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Greater Manchester 
  

 

NHS Greater Manchester Board Meeting 
(The Board Meeting of the 10 Greater Manchester PCTs) 

 
To be held on Thursday, 24th January 2013 

 
Venue: Council Chambers, Waterside Arts Centre, 1 Waterside Plaza, Sale M33 7ZF  
 

AGENDA 
 

Part I 
 
2.00 p.m. Public Meeting 
 
  (a) Open Agenda for Members of Public to raise items 

 
2.15 p.m.     Start of Trust Board Meeting 
 

1 Apologies for Absence  
   
2 Declaration of Interests  
   
3 Minutes of the Meetings held on 8th November 2012 and 

13th December 2012 
(attached) 

   
4 Matters Arising: 

a) 12/108 TB update 
b) 12/134 Flu Immunisation Programme  
c) 12/165 Liverpool Care Pathway  
d) 12/163 Intermediate Neuro rehabilitation   

(verbal report) 
 

   
5 Chairman’s Communications  

Chairman 
(verbal report)
  

   
6 Report of the Chief Executive 

Chief Executive  
(attached) 

   
7 Report of the Medical Director 

Medical Director 
(attached) 
 

   
 STRATEGY   
   
8 Vision for Healthier Together  

Director of Service Transformation  
(attached) 

   
9 Trafford Consultation  

Director of Service Transformation  
(attached) 
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 PERFORMANCE 
 

 

10 Performance Report 

a. Performance 
Director of Policy & External Relations  

b. Quality 
Director of Nursing & Quality  

c. HR Performance  
Director of HR  

d. Primary Care  
Board Secretary   

 
(attached) 
 
(attached) 
 
(attached) 
 
(attached) 

   
11 Public Health Performance Report  

Director of Public Health 
(attached) 

   
12 Finance Report 

Director of Finance 
(attached) 
 

   
 PROCESS 

 
 

13 Board Assurance Framework  
Board Secretary  

(attached) 

   
 TRANSITION 

 
 

14 Transition Report 
Chief Executive  

(attached) 
 

   
15 Clinical Strategy Board Report  

Medical Director  
(attached) 

   
16 Service Transformation Report 

Director of Service Transformation 
a. GM QIPP Programme Update Report 

(attached) 
 
(attached) 

   
 MINUTES & REPORTS 

 
 

17 Audit Committee Board Report (attached) 
   
18 Direct Commissioning Board Report 

Board Secretary 
(attached) 

   
19 CCG Governing Body Meeting Summary Document 

Board Secretary 
(attached) 

   
20 NHS Greater Manchester Remuneration Committee Minutes -  8th 

November 2012 
(attached) 

   
21 
 
 

North of England Specialised Commissioning Meeting Minutes – 
14th September 2012 

(attached) 
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 FOR INFORMATION  
   
22 Any Other Business  
   
23 Reflection  

         
Date and Time of Next Meeting – 14th February 2013 – 2 pm 

 
PART II  

 
Members of the press and public are excluded from the remainder of this meeting under 
Section 1(2) Public Bodies (Admission to Meetings) Act 1960 

 
Chairman:    Professor. E. Fairhurst  Chief Executive:   Dr. M. Burrows 
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Minutes  
  
NHS Greater Manchester Board Meeting (Part I) 
 
Date: 8th November 2012 
Venue: Salford Suite, St James House, Pendleton Way, Salford, M6 5FW  
 
Present:  Professor Eileen Fairhurst - Chairman  

Mr Terry Atherton – Non-Executive Director  
   Dr Mike Burrows - Chief Executive 
   Mrs Claire Yarwood - Director of Finance 

Mr Warren Heppolette - Director of Policy and External Relations 
Mrs Patricia Bennett - Director of Nursing and Quality  

   Mr Kevin Moynes – Director of HR and OD  
   Mr Alan Stephenson – Non-Executive Director 

Mr Rob Bellingham - Board Secretary  
Dr Raj Patel – Medical Director 
Ms Melanie Sirotkin – Director of Public Health 
Mr Paul Horrocks – Non-Executive Director 
Mr Riaz Ahmad – Non-Executive Director 
Ms Evelyn Asante-Mensah – Non-Executive Director 
Ms Leila Williams – Director of Service Transformation 
Ms Naomi Duggan – Director of Public Affairs 

 
   + 5 members of the public/ NHS Staff 
 

Minute 
No 

Item 

12/157 Welcome/Apologies for Absence 

Professor Fairhurst welcomed the following people to the NHS Greater 
Manchester Board meeting: - 

Mrs Bennett who had recently been appointed as the Director of Nursing and 
Quality, NHS Greater Manchester, and designate member of the Local Area 
Team that will come into effect from 1st April 2013.    

Mr Leigh Griffin who had recently been appointed as the Managing Director 
of the Greater Manchester Commissioning Support Unit (CSU).  Mr Griffin 
was in attendance to observe the proceedings.    

Ms Naomi Duggan, Director of Public Affairs, who was in attendance to 
support Ms Williams in relation to the agenda item regarding Healthier 
Together – Communications and Engagement Update.  (Agenda item no 
12/173 refers below).        

The following apologies were noted by the Board: - 

Mr David Edwards – Non-Executive Director  
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Mr Michael Greenwood – Non-Executive Director  
Dr Kailash Chand – Associate Non-Executive Director 
Mr Stephen Pleasant – Chief Executive, Tameside MBC 
Cllr Cliff Morris – Association of Greater Manchester Authorities (AGMA) 

12/158 
 

Declaration of Interests 

No declarations of interest were reported.   

12/159 Minutes of the meetings held on 13th September 2012 and 8th October 
2012 

The minutes of the meetings held on the 13th September 2012 and 8th 
October 2012 were approved as an accurate record of the meetings.   

12/160 Matters Arising  

12/134 Flu Immunisation Programme   

Ms Sirotkin informed the Board that an update report on the Flu 
Immunisation Programme was being submitted to the Greater Manchester 
Direct Commissioning Board meeting on 14th November 2012.  Ms Sirotkin 
agreed to bring back a full update report regarding the uptake of the flu 
vaccination once the data had been collated.      

Action: Ms Sirotkin to provide a report on the Flu Immunisation 
Programme to the NHS Greater Manchester Board meeting in January 
2013.   

 
12/135 Macular degeneration  

In response to the query raised by Mr Greenwood with regard to the usage 
and costs of specific drugs in the treatment of age related macular 
degeneration, Dr Burrows informed the Board that he would provide an 
update at the next Board meeting.   

Action: Dr Burrows to bring back a report on Macular degeneration to 
the NHS Greater Manchester Board meeting on 13th December 2012.   

12/161 Chairman’s communications     

Professor Fairhurst informed the Board that a Greater Manchester Cancer 
Summit was held at Lancashire County Cricket Club on the 24th and 25th 
September 2012.  The purpose of the Summit was to determine how all 
partner organisations within Greater Manchester recommit to the shared 
objectives of improving services for patients with cancer and survivors of 
cancer within the conurbation.   

Professor Fairhurst reported that following some unease initially, the Summit 
had been very well received and had resulted in a “meeting of minds”.  A 
pledge was made by all participants and bodes well for the future of cancer 
services.   

12/162 Report of the Chief Executive   

Dr Burrows presented the update report which had been circulated with the 
agenda.  No questions or comments were raised.     
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The NHS Greater Manchester Board noted the contents of the report.    

12/163 Report of the Medical Director   

Dr Patel presented the update report which had been circulated with the 
agenda.  The purpose of the report was to update the Board on the activities 
of the medical directorate.   

Dr Patel wished to highlight a potential risk to the Board.       

An issue had arisen with the roll out of the major trauma system due to 
problems with patient flow through neuro-rehabilitation services.  There was 
a significant risk that if patient flow through these services could not be 
improved, providers would not progress to full roll out of the major trauma 
model in January 2013.   

The issues regarding patient flow through neuro-rehabilitation services 
across Greater Manchester had been considered by the Clinical Strategy 
Board in September 2012 and the paper presented at that meeting had 
outlined short and medium/longer term solutions.   

The Clinical Strategy Board had considered the options outlined in the paper 
and requested that the Greater Manchester Chief Operating Officers 
consider and provide a proposed approach to the short-term options and 
develop an options appraisal for an optimum neuro-rehabilitation model for 
Greater Manchester and consider the longer term options as presented in 
the paper.    

The issue and intentions were raised with CCG Chief Officers at their 
meeting on 19th October 2012 along with the urgency of the risks to the 
successful roll out of the major trauma service.   

The Chief Operating Officers requested Mr Alan Campbell, on behalf of the 
lead commissioners, review the proposal and provide advice to inform a 
decision at their meeting on 2nd November 2012.   

Mr Heppolette agreed that this long standing issue had now become urgent.  

Mr Heppolette informed the Board that the CCGs had agreed to provide 
some additional bed capacity in intermediate care to resolve the short term 
capacity issue.  Salford CCG was leading this workstream. 

Professor Fairhurst hoped that this matter could be resolved quickly as this 
issue ultimately impacted on the quality of care received by the population of 
Greater Manchester.      

The Board will be kept informed of developments.        

The NHS Greater Manchester Board: - 

 Noted the contents of the report.  

 Noted the increasing risks that the issues within the neuro-
rehabilitation service posed for the full 24/7 roll out and 
implementation of the Greater Manchester Major Trauma Network.  

