly had and continue to have an impact - they are often narrow in scope,
inflexible and onerous for primary care.
As an organisation the NHS needs to react to the ageing and growing population.
The generic health needs of the population have changed dramatically over the last
50 years and medical practice needs to reflect this. Long term health conditions
account for 70% of the health budget, and at the same time people want to be
more involved in their treatment, educated and supported through increased
prevention and self-care. Primary care is absolutely the environment in which to
support such patient need. Therefore this scheme looks to measure outcomes
based on care optimisation and the patient need. Practice needs to ensure patients
are being cared for in the environment of their choice, with medicine to reflect best
practice. The CCG acknowledge and want to support this challenge through the
PCQS scheme. This journey needs to be supported through a shift in traditional
medicine and moving healthcare back out into the community. As a nation if we fail
to act on a preventative approach then progress that has been made in healthy life
expectancies will fall and health inequalities will widen. As a result the NHS will not
be able to fund beneficial new treatments as resource will be spent on paying for
avoidable illness which is predominately treated in secondary care environments.
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1.2 Evidence Base for Proposal
Examples of similar local approaches by Clinical Commissioning Groups (CCG)
have been taken into consideration as an evidence base for this proposal.
Liverpool CCG
Scheme : Liverpool GP Specification
Overview: Scheme designed to improve the quality and consistency of general
practice across the city, improve the health outcomes of people, reduce variation
and health inequalities and ensure most cost effective use of resources.
This approach consists of five domains:
1.
2.
3.
4.
5.

Access
Prevention
Early Identification
Improved clinical management
Use of resources

With the same standards for all practices; investment equalised and clear
performance targets.
Results:
•
•
•

Improvement in the volume of A&E attendances to main acute sector
providers (between 5-8% reduction)
Reduction in GP referred first outpatient attendances (-11%)
Similar reduction in admissions for ambulatory care sensitive conditions.

Bolton CCG
Scheme: The Bolton Quality Contract (evidence based taken from Liverpool CCG
scheme)
Overview: The scheme consists of 19 standards with associated key performance
indicators and a standards measure of ‘peer average’ performance. For example if
performance is greater than or equal to peer average then target is to exceed
average by at least 1% - if performance is up to 10% away from peer average then
target is to achieve peer average – and if performance is more than 10% away
from peer average then the target is to achieve a 10% improvement. The additional
investment into general practice has been directed towards increasing capacity in
order to achieve the standards.
1.3 General Overview
Often referred to as `Triple Aim`, Local Enhanced Services (LES) ought to be able
to demonstrate improvements in respect of 1.Quality, 2. Productivity / Efficiency
and 3. Return on investments.
3
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To a significant extent LES has delivered this, although the return on investment
has not always been fully realised, not been clear at the outset and not reinvested
within primary care.
Transition from LES to Primary Care Quality Scheme (PCQS):
All practices will continue to receive payment from the following LES schemes:
• Anticoagulation monitoring
• Dementia diagnosis
• Near Patient Testing
(please see funding forecast table in Appendix 1)
The following LES scheme will be ceased from 30th September 2015:
•
•

Extending Primary Care Access (NHS Direct Enhanced Services remains
unchanged)
PSA (prostate screening)

The PCQS scheme will commence 1st October 2015 and initially run until March
2016
PCQS Scheme Summary:
The PCQS incentivises and rewards GP practices based on their performance in 3
key areas:
a. Non elective admissions
b. Elective referrals
c. Prescribing
This voluntary scheme offers practices the opportunity to shape and manage these
crucial areas to bring about the greatest impact in terms of ‘Triple Aim’.
As contractual arrangements with providers has a payment by results basis,
reducing referrals and savings on prescribing will have a real and direct financial
impact, which will be reinvested into primary care. An overview of the financial
model is located in section 2.5.
The model proposed adopts a similar approach as that seen in Liverpool CCG and
in summary can be described as follows:
• In addition we are looking to invest a further £2m on top of the £2m
already in existence (see appendix 1 for investment breakdown).
• An initial payment will be made to practices upfront, should practices
wish to take part;
• Remaining payment on delivery of recurrent budget efficiencies
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Principles of PCQS:
Quality
•
•
•
•
•
•
•
•
•

While there would be an emphasis on reducing activity, clinical governance
must be upheld at all times and there would be NO restrictions on referrals
felt to be clinically appropriate
All NHS Constitutional standards must be upheld
Latest NICE technology appraisals/guidance will be adhered to
All practices will be encouraged to sign up to the PCQS and aim for
improvement in all outcomes
On-going performance evaluation of member practices will be openly shared
for the purposes of formative learning
The key performance indicators (KPIs) set will deliver improvement in quality
and reduce variation
Best practice will be openly shared across member practices
Local policy for procedures of Low Clinical Value referrals will continue to be
rigorously applied
There will be a requirement on member practices delivering the scheme to
demonstrate explicit and on-going involvement of their respective Patient
Participation Group (PPG) in the practice solutions to achieving the agreed
outcomes

Financial
•

•
•
•
•
•

Scheme is based on additional resource and freedom to use this locally
within the parameters of the key deliverables (non-elective admissions,
elective referrals and prescribing) but we are asking member practices to
help define the exact parameters and schemes at our Members Council
meeting
For every non-recurrent pound spent we need to realise recurrent savings
which will be used for future reinvestment
Reduced bureaucracy and targeted investment must deliver results
Must be on non-elective, elective activity and prescribing and must deliver
agreed outcomes otherwise benefit can’t be realised
AND in addition we are looking to invest a further £2m on top of the £2m
already in existence (see Appendix 1).
There will be an advance payment to support set-up and implementation of
the scheme

Risks
•
•

Significant risk to the CCG by committing contingency but recognises the
importance of trying to break the cycle of historic arrangements and support
primary care
Arrangements will be established to monitor individual practice performance
against the KPIs, supported by the local Primary Care Web Portal where
member practices can also view their respective performance and progress
against the outcomes
5
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•

Financial risk for practices that choose not to participate in the PCQS. LES
scheme funding for a) Extending primary care access b) PSA will cease for
all member practices from 30th September 2015. Therefore practices not
participating in this scheme will encounter financial loss.

2.

Outcomes

2.1

NHS Outcomes Framework Domains & Indicators
Domain 1

Preventing people from dying prematurely

Domain 2

Enhancing quality of life for people with long-term
conditions
Helping people to recover from episodes of ill-health or
following injury
Ensuring people have a positive experience of care

Domain 3
Domain 4
Domain 5

2.2





Local defined outcomes
•
•
•
•
•
•

2.3

Treating and caring for people in safe environment and
protecting them from avoidable harm




More responsive access to Primary Care through investment in capacity
Referrals made at the right time, using evidence-based pathways
Reduce demand on secondary care services
Optimised use of medicines aligned to cost effectiveness
Improvement in quality of care through reduced variation
Improved demand management of other planned activity (e.g.
Physiotherapy, Diagnostics)
PCQS Impact Analysis

For 2015/16 outcomes will be measured on collaborative basis, i.e. the joint
performance of all participating practices. It is therefore vital that all participating
practices contribute to the overall benefits to have the required impact. Analysis will
be conducted on the PCQS as a Wirral-wide approach to understand the impact on
non-elective admissions, elective referrals and prescribing.
2.4

PCQS Model of Operation

In response to the working group Business Intelligence conducted an options
appraisal based on indicative reduction targets for 15/16 April – March for nonelective admissions, elective referrals and prescribing. The appraisal looked at how
these indicators could be proportioned by the CCG among its GP member
practices to achieve a combined 3% reduction for the whole economy.
Each practice received a different rank for the three key areas of care, the
averages for the CCG have been calculated using a standardised deviation of the
6
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indicative 15/16 plans.
The model needed to take into account practices with a higher rate per head of
population, or wider influencing determinants of health. The BI team have
incorporated some weighting into the analysis to address the variation in
population, deprivation and historic performance of the practices.
Initially a statistically normalised bell curve was used to represent a population
where the largest quantity of measurement was located around the median of a
population. The model focused the largest reduction percentages on the practices
which perform on average in comparison with the CCG. This model acknowledged
that practices who sit to the left of the curve have a greater challenge to overcome
due to the wider determinants of health and previous high performance. Those on
the right have a lesser target due to good practice they have implemented over
previous years.
Three models were presented to the LES working group on 14th July (comprised of
GPs, practice managers and CCG leads); the chosen model (see appendix 3)
moves the focus of reduction towards the higher activity practices. The CCG can
gain its overall reduction tackling practices with the highest activity per head. It may
be these practices that have wider issues than simply higher activity. Therefore the
graph rises quickly to indicate that those at the extremity of high activity are not
given an impossible task but those practices within the top twenty five percent are
given the opportunity to make the most significant impact and yield the greatest
reduction in actuals.
2.5

Financial modelling

For non-elective admissions the modelling will look at admissions across the
system. The identified percentage will need to take into account other areas of
system redesign that will also have an impact on admissions and cost such as the
Better Care Fund and Quality Innovation Productivity and Prevention (QIPP).
For elective activity the modelling work will look at the impact a percentage
reduction will have on referrals. Finance and BI will need to look at conversion
rates to ensure that the identified percentage reduction delivers the necessary
savings across not only day case and elective activity but first outpatient
appointments. Again other areas of system redesign will need to be taken into
consideration such as QIPP schemes.
For prescribing the BI and Finance team are working with the Medicines
Management team to ensure that the relevant percentage for the prescribing
element is applied. The currency for prescribing will be based around cost growth,
ensuring that the reduction again provides sufficient savings to release payment for
achievement. Again the current Medicines Management QIPP scheme needs to be
taken into account to ensure that savings are not double counted. Clinicians are
7
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encouraged to optimise patient care through appropriate use of best evidence
medicines that lead to a tangible impact on avoiding hospital admission.
The following outlines two options for the monitoring and payment of the new
Primary Care Quality Scheme. The options represent either a light touch approach
by the CCG in terms of monitoring and accountability or a more stringent practice
by practice monitoring basis.
Option 1: Light Touch
The overall delivery requirement of the scheme is a reduction in real terms
expenditure against secondary care contracts and prescribing of £6m. The £6m
saving will be targeted equally across the three areas.

Non-Elective
Admissions - £2m

Referral
Management - £2m

Prescribing - £2m

Primary Care
Quality Scheme £6m

The £2m saving against each of the three areas represents roughly a 3% reduction
in activity.
How it works:
-

-

Each practice will receive their fair share of £2m (for 15/16 this will be £1m
as 1st Oct start date). This will be paid up front.
The CCG asks GP practices to initiate and deploy schemes designed to
reduce activity across the three areas.
The CCG monitors performance against the areas at a grouped practice
level rather than individually.
Progress throughout the year is reported to GP members.
At the end of the financial year any freed up resource is returned to
practices on a 1:3 basis. For every £3 saved £1 is returned to practices
recurrently.
Resource is returned to ALL practices regardless of performance based on
a fair share basis.
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Option 2: Individually Practice Monitored
The overall delivery requirement of the scheme remains a reduction in real terms
expenditure against secondary care contracts and prescribing of £6m. The £6m
saving will be targeted equally across the three areas.

Non-Elective
Admissions - £2m

Referral
Management - £2m

Prescribing - £2m

Primary Care
Quality Scheme £6m

The £2m saving against each of the three areas represents roughly a 3% reduction
in activity.
How it works:
-

-

Each practice will receive their fair share of £2m (for 15/16 this will be £1m
as 1st Oct start date) this will be paid up front.
The CCG sets an individual practice budget for each of the three areas
based on 14/15 out-turn.
Practices will be asked to deliver a % budget reduction against each of the
three areas according to the Business Intelligence Reduction Model.
The CCG asks GP practices to initiate and deploy schemes designed to
reduce activity across the three areas.
The CCG monitors performance against the three areas by practice.
Progress throughout the year is reported to GP members.
At the end of the financial year any freed up resource is returned to
practices on a 1:3 basis. For every £3 saved £1 is returned to practices
recurrently.
Resource is returned to practices based on one of the following options:
o Straight fair share split across all practices
o Fair share split for only practices that achieved targeted savings
o Proportionally for each practice as a % achieved against their target.

9

Appendix 1
3.

Scope

3.1

Aims and objectives of service

Aims:
• To establish a strategic model for primary care continuous development and
investment
• To enable primary care to manage increasing demand through clinical
innovation and freedom to act
• To shift commissioning intent from process-focused to outcomes-focused
Objectives:
• To maintain recognised quality of care standards in meeting patients’ needs
• To ensure clinical decisions make best use of available resources.
• To encourage innovation in managing demand
• To deliver a recurring return on investment equal to £3 for every nonrecurrent £1 invested
The practice will be provided with an individual profile from the CCG Business
Intelligence team, which will detail the respective ranking of the practice for
performance on non-elective, elective and prescribing areas.
The practice will produce a tailored action plan to address their performance areas,
this plan should be discussed with the practice Patient Participation Group (PPG)
and any key matters taken into account and acknowledged within the practice
action plan.
3.3

Population covered

All patients registered at a Member Practice of Wirral Clinical Commissioning
Group.

3.4

Any acceptance and exclusion criteria and thresholds

Performance against agreed outcomes will be measured against the starting
baseline for the practice. There are no exclusions from the baseline; however,
analysis of the final performance achievement by a member practice will be
informed through data analysis and exceptional activity taken into account (i.e.
similar to exception reporting within QOF).
3.4.1 Eligibility for this service will be based on:
All member practices of Wirral Clinical Commissioning Group will be eligible to
participate in this scheme.
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3.5

Interdependence with other services/providers

Interdependencies and stakeholders are identified below, activity across all
providers will inform the final outcomes:
•
•
•
•
•
•

3.6

Acute sector providers
Community sector providers
Community, faith and charity (3rd sector) providers (see www.wirralwell.org)
Admission prevention service providers
Integrated Care Co-ordination Teams (ICCTs)
Local Authority (e.g. reablement services, Wirral independence equipment
service etc)
Payment and thresholds

Practices will receive a non-recurrent advanced payment based upon a fair shares
formula. The potential recurrent investment at the end of the scheme will come
from the CCG achieving a return on investment of at least 1:3 e.g. a £1 million nonrecurrent investment must generate £3 million recurrent savings.
Recurrent funding will be based on achievement of economy wide joint outcomes.
This funding will be made available on an economy wide basis. Payment is
proportional to the overall performance by all participating practices. However,
recurrent funds will be based on the joint return on investment for the CCG, i.e. if
the CCG make a return of £1.5 million, then £500,000 will be reinvested into
participating practices. There will be no ‘claw back’ on the initial upfront payment
for practices.
3.7 Termination/Cancellation Period
Either party can provide 3 months’ written notice to exit the scheme.
Wirral CCG may terminate the scheme within 28 days if, following the suspension
of payments, the contractor fails to re-establish services according to the service
specification or take appropriate action to address deficiencies within eligibility
criteria
4.

Applicable Service Standards

4.1

Applicable national standards (e.g. NICE)

NHS Constitution
NICE Technology Appraisals

4.3 Applicable local standards
CCG policy for procedures of low clinical value
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5.
Evaluation
A benefits realisation piece will be completed at the close of the PCQS pilot, with a
number of analytical techniques used to measure impact and success of the
scheme. In collecting this data a range of stakeholders will be consulted including:
GPs, Practice Managers and patients. Both qualitative and quantitative measures
will be recorded which include:
•
•
•
•

Financial Analysis
Statistical review – Business Intelligence
PPG Engagement – through group meetings and surveys
GP and Practice Management feedback on the effectiveness of the scheme.