 Approved the recommendation that the Clinical Strategy Board 
support the short term solution as identified by the Chief Operating 
Officers and requested that the longer term solutions were worked 
through and agreed in line with the timelines identified in the neuro-
rehabilitation project brief.        
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 PERFORMANCE 

12/164 Performance Report 

Mr Heppolette presented the Performance Report which had been circulated 
with the agenda.  For ease of reference, the report had been split into two 
sections: - 

 The North of England Performance Dashboard 
 Analysis of the related information 

The Board was informed that the purpose of the report was to provide the 
Board with an overview of key performance areas across its areas of 
responsibility: - 

 Operating framework headline measures 
 Ambulance performance 
 Information governance   

The report summarised performance by exception and had placed reliance 
primarily on August 2012 published data and the North of England 
Performance Dashboard.  The North of England Dashboard for October 
2012 showed NHS Greater Manchester as amber with declining 
performance.  Greater Manchester had seen the number of CCGs rated 
green reduce from six to three in the last two months.   

The following points were highlighted to the Board: - 

Referral to Treatment (RTT): Pennine Acute had achieved the 18 week 
targets across the three measures. There continued to be issues at speciality 
level in localities to August and greater emphasis was required to address 
this issue.  

52 week waiters: Greater Manchester continued to have a number of 
patients waiting longer than 52 weeks despite processes being improved to 
identify patients who were waiting at 26 and 46 weeks. The numbers were 
however much reduced from those evident earlier this year. 

Mr Heppolette added that since the report had been produced information 
had been received that the number of 52 week waiters in Central 
Manchester had reduced to 17 and at Pennine Acute Hospitals Trust to 15.   

Diagnostics: Pennine Care Foundation Trust had failed to achieve the 
audiology diagnostic target to August although it was expected the target 
would be achieved by September. Tameside and Glossop had failed to 
achieve the target in August and an action plan had been requested. 

Performance on Cancer: The Greater Manchester and Cheshire Network 
had achieved the 62 day cancer target for Q1 2012-13 and the target was 
achieved in August by all CCGs with the exception of Tameside and 
Glossop.  

CDiff: Improvements across Greater Manchester continued to be made 
since the introduction of measures in December 2011.  As a whole the 
improvements across Greater Manchester had continued with August data 
giving a total of 432 against a year to date trajectory of 431 cases of C 
Difficile.  Two providers were of particular concern; Pennine Acute and 
Bolton.  NHS Greater Manchester had little headroom within the annual 
target especially when seasonal pressures arrive although unverified 

7



 Page 5 of 16 

September data suggested performance was lower than trajectory for the 
second consecutive month. 

A&E: The data in the report highlighted the underperformance at Stockport 
and UHSM against the 4 hour target.  It had now been confirmed (29th 
October) that Stockport and South Manchester CCGs had not achieved the 
Q2 target. Central Manchester Foundation Trust – Manchester Royal 
Infirmary site continued to deliver performance below 95%.  

Mr Heppollete informed the Board that weekly executive to executive 
conference calls were taking place with UHSM and Stockport to monitor the 
situation now that we had moved into the winter period.     

Mixed Sex Accommodation: There was one breach at Bolton CCG.  

NWAS: September performance against 8 and 19 minute target was 75.8% 
and 94.9% respectively ensuring Greater Manchester performance targets 
were met for the month.  Cumulative Greater Manchester performance 
against these targets was 77.2% and 95.1% at the end of September 2012.    

The NHS Greater Manchester Board endorsed the interventions 
required to address the areas of under performance outlined in the 
performance report.     

12/165 Quality and Safety Performance Report  

Mrs Bennett presented the Quality and Safety Performance Report which 
had been circulated with the agenda.  The purpose of the report was to 
provide an update on the progress made across Greater Manchester in 
relation to maintaining and improving quality for patients. 

The report provided updates on: - 

1. Quality Monitoring  
2. National Patient Safety Agency – Patient Safety Incident Data 11/12 
3. Advancing Quality Programme Performance 11/12 
4. Serious Incidents – close down process 
5. Maintaining quality through transition - Quality Handover  
6. Practice Nurse Event – 7th November 2012 
7. CCG Board Nurse Appointments 
8. Chief Nursing Officer Vision for Nursing  

The following points were highlighted to the Board: - 

Quality Monitoring Update – Acute: NHS Greater Manchester had collated 
and reviewed the information about the quality of care achieved by local 
provider organisations using the Early Warning System (EWS).  The EWS 
complemented the information that is collated on the North of England 
Quality Dashboard.  A summary with a brief narrative on key points for 
consideration and specific data where appropriate had been presented in the 
Quality and Safety Performance Report.      

Maintaining quality through transition, Quality Handover:  The Quality 
Handover document will describe how the handover plan from June 2012 will 
be implemented and will describe the quality profile of provider 
organisations.  Within the handover document, NHS Greater Manchester 
will: - 

 Handover to CCGs and other receiving organisations, using face to 
face meetings and assemblies during December 2012 and January 
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2013.   

 State the process for triangulating data, authorship and sign off, eg 
triangulated through monthly contract meetings, authorised in 
partnership with CCG quality leads and be signed off by NHS Greater 
Manchester CEO and CCG Accountable Officers (designate).        

 Describe the profile of quality in each provider organisation and draw 
the reader to areas of concern, “watching brief” and good practice.   

The Board was assured that NHS Greater Manchester will continue to work 
closely with NHS North of England during the coming months to ensure that 
a successful and safe handover to the new system occurs.   

Practice Nurse Event – 7th November 2012: Following on from the very 
successful practice nurse event during the summer, a follow up practice 
nurse event was held on 7th November 2012.  The event was well attended 
by practice nurses from across Greater Manchester and the event saw 
discussions take place that will inform and influence the national primary 
care nursing strategy.   

The discussions focussed on how the nurses would provide leadership in 
primary care to: - 

 Maximising health and wellbeing and helping people to stay 
independent 

 Working with people to provide a positive experience 

 Delivering care and measuring impact 

 Building and strengthening leadership 

 Ensuring we have the right staff with the right skills in the right place 

 Supporting a positive staff experience     

Mr Horrocks asked for Mrs Bennett’s clinical view on the Liverpool care 
pathway covering palliative care for patients in the final days or hours of life.  
Mrs Bennett agreed to bring back a report to the next Board meeting.      

Action: Mrs Bennett to bring back a report regarding the Liverpool  
care pathway to the January 2013 Board meeting.    

The NHS Greater Manchester Board noted the content of the report and 
the work ongoing. 

12/166 HR Performance  

Mr Moynes presented the HR Performance Report which had been 
circulated with the agenda.  The purpose of the report was to provide an 
update regarding the transfer of staff from “sending” organisations (e.g. 
PCTs) to “receiving” organisations (e.g. the Commissioning Support Unit, 
Public Health England) as part of the workforce transition programme.   

The Board was assured that NHS Greater Manchester will continue to work 
in partnership with staff side colleagues to minimise redundancies, maximise 
job opportunities for staff and retain talent going forward.   

NHS Greater Manchester had put in place a Transition Data Analyst who will 
provide quality data on the migration of all staff to receiving organisations 
and will form the basis of a “workforce legacy” document for the NHS 
Greater Manchester Board over the coming months and at the end of March 
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2013.  This document will confirm to the Board where all staff have been 
transferred to/secured posts, the number of voluntary/compulsory 
redundancies and any outstanding tribunal/grievance activity.      

Dr Burrows commented that he had written to the Greater Manchester CCGs 
and Commissioning Support Unit requesting they review their structures in 
light of the fact that there will be a marked reduction in bands 2 – 4.   

Ms Asante-Mensah welcomed the fact that a quality impact assessment was 
being undertaken but was concerned that the redundancies may have a 
particular impact on a significant number of female staff members and those 
from black minority and ethnic communities.    

Mr Horrocks commented that it must be made clear to all staff that the 
redundancies were due to a change in government plans. 

The Board noted the content of the report and the work ongoing.      

12/167 Primary Care Performance Report – Direct Commissioning 

Mr Bellingham presented the Direct Commissioning Performance Report 
which had been circulated with the agenda.  The purpose of the report was 
to update the Board on the performance of Direct Commissioning.  The 
Board was informed that this month’s report had a particular focus on Dental 
performance.  Updates were also provided with regard to the development of 
the national performance systems for Pharmacy and Optometry. 

The following points were highlighted to the Board: - 

 Dental access: Dental access figures had fallen by 0.1% across Greater 
Manchester within the last quarter, and this was a similar position to the 
rest of the North West, with all localities being rated as amber under the 
national reporting structure. 

There were two localities (Ashton Leigh & Wigan and Bury) that had 
showed a red position against access variation since March 2006.  The 
current position for both of these localities had been stable over the last 
quarter, in line with the rest of Greater Manchester.   

Localities were undertaking routine mid-year contract reviews.  In 
accordance with regulations, in-year adjustments were being made 
where less than 30% of contract had been delivered between April and 
September.  Where contracts had recurrently underperformed for two 
consecutive years and where no extenuating circumstances had been 
identified, the contracts were being reviewed with a view to their being 
amended in line with delivery. 

The NHS Greater Manchester Dental Network campaign of “Baby Teeth 
DO Matter” commenced in October 2012 which was designed to increase 
attendance and re-attendance of children under 5 years of age and their 
families.     

 Urgent Care: The urgent care figures showed that patients were able to 
access urgent care across Greater Manchester with higher levels of 
urgent care activity being reported within Greater Manchester than the 
North West or nationally.  These figures did not show any direct 
relationship with overall access, and therefore did not appear to be 
reflective of an issue in relation to the availability of routine care.   

 The national performance and contractual frameworks for pharmacy and 

10



 Page 8 of 16 

ophthalmic contracts were still in development and will be implemented in 
Greater Manchester when published.      

The Board welcomed the campaign “Baby Teeth DO Matter” and  
commented that we need to monitor service delivery and equality and not 
lose sight of why we are here.      

Mr Greenwood was concerned that dental access figures for two Greater 
Manchester localities had gone down.   

Mr Bellingham commented that the next step would be to look at the data in 
more detail to see if there was an underlying problem.  It was agreed that an 
update report on this matter would be brought back to the January 2013 
Board meeting.     

Action: Mr Bellingham to bring back an update regarding dental access 
to the January 2013 Board meeting.     

The NHS Greater Manchester Board noted the contents of the update 
report and the actions being taken to address the issues highlighted in 
the report with regard to dental access and activity.   

12/168 Public Health Performance Report  

Ms Sirotkin presented the Public Health Performance Report which had been 
circulated with the agenda.  The purpose of the report was to inform NHS 
Greater Manchester Board on the current performance against key 
performance indicators for Public Health for Greater Manchester.  The paper 
was split into two parts: -    

1. An update on performance on breastfeeding at 6 – 8 weeks.  This 
update provided details on performance for each Greater Manchester 
district alongside details of the activities that were in place to improve 
performance.    

2. An overview of obesity in reception and year 6 children in Greater 
Manchester.  Measurements were taken annually via the National 
Children’s Measurement Programme which will become one of the 
mandated functions as public health moves into local authorities.             

The following points were highlighted to the Board: - 

Breastfeeding: Greater Manchester performs well on breastfeeding 
compared to the North West but remains below the England position.   

A core element of Greater Manchester’s Early Years Strategy included a 
range of interventions to target those women who were least likely to breast 
feed.   

Shared ownership of this measure and the work being undertaken with BME 
communities, teenage parents and (in some districts) social housing tenants, 
should help accelerate performance over coming years.     

The Greater Manchester breastfeeding commissioners group had recently 
reviewed its governance and operation, and will be moving forward with a 
focus on improving initiation in those communities with lower levels of 
initiation and exploring ways of ensuring that consistent support is provided 
before and after birth.   

Year 6 Obesity: Since 2005/6 children have been weighed in reception and 
year 6 as part of the National Children’s Measurement Programme.  The 

11



 Page 9 of 16 

information contained in the Public Health Performance Report showed the 
picture for Greater Manchester for 2010/2011 and rates of change from 2007 
– 2008.  The 2010/2011 overall borough rates range from Trafford at 16.4% 
to Manchester at 23.7% which shows that the majority of Greater 
Manchester districts perform poorly against England performance.   

Significant work had been undertaken with parents, children, and early year’s 
providers to reduce the numbers of children entering year six obese.  Whilst 
the impact of this work had not yet been visible on year six outcomes it 
appeared to be having an impact on levels of obesity in reception.   

It should be noted that Greater Manchester’s performance was improving 
more rapidly than the England rates of change in four districts and was close 
to England performance to two other districts.     

There was a wide range of interventions in place to support a levelling off or 
reduction in childhood obesity at year six and reception.  The challenge will 
be to retain these services in the future and in some areas childhood obesity 
as a priority for Health and Wellbeing Boards.      

Ms Asante-Mensah welcomed the report and the work being undertaken to 
improve the initiation of breastfeeding.  However, Ms Asante-Mensah was 
concerned that women may feel they were failing when unable to breastfeed  
and suggested that clinicians and nurses need to be more honest with 
patients as to how difficult breastfeeding can be.  In addition, she felt more 
support could be provided via maternity services.   

Ms Sirotkin agreed to provide a more detailed report on 
breastfeeding/obesity for circulation to the Board following the meeting.   

Action: Ms Sirotkin to provide a more detailed report on 
breastfeeding/obesity for circulation to the Board following the 
meeting.         

The Greater Manchester Board noted the contents of the report and the 
work ongoing.   

12/169 Integrated Plan Delivery Assurance Report 

Mr Heppolette presented the Integrated Plan Delivery Assurance Report 
which had been circulated with the agenda.   

In July 2012, the NHS Greater Manchester Board received a paper outlining:  

 How the delivery against the objectives in the Greater Manchester 
Integrated Plan could be measured to provide assurance of delivery to 
the Board  

 How the delivery of the operational objectives would provide assurance to 
Board on the mitigation of its high level strategic risks   

It was agreed that the Board would receive quarterly reports and this was the 
second of those reports.   

The NHS Greater Manchester Board noted: - 

 The content of the paper  

 The current reporting requirements of NHS North West 

 The process being developed as outlined in the paper to move to 
the new arrangements between the Greater Manchester Local 
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Area Team and the CCGs  

 The progress being made and position against the delivery of the 
objectives of the Greater Manchester Integrated Plan 2012/13  

12/170 Finance Report 

Mrs Yarwood presented the Finance report which had been circulated with 
the agenda.  The paper provided an update on the financial position of the 
ten Greater Manchester PCTs for six months of 2012/13.  Mrs Yarwood 
highlighted the following key risk areas: - 

 There were a number of financial risks that had been included in the 
PCTs’ forecast financial position.   

 Particular issues were highlighted in relation to Trafford’s financial 
position and in Heywood Middleton and Rochdale where a risk had been 
identified in terms of the PCT fully delivering its expenditure plans.  
However, the magnitude and certainty of these risks was variable.  Each 
PCT had assessed the risks applicable to their financial position and 
commissioned services.  Whilst some risks were specific to particular 
PCTs, the risks relating to secondary care contracts, prescribing spend 
and QIPP delivery were common to most PCTs. 

 That the amount set aside for redundancy and transition costs will be 
insufficient.  Modelling was now being undertaken as the consultation 
document had been published, and the Local Area Team structures had 
now been released.  Localities should be able to quantify the likely extent 
of redundancy costs by mid November 2012.   

 Applications for retrospective claims for NHS continuing healthcare 
closed on the 30th September 2012.  This deadline was for people 
wanting to claim back care home fees they believed were wrongly 
charged for full time care between 2004 and 2011.  Several localities had 
identified risks of additional payments.  Continuing Care teams will be 
assessing the claims in more detail as the year goes on so our estimate 
of the financial impact will become clearer.    

Dr Burrows enquired as to the potential pressure across Greater Manchester 
in relation to continuing healthcare cases.  Mrs Yarwood indicated that this 
could be up to £8m.    

Dr Burrows requested an update on the QIPP programme.   

Mrs Yarwood informed the Board that she had regular meetings with 
organisations.  Mrs Yarwood had written to the organisations showing 
slippage in their QIPP Programme, requiring them to submit a recovery plan 
for the schemes that were currently slipping.   

Mrs Yarwood agreed to bring back an update report to the next meeting 
regarding the key risk areas highlighted, including submission of the QIPP 
recovery plans.  

Action: Mrs Yarwood to bring back an update report to the next Board 
meeting regarding the key risk areas highlighted including submission 
of the QIPP Recovery Plans.  

The NHS Greater Manchester Board: - 

 Noted the contents of the report.  
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 Recognised the risks associated with the delivery of the revenue 
control totals in each PCT which the system is required to 
deliver.  

 Recognised the risk around capital and support the NHS Greater 
Manchester Executive Team in ensuring delivery of capital 
schemes in each of the localities.   

12/171 GM QIPP Progress Update  

Ms Williams presented the QIPP Progress Update report which had been 
circulated with the agenda.  The purpose of the report was to provide an 
update on the Quality, Innovation, Productivity and Prevention (QIPP) 
Programme.  The report was intended to be used for information purposes, 
as well as outlining any risks or issues to the Board for its consideration.  
The work streams reported to the Board were: - 

 Greater Manchester Cluster QIPP Finance.   

 Greater Manchester QIPP Milestone Achievement.     

 Greater Manchester Tracker supplementary information 

Mr Atherton requested an update on progress at the next Board meeting.    

The NHS Greater Manchester Board noted the content of the QIPP 
Progress Update Report.   

 PROCESS 

12/172 Board Assurance Framework  

Mr Bellingham presented the Board Assurance Framework report which had 
been circulated with the agenda.  The report summarised the “top” risks 
facing NHS Greater Manchester, which had been drawn from the content of 
the Board Assurance Framework.  The report also included a risk 
assessment and a RAG rated position for each of the Greater Manchester 
shadow CCG localities.  Where a risk was held and managed at a Greater 
Manchester, Commissioning Support Unit or Direct Commissioning level, this 
was also depicted.       

It was proposed that a validation and confirmation process of the “top” risks 
is conducted to ensure the most pertinent risks have been captured on the 
Board Assurance Framework and are being appropriately managed.  The 
outcome of this process will be included in the next Board report for 
member’s consideration and approval.   

The “validated” risks will continue to be reported to the Board for oversight 
following continued progress updates as to the management of the “top” 
risks, at a locality, Commissioning Support Unit, Direct Commissioning or 
Greater Manchester level.    

Mr Bellingham invited questions on the content and substance of the report.  
No questions were raised.   

The NHS Greater Manchester Board: - 

 Noted the content of the report. 

 Validated and confirmed that the management of the risks 
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identified in the “top” risks report were the most pertinent to the 
achievement of the 2012/13 Operating Plan.      