As the scheme is focused on outcomes rather than more traditionally process,
feedback on the quality of the scheme and care will be imperative. This scheme
also gives front line clinicians and managers the opportunity to shape their own
processes tailored to their patients’ needs to inform outcomes.
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APPENDIX 1
PCQS Funding Forecast
Annual
forecast
costs
2015/2016

Redirected
Additional
Total
Remaining
Total
investment contingency investment contingency investment
in 2015/16 advanced in in Primary
paid if
on offer
(Oct-Mar)
2015/16
Care
outcomes
2015/16
achieved

Anticoagulation £1,008,691

-

-

£1,008,691

-

-

Dementia

£53,000

-

-

£53,000

-

-

Extending
Primary Care
Access

£822,000

£411,000

-

£822,000

-

-

Near
Patient
Testing

£213,000

-

-

£213,000

-

-

PSA

£20,000

£10,000

-

£20,000

-

-

-

£1,000,000

£2,000,000

£1,000,000

-

**£421,000

£1,000,000

£3,116,691

£1,000,000

£4,116,691

Primary Care
Quality
Scheme
Total

£2,116,691

**£421,000 ‘Redirected investment in 2015/16’ funds taken from dis-continued
Extending Primary Care Access and PSA LES schemes. This total is deducted from
the £2,116,691 ‘Annual forecast costs 2015/2016’.
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Key
APPENDIX 2

NR = Non Recurrent
investment. This investment
must produce a return of £3
for every £1 invested

Model for Investment
Primary Care

CCG

R = Recurrent investment
based on previous return
Year 1
£1

£1

NR

£1

R

Recurrent
payment based on
accumulated
return on
investment

£1

R

R

Year 2
£1
R

£1

£1

R

NR

£1
R

£1
R

£1
R

£1
R

Year 3
£1
R

£1
R

£1

NR

£1
R

£1
R

£1
R

APPENDIX 3

LES Modeling – Business Intelligence/HRG Coding

LES Modelling Paper
BI v4.0.pdf

HRG profile for case
study practice.pdf
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Reference

GB15-16/0032

Public / Private

Public

Meeting Date

4th August 2015

Lead Officer

Lorna Quigley Director of Quality and Patient Safety

Contributors

Debbie Hammersley Designated Nurse Safeguarding Children
Val Tarbath Designated Nurse Safeguarding Adults

Link to CCG
Strategic System
Plan

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

Link to current
strategic objectives

Edit as applicable:
1. Helping people to recover from episodes of ill health or following injury
2. Ensuring people have a positive experience of care
3. Ensuring people are treated and cared for in a safe environment and protected
from avoidable harm

To approve
To note

Yes

Summary

The Governing Body is asked to note the contents of this report and accept
assurances that the Clinical Commissioning Group is meeting its statutory
responsibilities in relation to safeguarding children and adults at risk.

Comments
Next Steps

This report will also be submitted to the Safeguarding Boards and the Health &
Wellbeing Board for Information and assurance

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

Does the report consider the financial impact?

YES/NO

If YES, please summarise the key issues
If safeguarding issues are not monitored and acted upon appropriately there may
be financial implications due to potential claims and litigation following incidents.
CQC non-compliance can result in enforcement action being taken.
If NO, please state why this is not included

Value For Money

Does the report consider value for money?

YES/NO

If YES, please summarise
Monitoring of activities will facilitate improved value.
If NO, please state why this is not addressed

Risk

Is there a documented risk assessment?
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If YES, what are the key risks & what is being done to mitigate
If NO, please explain why
The report illustrates safeguarding activity and assurance processes undertaken
during the last 12 months

Legal

Are there any legal implications and has legal advice been obtained?
YES/NO
If YES, please summarise the key legal considerations
If NO, please explain why legal advice was not necessary
The CCG is discharging its legal and statutory functions

Patient and Public
Involvement (PPI)

Does the report provide evidence whether there could be a positive or
negative impact on patients and public? YES/NO
If YES, please summarise the key issues
Wirral CCG recognises the importance of the views of their patients and public in
helping to improve the quality of services provided in line with the Local Authority
Social Services and National Health Service Complaints (England) Regulations
2009.
If NO, please explain why Patient and Public views have not been sought

Equality & Human
Rights

Does the report provide evidence of whether there could be a positive or
negative impact on protected groups (statutory duty for new / changes to
services) YES/NO
If YES, does the report include equality impact assessment and what are the key
issues
If NO, please explain why
This report is non-discriminatory and takes into account the equality and diversity
duty to ensure that no patients are disadvantaged.

Workforce

Does the report provide evidence of whether there could be a positive or
negative impact on the CCG or other NHS staff? YES/NO
If YES, please explain and summarise the key issues
There are support mechanisms in place for staff who are involved in incidents
relating to Safeguarding and all staff will be supported by their line manager.
If NO, please state why there are no work force issues

Partnership Working

Does the report evidence a partnership working in its development?
YES/NO
If YES, please describe
The CCG will be inspected by CQC/Ofsted regarding effectiveness of partnership
working. Partnership work is undertaken as part of the Safeguarding Boards and
Wirral’s Department Children & Adult Social Services.
If NO, please state why

Performance
Indicators

Does the report indicate any relevant performance indicators for this item?
YES/NO
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If YES, please describe
Providers continue to be monitored via KPI’s and Safeguarding Standards audit
tool.
If NO, please explain why
Does the report address economic, social and environmental sustainability
(should be addressed for new / change projects)? YES/NO

Sustainability

If YES, please describe
If NO, please why not
N/A This is mandated by legislation and Statutory guidance

Do you agree that this document can be published on the website?
(If not, please note that it may still be subject to disclosure under Freedom of Information Freedom of Information Exemptions
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PURPOSE
1.

The purpose of this report is to provide assurance to NHS Wirral Clinical Commissioning
Group Governing Body that the work taking place regarding children and adults at risk within
Wirral is operating in accordance with statutory guidance, and takes account of the
responsibility to be assured that the organisations from whom local health services are
commissioned have effective safeguards in place and provide the highest possible standards
of care. In addition this report also demonstrates the work that has been undertaken during
the previous year. A separate report for Looked after Children will be produced in
accordance with statutory requirements.

INTRODUCTION
2.

Safeguarding children and adults at risk is core to the business of NHS Wirral Clinical
Commissioning Group and is embedded in the following corporate objectives:





To place patients in the centre of our commissioning decisions
To use the knowledge and experience of clinicians and managers to improve care
To work effectively with our members
To commission safe, effective care that continues to improve patient experience

3.

This report outlines the Clinical Commissioning Groups strong commitment to safeguarding
and promoting the welfare of children and adults at risk who are living within our communities
and demonstrates how we carry out our statutory responsibilities.

4.

The requirements upon health are enshrined in statute within children’s services. The
Children Act 1989 and 2004 provides the legislative framework for safeguarding children.
Section 11 and 13 of the Children Act 2004 has been amended through the Health and
Social Care Act 2012 in order that the NHS England and Clinical Commissioning Groups
have regard to the need to safeguard and promote the welfare of children and to be
members of the Local Safeguarding Children Board. This is supported by Working Together
(HM Government 2015). The guidance sets out the roles and responsibilities of all agencies
including Clinical Commissioning Groups in ensuring their functions are discharged with
regard to the need to safeguard and promote the welfare of children.

5.

The legislative framework for Safeguarding Adults is enshrined in the Care Act 2014
The Care Act 2014 puts adult safeguarding on a legal footing and came into force on 1st
April 2015. The Act recognises that Local Authorities cannot safeguard individuals on their
own: it can only be achieved by working together with the Police, NHS and other key
organisations as well as awareness of the wider public.
The Act also sets out that the CQC registration requirements introduce a duty of candour
which places a duty on providers to be open with patients and their families about failings in
their care

6.

The statutory safeguarding duties of the Clinical Commissioning Group are set out in:
 Safeguarding Vulnerable People in the Reformed NHS – Accountability and
Assurance Framework (NHS Commissioning Board, 2013), currently under review
 Working Together to Safeguard Children A guide to interagency working to safeguard
and promote the welfare of children (HM Government, 2015)
 The Care Act 2014

7.

The Accountability and Assurance Framework focuses on the statutory requirements to
safeguard children, with reference to similar principles being applied as part of best practice
in relation to arrangements to safeguard adults at risk. This guidance is intended to support
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the new NHS infrastructure and all its organisations to fulfil their statutory safeguarding
duties as set out in:
 Working Together to Safeguard Children A guide to interagency working to safeguard
and promote the welfare of children (HM Government, 2015)
 The Children Act 1989, 2004
 Statutory Guidance on Promoting the Health and Well-being of Looked After Children
(2009, 2015)
 Mental Health Act 1983
 Human Rights Act 1998
 Safeguarding Vulnerable Groups Act 2006
 National Health Service Act 2006
 Equality Act 2006
 Mental Capacity act 2005 & Deprivation of Liberty Safeguards
 The Health and Social Care Act 2012
 The Children & Families Act 2014
 The Care Act 2014
8.

The Clinical Commissioning Group:
 Is responsible for ensuring that the organisations it commission services from provide
a safe system that safeguards children and adults at risk of abuse or neglect
 Has a duty to be a member of Wirral Local Safeguarding Children Board
 Has a duty to be a member of Wirral Safeguarding Adults Partnership Board
 Is expected to work in partnership with Wirral local authority to fulfil its safeguarding
responsibilities
 Should ensure robust processes are in place to learn from cases where children or
adults die or are seriously harmed and abuse or neglect is suspected

9.

The next sections in the report will demonstrate how the Clinical Commissioning Group is
meeting its statutory responsibilities and provides detail on the work undertaken during 2014
– 15.

LEADERSHIP AND ACCOUNTABILITY
10.

Section 11 of the Children Act 2004 outlines the requirement for a clear line of accountability
within NHS organisations in respect of safeguarding and promoting the welfare of children.
The NHS safeguarding accountability and assurance framework supports this requirement
and extends it to include adults at risk.

11.

NHS Wirral Clinical Commissioning Group demonstrated that their safeguarding
requirements have been met as set out in the authorisation process. Leadership and
management for safeguarding was one of the key requirements for the Clinical
Commissioning Group.

12.

Leadership and responsibility for safeguarding at Governing Body level is achieved through
the Director of Quality and Patient Safety. This lead role provides the Clinical Commissioning
Group representation on both the Local Safeguarding Children Board and Local
Safeguarding Adult Partnership Board.

13.

Clinical expertise in the Clinical Commissioning Group is provided through the Designated
Nurse for Safeguarding Children, Designated Nurse for Looked After Children, the
Designated Doctor for Safeguarding Children and the Designated Nurse for Safeguarding
Adults. There is also a Designated Doctor for Looked After Children and a Designated
Paediatrician for Child Deaths. In addition there is a Named GP for Safeguarding Children
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and a Named GP for Safeguarding Adults (recruiting at time of writing). These professionals
are directly accountable to the Director of Quality and Patient Safety
14.

As clinical experts and strategic leaders, the designated professionals provide a vital source
of advice to the Clinical Commissioning Group, NHS England, the Local Authority,
Community Safety Partnership Board, Local Safeguarding Children Board and Local
Safeguarding Adult Partnership Board and the Child Death Review Panel. They also provide
advice and support for health professionals in provider organisations and independent
contractor services.

15.

The NHS England Regional Team has established a local safeguarding forum for designated
professionals to further support safeguarding across the NHS and to ensure a standardised
approach to safeguarding is achieved.

16.

The Designated Professionals have established Strategic Safeguarding Groups with Wirral
University Hospital Trust, Wirral Community Trust, and Cheshire and Wirral Partnership Trust
in order to ensure external challenge, scrutiny and assurances processes are established
and embedded. The terms of reference of these groups are primarily:






To Ensure that safeguarding is at the forefront of service planning
To provide assurance in respect to safeguarding vulnerable people.
To advise on any implications of key government documents, national enquiries and
external inspecting bodies. (e.g. Care Quality Commission) or external reviews.
To ensure there are agreed systems, standards and protocols in place to protect
those most vulnerable and that all staff work together effectively, within a clear
framework of managerial supervision and multi-agency procedures.
To ensure concerns are escalated appropriately when not acted upon in accordance
with approved multi-agency procedures

17.

The Named GP for Safeguarding Children is hosted by Wirral Clinical Commissioning Group
on behalf of NHS England Regional Team and receives supervision and support from the
Designated Doctor for Safeguarding.

18.

To demonstrate its commitment to Safeguarding adults and compliance with the new
requirements of the Care Act 2014, NHS Wirral Clinical Commissioning Group is currently
recruiting a Named GP for Safeguarding Adults.

INSPECTIONS
a)

Office for Standards in Education (Ofsted) Inspections

19.

There have been no Ofsted safeguarding children inspections in the last year.

20.

However preparation is underway for the anticipated Ofsted single agency inspection
which brings together into one inspection: child protection; services for looked after
children and care leavers; and local authority fostering and adoption services.

21.

For the first time the effectiveness of the Local Safeguarding Children Board (LSCB) will
be inspected. The review of the LSCB will include a graded judgement. This is a
standalone judgement, and a report on the effectiveness of the LSCB will be produced
and published on the Ofsted website.

22.

As a key partner of the Safeguarding Children’s Board, participation in the preparation for
this inspection will be undertaken via the safeguarding board and its committees

b)
23.

Care Quality Commission.

The CQC inspected Wirral Community Trust and the report was published in November
2014. The following areas of improvement were identified in relation to safeguarding:
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i)

Health Services for Children, Young People and Families:
 Incident reporting was inconsistent because staff from different divisions did not
have the same understanding about what should be reported and how incidents
were managed.


The trust needs to make sure that all services report and respond to issues of
child protection and safeguarding in consistent manner.



Trust staff did not always receive the training required to recognise abuse and
know precisely what action will be taken when a concern is raised.

ii) Community Health Services for Adults
 The trust must review systems to report incidents across the community teams.
The frequency of use of the incident reporting procedure varied and staff access
to the electronic reporting system was inconsistent across the services.


The trust must review its policies and procedures for safeguarding vulnerable
adults to ensure it is fit for purpose and provides staff with clear information to
support them when reporting issues.



Different record keeping systems were in place across services while a new IT
system was being rolled out. This may present emerging risk of under reporting of
some types of incidents and trends being missed. This must be addressed by the
trust.



The trust must review staffing levels in community teams to ensure they are safe,
especially at times of high staff sickness.



The impact of the Mental Capacity Act 2005 code of practice and Deprivation of
Liberty safeguards was not well understood by most staff. This has an impact of
staff ability to support patient’s giving informed consent to treatment. The training
that was provided should be reviewed.

24.

There have been no Care Quality Commission themed safeguarding children inspections
in the last year. However preparation is underway for the anticipated Care Quality
Commission single agency inspection which will look at the quality and effectiveness of
the arrangements that health care services have made to ensure children are
safeguarded and how health services promote the health and wellbeing of looked after
children and care leavers. Preparation is being co-ordinated by the Designated Nurse in
collaboration with all relevant provider organisational leads.

25.

The Clinical Commissioning Group, Local Authority and the Care Quality Commission
meet Bi Monthly to review any Nursing Care Home or domiciliary care providers where
concerns are known or raised. Since the appointment of the Designated Nurse for
Safeguarding Adults, safeguarding referrals leading to an investigation requiring input
from health takes into account any Care Quality Commission inspection reports, incident
reports and serious untoward incident reports. The lead nurse for quality in care homes
continues to undertake quality assurance visits and safeguarding referral visits in line with
Wirral Safeguarding Adult Partnership Board policies and procedures.

c)
26.

Mersey Internal Audit Agency

Safeguarding Adults & Children Review Assignment Report 2014/15
The High Level review assessed the strategic and local governance arrangements
operated within the Clinical Commissioning Group as per the NHS England 2013
guidance and expectations and provided assurance on the effectiveness of these.

27.

The overall objective of the review was to provide an audit opinion on the effectiveness of
the strategic and local governance arrangements in place across NHS Wirral Clinical
Commissioning Group including their alignment to the 2013 NHS England guidance and
expectations.

6

28.

Overall Significant Assurance was given: This means there are some weaknesses in
the design and/or operation of controls which could impair the achievement of the
objectives of the system, function or process. However, either their impact would be
minimal or they would be unlikely to occur.

29.

The review highlighted identified gaps and/or issues and these are shown in the table
below.
ISSUE IDENTIFIED

STAFF TRAINING

SPECIFIC RISK

RISK RATING

RECOMMENDATION

Not all staff have
MEDIUM
received the level 1
mandatory training
and/or gaps in renewal
training

All CCG staff should be provided with
mandatory adults & children safeguarding
training at the required levels as defined in the
local policies and Safeguarding Management

LOCAL
AUTHORITY/JOINT
WORKING &
GOVERNANCE

The clear distinction in MEDIUM
roles, responsibilities
and accountability
lines may become less
clear in the new and
evolving joint working
arrangements
impairing their
effectiveness.

The CCG should continue to support the
development of the close working
relationships with the Local Authority including
the new and evolving Health and Wellbeing
Boards and in determining the appropriate
relationship including the governance and
reporting arrangements.

SAFEGUARDING
ASSURANCE FOR THE
GOVERNANCE AND
AUDIT COMMITTEE

The Governance and
Audit Committee are
not provided
assurance on
safeguarding
governance and/or
issues arising that
impact on risks to the
CCG.