 STRATEGY 

12/173 Healthier Together Communications and Engagement Update 

Ms Duggan presented the Healthier Together Communications and 
Engagement Update Report which had been circulated with the agenda.  
The report provided the Board with an update on overall progress with 
communications and engagement in relation to the Healthier Together 
Programme.  The report also outlined the Communications and Engagement 
Strategy and provided feedback on the public engagement events which 
took place in October 2012.  

Ms Duggan informed the Board that a Healthier Together “Vision” document 
would be submitted to the next Board meeting in December 2012.     

Mr Horrocks welcomed the thrust of the Communications and Engagement 
Strategy and suggested that Healthier Together should be further prioritised 
within NHS Greater Manchester. 

Mr Horrocks proposed a strategy for engaging with the media should be 
implemented as a priority, with the support of clinicians, to ensure a 
consistent message is cascaded that this was not a cost cutting exercise and 
would improve services for the Greater Manchester population. 

Mr Atherton and Dr Patel supported Mr Horrocks’ proposals.     

Dr Burrows commented that it was also imperative that CCGs were fully 
briefed on Healthier Together.  In addition, NHS Greater Manchester should 
work with staff who could be advocates for promoting this service.  Mrs  
Bennett had some good ideas as to how this could be progressed.      

Dr Burrows fed back that he had recently met with local MPs and overall it 
had been a very successful meeting.  Dr Burrows will continue to meet with 
the MPs to maintain that type of engagement.      

Ms Duggan wished to assure the Board that a lot of work had gone into 
working with Greater Manchester localities over the last 18 months.  Further 
work would be done with the acute trusts going forward.          

Professor Fairhurst suggested Ms Duggan could tailor the Healthier 
Together communications for Foundation Trust governors.    

The NHS Greater Manchester Board welcomed the report and 
engagement work undertaken to date with localities.       

 TRANSITION 

12/174 Transition Report  

Dr Burrows introduced the report.  The paper provided an overview of the 
NHS Greater Manchester Transition Programme with a summary of work 
carried out during September and October.  The report provided an update 
on:-   
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 The progress made in consultation with staff side colleagues on the 
impact of the changes required to deliver the new commissioning 
architecture. 

 Approach to managing the handover of accountability from existing to 
new management arrangements (“flipping the system”).    

 Specific progress on the establishment of new receiving organisations 
across NHS Greater Manchester. 

 The proposed approach for delivering later stages of the Transition 
Programme and the current and emerging risks to successful delivery of 
the programme. 

The Board noted the following work that needed to be undertaken: - 

 The collective consultation with staff side that had been completed on 6th 
November 2012 as planned 

 Agreement to be reached with staff side that all roles across NHS Greater 
Manchester receiving organisations can commence to pooling, matching 
and filling of posts 

 The programme to develop mitigation plans that will help to confirm the 
futures for Greater Manchester staff in line with national timescales by 
31st December 2012.     

The following concerns were raised and discussed at the Board meeting: -   

 Staff will need to be given 3 months notice prior to the demise of PCTs 
informing them of potential redundancy.  Letters will therefore need to be 
issued over the Christmas period to ensure all staff receive a letter by the 
31st December 2013.   

The Board acknowledged that NHS Greater Manchester had a duty of 
care to all staff who will receive letters notifying them of potential 
redundancy and to managers who will be involved in this process.  

Professor Fairhurst commented that this was going to be a difficult time 
for everyone involved in the process and said that colleagues from NHS 
Greater Manchester should not be held culpable for the time frame within 
which they are being asked to work.    

 A number of key issues/risks had been highlighted to NHS North of 
England.  For example, the Public Health team had identified a 
discrepancy in the initial financial exercise which now required a national 
solution.  This issue needed to be resolved as a matter of urgency. 

The NHS Greater Manchester Board noted the progress made during 
this reporting period (September and October 2012), and the 
challenges to programme delivery presented by key programme risks 
including: - 

 Late delivery of structures and job descriptions for some receiving 
organisations outside the direct control of NHS Greater Manchester.   

 The significant demand on the time of senior managers to continue 
delivery of existing business whilst supporting the process to fill 
posts within new structures.   

Dr Burrows thanked the Executive Team members in part for the work they 
had done to finalise the new structures.   
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12/175 Clinical Strategy Board Report  

Dr Patel presented the Clinical Strategy Board Report.  The purpose of the 
report was to inform the NHS Greater Manchester Board of the recent 
business of the Clinical Strategy Board.  The report covered the 4th 
September 2012 and the 2nd October 2012 meetings of the Clinical Strategy 
Board.     

The NHS Greater Manchester Board noted and approved the contents 
of the report.   

12/176 Service Transformation Report  

Ms Williams presented the Service Transformation Report.  The purpose of 
the report was to provide an update to the NHS Greater Manchester Board 
on the progress of the key service transformation work streams of Healthier 
Together, Making it Better, Healthy Futures, the New Health Deal for Trafford 
and Major Trauma Network programmes.     

Ms Williams highlighted the following: - 

Healthier Together Programme: Following the identification of the original 8 
clinical workstreams, there had been a significant amount of clinical and 
public involvement in the programme.  This process had identified the clinical 
cases for change and the vision for the services.  It had become apparent, 
however, that some of the workstreams would have greater impact by being 
combined and a number of other priority areas had been identified.  The 
Board was asked to note the following changes: - 

 Urgent and Emergency Care to include Acute Medicine 

 Primary Care to include Long Term Conditions 

 Neurosciences was to be separated from Long Term Conditions as a 
separate workstream 

 A new workstream of Medicine and Frail Elderly was to be included  

 Rehabilitation was to be included with Medicine and Frail Elderly 

 A new workstream for Mental Health was to be included       

Making it Better: Following the successful completion of the first staged 
ramp up of care delivered in the neonatal unit at the Royal Oldham Hospital 
on 3rd September 2012, the NICP Delivery Group had been assured that the 
unit had been functioning well with the increased activity and acuity, with an 
average occupancy of 83% (70% intensive care, 76% high dependency and 
87% special care.  The Neonatal Network continued to monitor activity levels 
at all Greater Manchester units on a regular basis. 

The work of the Delivery Group had now shifted to preparations for the full 
opening of the unit as a Neonatal Intensive Care unit comprising 37 cots 
(configured as 9 x intensive care, 9 x high dependency and 19 x special 
care) in the new custom-built women and children’s unit.  It was currently 
planned that the unit will transfer to the new build on 3rd December 2012, 
with the additional capacity opening on 10th December 2012.   

Recruitment for both medical and non medical staff was regularly monitored.  
A large proportion of the required neonatal nurses had been appointed 
following the September recruitment cycle.  A detailed Royal Oldham 
Hospital Communications Plan had been reviewed by the Delivery Group 
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and a “Go Live” Plan detailing the work was underway to outline the quality 
requirements and document the risks of transition and migration and an 
update will be provided to the next Specialised Commissioning Operational 
Group.               

The NHS Greater Manchester Board noted the contents of the report 
and specifically noted the changes to the Healthier Together 
Programme.     

 MINUTES AND REPORTS  

12/177 Commissioning Support Unit Development Board   

The NHS Greater Manchester Board received and noted the contents of the 
Commissioning Support Unit Development Board minutes of the meeting 
held on the 23rd August 2012.       

12/178 Direct Commissioning Board Report 

The NHS Greater Manchester Board received and noted the contents of the 
Greater Manchester Direct Commissioning Board minutes of the meeting 
dated 11th July 2012.     

12/179 CCG Governing Body Meeting Summary Document  

The NHS Greater Manchester Board received and noted the contents of the 
CCG Governing Body Summary Documents.  The Board noted the link to the 
Board Assurance Framework in assuring the Board.   

12/180 NHS Greater Manchester Remuneration Committee Minutes – 12th July  
2012 

The NHS Greater Manchester Board received and noted the contents of the 
minutes of the meeting held on the 12th July 2012.    

12/181 North of England Specialised Commissioning Meeting Minutes – 13th 
July 2012 

The NHS Greater Manchester Board received and noted the contents of the 
minutes of the meeting held on the 13th July 2012.      

 FOR INFORMATION 

12/182 Any other business  

LAT office move to central Manchester    

Dr Burrows informed the Board that it was his intention to establish the 
Greater Manchester LAT Office at NHS North of England, 3 Piccadilly Place, 
Manchester with effect from the 26th November 2012.  It was the intention to 
move NHS Greater Manchester at the same time.   

The Board was informed that future NHS Greater Manchester Board 
meetings will continue to be held at St James’ House, Pendleton Way, 
Salford.     
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12/183 Date and Time of Next Meeting  

13th December 2012 – 2 pm – venue St James’ House, Pendleton Way, 
Salford M6 5FW.   
 