Regular assurance and updates on the
implementation or progress being made
following safeguarding and/or child deaths be
reported to the CCG’s Governance and Audit
Committee including sharing of any issues
arising from a governance perspective.

MEDIUM

Response (Remedial Action Agreed)

Safeguarding Governance should be a
regular agenda item for the Governance and
Audit Committee meetings

SERIOUS CASE REVIEWS AND PRACTICE LEARNING REVIEWS
30.

A Serious Case Review is undertaken when a vulnerable person dies or is seriously
harmed through neglect or abuse, and there are concerns as to the effectiveness in the
way agencies worked together. Regulation 5 of the Local Safeguarding Children Board
Regulations 2006 requires Local Safeguarding Children Boards to undertake reviews in
specified circumstances. Serious Case Reviews are undertaken to ensure that important
lessons for intra and inter-agency working are learnt. There is a further requirement for
reviews to be carried out regularly on cases which do not meet statutory criteria, but
which can provide useful insights into the way organisations are working together to
safeguard and protect the welfare of children. In Wirral these are called Critical Case
Reviews

31.

There have been no Serious Case Reviews carried out in respect of children over the last
year in the Wirral Local Safeguarding Children Board area. However the action plan from
the Child G Serious Case Review which was published in March 2013 is still being
implemented, the remaining outstanding action relates to the GP practices completion of
the Safeguarding standards audit tool, and is on the CCG risk register Regular reports
have been submitted to the QPF Committee during this reporting period.

32.

The Safeguarding Children Board recommendations from Serious Case Reviews and
Critical Case Reviews are monitored and implemented by the performance committee,
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which provides regular exception reports to the Board. The Designated Nurse for
Safeguarding Children is the chair of the performance committee.
33.

The Care Act 2014 introduced statutory safeguarding adult reviews (previously known as
serious case reviews and gives boards flexibility to choose a proportionate methodology.
It expects agencies to co-operate with the review but also gives boards the power to
require information from relevant agencies. The fundamental shift however revolves
around professional practice; practice that puts the adult and their wishes and experience
at the centre of safeguarding enquiries and which seeks to enable people to resolve their
circumstances, recover from abuse or neglect and realise the outcomes that they want.

34.

The local authority has a Safeguarding Adults Serious Case Review protocol. This is
agreed, on a multi-agency basis and endorsed by the Coroner’s Office, and details the
circumstances in which a serious case review will be commissioned and undertaken. For
example; when an adult experiencing abuse or neglect dies, or when there has been a
serious incident, or in circumstances involving the abuse or neglect of one or more adults.
The links between this protocol and a domestic violence homicide review are clear.
During the time frames of this report, there have been no serious case reviews
commissioned by Wirral Local Adult Safeguarding Board in the last year.

35.

The Action plan from Child 2 Critical Case Review published in March 2014 is still being
implemented which is also being monitored by the LSCB performance Committee.

36.

There are also 4 case reviews pending initiation and completion. The Designated Nurse
and Doctor for Safeguarding Children are involved in this process.

SAFEGUARDING QUALITY ASSURANCE
37.

The Clinical Commissioning Group is responsible for safeguarding quality assurance
through the contractual arrangements with its service providers.

38.

As a commissioning organisation, the approach of the Clinical Commissioning Group is to
ensure services commissioned are safe with safeguarding standards embedded in
practice.

39.

Contracts and service specifications for commissioned services include safeguarding
standards which are monitored. In 2014–15 the NHS England/Wirral Clinical
Commissioning Group policy and accompanying safeguarding standards and red, amber,
green rated self-assessment audit tool were included in contracts.

40.

The completed audit tools were reviewed by the Designated Nurses. The evidence
provided was scrutinised to ensure that robust safeguarding systems and processes were
in place. Action plans to improve red and amber rated standards are monitored.

41.

The Commissioned Services Standards for Safeguarding Children and Adults at Risk
2015 has now replaced the 2014 policy and includes a more robust monitoring and
escalation process.

42.

In addition, to ensure the Designated Nurses are receiving essential information in a
timely manner, a Safeguarding Assurance Framework (Safeguarding dashboard) has
been developed in collaboration with the Commissioning Support Unit and is now
included in the contracts. This will be completed by the main providers (Wirral University
Hospital NHS Foundation Trust, Wirral Community NHS Trust, and Cheshire and Wirral
Partnership NHS Foundation Trust) and returned on a quarterly basis. The information will
be scrutinised by the Designated Nurses and quarterly exception reports will be provided
to the Wirral Clinical Commissioning Group Quality and Safety Group. Exceptions will be
discussed with the providers at the contract quality monitoring meetings and reported
quarterly to the Quality, Performance and Finance Committee.
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43.

The Clinical Commissioning Group, as commissioners of health services are represented
at the area Quality Surveillance Group supported by NHS England Cheshire and
Merseyside Regional Team. The purpose of this group is to share any concerns with the
quality & safeguarding assurance of providers within the North West. Commissioners may
share services provided to the population of more than one Clinical Commissioning Group
and or cross Local Authority boundaries. The Wirral Quality and Safety Group reports
into the Quality Surveillance Group

44.

NHS England Regional Team have oversight of safeguarding within the Clinical
Commissioning Group and support its on-going development.

SAFEGUARDING BOARDS
45.

The Wirral Local Safeguarding Children Board and the Local Safeguarding Adult
Partnership Board are the key mechanisms for agreeing how the relevant organisations in
each local area will co-operate to safeguard and promote the welfare of children and
adults in that locality, and for ensuring the effectiveness of what they do. The Clinical
Commissioning Group supports the Boards through attendance at Board meetings and
actively supporting the sub groups/committees. The executive lead for Safeguarding
attends both the SAPB and WSCB Board meetings. The Designated Nurse for
Safeguarding Children chairs the WSCB Performance Committee and the Joint
SAPB/WSCB Domestic Abuse/Harmful Practices Committee. The Designated Nurse for
Safeguarding Adults chairs the SAPB Performance Committee. Both Designated Nurses
attend the board meetings as expert advisors, in addition to regularly attending committee
meetings as an expert resource.

46.

A financial contribution was made to support the statutory objectives and functions of both
the Local Safeguarding Adults and Children Boards.

LOCAL SAFEGUARDING CHILDREN BOARD
47.

The statutory membership of the Local Safeguarding Children Board is set out in Working
Together to Safeguard Children (2015). The Clinical Commissioning Group meets its
statutory membership requirements through the attendance of the Director of Quality and
Patient Safety. The Designated Nurse and Doctor attend the Board in a statutory advisory
capacity, providing clinical expertise for the Board where required.

48.

The Clinical Commissioning Group actively supports the Local Safeguarding Children
Board and sub groups/committees through:











Attendance and active contribution at subgroup/committee meetings
Attendance and active contribution at strategic multi-agency group meetings
Involvement in multi-agency case audit meetings
Contributing to the development and updating of child protection policies and
procedures
Communicating the wider safeguarding agenda to independent contractors and
provider services
Contributing to the work of the Child Death Overview Panel in Merseyside
Undertaking Serious Case Reviews and involvement in Critical Case Reviews
Involvement in provision of multi-agency training
Dissemination of learning across health organisation and implementing
recommendations as required
Work with General Practitioners to increase attendance at initial child protection
case conferences and submission of reports for initial and review child protection
case conferences
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LOCAL SAFEGUARDING ADULT BOARD
49.

The Local Safeguarding Adult Board was formed as a response to No Secrets
(Department of Health and Home Office, 2000) as guidance under section 7 of the Social
Services Act 1970. The No Secrets guidance placed a duty on local authorities to take the
lead in developing an interagency approach to the investigation of adults at risk.

50.

The Care Act 2014 included new legal duties for Safeguarding Adult Boards to work more
closely together and share information. The NHS is a key component of safeguarding and
the Clinical Commissioning Group is one of the three statutory core partners of the
Safeguarding Adults Board.

51.

As members of the Safeguarding Adult Partnership Board, the Clinical Commissioning
Group is committed to the principles and objectives of the Board and recognises their
responsibilities for meeting national guidance, legal requirements and the adoption of best
practice in relation to safeguarding adults. The Clinical Commissioning Group supports
the work of the Local Safeguarding Adult Board though:
 Having accountability for safeguarding adults recognised at executive level by the
Head of Quality and Performance
 Providing appropriate representation from the organisation at the Board meetings and
sub groups/committees

CHILD DEATH OVERVIEW PROCESS
52.

In line with Safeguarding Vulnerable People in the Reformed NHS – Accountability and
Assurance Framework (NHS Commissioning Board, 2013) the Clinical Commissioning
Group has secured the expertise of a Designated Paediatrician for Unexpected Deaths in
Childhood (Designated doctor for Child Death Process).

53.

All child deaths (excluding neonatal deaths) that occur for Wirral children are reported to
the 2 Nurses for Child Death / Paediatric Liaison (1 nurse in Wirral Community NHS Trust
and 1 Nurse in Wirral University Teaching hospital Trust). The nurse specialists are
responsible for gathering and coordinating and sharing this sensitive information
surrounding the death of the child. They are responsible for liaising closely with the Wirral
Safeguarding Children Board Child Death Co-ordinator, and for co-ordinating and
managing the health response to all child deaths, in accordance with the Children Act
2004 and Working Together (2015). This is in order to improve the understanding of how
and why local children die. These findings aim to identify actions to prevent future child
deaths and more generally to improve the health and safety of children.

54.

During April 2014- March 2015 there have been 11 child deaths in Wirral. All deaths are
reviewed at the Merseyside Child Death Overview Panel, the Designated Nurse for
Safeguarding Children regularly attends the panel, the Designated Doctor for Child Death
Process attends on a rota basis. . There have been eleven Child Death Overview Panel
meetings to review child deaths. 5 of the 11 deaths have been reviewed up to April 2015.

55.

The following provides an overview of the findings of the Panel:







No children died who were on a child protection plan or Looked After Child Plan at
the time of death.
No child who died was on a child in need plan due to complex health needs.
1 children who died had previously been on a child protection plan/child in need
plan/Looked After Child Plan – and there were no factors in any cases that indicated
a Serious Case Review was required.
One of the deaths reviewed in 2014-15 was found to contain ‘modifiable factors’.
Ethnicity: The main category of child deaths was to ‘white British’ children.
The male to female child death rates were 64% (7 males 4 females)
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56.

Learning from the child deaths has resulted in the panel investing time in the promotion of
a Safe Sleep Campaign across the Pan Merseyside area. Wirral has been proactive in
leading this development and the tripartite Safe sleeping guidance document which was
adopted by the two maternity service providers and the Health Visiting/Family Nurse
Partnership services has been used as a template for the production of a Pan-Merseyside
guidance for health staff. Further expansion of the use of this document across the wider
children’s workforce will take place over the next year.

57.

The Merseyside Child Death Overview Panel will reflect on the trends in the locality and
aim to identify learning and to impact positively from a public health perspective.

58.

The Child Death Overview Panel provides an annual report to the Local Safeguarding
Children Board. Once received by the Board the report will be reported to NHS Wirral
Clinical Commissioning Group Quality, Performance and Finance Committee.

SAFEGUARDING POLICIES
59.

The Clinical Commissioning Group has a Commissioned Services Policy for Safeguarding
Children and Adults at Risk (2015) for inclusion in provider contracts. Details of this policy
are included earlier in this report.

60.

In addition, the Clinical Commissioning Group has a Safeguarding Children Policy and a
Safeguarding Adults at risk policy, outlining the organisations safeguarding requirements
and those of its entire staff. This is updated on a yearly basis or when new national
guidance is issued.

61.

The flowcharts ‘What to Do if you have concerns about a child/adult’ are updated and
distributed to all staff as required throughout the year.

62.

All polices are included on the Clinical Commissioning Group website.

LEARNING AND DEVELOPMENT – SAFEGUARDING CHILDREN
63.

Safeguarding training is critical to protecting children and young people from harm. All
NHS staff must know how to identify abuse and neglect and how to act on their concerns.
Safeguarding training is mandatory for all NHS staff in relation to Children.

64.

As commissioners the Clinical Commissioning Group challenges all providers to
demonstrate that they have the necessary competence and capacity in place to provide
leadership, guidance, and supervision across the workforce.

65.

Through the self-assessment audit within the commissioning policy the provision of
safeguarding training by providers is monitored. The self-assessment audit also identifies
the provider’s competence in safeguarding and not just numbers of staff who have
undertaken the training.

66.

Each staff member within the Clinical Commissioning Group has had the level and
frequency of safeguarding training they require identified. Level 1 training is achieved
through the Electronic Staff Record system Safeguarding Children e-learning packages.
All training once undertaken is recorded at a central point within the Clinical
Commissioning Group.

67.

The Safeguarding Children Policy contains training standards as specified in the
Safeguarding Children and Young People: roles and competencies for health care staff Intercollegiate Document (September 2014). There is now a requirement that the
Governing Body members receive specific training, the Designated Nurse has arranged a
date to deliver this Level 6 training.

68.

During the last year the Designated Nurse has further contributed to safeguarding
learning and development through:
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69.

Working with the Local Safeguarding Children Board Learning and Development
Committee to ensure multi-agency training competencies are in line with the
Intercollegiate Document
Working with the Local Safeguarding Children Board training co-ordinator to review
and deliver multi-agency training on understanding and assessing neglect.
The Designated Nurse and the Named GP/Clinical Lead for Safeguarding Children
have delivered 5 revised Level 3 training sessions for GPs and Nurse Practitioners,
and have 4 planned for 2015.
The Designated Doctor has delivered multi-agency training on Fabricated/Induced
illness in children by parents/carers, and Child Sexual Abuse.

The following table demonstrates the safeguarding children compliance for Clinical
Commissioning Group staff.
TABLE 1: SAFEGUARDING CHILDREN TRAINING COMPLIANCE
Intercollegiate Document (2014) – Level of training

%
of
staff
completed

Level 1

Clinical Commissioning Group Governing Body and staff

69%

Level 3

Governing Body GPs

80% (tbc)

Level 4

Named GP

100%

Level 5

Designated Nurse and Doctor

100%

Please note: Training compliance is correct at 31st March 2015

LEARNING AND DEVELOPMENT – SAFEGUARDING ADULTS
70.

The Designated Nurse for Safeguarding Adults in collaboration with John Moores
University is conducting a pilot project to explore the perceptions of student nurses of their
placement experience in care of the elderly Independent Healthcare settings.
It is hoped this study will contribute towards improving the quality of care for the residents
in the placement area and raise the profile of this sector as learning environments for
nursing students. It may highlight gaps in the curriculum where further teaching on
safeguarding needs to be included.

71.

At present there is no statutory requirement to undertake adult safeguarding training. The
Clinical Commissioning Group has taken the decision to apply the same best practice
from children’s safeguarding training to adult requirements. Adult safeguarding e-learning
packages are currently undertaken and recorded through the Electronic Staff Record.
Although a competency framework and training standards are currently under
development.

72.

As commissioners the Clinical Commissioning Group challenges all providers to
demonstrate that they have the necessary competence and capacity in place to provide
leadership, guidance, and supervision across the workforce.

73.

Through the self-assessment audit within the commissioning policy the provision of
safeguarding training by providers is monitored. The self-assessment audit also identifies
the provider’s competence in safeguarding and not just numbers of staff who have
undertaken the training.

74.

Face to face sessions will be delivered to GP’s by the Community Trust Safeguarding
service in 2015 to ensure the GP’s receive additional training appropriate to their role

75.

The following table demonstrates the safeguarding adult compliance for Clinical
Commissioning Group staff.
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TABLE 1: SAFEGUARDING ADULT TRAINING COMPLIANCE
National Competence Framework for Safeguarding Adults: SCIE/
Bournemouth University (2010) – Training Group

%
of
staff
completed

Group A

Clinical Commissioning Group Governing Body and staff

74%

Group C

Designated Nurse for Safeguarding adults

100%

Please note: Training compliance is correct at 31st March 2015

SAFEGUARDING SUPERVISION AND SUPPORT
76.

Working in the field of safeguarding entails making difficult and risky professional
judgements. The work is increasingly demanding and can be distressing and stressful, not
least because of the public interest created by national headline stories. All those involved
in provider services have access to immediate advice and support from the organisation
Safeguarding Teams.

77.

All health practitioners involved in day to day work with children and families and
vulnerable adults require effective safeguarding supervision. Supervision and support
standards are included in the Clinical Commissioning Group Commissioned Services
Policy for Safeguarding Children and Adults at Risk (2013).