Exclusion of Press and Public  

To resolve that publicity would be prejudicial to the public interest by reason 
of the confidential nature of the business to be transacted and that the public 
be excluded. 
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Minutes  
  

NHS Greater Manchester Board Meeting (Part I) 
 
Date: 13th December 2012 
Venue: Salford Suite, St James House, Pendleton Way, Salford, M6 5FW  
 
Present:  Professor Eileen Fairhurst - Chairman  

Mr Terry Atherton – Non-Executive Director  
   Dr Mike Burrows - Chief Executive 
   Mrs Claire Yarwood - Director of Finance 

Mr Warren Heppolette - Director of Policy and External Relations 
Mrs Patricia Bennett - Director of Nursing and Quality  

   Mr Kevin Moynes – Director of HR and OD  
   Mr Alan Stephenson – Non-Executive Director 

Mr Rob Bellingham - Board Secretary  
Ms Melanie Sirotkin – Director of Public Health 
Mr Paul Horrocks – Non-Executive Director 
Ms Leila Williams – Director of Service Transformation 
Mr David Edwards – Non-Executive Director  
Mr Michael Greenwood – Non-Executive Director  
Dr Kailash Chand – Associate Non-Executive Director 

 
   No members of the public/ NHS Staff were in attendance 
 

Minute 
No 

Item 

12/184 Welcome/Apologies for Absence 

Professor Fairhurst welcomed everyone to the NHS Greater Manchester 
Board meeting.   

The following apologies were noted by the Board: - 

Dr Raj Patel – Medical Director  
Mr Riaz Ahmad – Non-Executive Director 
Ms Evelyn Asante Mensah – Non-Executive Director  
Mr Stephen Pleasant – Chief Executive, Tameside MBC 
Cllr Cliff Morris – Association of Greater Manchester Authorities (AGMA) 

12/185 
 

Declaration of Interests 

Dr Chand expressed a potential conflict of interest following his recent 
appointment as the Deputy Chair of the BMA.   

12/186 Matters Arising  

12/135 Age related macular de-generation    

In response to the query raised by Mr Greenwood with regard to the usage 
and costs of specific drugs in the treatment of age related macular 
degeneration, Dr Burrows informed the Board that this matter was currently 
being looked into by Medicines Management.  The Board will be kept 
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informed of developments.       

 PERFORMANCE 

12/187 Performance Report 

Mr Heppolette presented the Performance Report which had been circulated 
with the agenda.  For ease of reference, the report had been split into two 
sections: - 

 Overview of the North of England Performance Dashboard and key 
performance areas 

 Analysis of the related information 

The Board were informed that the North of England Performance 
Dashboard, November 2012, indicated overall NHS Greater Manchester 
performance had remained at amber.  The performance of individual 
localities continued to decline specifically due to A&E performance, C-Diff 
and Category A Ambulance times.   

It was important to note that the North of England Performance Dashboard 
described the position by PCT.  Where references relate to the declared and 
published performance position, the report retained that consistency.  
However, where the report described interventions and actions underway, it 
did so in relation to the CCGs as this more accurately reflected the 
ownership and leadership of recovery actions.      

The following points were highlighted to the Board: - 

Referral to Treatment (RTT): As expected, and in line with recovery plans, 
all Trusts had sustained aggregate performance.  The delivery of individual 
specialty targets was being addressed by all commissioners.     

Mr Heppolette informed the Board that there was an emerging picture of 
backlogs occurring at Bolton NHS Foundation Trust.  A meeting had been 
scheduled to take place on 21st December 2012 with the Trust’s Turnaround 
Director, Bolton CCG Chief Operating Officer, and SHA colleagues to 
discuss the Trust’s performance further.   

52 week waiters: Significant progress continued to be made on reducing the 
number of 52 week waiters in Greater Manchester with the numbers over 52 
weeks reducing from 83 in August to 27 at the end of September.   

Diagnostics: Ashton, Leigh and Wigan failed the diagnostics target in 
September.  However, this has now been addressed and interim data 
highlighted achievement for all commissioners and providers in October.  

Performance on Cancer: The Greater Manchester and Cheshire Network 
had confirmed Q2 achievement of the 62 day cancer target.  However, the 
target was not achieved by Tameside.  An action plan was in place and it 
was expected that performance would be achieved in Q3.     

A&E: This was a growing area of concern.  Stockport Foundation Trust’s 
performance was fragile and was projected to fail the 4 hour target in Q3. 
However, recovery plans were in place. 

University Hospital South Manchester’s (UHSM) deterioration in performance 
had continued and it was anticipated that the Trust would fail the target in 
Q3.  Performance Management had been escalated to address the position 

21



 Page 3 of 7 

at UHSM.  A meeting with the Chief Executive had been scheduled.   

Tameside failed to deliver against target in October but will achieve the 
performance standard in November.     

Mr Atherton was concerned that UHSM continued to work above their 
capacity which would have an impact on both their current/future 
performance until they increased their capacity.   

Mixed Sex Accommodation (MSA) Breaches: This position had much 
improved across Greater Manchester although 4 breaches were recorded in 
September.       

CDiff: Performance is below trajectory in September although there was 
variation by locality.  Pennine Acute and Bolton were providers that continue 
to be of concern together with the volume of incidences over trajectory being 
recorded at Ashton Leigh and Wigan PCT.    

Activity: All key activity indicators highlighted that the variance between 
actual and plan had narrowed in September.  This pattern was replicated 
across all localities.   

Health Visitors: The manual and recorded data return highlights improved 
performance and the trajectory has been achieved.   

Health Checks: Three commissioners were highlighted as outside of 
trajectory.  Oldham and Bury, both of whom have action plans to ensure 
performance will be achieved by the end of the year.  Bolton’s rating of red 
relates to a recording issue and a resolution was being explored with NHS 
North West, the commissioner and NHS Greater Manchester to accurately 
reflect performance.        

NWAS: Greater Manchester is still seeing ambulance activity above plan 
cumulatively.  October performance for Greater Manchester against the 8 
and 19 minute targets was 74.0% (not achieved) and 94.1% (not achieved) 
respectively and cumulatively stands at 76.8% and 95.0% (achieved) and 
95.0% (achieved) at the end of October.   

Mr Heppolette commented that monthly face to face meetings with NWAS 
were taking place to understand the drivers that affect ambulance 
performance for each CCG.  In addition, Mr Heppolette had been invited to 
attend the Urgent Care Board meetings to enable him to get a better 
understanding of the issues.  

Stroke: The stroke target was heading in the right direction.  A revised focus 
is to be placed on stroke by NHS Greater Manchester for Q3 and Q4 
performance.    

Following a concern raised, Mr Heppolette wished to assure the Board that 
in terms of winter preparedness, each locality had introduced a winter 
planning checklist and guidance regarding escalation procedures which had 
been reviewed and approved by the Resilience Team.  This will be followed 
up to check that the escalation procedures were being implemented.    

The Board were also concerned that the 3 Manchester CCGs had not come 
together and formed a single Programme Board regarding the management 
of unscheduled care and to consider the totality of the system issue.   

Mr Heppolette informed the Board that NHS Greater Manchester had written 
to all GPs in each locality requesting they confirm that their practice will 
remain open on Christmas Eve and New Year’s Eve.      
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Mr Horrocks referred to the NWAS statistics compared to last year and was 
concerned that the emergency call outs this year had significantly increased 
during a period when we had had no snow. 

Mr Stephenson suggested we need to compare the data “like for like” and a 
better comparison would be to look at the demand on the ambulance service 
two years ago when we had a significant amount of snow.   

The NHS Greater Manchester Board noted the content of the report and 
endorsed the interventions required to address the areas of under 
performance outlined in the performance report.     

 FINANCE  

12/188 Finance Report 

Mrs Yarwood presented the Finance report which had been circulated with 
the agenda.  The paper provided an update on the financial position of the 
ten Greater Manchester PCTs for seven months of 2012/13.  Mrs Yarwood 
highlighted the following: - 

 Redundancy Costs: It was anticipated that the amount set aside for 
redundancy costs should be adequate.  The figure continued to be 
refined based on the information obtained from the Human Resources 
Department.       

 Transition Budget: The transition budget continues to be monitored by 
the Transition Programme Board.  Given that the voluntary redundancy 
and retirement scheme was currently under way, more detailed 
information will be presented to the Board in January 2013.    

 Retrospective Claims for Continuing Healthcare: Applications for 
retrospective claims for NHS continuing healthcare closed on the 30th 
September 2012.  This deadline was for people wanting to claim back 
care home fees they believed were wrongly charged for full time care 
between 2004 and 2011.  Continuing Care teams were continuing to 
assess the claims received and further adjustments to the estimates were 
expected.   

Mrs Yarwood informed the Board that to date, approximately 3000 
retrospective claims had been received across Greater Manchester.   

The Board were informed that there was a second deadline of the 31st 
March 2013 for submitting retrospective claims which relate to this 
financial year.  It was not yet known what volume of additional claims will 
be received.  There was a risk that significant claims at 31st March 2013 
could affect achievement of target surpluses.   

The full extent of these cost pressures was not yet reflected in every 
locality’s financial position.  All localities were working to determine the 
likely financial impact as a matter of urgency and further contingencies to 
absorb this in the financial positions were being developed.     

A particular issue was highlighted in relation to Trafford’s financial 
position.  The PCT had reduced its surplus target to £500K to try to 
balance its financial position to compensate for the escalating continuing 
health care claims pressure.      

 Locality Finance Teams: A concern was raised with regard to the 
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capacity of the locality finance teams to continue to manage during 
transition due to staffing moving on to alternative employment.  For 
example, staff from Salford, Heywood Middleton and Rochdale, and 
Tameside and Glossop, had recently been recruited by the CSU.  Agency 
staff were therefore being recruited to assist with the work.      

 QIPP: Three localities were currently behind their planned savings to date 
and one locality was forecasting a year end shortfall.  Following the last 
Board meeting, the localities had been asked to submit recovery plans by 
30th November 2012.   

The Board were informed that the recovery plans had been received and 
reviewed by the NHS Greater Manchester finance team.  The plans will 
continue to be closely monitored and Executive to Executive meetings 
with the CCGs had taken place.       

The NHS Greater Manchester Board: - 

 Noted the contents of the report.  

 Recognised the risks associated with the delivery of the revenue 
control totals in each PCT which the system is required to 
deliver.  

 The recommendation to approve the expenditure of £2,610K in 
respect of the IT business cases was discussed and approved at 
Part II of the Board.       

12/189 Accommodation Requirements – Psychological Therapies  

Mrs Yarwood presented the report “Accommodation Requirements – 
Psychological Therapies”.  The Board were informed that the Psychological 
Therapy Services was transferred from Bolton Primary Care Trust as part of 
the Transferring Community Services Programme in 2011. 

The NHS Greater Manchester Board: - 

 Noted the process now underway to transfer the Psychological 
Therapy Services from Bolton Foundation NHS Trust to Greater 
Manchester West NHS Foundation Trust 

 Supported the amendments to the accommodation agreement in 
place with Bolton Hospitals NHS Foundation Trust    

 Supported the signing of the agreement for accommodation to be 
put in place with Greater Manchester West NHS Foundation Trust  

12/190 Swinton Gateway Development  

Mrs Yarwood presented the paper which set out the plans to develop a new 
health and social care centre in Swinton.  The details of the scheme were set 
out in the business case (Appendix 1 of the report).  Funding of the scheme 
would be provided by Salford PCT as set out in the financial plan that was 
previously approved by the NHS Greater Manchester Board.  The paper 
sought approval from the Board to commit £5m from the revenue resources 
of Salford PCT.  

If the proposed development was approved, it would provide excellent 
modern accommodation in a key area of the city and would enable further 
joint working between health and the local authority which had already been 
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seen in the other Gateway centres that had been operational for a number of 
years.      

The NHS Greater Manchester Board approved the proposal to commit 
£5m from the revenue sources of Salford PCT.      

 PROCESS  

12/191 Authorised Officer for Transfer Documents    

Mrs Yarwood presented the paper which provided an overview of the NHS 
Greater Manchester PCT Closedown Programme and proposed governance 
framework to support the effective closedown of the ten Greater Manchester 
Primary Care Trusts and the appropriate transfer of staff, land, buildings, 
clinical and non-clinical contracts, assets, liabilities via designated Transfer 
Schemes.   

The Board were informed that the Department of Health published the 
“Handover and Closedown Guidance” on the 25th October 2012.  The 
guidance identified the required transfer documentation that will need to be 
completed and the timelines that need to be followed together with 
requirements for the formal appointment of Authorised Officer/Signatories. 

The Board was specifically requested to appoint the NHS Greater 
Manchester Chief Executive and Director of Finance as the Authorised 
Officers/signatories for the ten individual Greater Manchester Primary Care 
Trusts, as required of each Primary Care Trust as a “sending organisation” 
by the Department of Health guidance.       

The Board were assured that the PCT Closedown Programme had been 
established within the overall NHS Greater Manchester Transition 
Programme as part of the assurance mechanism to provide confidence that 
by the 1st April 2013 all Greater Manchester Primary Care Trusts as “sending 
organisations” had transitioned their functions, closed down and empowered 
the appropriate “receiving organisations” to operate the transferred functions 
as from day one.  A Programme Manager had been appointed who was 
supported by PA Consulting, a Senior Manager and a Specialist Records 
Manager.  This central team will ensure that all relevant guidance, support 
and advice are disseminated to the individual Primary Care Trusts to ensure 
the submission of the required Department of Health returns.  These returns 
will be used by the Department’s legal team to populate the necessary 
Transfer Schemes.       

The NHS Greater Manchester Board: -  

Approved the appointment of the NHS Greater Manchester Chief 
Executive and Director of Finance as the “Authorised Officers” to 
submit the Transfer Schedule instructions in respect of the Department 
of Health guidance on behalf of the following ten Greater Manchester 
Primary Care Trusts (Manchester, Salford, Trafford, Stockport, 
Tameside and Glossop, Ashton Leigh and Wigan, Heywood, Middleton 
and Rochdale, Oldham, Bolton and Bury).     

 FOR INFORMATION 

12/192 Any other business  

12/193 Date and Time of Next Meeting  
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24th January 2013 – 2 pm – venue <insert new details of venue>. 
 
Exclusion of Press and Public  

To resolve that publicity would be prejudicial to the public interest by reason 
of the confidential nature of the business to be transacted and that the public 
be excluded. 
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 Report of the Chief Executive 
 
 
1. Handover and close down guidance 
 

1.1 Handover and close down guidance has been published for strategic health authorities 
(SHA) and primary care trusts (PCT) transition directors and governance leads.  The 
guidance fits with the transition communications planning for a secure transition to the new 
health and care system. 

 
1.2 The first document, the transfer of intellectual property rights and related assets, contains 

guidance and information on the principles and strategy for the handover of intellectual 
property rights currently held by SHAs and PCTs that will be transferred to new and existing 
NHS organisations. 

 
1.3 The second transfer document, Identifying legal title in assets and liabilities and completing 

transfer documentation, provides guidance to assist SHAs and PCTs prepare the 
instructions to Department of Health legal for the drafting of the transfer schemes under the 
Health and Social Care Act 2012. 

 
1.4 The guidance documents are available at: 
 http://www.dh.gov.uk/health/2012/10/handover-guidance-transition/ 
 
 
2. Delivering excellent children’s wheelchair services for the whole of Greater 

Manchester – ‘child in a chair in a day’ 
 

2.1 In October 2012 a decision was taken not to include children’s wheelchair services in the 
programme to extend choice and competition in community services through the 
procurement process – Any Qualified Provider (AQP) across GM.  However since then, 
consideration has been given as to how to ensure all children in GM who require a 
wheelchair, receive the same standard of service quality. 

 
2.2 Building on the high impact innovation of child in a chair in a day – as detailed in the report 

‘Innovation, Health and Wealth’ (Dec 2011), the children’s commissioners across Greater 
Manchester are undertaking a baseline assessment of current service provision to 
understand where, if required, the levelling up and standardisation of service provision 
would need to take place to deliver excellent wheelchair services across GM. 

 
2.3 Lead commissioners for children’s services want to ensure that all children who require a 

wheelchair receive a consistent high quality service regardless of where they access 
services, that children receive a wheelchair that meets their individual needs in as short as 
timescale as appropriate and that the children, young people and their families have access 
to timely follow up care as required. 

 
2.4 Lead commissioners for children’s services have baselined current service provision and 

compared all the GM services to each other and against the outline requirements as 
detailed in the high impact innovation – child in a chair in a day.  This was completed as at 
the end of November. 
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2.5 The baseline assessment will be used by commissioners to understand and agree where 
they can focus their collective efforts and share best practice to ensure all services deliver 
to a consistent and agreed high standard. 

 
2.6 This information will be used to inform a workshop with providers, commissioners, child 

wheelchair users and their families to review the current; and agree the future service 
model. 

 
2.7 The children’s commissioners aim to agree an action plan across all stakeholders by end 

March 2013 to clarify the standards and service models that all services will be expected to 
work to and the roles and responsibilities to deliver the actions identified. 

 
2.8 Actions to be delivered: 

• Baseline assessment of current service provision across GM – End November 2012 – 
COMPLETED 

• Lead commissioners agree areas for focus – End Dec 2012 
• Lead commissioners organise trip to Tower Hamlets – End January 2013 
• Lead commissioners organise workshop – March 2013 
• Lead commissioners agree next steps and action plan based on outcome of workshop – 

End March 2013 
 
 
3. Clinical Commissioning Group Running Cost Allowances 2013/14 
 
3.1 The NHS Commissioning Board has published revised CCG running costs allowances 

(RCAs) for 2013/14. 
 
3.2 The RCA for a CCG in 2013/14 has been set at a maximum of £25 per head of population 

per year and this money forms a part of the total allocation which will be communicated to 
each proposed CCG in December 2012.  In May 2012, the NHS Commissioning Board 
Authority published indicative allowances for each CCG based on the population data 
available at that time. 

 
3.3 The publication of the Office of National Statistics’ 2013 population estimates, based on the 

2011 consensus, has enabled the Department of Health to provide a revised, up-to-date set 
of running costs for CCGs.  The figures will continue to be revised each year as the ONS 
revises its population estimates for the following year. 

 
3.4 Most CCGs will receive a higher RCA total under these new arrangements, although there 

are some areas where there has been a reduction in the project population, and 
consequently local CCGs will receive a lower overall RCA. 

 
3.5 The full list of allocations and further information is available at: 
 http://www.commissioningboard.nhs.uk/2012/11/09/ccg-rca/ 
 
 
4. Chief Medical Officer’s Report 
 
4.1 The Chief Medical Officer, Professor Dame Sally Davies, has published her first annual 

report highlighting the need to stop the rising tide of liver disease amongst a number of 
other key recommendations. 

 
4.2 The report, which is the first of two volumes, provides a comprehensive picture of England’s 

health by bringing together a number of data sources in one place. It is designed to be used 
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by local authorities and Public Health England as they take on their new role to improve the 
health of local populations.  

 
4.3 Volume two will be published early next year, focusing on infections. 
 
4.4 The full report http://www.dh.gov.uk/health/2012/11/cmo/ 
 
 
5. Consultation on New Protections if Care Providers Fail 
 
5.1 Care and Support Minister, Norman Lamb, today launched a 12 week consultation on new 

measures to protect people who rely on care services in the event of provider failure. 
 