78.

Designated Professionals provide continuing support and supervision to Named
Professionals within the NHS economy; a procedural document has been developed by
the Designated Nurse which provides a formal framework in which supervision is provided
to Named Professionals in commissioned services. They also provide supervision,
support and advice when required and on an individual case basis to staff working in GP
practices, dental practices, pharmacy’s and in private health care organisations.

79.

The Designated Professionals obtain peer support and supervision through the Cheshire
and Merseyside Designated Leads Network, and NHS England Regional Team
Safeguarding Forum.

80.

In addition the Designated Nurses receive supervision from an external safeguarding
supervisor

81.

An audit of the quality and effectiveness of the supervision provided by the Designated
Professionals shows overall high rates of satisfaction (See table below)
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SAFEGUARDING WITHIN PRIMARY CARE SERVICES
82.

The Clinical Commissioning Group is not directly responsible for commissioning primary
medical or other primary care services but have a duty to support improvements in the
quality of primary medical care (NHS Commissioning Board, 2013).

83.

GPs have been identified as key professionals in the protection of children and adults at
risk from harm, and in promoting the welfare of children through early intervention. The
Designated Professionals and Named GP for Safeguarding Children have established
working relationships with NHS England Regional Team to ensure that the quality of
safeguarding practice within primary care is high.

84.

There has been considerable work carried out with GP practices this year to ensure
safeguarding standards are met:


All practices have a lead GP for safeguarding. All safeguarding information is
distributed through the lead GP and practice manager.



All GPs have been informed of their training requirements for safeguarding children as
set out in the Intercollegiate Document (2014). They are actively engaging in both the
Single Agency Training (provided by the Named GP and Designated Nurse), and the
Multiagency Training (provided by the Safeguarding Board). The feedback has been
extremely positive, and increased numbers of GP referrals to Children’s Services and
the Family Safety Unit have been observed.



GPs are aware of their practice’s responsibility to record training and be able to
demonstrate this to the CQC.



The Named GP Safeguarding Children and the Designated Professionals are available
to GPs, practice staff and other independent contractors to provide advice and support
when they have safeguarding concerns. This facility is well used



Extensive work has been carried out by the Designated Nurse and the Named GP to
increase the involvement of GPs in the child protection process this is regularly
reported to the QPF Committee.



A service specification with Wirral Community Trust for Primary Care Services has
been developed and included in the contract for 2015/16. This includes formal
communication/documentation processes with GP practices from the Multi Agency
Safeguarding Hub (MASH) and high risk domestic abuse cases (MARAC), children at
risk of sexual exploitation (CSE) and Multi Agency Public Protection arrangements
(MAPPA). It also includes face to face Safeguarding Adult training provision.



Following a large increase in requests for Deprivation of Liberty (DOL) assessments, it
was necessary to increase the number of Doctors available to undertake DOLS Mental
Health Assessments and training. Additional resources allocated from NHSE have been
used to offer half day training sessions free of charge to GP’s to enable them to
undertake assessments. Locally in Wirral we have also used our local allocation more
specifically and commissioned the Commissioning Support Unit to develop a bespoke
e-learning module on the requirements of the Mental Capacity Act 2005 in relation to
consent.



Considerable work has been undertaken by the Designated Nurse to engage GP’s in
completion of a self-assessment audit tool to demonstrate compliance with Care Quality
Commission Safeguarding standards (See table below).
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SAFE RECRUITMENT AND VETTING PROCEDURES
85.

The Safeguarding Children and Safeguarding Adult Policies contain safe recruitment
standards. The Clinical Commissioning Group adheres to these standards in accordance
with the guidance produced by HM Government Disclosure and Barring Service.

SAFEGUARDING CHILDREN ACTIVITY
86.

Wirral has a population of 76,300 (23.5% of the population) children and young people
(Chi Mat, 2014).

87.

Safeguarding children activity is reported quarterly to the Local Safeguarding Children
Board. The information and reporting systems are currently being reviewed to ensure
more meaningful data is captured. Activity is tracked from early intervention through to
children in care. The child’s journey is followed through services, and new
scorecards/dashboards are being developed to provide fuller information. The majority of
data is sourced from the children’s social care record, although a new dashboard has
been developed to include information from partner agencies
The following information provides a brief overview of child protection and related
interventions from 1st April 2014 – 31st March 2015:
a) Child Protection Plans – A total of 290 child protection plans were open during 2014
- 15. This compares to 344 in 2014, which is a 16% decrease. The majority of plans
were related to neglect, which made up approximately 50% of child protection
plans.
b) Child in Need Plans – There were 2537 child in need plans open during 2014 – 15.
This is a 5% decrease from the previous year’s figures.
c) Child Sexual Exploitation – There were 244 children considered to be at risk of
sexual exploitation (discussed at the Multi-agency Child Sexual Exploitation
meetings). This is an increase of 60%, thought to be a result of increased
awareness and referrals from all agencies.
d) Team Around the Family – 248 Team around the Family assessments were opened
in 2014 – 2015. This compares to 481 in 2014 which is a 48% decrease. This is a
reduction for the second year in succession, thought to be due to changes in the
way assessments are undertaken following the introduction of the Gateway service.
The Local Authority is currently evaluating this and reviewing the referral and
assessment processes. They will establish more robust systems and reporting
processes.
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SAFEGUARDING ADULT ACTIVITY
88.

A total of 2,787 safeguarding alerts were received by Department of Adult Social Services
(DASS) during the period 1st April 2014 to 31st March 2015. (An Alert is a contact
received in which the referrer has expressed a concern about an Adult who may be at
Risk.)
Health Provider
Number of Alerts sent
Ambulance
30
GP
33
Mental Health
35
Hospital
194
Community Health
534
Total 826

89.

The current data collection systems do not define specific agency alerts which progress to
referral (A Referral is where a concern is raised about a risk of abuse and this instigates
an investigation under the safeguarding process.) We anticipate that in future this
information will be available via the Clinical Commissioning Group Safeguarding
Assurance Framework.

90.

In the 12 month period of this report the following care homes have closed, however there
remains adequate capacity in the “market” to meet the current demand.
Name
Highground
Ryecroft
Benham
Westhaven

Reason for Closure
Non Compliance
Non Compliance
Non Compliance
Redevelopment of site
Total

Number of beds
41 (Dual)
13 (Res)
43 (Dual)
34 (Dual)
131

91.

The Designated Nurse for Safeguarding Adult has worked with commissioners and
informed changes in the wider health economy such as improved clinical and
commissioning pathways.

92.

The Designated Nurse for Safeguarding Adults has continued to work closely with DASS
contract teams. Monthly meetings continue to produce a RAG rating for care homes
based on the triangulation of a variety of information. The RAG determines the level of
compliance/assurance and subsequent. This has formed the basis of work undertaken
during the last 12 months with care homes. (See below for monthly RAG rating)

Care Home Monthly RAG Rating
100
90
80
70
60
50
40
30
20
10
0

Red- Non Compliant
Amber- partially compliant
Fully compliant
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PRIORITIES FOR APRIL 2015 – MARCH 2016
NHS Wirral Clinical Commissioning Group ensures that the statutory safeguarding children and
adults at risk responsibilities are met and monitors the safeguarding arrangements of
commissioned health services in order to gain assurance that children and adults at risk receive
services which meet their needs and effectively safeguards them.
The safeguarding priorities for the coming year are:


To ensure that NHS Wirral Clinical Commissioning Group meets all the statutory
responsibilities and is compliant with the Accountability and Assurance Framework
2015



To continue to work with the Local Safeguarding Children and Adult Boards to achieve
joint safeguarding priorities, including domestic violence and child sexual exploitation.



To continue to develop the roles of both the Named GP for Safeguarding Children and
the Named GP for Safeguarding Adults



To continue to work with GP practices in strengthening their engagement with
safeguarding processes, in particular to ensure the improved attendance at initial child
protection case conferences and submission of reports for initial child protection case
conferences continues.



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



To continue to work with the safeguarding leads within key provider services to ensure
that safeguarding arrangements across the health economy are robust.



To continue to monitor the safeguarding arrangements of commissioned services.



To continue to work with NHS England Regional Team to drive improvements in
safeguarding practice across the Wirral Health Economy.



To continue to develop the functions of the 3 main providers Strategic Safeguarding
Groups



For the Designated Professionals to establish formal assurance processes with Public
Health Wirral to ensure that Public Health pay due regard to health safeguarding
processes and standards when commissioning health services on behalf of the local
authority.



To ensure that legislative changes and new statutory requirements are impact
assessed, and recommendations made regarding implementation and compliance: e.g.


The Care Act 2014



Prevent Duty



Deprivation of Liberty Safeguards



Female Genital Mutilation Mandatory duty



Response to the Saville Report



The Modern Slavery Act 2015



To ensure that safeguarding is a golden thread throughout the spectrum of the CCG’s
business activities.



For the Designated Nurses to ensure that Safeguarding is embedded in the
development of new models of care for Vanguard



To ensure that the recommendations of Mersey Internal Audit Agency are achieved
17



To continue to work with DASS Quality Improvement team to target care homes who
are partially and non-compliant in respect of their contract performance. In addition,
target those homes whose residents are more frequently admitted to hospital and
whose conditions can be managed in the community



To develop the CCG as an authorised organisation for the placements of student
nurses.



To ensure the Governing Body Members receive Safeguarding Children Level 6
training as now required in the competency framework.
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Refresh of CCG Mission, Vision, Values and Objectives

Agenda Item:

2.3

Reference

GB15-16/0032

Public / Private

Public

Meeting Date

4th August 2015

Lead Officer

Jon Develing, Chief Officer

Contributors

CCG Staff Forum

Link to CCG
Strategic System
Plan

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

Link to current
strategic objectives

1.
2.
3.
4.
5.

To approve

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

X

To note
Summary

Prior to the CCG authorization process in 2013, the CCG developed and adopted a
mission statement, vision, a set of values and a set of objectives. Upon the
appointment of the new Chief Officer in May 2015, a staff development day was held
for all CCG employed staff and, as part of that, these were reviewed to ensure they
reflected the CCG’s current position and that they were owned and understood by
staff. A number of amendments were suggested and these have been further refined
by the CCG Staff Forum, which is made up of representatives of each team, and of
varying grades.

Comments
Next Steps

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

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

Does the report consider the financial impact?

YES

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

Does the report consider value for money?

NO

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

Risk

Is there a documented risk assessment?

NO

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

Legal

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

NO

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

Patient and Public
Involvement (PPI)

Does the report provide evidence whether there could be a positive or
negative impact on patients and public? YES
The proposed mission statement, vision, values and objectives explicitly state that
commissioning is informed by patients

Equality & Human
Rights

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

Workforce

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

Partnership Working

Does the report evidence a partnership working in its development?

YES

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

Performance
Indicators

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

Sustainability

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

Do you agree that this document can be published on the website?
(If not, please note that it may still be subject to disclosure under Freedom of Information -
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Freedom of Information Exemptions
This section gives details not only of where the actual paper has previously been submitted and what the
outcome was but also of its development path i.e. other papers that are directly related to the current paper
under discussion.

Report History/Development Path
Report Name

Reference

Submitted to

Date

Brief Summary of Outcome

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

Refresh of CCG Mission, Vision, Values and Objectives

Lead Officer

Jon Develing, Chief Officer

Recommendations

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

Introduction
Prior to authorisation, the CCG developed and adopted a mission statement, vision, a set of values
and a set of objectives. Upon the appointment of the new Chief Officer in May 2015, a staff
development day was held for all CCG employed staff and, as part of that, these were reviewed to
ensure they reflected the CCG’s current position and that they were owned and understood by staff.
A number of amendments were suggested and these have been further refined by the CCG Staff
Forum, which is made up of representatives of each team, and of varying grades.
The original versions are attached as Appendix A
Propsed Mission, Values and Objectives
Our Mission
We will commission high quality integrated services, informed by our patients and partners
Our Vision
To enable people to take care of themselves, so as to reduce inequalities and bring about change in
the future health and well being of Wirral
Our Values
•
•
•
•
•
•
•

Leadership – credible, visible and inspiring
Partnership – develop positive relationships with all partners
Accountability – to take personal and organisational ownership
Passion – professional, ambitious and bold
Character – honest, respectful and supportive
Quality – always improving standards and outcomes
Integrity – truthful and trustworthy in all we do

Our Objectives
•

To improve the health and well being of the population of Wirral.
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•
•
•
•

Reduce inequalities and improve outcomes across the whole population.
Using a health and well being approach, bring about changes in the way services are
commissioned and provided.
To commission high quality, evidenced based services, informed by patients, clinicians and
best practice
Aspire to be one of the best Clinical Commissioning Groups in the country

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

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

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

Our Objectives
•
•
•
•
•
•
•

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

2.4

Reference

GB15-16/0032

Public / Private

Public

Meeting Date

4th August 2015

Lead Officer

Tricia Clitheroe, Head of Contracts and Delivery

Contributors

Norma Currie, Commissioning Manager, Partnerships
Pauline Bolt, Commissioning Support Manager, Contracts & Delivery
Katy Coxhead, Commissioning Support Manager, Partnerships

Link to CCG
Strategic System
Plan

Edit as applicable:

Link to current
strategic objectives

Edit as applicable:

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

1 Prevent people from dying prematurely
4 Ensuring people have a positive experience of care
5 Ensuring people are treated and cared for in a safe environment and protected from
avoidable Harm

To approve

Y

To note
Summary

To note the progress made on the development of the service specification and
for the Board to receive assurance regarding the re-tendering process.

Comments

No additional comments

Next Steps
Publish on website

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

Does the report consider the financial impact?

YES

This is a service which is currently being provided by the CCG but which is
reaching the end of the contracted lifespan. The service falls under PbR and
payment is activity based

Value For Money

Does the report consider value for money?

YES

Value for Money has already been considered by Governing Body when the
decision was taken on 7th April 2015 to discontinue the existing procurement
process and initiate a retendering exercise.

Risk

Is there a documented risk assessment?

YES

Risk was discussed by Governing Body when the decision was taken on 7th April
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2015 to discontinue the existing procurement process and initiate a retendering
exercise.

Legal

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

YES

The legal position of the CCG was considered by Governing Body when the
decision was taken on 7th April 2015 to discontinue the existing procurement
process and initiate a retendering exercise.

Patient and Public
Involvement (PPI)

Does the report provide evidence whether there could be a positive or
negative impact on patients and public? YES
The report highlights how service users have been involved in the consultation
process for this service

Equality & Human
Rights

Does the report provide evidence of whether there could be a positive or
negative impact on protected groups (statutory duty for new / changes to
services) YES
The report states that the service has been subjected to an Equality Impact
Assessment and an action plan has been put in place to address gaps/issues
highlighted through amendments to the service spec and the PQQ & ITT processes

Workforce

Does the report provide evidence of whether there could be a positive or
negative impact on the CCG or other NHS staff? YES
The report highlights the views of Wirral GPs

Partnership Working

Does the report evidence a partnership working in its development?

YES

The report highlights that Liverpool and Warrington CCGs have been instrumental
in the development of this service in their roles as co-commissioners.

Performance
Indicators

Does the report indicate any relevant performance indicators for this item?
YES
Performance indicators and monitoring information is included in the service
specification

Sustainability

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

The report focuses on the recommissioning of an existing service

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



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

Reference
GB 1516/PB0002

Update on
QPF 15/16
recommissioning
of Case Loading
Community
Midwifery
Service

Submitted to

Date
th

Brief Summary of Outcome

Governing Body

7 April
2015

Recommissioning approved

Quality
Performance &
Finance Committee

28th July

Unknown at time of submission

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

Update on re-tendering of Case Loading Community Midwifery
Service
Tricia Clitheroe
To note the progress made on the development of the service
specification and for the Board to receive assurance regarding the retendering process.

1. INTRODUCTION
1.1

A case loading community midwifery service has been commissioned by NHS Wirral
Clinical Commissioning Group (CCG) for a number of years following an initial pilot in
2010/11. The contract was awarded to a private provider using the ‘Any Willing
Provider’ procurement process.

1.2

Wirral CCG is the lead commissioner for this contract with Liverpool and Warrington
CCGs as co-commissioners. (West Cheshire were co-commissioners but has recently
undertaken their own re-procurement of this service).

1.3

The current contract was due to expire in March 2015, and a procurement process was
initially commenced in September 2014 with a view to awarding a contract
commencing 1st April 2015 to the successful bidder. Unfortunately the bids received
did not satisfy the commissioning requirements on a number of points, and the
decision was taken by all CCGs involved and Wirral CCG Governing Body (7th April
2015) to discontinue the procurement process and initiate a re-tendering exercise for
service mobilisation April 2016.

1.4

A procurement plan is in operation to secure a new contract effective from 1st June
2016 for all new referrals. The timescale for the re-tendering process was extended to
take into consideration guidance from the investigation into Morecambe Bay Maternity
Services – the ‘Kirkup Report’. The contract with the current provider has therefore
been extended to 31st March 2017 for existing referrals as at 31st May 2016 to ensure
the continuation of care for all women using this service. All new referrals from 1st
June 2016 will be to the new contract which will be for 3 years with an option to extend
for one additional year.

2. IMPROVEMENTS TO THE RE-PROCUREMENT PROCESS
2.1

The CCG and CSU undertook a review of the lessons learnt from the original tender
process and have strengthened the re-tender process in the areas outlined below.

2.2

The questions raised during the procurement process failed to demonstrate how the
service would operate for co-commissioners in their respective geographic areas – for
the re-procurement each of the co-commissioners will be represented on the
procurement panel and will therefore be proactive in developing the questions for the
Invitation to Tender stage.
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2.2

To ensure all areas of the tender documentation are robustly scrutinised the
procurement panel members will include:

Wirral CCG Commissioners

Wirral CCG Contract Delivery Team

Wirral CCG GP

Liverpool CCG Commissioner

Warrington CCG Commissioner

Children Safeguarding Lead

Finance Lead

HR Lead

IT Lead

CSU Contract Lead

Business Intelligence Lead

CSU Quality Lead

2.3

The bid responses did not accurately reflect a case-loading model across all
geographic areas – the re-procurement panel will take on board the learning from the
previous procurement process and will ensure that the questions clarify the caseloading geographic model. The amended service specification has been produced in
such a way that each commissioning CCG has clearly stated the local pathways that
the provider needs to adopt and geographical areas covered.

2.4

NICE guidance for maternity was published shortly after the tender went live and was
therefore not addressed in the service specification – all recent
guidance/recommendations such as NICE guidance on Maternity, The Kirkup Report
into Morecambe Bay Maternity Services, and the Royal College of Midwives response
to the Kirkup Report have been incorporated into the revised service specification.

2.5

The NHS 5 year forward plan was not reflected in the service specification – the ‘New
Care Model – Modern Maternity Services’ section has now been incorporated into the
service specification.

2.6

The financial position regarding Maternity ‘Non Contract Activity’ was unclear during
the previous procurement – the model going forward will be a single provider/cost per
case model based on PbR tariff. Discussions regarding the financial mechanism are
ongoing.

2.7

The service specification and contractual obligations of all parties have been clarified
through the inclusion of local pathways in the service specification.

3. CONSULTATION ON PROPOSED SERVICE SPECIFICATION
3.1

A draft service specification for a case loading community midwifery service has been
produced and shared with the co-commissioners for their comments via meetings and
email exchanges and their comments/ideas have been discussed in some detail. An
Equality Impact Assessment has also been completed.
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3.2

A summary of the key points of the service specification has been shared with all
Wirral GPs via usual methods of communication, and a comments sheet was attached
to allow them to return their views. In addition a Survey Monkey questionnaire was
developed https://www.surveymonkey.com/r/6S9VR2S and GPs were offered the use of
this tool as an alternative method of seeking their views. Ten responses were received
in total.

3.3

Several visits were made to Children’s Centres to seek the views of pregnant women
or those who have recently given birth. A number of open questions were asked
(Appendix 1) regarding their experiences of current maternity services and their views
on the proposed service. A summary of the feedback received is given below in
Section 4.

3.4

The Maternity Services Liaison Committee was also consulted, using one of their
regular meetings, to seek their views on the proposed service.

3.5

In addition to the above, a pathway was developed and consulted upon to ensure the
right care was provided to women at the right place at the right time, and a robust risk
management process was in place.

4. FEEDBACK – KEY THEMES
Service Users:
4.1
Choice of location of birth: Having the choice of where to give birth e.g. home,
hospital, midwife unit etc. is very important as there was a mixture of preferences
amongst the service users, with one mother having successfully given birth to twins at
home – a choice she made and which she was very happy with. The women we
spoke to felt it is very important that the woman feels comfortable throughout her whole
pregnancy, both within her surroundings and with her health professionals, and any
concerns or preferences she raises are listened to and taken seriously. The choice of
how to give birth should also be listened to e.g. water birth, and facilitated wherever
possible. Several women expressed the view that often women are not recognized as
an individual in the hospital setting – there is a feeling of being ‘processed’ or rushed.
However, if the pregnancy or birth is likely to be high risk then most women felt the
hospital was the preferred option.
4.2

Importance of named midwife: Many women have had the experience of having
several midwives during their pregnancy which resulted in having to repeat the same
information time and time again. Having the same midwife from the booking process
through to the postnatal period is important as a relationship is formed upon which
mutual trust is based. This relationship will include an understanding of the woman’s
domestic circumstances and therefore the ability to fit appointments around the woman
rather than the woman around the midwife is important. Also many of the women
depended upon the midwife to translate ‘clinical speak’ into plain English for them so
they could fully understand what was being said to them. Many women mentioned how
good the experience was when they had had the same midwife throughout their
pregnancy and postnatal as they felt that their care was in the hands of a professional
who really knew them. However, a woman should also be able to change her named
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midwife if the relationship breaks down for whatever reason as mutual trust is a vital
component in the maternity process.
4.3

Access to advice and support: Timely access to advice is important – especially when
a mum has concerns that something about the pregnancy may not be quite right.
Support in the first few days following the birth is particularly important as many new
mums felt anxious and overwhelmed by the responsibility thrust upon them and
needed reassurance, particularly for breast feeding. Access to support services e.g.
Midwives, Health Visitors, Safeguarding etc. should be timely and seamless.

4.4

Access to Specialist advice/treatment: There was no preference expressed as to
where further clinical support e.g. Obstetrician, was based (i.e. hospital or community
based), as it was felt that the reassurance of being able to have regular scans and
being able to ‘see’ the baby was more important when things are not going to plan, and
therefore access to diagnostics was the important factor. The women also stated that
shared care MUST be joined up, and ladies having a home birth should not feel
discriminated against by other service providers because of their choice.

4.5

Other emergent key themes:
• Being offered the chance to bond with the baby skin-to-skin should be an
essential part of the birthing process for every mum even after caesarean
section.
• Donor breast milk should be made available regardless of the birth setting – not
just available for hospital births. One mum was declined access due to having
had a home birth.
• Breast feeding support is very important and the good work that is done by Sure
Start was mentioned.
• Parent craft to be available in all localities and a variety of times should be
offered including evenings for ladies who are working (to be included in all
service specs).
• Post-delivery discharges should be arranged to suit the patient`s request where
clinically safe and not be arranged to suit the consultants` rounds.
• Tuition for the make-up of bottles should be on a one –one basis and not in a
group session. (Perinatal and Postnatal)

4.6

The service user groups consulted include:
• Twins group at Liscard 29th June 2015
• Parents Forum Seacombe Children’s Centre 24th June 2015
• Maternity Services Liaison Committee 6th July 2015
• Health Drop in Seacombe Children`s Centre 15th July 2015

GPs:
4.7

GPs prefer to have preferred the Survey Monkey approach rather than a paper
questionnaire as no responses were received from this approach and 10 responses
were received using Survey Monkey.
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4.8

Analysis of the Survey Monkey responses show:
• 100% of GPs thought it was extremely important or important that low risk
pregnant women have a choice regarding place of birth
• GPs were asked to list all models of care they would wish to offer their low risk
women patients – 90% listed a midwifery unit, 70% listed the case loading
community midwifery care model, and 60% listed hospital based maternity care
• When asked where more specialist input (if required) should be offered 40%
stated the patient should be given a choice of setting, 30% chose hospital
setting, 20% felt the setting was not important, and 10% preferred a community
setting.
• All respondents felt that the following elements of care were crucially important:

Rapid access to specialist support

Rapid access to diagnostics

Timely transfer of clinical information

Patient choice of specialist support
• 70% of respondents felt it was very important/important to have the same
midwife throughout the pregnancy and birth, 20% were unsure and 10% felt it
was not important.
• When asked about the timeframe they wish to be informed of any changed in
their patient’s condition by the provider 60% stated within 1 working day with the
remaining 40% stating within 2 working days.

5. SERVICE SPECIFICATION DEVELOPMENT
5.1

Analysis of the feedback demonstrated that the service specification incorporated the
majority of the elements that both service users and GPs felt were important.

5.2

However a small number of changes were necessary to the draft service specification
in order to ensure the service reflected the views of all stakeholders – in particular
service users. The main areas of development were;
•
•
•
•

5.3

Development of a service pathway to ensure the woman was always receiving
the right care at the right time in the right place
Inclusion of the most up to date guidelines relating to this service including NICE
Guidance, Kirkup Report and the Royal College of Midwives response to the
Kirkup report
Including timelines for informing the GP of referral (48 hours) and changes in the
patient’s condition (24 hours)
Ensuring timelines are included to support timely access to support services

Management of risk – a pathway approach (Appendix 2) has been developed to clarify
the two elements of this service i.e. Case loaded midwifery care throughout the
pregnancy or shared care co-ordination, to ensure a robust risk escalation process is
in place.
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5.4

The areas of feedback that are pertinent to other providers on the pathway will be
shared with those providers to improve service experience.

5.5

All tender documents will also be reviewed in order to ensure they provide clarity to all
parties with regard to the type of service required, the financial payment mechanism,
activity expectations and pathways of care.

6 NEXT STEPS:
6.4
6.5
6.6
6.7
6.8
6.9
6.10

Hold Provider day to encourage partnership working
Finalize service specification to incorporate stakeholder feedback
Commence PreQualification Questionnaire (PQQ) process
Evaluate PQQ returns
Commence Invitation to Tender (ITT) process
Evaluate ITT responses and invite successful bidders to presentation/interview
Bring summary paper to Governing Body detailing outcome of the tender process for
decision.
6.11 Award contract to successful bidder
6.12 Commence a 3 month mobilisation phase with a commencement date of 1st June
2016.

7 CONCLUSION
7.4
Governing Body is asked to note the progress made on the development of the service
specification and for the Board to receive assurance regarding the re-tendering
process.
8 APPENDICES (Must be copied below or available on request – do not embed)
No. Title of Appendix
1
Service User engagement questions
2
Pathway
Glossary of Terms
ITT – Invitation to Tender (documentation including a series of questions for providers to answer.
The responses will be evaluated and scored to ascertain the bidders who will be invited to proceed to
the presentation/interview stage.
PQQ – Pre Qualification Questionnaire (series of questions prior to ITT to assess if a provider meets
the mandatory requirements of the service specification. Successful bidders will be invited to move
on to the ITT stage)
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Appendix 1
Service User Consultation questions
1. You have had the proposed service briefly described to you; do you wish to know any further details?

2. What are your initial thoughts on the proposed service?

3. Do you think being able to choose which service and how/where you have your baby is important to all
mums to be?
4. Do you think it is important to have a named midwife who will be responsible for your care throughout
your pregnancy?

5. What do you want in terms of access to advice and support?

6. If you needed additional clinical support e.g. from an Obstetrician, would you prefer to receive this
support in a hospital setting or in a community setting closer to home?

7. Is there anything you would like to see which is not included in the proposed service?

8. Would you be happy to use this service?
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Agenda Item:

4.1

Reference

GB15-16/0034

Public / Private

Public

Meeting Date

4th August 2015

Lead Officer

Lorna Quigley Director Of Quality and Patient Safety
Mark Bakewell Chief Financial Officer

Contributors

Finance and Business Intelligence Teams Wirral CCG

Link to CCG
Strategic System
Plan

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

Link to current
strategic
objectives

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

To approve
To note

Yes

Summary

Governing body is asked to receive and note the finance report for Month 3
(June 2015) and Performance Data for Month 2 (May 2015)

Comments
Next Steps

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

Does the report consider financial impact?

YES

The financial performance section of the report presents the Month 3
position

Value For Money

Does the report consider value for money?

YES

All expenditure plans are subject to ongoing value for money review

Risk

Is there a documented risk assessment?

YES

The report details the key financial risks and issues

Legal

Are there any legal implications and has legal advice been obtained?
NO
No legal implications from this report have been established

Patient and Public
Involvement (PPI)

Does the report provide evidence whether there could be a positive or
negative impact on patients and public? YES
Achievement against the NHS constitutional standards

Equality & Human
Rights

Does the report provide evidence of whether there could be a positive
or negative impact on protected groups (statutory duty for new /
changes to services) NO

Workforce

Does the report provide evidence of whether there could be a positive
or negative impact on the CCG or other NHS staff? NO
The financial report includes budgeted ‘running cost’ expenditure and is
reflective of the respective workforce implications.

Partnership
Working

Does the report evidence a partnership working in its development?
YES
The CCG works with a number of NHS Trusts and the Local Authority on a
number of commissioning budgets

Performance
Indicators

Does the report indicate any relevant performance indicators for this
item? YES
The report shows the CCG s financial performance and performance
against the NHS constitutional standards.

Sustainability

Does the report address economic, social and environmental
sustainability (should be addressed for new / change projects)?

Do you agree that this document can be published on the website?

NO



(If not, please note that it may still be subject to disclosure under Freedom of Information
- Freedom of Information Exemptions
This section gives details not only of where the actual paper has previously been submitted and
what the outcome was but also of its development path i.e. other papers that are directly related to
the current paper under discussion.

Report History/Development Path

Report Name

Reference

Submitted to

Date

Brief Summary of Outcome

Private Business
The Board may exclude the public from a meeting whenever publicity (on the item under
discussion) would be prejudicial to the public interest by reason of the confidential nature of the
business to be transacted or for other special reasons stated in the resolution. If this applied,
items must be submitted to the private business section of the Board (Section 1 (2) Public Bodies
(Admission to Meetings) Act 1960). The definition of “prejudicial” is where the information is of a
type the publication of which may be inappropriate or damaging to an identifiable person or
organisation or otherwise contrary to the public interest or which relates to the provision of legal
advice (for example clinical care information or employment details of an identifiable individual or
commercially confidential information relating to a private sector organisation).
If a report is deemed to be for private business, please note that the tick in the box, indicating
whether it can be published on the website, must be changed to an x.
If you require any additional information please contact the Lead Officer.
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Update to Governing Body Meeting
Tuesday 4th August 2015
for Month 3 (June) 2015/16
- Financial Performance
- Activity Dashboard
- Financial Risk & Mitigations
- Self Assessment
“Your partner in a healthier future for all”

Year to Date Financial Performance
•

As at the end of May (Month 3) the year to date operational performance position for Wirral CCG is
a balanced operational position before surplus, as shown in the table below:
Month 3

Total Wirral
CCG £'000

Programme expenditure

40

Admin expenditure

36

Subtotal
(operational performance)

76

Surplus

(1,206)

CCG YTD performance

(1,130)

Month 3
NHS
Non NHS
PRESCRIBING
Commissioned out of Hospital
3rd Sector
Intermediate Care
Other (incl reserves)

•
•

YTD variance
£'000
(1,178)
495
0
166
(1)
0
558

Running costs

36

Operational performance

76

Operational Performance –
CCG still position based on limited amount of information given position within financial year
Assumptions and plan variations are reflected as appropriate within both year to date and forecast
outturn positions.
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Key Drivers
1) Contract Performance +/- £100k YTD Plan
Annual
Budget
£000’s

Budget
to Date
£000’s

Spend
Variance
to Date
£000’s
£000’s

218,252

53,705

52,323

(1,382)

45,524

11,453

11,575

121

2,571

635

743

107

2,562

632

529

(103)

Spire - Murrayfield

5,171

1,277

1,496

219

Locally Commissioned Services

1,777

444

680

236

Wirral University Teaching Hospital
NHS Foundation Trust
Wirral Community NHS Trust
Aintree University Hospitals NHS
Foundation Trust
Liverpool Womens NHS Foundation
Trust

Physio Provider

Plan YTD
£'000

Variance YTD
£'000

WUTH

324

(26)

WCT

967

74

94

9

AQP Premier Health

105

25

AQP Injury Care Clinic

138

172

AQP Spire Healthcare

3

(1)