5.2 Following the problems caused by the collapse of care provider Southern Cross, the 

government promised to consider the introduction of better oversight of the social care 
market. 

 
5.3 Under the proposals the Government would also introduce regulation of major care 

providers and, if a provider failed, there would be plans to support a well-managed exit. 
 
5.4 The plans announced today, include measures to: 
 

• oversee financial performance of providers;  
• challenge business models to make sure they can support the delivery of quality care 

services;  
• ensure businesses develop plans to recover from financial distress;  
• provide the regulator with information to develop contingency plans with local authorities for 

continuing care in the event of a failure;  
• coordinate and communicate with local authorities and relevant parties in the event of 

failure to ensure people’s care and support needs continue to be met.  
 
5.5 If these proposals are taken forward, the legislation would come into force with the Care 

and Support Bill in April 2015, subject to parliamentary approval. 
 
5.6 The Department is seeking views on the plans from care providers, service users, investors 

and others involved in the social care sector. The 12 week consultation ends on Friday 1 
March 2013. 

 
5.7 Further details are available at http://www.dh.gov.uk/health/2012/12/provider-failures/ 
 
 
6. Health Gateway Review 
 
6.1 A Health Gateway Review visit, for the Healthier Together Programme, took place between 

Wednesday 28th November to Friday 30th November 2012.  Led by a Review Team of four, 
this was a ‘Level 0: Strategic Assessment’ with the purpose of gaining an independent view 
of the current progress of the programme and for Dr Mike Burrows, as Senior Responsible 
Officer (SRO), to receive a ‘confidence check’ that the programme will deliver its intended 
outcomes within the defined timelines. 

 
6.2 The Review Team were asked, in particular, to: 
 

 Confirm programme governance arrangements are robust and understood by stakeholders 
and enable the end stage of a clinical redesign strategy that is ready for consultation by 
May 2013. 
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 Confirm level of stakeholder engagement in the process is appropriate to achieve the 
mandate of clinical strategy ready for public consultation by Spring 2013. 

 Confirm key stakeholders have a common understanding of the Healthier Together 
Programme. 

 
6.3 Over the three day visit, interviews were held with 18 key stakeholders, which included 

Clinical Champions for the programme workstreams, CCG Chair and Acute Trust Chief 
Executive representation.  A review report, containing recommendations, was presented to 
Leila Williams on the final day of the review. 

 
6.4 The review highlighted seven process risks to be overcome and a full report will be brought 

to the February 2013 meeting of the Board setting out the action plan in response to their 
recommendations.  The Executive Team is confident that matters are in hand to address 
the recommendations in a timely manner. 

 
 

7.  NHS Greater Manchester Mid-Year Performance Review 
 
7.1 In view of transition pressures the NHS North of England has dispensed with the mid-year 

performance review meeting but has communicated their position in relation to the mid-year 
performance on target delivery from NHS Greater Manchester. 

 
7.2 Overall the review letter recognises the tremendous amount of effort and hard work 

evidenced in the progress that has been made in general across Greater Manchester.  
There remain real concerns in relation to the performance of accident and emergency and 
some other areas of performance.  The Board of NHS Greater Manchester has been well 
sighted on the areas of performance of concern and the action plans being implemented to 
tackle these areas of under-performance. 

 
 

8.  Awards 
 
8.1 Chewing Tobacco Project in Hyde 

 
It was noted that the Chewing Tobacco project in Hyde has won a NW Public Health 
award.  This was led by the Smoke-free Tameside Alliance and Elaine Michel will be jointly 
presenting the project to the NW Conference next month.  This integrated project is jointly 
led by the Health Improvement Team’s oral health section, community health development, 
Hyde Community Action and Trading Standards in Tameside MBC. 
 

8.2 Wealth Health and Wellbeing Project 
 

The Health, Wealth and Wellbeing project was commended in the NW Public Health awards 
category - Addressing Inequalities.  This is a community outreach project led by the Health 
Improvement team to support people with debt advice, affordable warmth, health 
improvement, volunteering and signposting for support.  It reaches individuals and families 
who do not traditionally use services. 

 
8.3 NHS North West Excellence in HR Awards 
 

At the annual NHS North West Excellence in HR Awards held on the 5th December 2012, 
Kevin Moynes won the award in the category of HR/OD Role Model/Contribution to 
Profession.  
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8.4 Particular reference was made to Kevin's contributions to the development of the GM HR 
Shared Service and HR Transition Team in the context of the ongoing organisational 
change and Kevin was commended as a role model for HR professionals both within and 
outside of the NHS. The judges were also impressed with Kevin's commitment to staff 
development and sharing best practice across organisations. 

 
 

9. Closedown of PCTs - Accountability 
 
9.1 The requirement for Audit Committee oversight of the accounts will continue also and the 

expertise of current Audit Committee members will be drawn upon to form sub-committees 
of the Department of Health’s own Audit and Risk Committee.  It is anticipated that this 
arrangement will provide a mechanism with the appropriate status to discharge the function.  
Non Executive Directors who will form the committees will need to be identified locally and 
will be sourced from existing PCT Cluster Audit Committees.   A minimum of three members 
of each PCT Cluster (two will be quorate) will be required with at least one with a knowledge 
of the cluster either as an existing member of its Audit Committee or the existing Chair of 
the PCT Cluster.  These positions will be appointed by the Department of Health’s 
Permanent Secretary following local nomination.  Further guidance will be issued 
imminently. 

 
9.2 On 19th December 2012, Janet Perry, the NHS Chief Financial Controller wrote to the NHS 

Commissioning Board Local Area Team Directors in their capacity as PCT Cluster 
Accountable Officers. The letter confirmed the accountability arrangements for the 2012/13 
final accounts and their role in managing the discharge of balances transferring to the 
Department of Health in early 2014.  The letter directs that Area Team Directors would 
continue to discharge their responsibilities associated with the closedown until completion, a 
period which will extend beyond 1st April 2013.  The timetable for production and audit of 
accounts extends until the end of July 2013.  This includes an appropriate mechanism for 
the scrutiny and sign off of the 2012/13 accounts.  Area Team Directors of Finance are 
required to set up delivery teams to undertake this work drawing these resources from 
successor bodies as appropriate.   
 

10. Specialist Cancer Surgery Services 
 
10.1 A huge commitment was made by the staff and external partners in our cancer system at 

the NHS Greater Manchester sponsored Cancer Summit (September 2012) which 
demonstrated a collective will to improve local services and to be recognised internationally 
for how cancer is managed and treated across the conurbation. Following publication of the 
NHS Greater Manchester & Cheshire Cancer Vision (October 2012) actions are now being 
taken forward to deliver the commitments made as part of this process.  

 
10.2 On the 10th January the NHS GM Specialist Cancer Surgery Convention agreed a 

‘framework commissioning specification’ for the reconfiguration of: specialist hepato-
pancreatico-biliary (HPB) cancer surgery; specialist urological (URO) cancer surgery 
(prostate, bladder and renal); specialist gynaecological (GYN) cancer surgery; and, 
specialist oesophago-gastric (OG) cancer surgery. This clinically driven event agreed 
specifications that will see the delivery of world class services in the following configuration 
of services that go beyond minimum national standards.  

 
• HPB - a single Greater Manchester & Cheshire specialist surgical service operating 

from a single university teaching hospital site;  
• URO - a single specialist surgical service operating across two university teaching 

hospital sites plus the surgical service at The Christie; 
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• GYN - a single Greater Manchester & Cheshire specialist surgery service operating 
across two university teaching hospital sites; 

• OG - a single Greater Manchester & Cheshire specialist surgical service operating 
across two university teaching hospital sites.   

 
10.3 For this purpose the term "university teaching hospital" includes the University Hospital of 

South Manchester, Central Manchester University Hospitals, Salford Royal and The Christie 
only. Service provision will also require the development of academic and research links 
and integration with other providers across the whole cancer pathway including the full 
range of non-surgical treatments and diagnostics. For contracting purposes and to ensure 
the operationalisation of the single service model a Lead Provider and a single Clinical Lead 
will need to be identified for each service. 

 
10.4 The final commissioning framework specification agreed at the Cancer Surgery Convention 

will be recommended to the GM Clinical Strategy Group for endorsement in February after 
which the Shadow GM Cancer Provider Board will be required to identify the sites at which 
surgery will be undertaken and Lead Provider arrangements (February/ March). It is 
envisaged that where these sites meet the agreed specification, the proposals will be 
considered and endorsed for implementation during 2013, at the final NHS GM Board in 
March 2013. 

 
 
Mike Burrows 
Chief Executive 
January 2013 
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NHS GREATER MANCHESTER BOARD MEETING  
 
AGENDA ITEM NO: 7 
 
Date of Meeting: 24th January 2013  
 
 

 
REPORT OF: 
 

 
Medical Director 

 
DATE OF PAPER: 

 
11 January 2013 

 
 
SUBJECT: 
 

 
Report of the Medical Director 
 

 
IN CASE OF QUERY, PLEASE CONTACT 

 
Dr Raj Patel – 0161 625 7915 
 

 
 
PURPOSE OF PAPER: 

 
The purpose of the paper is to update the NHS Greater Manchester Board on the activities of the 
medical directorate. 
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Report of the Medical Director 

 

Executive Summary 
 
The purpose of this paper is to update the NHS Greater Manchester Board on the activities of the 
medical directorate. 