1,631

252

Peninsula

Total

4) QIPP & Contingency

3) Prescribing ‘Plan’
Practices incl Amber
Centrally Charged
Air Liquide

2) Physiotherapy Contract Performance

2014/15
Outturn Growth
1,353
56,328
1,542
48
448
14
58,318
1,415

2015/16
QIPP
Budget
(309)
57,372
1,591
462
(309)
59,425

Un-Identified QIPP
Contingency
Total Mitigations
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Full Year
Impact
(4.65)

YTD
(1.16)

2.40

0.6

(2.25)

(0.56)

Performance Against Better Payment Practice Code (BPPC) ALL
Month

APRIL
MAY
JUNE

Period
Num ber

Paid
Year

01
02
03

2015
2015
2015

Total
Num ber of
Invoices Paid
921
874
991
2786

Total Paid
Within
Target No.
902
850
949
2701

%age

97.94%
97.25%
95.76%
96.95%

Total Value of
Value paid
Invoices Paid w ithin Target
£
£
32,778,907.90
32,720,890.84
38,055,968.14
37,972,865.93
33,600,636.05
33,506,484.35
104,435,512.09 104,200,241.12

%age

99.82%
99.78%
99.72%
99.77%

•

The CCG cash balance at the end of June was £22k. This is in line with current NHSE guidance
that CCGs aim towards 1.25% month end cash balance of the drawdown

•

Expenditure incurred above £25k is collected monthly and published on the CCG website

•

There are no significant aged debtors or creditors to report as at June 2015, although a
number of queries are ongoing with Wirral DASS regarding Funded Nursing Care and
Packages of Care
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Activity Dashboard
All Elective
Admissions (General
& Acute Specialties)
Elective Ordinary
Admissions
Elective Daycase
Admissions
All Non-Elective
Admissions (General
& Acute Specialties)
A&E Non-Elective
Admissions
GP Non-Elective
Admissions
First Outpatient
Attendances (General
& Acute Specialties)

Plan

CCG Activity Dashboard
Actual

Variance

8414

8610

2.30%

May-15

1327

1426

7.50%

May-15

7087

7184

1.40%

May-15

7961

7496

-5.80%

May-15

RAG

Period

4344

May-15

2475

May-15

17775

17480

-1.70%

May-15

GP Referrals All
Providers (General &
Acute Specialties)

10442

11148

6.80%

May-15

Other Referrals All
Providers (General &
Acute Specialties)

5842

5678

-2.80%

May-15
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Forecast Outturn Risks
The CCG is required to declare in its monthly returns to NHSE the risks and mitigation plans with
regards to the CCG achieving financial balance at year end.
The CCG has reported a financial surplus of £4.8m in line with plan requirements, however this does
include a number of risks as highlighted below
CCG Risks
WUTH growth
assumptions
WCT activity
growth
Continuing
Healthcare
packages
QIPP –
Unidentified
Schemes
QIPP –NonDelivery of
Identified Schemes
Other – WUTH
coding
Other – BCF
delivery
Total

Full Risk
value £m

Potential Risk
Value £m

Probability of
risk being
realised %

3.30

Probability of
risk being
realised %
50%

1.65

50%

1.65

0.50

25%

0.13

60%

0.30

0.50

50%

0.25

100%

0.50

4.65

20%

1.39

67%

4.65

2.28

50%

2.00

25%

1.00

4.00

50%

2.20

100%

4.40

4.40

Potential Risk
Value £m

7.62

19.63
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12.5

Forecast Outturn –
Mitigations & QIPP
As part of the CCG’s financial management arrangement, the CCG has a number of mitigations
available in order to counter / offset relevant financial risk.
• Contingency
£2.41m
• Uncommitted Resources
£3.45m (As part of non-recurrent headroom requirements)
QIPP Schemes
Identified
Unidentified
Total

£2.285m
£4.65m
£6.9m

Area
Market / Demand Management
Transformation Target
Medicines Management
Commissioning Efficiencies

2015/16 Financial Value £m
1.200
0.576
0.309
0.200
2.285

Further actions are being undertaken within CCG to address unidentified QIPP / required cash
releasing savings
• Planned Care, review of referral trends, Physio / Diagnostic Pathways, AQP Activity Provision
• Unplanned Care, Implementation of Urgent Care High Impact Areas and Recovery plan
• Prescribing, Detailed review meeting of performance, further efficiency improvements.
• CCG Prioritisation of commissioning workstream & New Models of Care – In Year Impact
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Possible Outturn
Scenarios
(4.82)

Planned Surplus
Contingency

(2.40)

Uncommitted Resources

(3.45)

Total Further Mitigations

(5.85)

Total Potential Risk Value

7.62

Impact to Planned Surplus
Revised Surplus Position

1.77
(3.05)
(4.82)

Planned Surplus
Contingency

(2.40)

Uncommitted Resources

(1.45)

Total Further Mitigations

(3.85)

Total Potential Risk Value

12.5

Impact to Planned Surplus

8.65

Revised Deficit Position

3.83
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Month 3 – Self Assessment
Financial performance
No.

Indicator

Primary /
Supporting
Indicator

Self-Assessment
Month 2
(May 2015)

Self-Assessment
Month 3
(June 2015)
Green
Green
Green
Green
Amber / Red
Amber / Red
No Formal
Indi cator
Avai l abl e
No Formal
Indi cator
Avai l abl e
Green

1
2
3
4
5
6

Underl yi ng recurrent surpl us
Surpl us - year to date performance
Surpl us - ful l year forecast
Management of 1% NR funds wi thi n agreed processes
QIPP ** - year to date del i very
QIPP ** - ful l year forecast

Pri mary
Pri mary
Pri mary
Supporti ng
Pri mary
Pri mary

7

Acti vi ty trends - year to date

Supporti ng

8
9

Acti vi ty trends - ful l year forecast
Runni ng costs
Cl ear i denti fi cati on of ri sks agai nst fi nanci al del i very
and mi ti gati ons

Supporti ng
Pri mary

Green
Green
Green
Green
Amber / Red
Amber / Red
No Formal
Indi cator
Avai l abl e
No Formal
Indi cator
Avai l abl e
Green

Pri mary

Amber / Red

Amber / Red

Supporti ng

Green

Green

Supporti ng

Green

Green

Supporti ng

Green

Green

10
11
12
13

Thi s covers i nternal and external audi t opi ni ons, and
an assessment of the ti mel i ness and qual i ty of returns
Bal ance sheet i ndi cators i ncl udi ng cash management
and BPCC
Fi nanci al pl an meets the 2015 surpl us pl anni ng
requi rement
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Performance Report
Month 2 (May)
Director of Quality and Patient Safety
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NHS Wirral CCG Dashboard

2014/15
Target
Threshold

Health Outcomes Framework
MRSA - Incidence of HCAI YTD
Safe Environment and Protecting from avoidable
C.difficile - Incidence of HCAI YTD
harm
C.difficile - YTD ceiling

2015/16

Apr

May

June

July

Aug

Sept

Oct

Nov

Dec

Jan

Feb

Mar

Apr

May

0
8
4

0
13
11

0
16
15

0
23
19

0
31
23

0
42
27

0
46
35

0
55
39

1
58
46

3
68
50

3
72
56

0
80
64

1
10
8

1
18
13

2014/15
Target
Threshold

NHS Constitution
RTT
Diagnostics
Cancer 2 week

Cancer - 31 day

RTT Admitted
RTT non admitted
RTT incompletes
RTT 52 + weeks

90%
95%
92%
0

Diagnostics 6 weeks
2 week wait
Breast Symptom 2 week wait
31 day first definitive treatment

<1%
93%
93%
96%
94%
98%
94%
85%
90%

31 day subsequent treatment - surgery
31 day subsequent treatment - drug
31 day subsequent treatment - radiotherap

Cancer - 62 day
Mixed Sex
Mental Health

62 day standard
62 day screening
62 day upgrade
Mixed sex accommodation breaches
CPA follow up within 7 days

n/a

Apr

May

93.2%
97.4%
94.9%
1

June

93.6%
97.5%
95.1%
1

July

93.8%
97.0%
94.5%
3

Aug

91.8%
95.5%
93.4%
1

Sept

85.0%
94.1%
93.8%
0

2015/16

Oct

90.6%
94.2%
94.0%
1

Nov

Dec

Jan

Feb

Mar

89.0%
94.6%
94.6%
0

87.0%
94.9%
94.9%
0

93.5%
96.8%
94.4%
0

92.1%
96.8%
93.2%
0

91.1%
95.1%
93.4%
0

99.9%
92.9%

99.7%
92.8%

99.6%
91.1%

96.3%

97.0%

99.1%

98.9%

99.5%

98.9%

99.8%

97.4%

97.2%

95.6%

96.1%

95.9%

96.9%

96.4%

Apr
91.7%
95.6%
93.1%
0

93.7%
95.6%
93.0%
0

99.5%

99.4%

94.3%

93.6%

99.0%
92.0%

98.6%
97.0%
100.0%

96.0%

90.4%

95.9%

96.9%

96.0%

95.1%

93.8%

100%

93.8%

100.0%

93.3%

100.0%

93.8%

97.5%

98.1%

98.8%

97.3%

99.3%

97.7%

100.0%

99.4%

96.7%

97.6%

98.7%

99%

99.4%

98.0%

100.0%

95.7%

92.6%

97.6%

100%

100%

94%

95.0%

96.6%

96.4%

97%

100%

96.8%

100.0%

100.0%

98.1%

100%

100%

100%

100.0%

100%

100%

100%

98%

100%

100%

100%

100%

100.0%

100%

96.8%

100%

98.0%

100.0%

98.6%

97%

94.3%

96.6%

100.0%

97%

100.0%

100.0%

80.7%

84.7%

92.9%

81.7%

88.4%

88.4%

87.0%

83.5%

88.9%

80.6%

86.3%

86.2%

89.8%

77.5%

100%

91.3%

86.7%

94.1%

93.3%

94.7%

100%

100%

95.0%

95.0%

100.0%

100%

100.0%

100.0%

88.0%

73.9%

78.6%

83.7%

87.8%

82.4%

86.5%

85.0%

86.1%

80.8%

92.59%

97%

100.0%

100.0%

1

0

1

0

0

1

0

4

0

2

2

1

0

1

0%

97.50%

95%

97.60%

100%

97.70%

2014/15
Target
Threshold

Other
Total Elective YTD
Total elective Plan YTD
Non Elective YTD
Non Elective Plan YTD
Outpatients YTD
Outpatients Plan YTD
GP referrals YTD
GP referrals Plan YTD

May

92.3%
95.1%
93.6%
0

Apr
4,067
4,217
3,987
3,653
7,467
7,866
5,035
5,091

May
8,138
8,454
8,115
7,433
14,827
15,738
10,325
10,195

June
12,424
12,481
12,026
11,085
22,751
23,248
15,517
15,058

July

Aug

16,856
16,900
16,285
14,863
30,951
31,471
21,091
20,387

20,773
20,940
20,295
18,638
37,981
38,984
26,211
25,255

Sept
25,100
25,158
25,398
22,290
46,642
46,849
31,706
30,349

Oct

2015/16
Nov

29,556
29,575
28,361
26,066
55,352
55,071
37,706
35,675
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33,689
33,412
32,329
29,718
63,398
62,221
43,198
40,305

Dec

Jan

Feb

37,525
37,824
36,548
33,491
71,219
70,440
48,104
45,630

41,660
42,047
540,585
37,264
78,991
78,302
53,753
50,724

45,763
45,884
44,273
40,671
86,637
85,451
59,265
55,354

Mar
50,558
50,106
48,586
44,443
91,722
93,314
65,362
60,449

Apr

May

4,471
4,242
4,283
4,499
10,616
10,310
5,661
5,092

8,610
8,414
7,496
7,961
17,480
17,775
11,148
10,442

Category

May
Outcome
Baseline
Preferred
NHS
Constitution
-4
hour
2015
indicator
Outcome

Patients seen
within 4 hours
of attending

Arrowe Park

95%

Higher

80.1%

Arrowe Park
(WIC)

95%

Higher

100%

Combined
total

95%

Higher

85.4%

Victoria
Central
Hospital walk
in Centre

95%

Higher

99.4%

Eastham Walk
in Centre

95%

Higher

99.8%

A&EComment
As the WIC is on site this is a
combined target
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Friends and Family
Acute Trust
WIRRAL UNIVERSITY TEACHING HOSPITAL NHS
FOUNDATION TRUST
MID CHESHIRE HOSPITALS NHS FOUNDATION TRUST
EAST CHESHIRE NHS TRUST
COUNTESS OF CHESTER HOSPITAL NHS
FOUNDATION TRUST
WARRINGTON AND HALTON HOSPITALS NHS
FOUNDATION TRUST

Acute Trust
WIRRAL UNIVERSITY TEACHING HOSPITAL NHS
FOUNDATION TRUST
MID CHESHIRE HOSPITALS NHS FOUNDATION TRUST
EAST CHESHIRE NHS TRUST
COUNTESS OF CHESTER HOSPITAL NHS
FOUNDATION TRUST
WARRINGTON AND HALTON HOSPITALS NHS
FOUNDATION TRUST

% who recommend
Jan-15 Feb-15 Mar-15

Apr-15 May-15

Response Rate
Jan-15 Feb-15 Mar-15

Apr-15 May-15

21.4%

40.3%

37.8%

43.1%

35.8%

28.5%

46.0%

39.4%

35.5%

33.6%

50.4%

16.0%

16.2%

1.0%

3.6%

44.7%

23.5%

44.2%

28.8%

35.1%

42.7%

1.0%

1.0%

41.4%

24.4%

50.1%

4.2%

41.4%

31.4%

24.0%

1.0%

0.0%

31.0%

28.4%

26.7%

33.0%

40.5%

35.8%

20.3%

Apr-15 May-15

Nov-14

Dec-14

21.9%

13.9%

Nov-14

Dec-14

88.4%

90.6%

89.0%

97.8%

93.1%

93.0%

95.0%

7.2%

3.4%

4.7%

4.4%

3.7%

3.0%

97.4%

96.4%

95.8%

96.9%

96.0%

97.0%

97.0%

90.0%

0.5%

0.3%

0.7%

1.4%

91.2%

97.4%

97.7%

94.5%

95.9%

96.0%

96.0%

0.0%

0.4%

0.5%

1.3%

96.8%

96.5%

96.3%

92.2%

96.8%

96.0%

97.0%

0.5%

1.0%

0.5%

96.8%

96.3%

95.8%

96.5%

96.3%

97.0%

98.0%

0.8%

1.1%

1.2%

% who recommend
Jan-15 Feb-15 Mar-15

Apr-15 May-15

Nov-14

Inpatients Friends and Family Test
% who don’t recommend
Dec-14 Jan-15 Feb-15 Mar-15 Apr-15 May-15

Nov-14

Nov-14

Dec-14

2.0%

23.1%

0.0%

1.0%

0.7%

1.0%

0.0%

0.3%

1.2%

1.1%

A&E Friends and Family Test
% who don’t recommend
Dec-14 Jan-15 Feb-15 Mar-15

Response Rate
Jan-15 Feb-15 Mar-15

Nov-14

Dec-14

99.2%

99.8%

97.0%

98.5%

98.6%

98.0%

98.0%

0.1%

0.0%

2.1%

0.3%

88.7%

90.8%

93.6%

87.2%

90.7%

92.0%

94.0%

6.1%

6.1%

2.2%

6.4%

3.6%

4.0%

3.2%

15.0%

21.6%

16.0%

15.4%

24.8%

10.6%

17.2%

85.2%

93.0%

87.6%

91.6%

85.6%

89.0%

90.0%

8.6%

8.6%

7.5%

6.4%

10.6%

7.0%

6.1%

18.3%

17.7%

16.7%

16.7%

19.3%

28.3%

27.2%

81.1%

78.3%

83.3%

81.4%

81.7%

83.0%

86.0%

10.9%

10.9%

11.0%

14.0%

12.4%

10.0%

8.9%

14.3%

12.8%

19.4%

16.1%

15.2%

13.8%

12.8%

87.4%

83.7%

87.0%

84.1%

99.0%

83.0%

86.0%

4.7%

4.7%

3.9%

5.6%

1.0%

6.0%

5.7%

17.9%

16.5%

19.7%

19.2%

22.1%

17.4%

20.3%

0.7%

0.0%
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0.7%

21.5%

19.2%

12.6%

Apr-15 May-15
9.6%

5.9%

Maternity Antinatal
Acute Trust
WIRRAL UNIVERSITY TEACHING HOSPITAL NHS
FOUNDATION TRUST
MID CHESHIRE HOSPITALS NHS FOUNDATION TRUST
EAST CHESHIRE NHS TRUST
COUNTESS OF CHESTER HOSPITAL NHS
FOUNDATION TRUST
WARRINGTON AND HALTON HOSPITALS NHS
FOUNDATION TRUST

% who recommend
Jan-15
Feb-15
Mar-15

Nov-14

Dec-14

100.0%

100.0%

100.0%

100.0%

95.0%
100.0%

97.7%
97.5%

94.3%
100.0%

85.7%
95.7%

100.0%

75.0%

100.0%

100.0% *

92.7%

96.5%

95.0%

89.1%

% who don’t recommend
Jan-15
Feb-15
Mar-15

Apr-15

May-15

Nov-14

Dec-14

Apr-15

May-15

100.0%

100.0%

100.0%

0.0%

0.0%

0.0%

1.0%

0.0%

0.0%

0.0%

96.0%
100.0%

86.0%
100.0%

89.0%
97.6%

1.7%
0.0%

0.8%
0.0%

3.3%
0.0%

7.1%
0.0%

4.0%
0.0%

4.0%
0.0%

6.0%
2.5%

93.0%

0.0%

0.0%

0.0%

0.0% *

98.0%

2.4%

0.0%

0.0%

0.0%

*
100.0%

98.0%

*

0.0%

0.0%

0.0%

0.0%

% who don’t recommend
Jan-15
Feb-15
Mar-15

Apr-15

May-15

Maternity Birth
Acute Trust
WIRRAL UNIVERSITY TEACHING HOSPITAL NHS
FOUNDATION TRUST
MID CHESHIRE HOSPITALS NHS FOUNDATION TRUST
EAST CHESHIRE NHS TRUST
COUNTESS OF CHESTER HOSPITAL NHS
FOUNDATION TRUST
WARRINGTON AND HALTON HOSPITALS NHS
FOUNDATION TRUST

% who recommend
Jan-15
Feb-15
Mar-15

Nov-14

Dec-14

100.0%

98.2%

98.6%

94.5%

93.0%

80.6%
100.0%

88.4%
100.0%

82.6%
100.0%

67.2%
98.3%

81.0%
100.0%

96.4%

97.6%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

98.0%

Apr-15

May-15

Nov-14

Dec-14

98.0%

99.0%

0.0%

0.0%

0.0%

0.0%

2.0%

0.0%

0.0%

100.0%
96.0%

100.0%
96.0%

3.2%
0.0%

7.0%
0.0%

4.3%
0.0%

11.9%
0.0%

0.0%
0.0%

0.0%
0.0%

0.0%
0.0%

94.0%

97.0%

3.6%

0.0%

0.0%

0.0%

0.0%

3.0%

0.0%

100.0%

96.0%

0.0%

0.0%

0.0%

0.0%

0.0%

0.0%

0.0%

% who don’t recommend
Jan-15
Feb-15
Mar-15

Apr-15

May-15

Maternity Postnatal Ward
Acute Trust
WIRRAL UNIVERSITY TEACHING HOSPITAL NHS
FOUNDATION TRUST
MID CHESHIRE HOSPITALS NHS FOUNDATION TRUST
EAST CHESHIRE NHS TRUST
COUNTESS OF CHESTER HOSPITAL NHS
FOUNDATION TRUST
WARRINGTON AND HALTON HOSPITALS NHS
FOUNDATION TRUST

% who recommend
Jan-15
Feb-15
Mar-15

Nov-14

Dec-14

95.2%

96.3%

97.1%

95.2%

93.0%

98.0%

99.0%

1.2%

0.0%

0.0%

1.6%

2.0%

0.0%

1.0%

84.1%
89.3%

88.6%
93.0%

83.1%
89.7%

75.7%
88.5%

84.0%
98.0%

100.0%
96.0%

93.0%
94.0%

9.5%
0.0%

3.5%
0.0%

3.4%
0.0%

10.8%
1.6%

0.0%
0.0%

0.0%
0.0%

0.0%
0.0%

90.3%

87.8%

89.7%

71.0%

97.0%

83.0%

0.0%

0.0%

0.0%

0.0%

0.0%

3.0%

96.9%

97.4%

94.3%

96.0%

98.0%

100.0%

0.0%

0.0%

2.9%

2.0%

0.0%

0.0%

Nov-14

Dec-14

% who recommend
Jan-15
Feb-15
Mar-15

Apr-15

May-15

% who don’t recommend
Jan-15
Feb-15
Mar-15

Apr-15

May-15

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

0.0%

0.0%

0.0%

0.0%

0.0%

0.0%

0.0%

83.3%
97.3%

84.6%
97.1%

77.8%
96.2%

100.0%
98.6%

100.0%
98.0%

100.0%
98.0%

95.0%
100.0%

13.3%
0.0%

7.7%
1.5%

16.7%
1.9%

0.0%
0.0%

0.0%
0.0%

0.0%
0.0%

0.0%
0.0%

0.0%

0.0%

0.0%

0.0%

0.0% *

100.0%

0.0%

0.0%

0.0%

0.0%

0.0%

97.0%

Apr-15

May-15

Nov-14

Dec-14

0.0%

Maternity Postnatal Community
Acute Trust
WIRRAL UNIVERSITY TEACHING HOSPITAL NHS
FOUNDATION TRUST
MID CHESHIRE HOSPITALS NHS FOUNDATION TRUST
EAST CHESHIRE NHS TRUST
COUNTESS OF CHESTER HOSPITAL NHS
FOUNDATION TRUST
WARRINGTON AND HALTON HOSPITALS NHS
FOUNDATION TRUST

100.0%

100.0%

100.0%

100.0% n/a

92.9%

100.0%

100.0%

100.0%

100.0%

*

*
100.0%

Nov-14

“Your partner in a healthier future for all”

Dec-14

*
0.0%

0.0%

WIRRAL CLINICAL COMMISSIONING GROUP
Quality Performance and Finance meeting
Notes & Actions of Meeting
Tuesday 30th June 2015
1pm Room 539, 5th Floor, Old Market House

Present:

Jon Develing (JD)
Mark Bakewell (MB)
Lorna Quigley (LQ)
Paul Edwards (PE)
Sue Smith (SS)
Dr Sue Wells (SWe)
Dr Simon Delaney (SD)
Patricia Clitheroe (PT)
Alan Whittle (AW)
Alastair Cannon (AC)

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

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

Ref No.
QPF1516/0013

WCCG Corporate Officer – Corporate Affairs

Minute
1.0 Standing Agenda Items
1.1 Apologies for absence
Apologies were received from: Dr P Naylor, Iain Stewart, Christine Campbell and Andrew
Cooper.
1.2 Declarations of Interest
There were no declarations of interest.
1.3 Minutes of Previous meeting from 26th May 2015
The minutes from the previous meeting held on 26th May were agreed as true and accurate
record, notwithstanding typographical and grammatical errors.
Action - AJH to send ratified minutes from May to GB in July.
Actions from the previous meeting – please refer to action sheet.
Outstanding Actions
Members discussed the outstanding actions from the previous meetings and informed
members of work in progress items.
Matters Arising

QPF1516/0014

There were no matters arising.
2.0 Items for approval
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2.1 Commissioning Intentions – CSU
LQ, MB, PE presented a paper regarding the work that had been undertaken regarding the
Commissioning Support commissioning intentions. Those CSUs who wished to provide
commissioning support services to Clinical commissioning Groups are required to submit an
application to be an approved list of suppliers known as the Lead Provider Framework (LPF).
The North West CSU was not successful in securing a place on the framework therefore the
Merseyside and Cheshire CCGs need to develop plans to re-commission/provide the services
currently purchased from the CSU. The approach the CCG has taken has been working jointly
with the 12 CCGs across Merseyside and Cheshire and NHS England to an agreed set of
principles. A Merseyside and Cheshire Transition Board have been established to manage the
process.
In conclusion the CCG is working with partners to ensure that there is a smooth transition of
commission support to ensure that the statutory functions of the CCG can be undertaken. The
Chief Financial Officer has oversight with regard to this on behalf of the CCG.
In order to support the decision making, NHSE has provided advice and guidelines for the
CCGs to review each of the service lines currently provided and deciding the best model for
future provision looking at three main options:
•
•
•

Buy
Share
Make

If it is the intention to procure services via the LPF then service specifications need to be
developed either as a single CCG or in conjunction with other CCGs.
Where CCGs are looking to in-house commissioning support services either employing staff
within the CCG or sharing staff across a number of CCGs there is a requirement for a
business case to be approved by NHSE.
AC sought clarity around the risk aspect of using the LPF and PE gave a rationale regarding
this. AC also sought clarity around the contracting period and costings involved. MB explained
the various timeframes and cost elements of using the LPF and went on to explain the main
three options as detailed above (Buy, Share, & Make).
The QPF committee approved the appropriate direction of travel and an update is to be
brought back to QPF in July.
Action – Further update to be brought back to QPF in July – LQ/MB/PE
QPF1516/0015

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

A&E waiting times
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•
•
•
•
•
•
•
•

Ambulance handover times
Cancer waiting times
Delivering same sex accommodation
Reducing healthcare acquired infections
Referral to treatment (18 weeks)
Excessive waiters (incomplete)
Diagnostic testing
Friends and family tests including staff and GP surgeries

AC sought clarity around the CCGs approach to system resilience and JD explained how the
CCG deals with operational management to stimulate flow from A&E to discharge and how
services such as NHS 111, and the Better Care Fund impacts on reducing admissions to
hospital.
The Quality Performance and Finance Committee were asked to:
•
•
•

Note the performance for April against the standards within the NHS Constitution and
the actions that are being taken in order to improve performance where needed.
Note the published results of the friends and family test for General Practice, mental
health services and community services.
The report is provided monthly to the QPF committee and to the Governing Body

The QPF committee discussed and noted the performance figures presented at today's
meeting.
Changes to NHS Constitutional Standards
LQ presented a paper regarding the changes to NHS constitutional standards following a
review that has been undertaken by Sir Bruce Keogh. It explained the reasons behind the
changes and implications for providers and commissioners.
The QPF committee were asked to note: the standards that have been reviewed, the key
messages and outcomes and recommendations following the review.
Areas of discussion included:
Referral to Target
Ambulance response rates
A&E
Cancer standards
Reporting arrangements
In conclusion waiting time standards make an important contribution to overall quality of care
in the NHS the principle in making these changes is to enable them to work better for patients.
QPF noted the content of the report and changes to the reporting framework.
3.2 Finance
MB presented a report detailing an update to the CCGs financial plan and financial
performance against the revised plan for 2015/16 financial year as at Month 2 May 2015.
The plan out an update to the 2015/16 financial planning assumptions for NHS WCCG based
on updates for contract agreements and outturn position being reflected from the 2014/15
financial year.
Minutes of the WCCG QPF Meeting –30.06.2015
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In summary the CCG QPF committee were asked to note the update to the financial planning
assumptions for 2015/16 and to note the known/unknown financial risk contained within the
financial position and the potential for variation away from planned surplus should these risk
be mitigated against within the year.

MB went on to present the financial position of the CCG as at the end of May (Month 2) within
the 2015/16 financial year and the performance against the measures outlined in the CCG
Assurance Framework 2015/16.
Members were asked to note:
The CCG financial position as at the end of May 2015
The performance against indicators based on the information available
The associated financial risks within the declared position including the impact of potential
resource allocation issues.
3.3 Single Item QSG – WUTH
LQ provided an update regarding a recent single item QSG meeting with WUTH. A review was
conducted to gain assurance with regard to the quality of services provided by WUTH working
collaboratively with NHS Wirral and West Cheshire Clinical Commissioning Groups, NHSE,
Public Health, Local authority, regulatory bodies and the Trust.
Key line of enquiries included:
Infection prevention control
Care Quality Commission report
Staff Concerns
Never events
Urgent Care
In conclusion a series of actions have been taken by the CCG in partnership with regulators
and other partners. The aim of this is to ensure the system that there is a high quality and safe
service for patients who use hospital services. A follow up quality surveillance group will be
held in July 2015 to monitor progress against the actions identified.
3.4 Stakeholder 360 Feedback
PE gave an overview of the recent 360 degree stakeholder survey which is conducted in order
to provide the CCG with a wealth of data to help them with their organisational development
and strengthen its relationships with partners.
Areas included:
Overall Engagement and Relationship
Commissioning decisions and contribution to wider discussions
Monitoring the Quality of Services
Plans and Priorities
Overall Leadership
Clinical Leadership

QPF15-

Members noted the results of the 360 degree stakeholder survey.
4.0 Items for Information and Noting
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16/0016
4.1 Contracting Issues
CWP - MB informed that the contract with CWP was yet to be signed. It was noted that the
Trust are in process of having their CQC inspection and LQ will feed back the findings from
this.
CT - There were no updates regarding the CT.
WUTH - JD update the group regarding the current contract negotiations with WUTH. It was
expected that the contract would be signed within the next two weeks.
Primary Care - There were no primary care updates.
4.2 Complaints Update
PE presented an update in relation to Complaints, Ombudsman and MP letters as of 18th June
2015. The purpose of this monthly update is to provide assurance to the Quality, Performance
and Finance committee of complaints received and MP enquiries received by NHS Wirral
CCG as of this date.
In conclusion all complaints and MP enquiries received will continue to be managed and
monitored in line with the agreed policies and procedures by the CCG’s Corporate team and
this update report will continue to be presented at this committee on a monthly basis going
forward, together with an aggregated report of learning and themes on a quarterly basis.
Members noted the complaints update.
4.3 Freedom of Information Update
PE presented a monthly report regarding Freedom of Information requests. The purpose of the
report is to provide assurance to the group of FOI’s received and responded to within May
2015.
The QPF Committee were asked to review and note the contents of the report.
4.4 Serious Incidents Update
SS provided the committee with details of the new serious incidents reported in May. 25 new
serious incidents were reported to the Strategic Executive Information System (StEIS) in April
2015, relating to:
•
•
•
•
•
•

Wirral University Teaching Hospital Trust.
Cheshire and Wirral Partnership NHS Foundation Trust
Wirral Community NHS Trust
0 never events
Pressure Ulcers – Grade 3
Unexpected Deaths

The Quality Performance and Finance committee were asked to note the Serious Incidents
reported onto the StEIS system in May 2015. All Serious Incidents will be managed via the
serious incident review group to ensure:
• the incident has been adequately investigated
• the root causes and contributory factors have been identified
Minutes of the WCCG QPF Meeting –30.06.2015
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• the recommendations and action plan adequately address the root causes and contributory
factors
• the action plan has been completed in a timely manner
• All lessons learnt are shared appropriately
Members also noted the minutes of the Quality Committee/Serious Incident Review Group
meeting of 8th April.
4.5 Wirral Hospice St Johns Quality Accounts 2014/15
LQ presented the annual draft quality accounts of Wirral Hospice St Johns who have a legal
duty to send out their annual accounts for review.
Based on the knowledge of the trust the QPF committee were asked to approve the quality
account as an accurate reflection of the services provided.
Members noted the accounts provided.

QPF1516/0017

5.1 For Noting
Sub Group minutes for noting
•

QPF1516/0018

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

Members noted the contents of the minutes.
6.0 Risk Register

Members discussed the current risk register and all items were reviewed and noted
accordingly.
Action - PE is to update the current risk register and provide a report detailing the
recommendations made by the QPF committee to the Governing Body. This will be an
on-going action from all QPF meetings.
7.0 Any Other Business
Deputy Chair thanked members for their attendance and the meeting closed at: 15:20pm.
Date and Time of next meeting
The date and time of the next QPF meeting is scheduled for:
Tuesday 28th July at 1pm in Room 539 OMH
Please forward any apologies to Allison.hayes@nhs.net
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Clinical Senate Meeting
Tuesday 16th June 3.30pm
Room 539, Old Market House

Present:
Sue Wells (SW)
Ewen Sim (ES)

Medical Director Wirral CCG
Medical Director CT

Paula Cowan (PC)
Sian Stokes (SS)
Fiona Johnstone (FJ)
Lorna Quigley (LQ)
Lax Ariaraj (LA)
Simon Delaney (SD)

GP Lead- Unplanned Care
GP Lead- Long Term Conditions
Director of Public Health
Director of Quality and Patient Safety
GP Lead- Planned Care
GP Lead – Primary Care

Apologies:
Evan Moore
Andy Smethurst
Amanda Bennett

Medical Director WUTH
Secondary Care Doctor
Designated Doctor for looked after children

Item No.

1.1

Agenda Items

Action

PRELIMINARY BUSINESS
Welcome and introductions:
SW opened the meeting and welcomed those present. SW outlined the aims
of the meeting :
To have a clinical discussion which is multidisciplinary
That it is a subcommittee of the governing body and is an advisory body
It was noted that conflict of interest was not included as an agenda item.
Action – conflicts of interest to be added as an agenda item

1.4

Matters Arising:
As this was the inaugural meeting, there were no matters arising.

P a g e 1 of 2

2.1

Agreement of Terms of Reference

2.2

The committee went through the terms of reference and amendments were
made. It was agreed that a list of multidisciplinary ‘ clinical experts’ would be
gathered from organisations and a register made so the committee could
utilise these skills as and when required.
Action – the chair to write to organisations to nominate individuals for
this role.
Workplan for forthcoming year
Workplan for the forthcoming year. Although there has been nothing identified
in this meeting, the committee expect to pathways for comment eg
physiotherapy, or outputs following the 2 value added stream events and also
the recent prioritization exercise. All of which are linked to vanguard.

2.3

Members of the committee discussion
The role of members was discussed and agreed that they are present to
represent their sector, not their organisation eg planned care, community
care, acute care etc
It was agreed that nursing representation should be sought from primary
care, as this would support the newly established nurse senate and ensure
communication flows between practice nurses.
Action- LQ to identify a practice nurse via the nurse senate

2.4

Dates and Times of future meetings
It was agreed that future meetings would take place on the 2nd Tuesday in the
month

ANY OTHER BUSINESS
There was no other business.

DATE AND TIME OF NEXT MEETING
The next meeting will be held on:
14 th July 2015, 3pm – 4.30pm, Room 539, Old Market House.
Please forward apologies / agenda papers to chelsea.worthington@nhs.net

ALL

P a g e 2 of 2

Approvals Committee Meeting 20 July 2015 – Chair’s Summary
As membership of the GB committees is being formally reviewed at present, it was proposed and
agreed that I should chair this single item meeting, given that I had chaired the previous meeting
when an initial proposal relating to the Primary Care Quality Scheme was considered. The formal
minutes of the meeting will be presented to the Governing Body after being considered at the next
Approvals Committee, and this is a brief note of the key points.
We had a brief discussion at the start of the meeting regarding the outstanding action to prepare an
Action Log for this committee, so that we can track progress on any issues or conditions that the
committee sets when making decisions. This is common good governance practice, and is a point
that our internal auditors have made in the past when reviewing our effectiveness.
The only substantial item on the agenda was the revised proposal to implement a Primary Care
Quality Scheme. This proposal was discussed briefly at the July meeting of the Governing Body, and
will come back to the GB for formal approval at the next meeting on 4 August.
The committee was presented with the outcome of discussions at a meeting of the GP Members
Council on 1 July, when the proposal had been broadly supported, for implementation initially for
the period 1 October 2015 – 31 March 2016.
Funding for the initiative in the current financial year is available from a combination of discontinued
LES schemes and non-recurrent reserves. The success of the initiative will be measured by detailed
metrics for emergency and elective hospital admissions and prescribing activity in Primary Care. The
opportunity to improve local services for patients at individual practice level was strongly supported
by the committee, as was the emphasis on outcomes rather than process – each practice will
determine how it achieves a transfer of care from hospital to community based services which must
however first be supported by the practice Patient Participation Group.
It is anticipated that each £1 invested in the initiative should provide a return of £3, enabling
ongoing recurrent growth in investment in out of hospital care, which will in turn relieve the
substantial pressures on the Acute Trust caused by increasing demand for services.
In supporting the proposal, the committee asked that 4 key issues should be emphasised when it is
presented to the August meeting of the Governing Body, as follows:

1. That to be assured of positive patient involvement, all implementation plans at GP practice
level should be supported by each Patient Participation Group.

2. In considering the potential conflict of interest arising for GPs by implementing the proposal,
it should be accepted that it is directed at Primary Care providers (GPs) because this is where
the vast majority of secondary care patient referrals and therefore resource commitment
takes place.
3. It should be made explicit to partner provider organisations, particularly the Acute Trust,
that this initiative is consistent with their plans to reduce workload and reconfigure services
in line with the strategic direction set within the NHS England “Five Year Forward View”
document.

4. There must be clarity in the financial investment and savings trajectories for the initiative,
year on year, so that effective performance management can be achieved to judge its
effectiveness.
Alan Whittle
Lay Member (Governance and Audit)
21 July 2015

Health and Care
LCR Summit 16 July 2015
9.00 am to 1.00 pm
Ballroom, Bootle Town Hall

Purpose of the day
1. To continue the dialogue between local government and the NHS regarding
cross boundary integration and devolution.
2. To assess appetite for further joint work to develop an LCR approach.
3. To consider the benefits of the approach from the point of view of the
citizen/patient.
4. To develop a “Pathway” for progressing the agreed way forward reflecting the
appropriate pace.

Agenda
1. Welcome and Introductions.

2. Principles – Health and Social Care in the Liverpool City Region – attached.
3. Current lessons from LCR – brief overview of individual areas’ approach and
progress of integration.
4. The case for change – 10 minute presentation.


Overview of LCR Economy and Health – Mike Palin Chief Executive of
St. Helens.



Health and Social Care – Steve Cox CCG and Dwayne Johnson (Halton
and Sefton DASS).



NHS Forward View – Clare Duggan, NHS England.

5. Potential benefits of larger scale integration and devolution – group
discussion.

LCR Integrated Commissioning Board/2015/LCR Summit 16 July 2015

6. Process Map/Pathway ladder to assess appetite for involvement.
Rung 1 Stay in the conversation
Rung 2 Participate in some further research and benefits assessment
Rung 3 Governing bodies agree in principle to develop an MOU between
individual areas
Rung 4 Open up informal collective conversation with Government
Rung 5 Develop appropriate “ask” and agree participation
Rung 6 Negotiate Final ask with Government

7. Agreed Actions and Next Steps

LCR Integrated Commissioning Board/2015/LCR Summit 16 July 2015

Item 2
Health and Social Care in the Liverpool City Region

The Health and Social Care System in the Liverpool City Region (LCR)(*1) is led at
the locality level by Local Authorities and Clinical Commissioning Groups supported
by NHS (England). The primary focus for this leadership is through the areas Health
and Wellbeing Boards.
All areas are committed to providing the best possible quality care(*2) to communities
which:a) Place people at the heart of the care system and provides the most effective
pathway for individuals.
b) Focuses more on prevention and early intervention to keep people as
independent as possible and maximises the opportunities for self-care.
c) Continue to manage and improve the impact that existing chronic disease, frailty
have on individuals and communities
d) Optimises community resilience to manage all appropriate health and social care
needs out of hospital, thus reducing inappropriate hospital attendance.
e) Provides opportunities for joining up and integrating care where this would
improve quality, cost effectiveness and citizen experience.
f) Aspire to eliminate health and wellbeing inequalities and
Representatives from across the LCR Health and Social Care System have engaged
in an initial conversation about the opportunities and challenges in joining up across
existing boundaries and examining the potential benefits and “asks” of Central
Government regarding devolution of relevant powers and duties.
At this stage, the partners in this conversation have expressed a desire to continue
this dialogue around a number of key principles.
a) We will remain focussed on the priorities identified above around quality, a focus
on personalised services as well as cost and experience.
b) The conversations are continuing on an exploratory basis only. There is no in
principle acceptance that further integration and devolution will deliver greater
benefits.

c) There is recognition that further discussion will need to consider the most
appropriate geographical “footprint” for any change, including Health and
Wellbeing Board Area, two or more local areas or the entire LCR.

d) It may also be appropriate to consider other areas outside the LCR, that is,
Cheshire, Warrington and Lancashire. Initial contact will be made to see if these
other areas are interested in holding joint conversations.
e) The conversations will align with individual areas local priorities, the NHS Five
Year Forward View and will be on the basis of improving health and wellbeing;
outcomes and reducing inequalitiesacross the LCR recognising the
interdependent nature of our roles to support resilient communities..
f) The conversations will be collaborative, constructive, challenging and undertaken
in the spirit of mutual trust and respect.
g) Key messages will be agreed in advance and consistently communicated.
All organisations represented at the initial meeting have agreed to participate in a
summit in July to progress the conversations. Representatives from neighbouring
health economies will be invited.

(*1)

Liverpool City Region comprises the Local Authority areas of Liverpool, Wirral,
Sefton, St. Helens, Knowsley and Halton.

(*2)

The Health and Social Care System includes physical, mental, social, public
health and wellbeing.
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Date added

12-13 A

12-13
CCG
Financial Year

Source
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Risk Description

Gov Body

Impact of 111
Implementation and Various
Activity Impacts across
primary / community and
A&E Attendances.
Increased demand for
clinical input and lack of
influence of national
specification

Organisational
Objectives (reference
to detail)
Quality / Patient Access

Consequ Likelihoo
ence
d
3

2

Matrix
Score
6.00

Key Control Established

Key Gaps in Control
(reference to evidence)

Current provision of primary Unknown impact of 111
care / urgent care services - Service Provision.
ability to absorb additional Increased costs for
activity
clinical input

Assurance on Controls
(reference to evidence)

Gaps in Assurance
(reference to evidence)

Monitoring of Primary
Care/ urgent care activity
and performance of
NHS111 through
information flows

Timely impact on
monitoring of primary care
activity

Consequ Likelihoo Previous Owner
ence
d
Risk Rating
3

3

9.00

Governing
Body - 111
Implementatio
n Team

Date of next Date of last
review
review

Last review

September
15 QPF

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

June 15 QPF

Updated AP received from PB - for review at June QPF.
Reviewed at June QPF and agreed to reduce the likelihood to
2, next due for review at September QPF.

14-15 B

Apr-14

CCG

Gov Body

Safeguarding and the
completion of the GP
assurance toolkit.

Quality / Patient Safety

3

3

9.00

Process in place for
completion of toolkit

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

Training has been carried
out for doctors to ensure
compliance.

4

4

16.00

LQ

August 15
QPF

May 15 QPF

New risk discussed. To be monitored at Governing Body.
Action plan to be agreed with lead. Oct 14 - Work still being
undertaken to ensure the completion of the plan, therefore for
further review at December 14 GB.
Action discussed at Nov GB and decision made for this to be
rescored at the Dec QPF committee.
Updated AP reviewed at Jan QPF and agreed to amend
scoring. Safeguarding team to provide a further updated action
plan, next due for review at May QPF.
AP reviewed at May QPF & noted the increase in the
compliance rate against the toolkit - Noted next due for review
in August 2015 upon completion.

14-15G

Jun-14

CCG

Gov Body

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

4

5

20.00

On-going monitoring

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

Target continues to not be
met.

4

5

20.00

LQ

August 15
QPF

June 15 QPF

New risk discussed at June GB. To be monitored at
Governing Body. Action plan to be agreed with lead.
Reviewed at Jan QPF & agreed for likelihood to be amended
to 5. Action plan for further review at March GB. Reviewed at
March GB & agreed for further review at May QPF.
AP reviewed at May QPF and noted further update due in June
15 - Therefore due for next review at June QPF.
Updated AP received from LQ - for review at June QPF.
Reviewed at June 15 QPF - next due for review at July QPF.
LQ apols noted for July QPF, therefore due for review at
August QPF.

14-15H

Jul-14

CCG

Gov Body

Cdifficile monitoring

Quality / Patient Safety

5

4

20.00

Monitoring or performance
against targets

Health economy are
ahead of tracheotomy for
the threshold for Cdifficile

4

4

16.00

LQ

August 15
QPF

May 15 QPF

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

14-15I

Jul-14

CCG

Gov Body

Supreme Court Judgement
Deprivation of Liberty
Safeguards (DoLS)

Quality / Patient Safety

4

3

12.00

To work with Provider
Organisations.

Understanding the local
impact to Wirral based on
the Supreme Court
Judgement Deprivation of
To work with Local Authority Liberty safeguards (DoLS)
to assess the impact fully.

Work continues with
Provider Organisations
and the Local Authority

Currently awaiting national
guidance.

4

3

12.00

LQ

August 15
QPF

May 15 QPF

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

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

LQ apols noted for July QPF, therefore due for review at
August QPF.

14-15K

August QPF

CCG

Gov Body

Continuing Healthcare issues Quality / Patient Safety
re the service provided, the
CHC process followed,
general performance &
quality. Gaps in contracts
with providers and delivery
against Previously
Unassessed Periods of Care
(PUPoC) trajectories

5

3

15.00

Action plan in place and on- Reliance on shared CCG
CSU monitored monthly
service arrangements for
going monitoring of
against PUPoC target;
aspects of delivery and
performance via QPF.
action plan to address
CHC joint committee
contract gaps in place and
reliance on CSU for
established to oversee
delivery of PUPoC
minutes of joint committee
service tranistion
targets. Lack of contracts
and QPF
with provides

5

3

15.00

CC

September
15 QPF

July QPF

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

14-15N

December
QPF

CCG

QPF

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

Quality / Patient Safety /
Financial

4

4

16.00

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

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

To review further in 6
months

4

4

15.00

LQ

August 15
QPF

May 15 QPF

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

14-15O

January QPF

CCG

QPF

Risk re Non Medical
Prescribers policy as out of
date.

Quality / Patient Safety

REMOVED RISK AS ALL ACTIONS COMPLETE

July 15 QPF

May 15 QPF

New risk agreed to be added at Jan QPF - Scoring to be
agreed at Feb GB. New NMP policy ratified at Jan QPF &
implementation to commence to INP's following small amends
within the next 4 weeks.
Reviewed at March 15 QPF.
AP reviewed at April QPF and suggested further review at
May QPF to confirm if all practices have now signed to say
they have received the new policy. SW (Medical Director) to
send a reminder message in Connecting Bulletin to remind
practices to confirm receipt.
18/05/15 - Update to advise that SS will email prescribers
again to request ackowledgement of NMP policy. For further
review at June QPF.
18/06/15 - Update to advise that there are 2 Prescribers who
have not acknowledged receipt of the NMP Policy - SS to
follow up with Nurses directly. Further update due at July QPF.
15/07/15 - Update from SS to confirm that all NMP's
registered on Wirral have acknowledged receipt of NMP
Policy - Completed AP therefore for final review at July QPF.
July QPF agreed that risk could be removed as all actions
complete

14-15P

January QPF

CCG

QPF

Financial risk to CCG

Financial

4

4

16.00

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

Minutes & monitoring of
GB / QPF

Timliness of reporting /
ability ti implement action
plans directly.

4

4

16.00

MB

August 15
GB

July 15 QPF

New overall financial risk agreed to be added at Jan QPF to
replace existing financial risks (1415C,D&F) - Further
description, key controls & scoring to be agreed at Feb GB.
Unable to score at Feb GB as CFO not present - Therefore
agreed to score at March GB.
Scoring agreed at Feb QPF.
May 15 - Financial assumptions are currently being tested
against contract values - This is currently being fianlised and
once completed will review planning and then be brought back
to QPF and GB in June.
Financial plan was reviewed at QPF in June. The risk remains
the same at present. The financial plan will continue to be
monitored via QPF and Governing Body. Next due for review
at July QPF.
Worsening positoin based on month 3 data discussed at July
QPF and Chief Financial Officer will brief Governing Body at
August meetingwith a view to reviewing this risk on

14-15Q

February GB

CCG

GB

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

3

3

9.00

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

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

Minutes from the
Transition Board and
regular newsletters on
progress

Stabiltity arrangements
during transition and risk of
staff loss

3

3

9.00

PE/LQ/MB

Sept 15
QPF

July 15 QPF

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

14-15R

Jun-15

CCG

GB

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

3

3

9.00

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

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

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

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

3

3

9.00

LQ

Aug 15 QPF

July 15 QPF

New risk forwarded to Corporate Affairs Manager via email
from Safeguarding Team.
For noting at June QPF & for scoring to be agreed. Action
Plan also provided, for review at June QPF.
Scoring agreed at June QPF as consequence - 3 and
likelihood - 3. Next due for review ay July 15 QPF.
July QPF noted that role being advertised more widely in NHS
Jobs and agreed to readvertise with local practices
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Impact Values
Negligible
Minor
Moderate
Major
Catastrophic

1
2
3
4
5

Probability Values
Rare
Unlikely
Possible
Likely
Almost Certain

1
2
3
4
5

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

4
5
12
15
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