 

1       Clinical Strategy Board  
 
1.1  The Clinical Strategy Board has been established as a formal subcommittee of the Board of NHS 

Greater Manchester since April 2012. 
 
1.2 Discussions continue as to how the Clinical Commissioning Groups (CCGs) can build on the 

2012/13 partnership agreement to facilitate CCG collaboration post April 2013 and the transition 
arrangements working up to this date. 

 
1.3 The GM CCGs have commissioned external support to assist them in the development of 

proposals for how the CCGs will collaborate from April 2013. 
 
1.4 It has been agreed that this collaboration will be called the Association of GM Clinical 

Commissioning Groups (GMCCGs) 
 
1.5 A draft Association of CCGs Constitution has been completed and in December and January the 

Constitution is being considered by each CCG governing body for approval and comment. Those 
that have already discussed it have supported its approach.  A formal establishment agreement 
will be circulated to the CCGs for signature. 

 
1.6 The key content of the Constitution outlines that:   
1.6.1 The terms for the senior officers of the CCG should be senior clinical lead and senior 

management lead. 
 
1.6.2 The chair of the Association Governing Group (which will comprise both the senior clinical and 

managerial lead from each CCG) will be a clinical leader, that the chairmanship would be a time 
limited role and that there would be two vice chairs with staggered appointments to ensure 
consistency. 

 
1.6.3 The collaboration will be classified into two levels: 

 Level A: coordination and advisory.  On relevant issues the CCGs will work together but 
will action any agreed GM wide positions through the individual CCG functions, e.g. using 
identical terms in individual CCG/Trust contracts, which they will not delegate.  Decisions 
on these approaches will be made at the Association Governing group and any sub-
groups it establishes.   

 Level B: decision making.  For a limited number of key strategic issues which are likely to 
require a binding and legally robust agreement across all CCGs, the CCGs will appoint a 
lead CCG with delegated functions for a specific issue (e.g. a public consultation such as 
Healthier Together).  The lead CCG will in turn appoint and sub-delegate the functions to a 
committee whose members will be the Association members.  
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1.6.4 It has been confirmed that the proposed joint working arrangements would comply with the NHS 
Act 2006 as amended and would therefore be lawful, provided that each CCG included 
appropriate provisions in their constitutions.   

 
1.7 To take forward the proposal for joint working, a draft collaboration agreement for the 12 CCGs to 

agree and sign has been developed.  This is in effect an NHS contract between the CCGs.  Its 
purpose is to facilitate and confirm commitment to the governance mechanisms, so that the CCGs 
can mitigate against the risk of challenge based on governance errors. 

 
1.8 Expressions of Interest were requested for the chairman and vice chairs of the CCG Association.  

Elections for the vice chair will take place to ensure they are in place by end of January.  It was 
confirmed to the CSB January meeting, that Dr Hamish Stedman has been elected as the Chair 
of the Association of GM CCGs. 

 
1.9 The Board of NHS GM is asked to note that the Medical Director of NHS GM will retain 

membership of CSB until March 2013, but in order to facilitate the smooth transition to new 
arrangements, the newly elected chair of the CCG Association will take over chairing the 
February and March meetings.  The Terms of Reference of CSB will not be altered by these 
arrangements. In effect the existing and proposed new governance arrangements will run in 
parallel. 

 
1.10 The Clinical Strategy Board and its current governance will remain until March 2013 and the new 

CCG Association governance arrangements will replace these arrangements from April 2013. 
 
2 Greater Manchester CCG Council 
 
2.1  It was reported to the November Board, that the membership of the Council has been extended to 

include CCG Chief Officers.   
 
2.2 The November Council considered: 

 Future of Workforce and Education and proposals for Local Education and Training Boards 
(LETB). 

 CCG Association – progress and next steps 

 Future of Greater Manchester CCG Council 
 

2.3 The December Council considered: 

 EU Brussels Office proposal 

 CCG Association – progress and next steps 
 
2.4 The future of the Council has been considered as part of the CCG Association governance 

agreements and it was agreed that the December CCG Council was the last meeting of this 
Council, which will no longer meet.  

 
3  Healthier Together 
 
3.1 The Clinical Strategy Board continues to provide oversight to the development of the Healthier 

Together programme. 
 
3.2 The 30 October CSB considered the Healthier Together vision documents for six of the work 

streams: 

 Emergency General Surgery 

 Neurological Conditions 

 Children’s Services 

 Cardiac Imaging 
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 Cancer 

 Rehabilitation 
 

It concluded that as the contents of each of the vision documents was a work in progress, it could 
only note and endorse each GM Healthier Together vision document on the condition that caveats 
and enhancements as requested in the meeting were made, that the individual vision documents 
were brought together to develop the full Healthier Together vision and that all CCGs should 
consider and discuss the documents within CCGs to inform the developing vision.  

 
The CSB reaffirmed support for the principle of the programme and requested that the vision 
should describe excellence in service delivery, but that it does so in the context of quality, the 
evidence base and affordability. 

 
3.3 The 4 December CSB considered a further 2 of the Healthier Together vision documents: 

 Urgent, acute and emergency medicine 

 Primary care 
 

It concluded that it approved the vision documents with a list of amendments. 
 
3.4 The 5 February 2013 CSB will consider the final Vision document – Frail Elderly. 
 
4 Revalidation 
 
4.1  Revalidation for doctors started on 3 December 2012. This is a statutory process which requires 

licensed doctors to demonstrate on a regular basis, usually every five years that they are up to 
date and fit to practice. 

 
4.2  The General Medical Council (GMC) is in the process of writing to all UK licensed doctors to 

inform them of their revalidation date. The GMC aim is to revalidate all licensed doctors by March 
2018. All licensed doctors should have a date for revalidation by the end of January 2013.  It is 
expected that responsible officers and medical leaders will revalidate first by March 2013. The 
majority of other doctors will then revalidate over the next three years.  Around 20% of licensed 
doctors can expect to be revalidated in year one (April 2013 to March 2014) with 40% in year two 
and the remaining 40% in year 3.     

 
4.3  There is a single NHS Greater Manchester Appraisal and Revalidation policy in place, operated 

across the ten localities. Seven responsible officers oversee the process of appraisal and will 
make the necessary recommendations to the GMC.  The GM Area Team will be responsible for 
the coordination of appraisal and revalidation of all practicing licensed GPs in Greater Manchester 
from April 2013. 

 
5 Recommendations 
 
5.1 The Board of NHS Greater Manchester is asked to note the contents of this report. 
 
 
 
Dr Raj Patel 
Medical Director 
11 January 2013 
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NHS GREATER MANCHESTER BOARD MEETING 
 
AGENDA ITEM NO 9 
 
Date of meeting: 24th January 2013 
 
 

 
REPORT OF: 
 

Nigel Guest, CCG Chair (Trafford);  
Michael Eeckelaers, CCG Chair (Manchester Central);  
Bill Tamkin, CCG Chair (Manchester South);  
Leila Williams, Director of Service Transformation, 
NHS Greater Manchester; and  
Terry Atherton, Vice Chair, NHS Greater Manchester  

 
DATE OF PAPER: 

 
24th January 2013 

 
 
SUBJECT: 
 

 
Proposal and Other Recommendations of the Trafford 
Strategic Programme Board  

 
IN CASE OF QUERY, PLEASE CONTACT 

 
Jessica Williams, Associate Director Service 
Transformation, NHS Greater Manchester (0161 920 
9666) 
 

 
 
PURPOSE OF PAPER: 
This report outlines the recommendations of the Trafford Strategic Programme Board (Trafford SPB) on 
the proposals outlined in ‘A New Health Deal for Trafford’, which was recently subject to public 
consultation.  
 
The NHS Greater Manchester Board is asked to:  

 consider and endorse the process of public consultation and the process of decision making 

undertaken by the Trafford Strategic Programme Board; and 

 make a decision on the formal New Health Deal redesign proposal and the accompanying 

recommendations of the Trafford SPB.   
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Proposal and other Recommendations of the Trafford Strategic Programme Board 
 

Executive Summary 

This report outlines the recommendations of the Trafford Strategic Programme Board (Trafford SPB) on 
the proposals outlined in ‘A New Health Deal for Trafford’, recently subject to public consultation.  

This report details the discussions held by the Trafford SPB and highlights their rationale and responses 
to the issues raised by the public and stakeholders through the consultation process. The evidence 
considered related to:  

 the clinical rationale supporting the proposed changes;  

 the public consultation process, monitored by a Public Reference Group and upon which an Equality 
Analysis was undertaken;  

 the responses to the public consultation including those from the public and statutory organisations; 
and  

 the outcomes of key workstreams- financial, transport and local provider capacity. 

Having considered all the information provided, the voting members of the Trafford SPB unanimously 
voted to move forward with the redesign proposals outlined in the public consultation documents with a 
number of recommendations, namely: 

Prior to any change: 

 The development of additional Integrated Care services for some parts of the Borough, specifically 
Partington and Carrington, before changes take place to the Accident and Emergency service. 

 

 The identification of appropriate pathways for those affected with mental health issues and who 
currently access services at Trafford General Accident and Emergency department at night. These 
pathways are to be identified before any proposed changes take place to the Accident and 
Emergency service. 

 

 The investment in a subsidy for local Link (dial-a-ride) services, for access alternative hospital sites 
when needed, should be made before any changes to Trafford hospital services are implemented.   

 

 The health transport bureau should be substantially in place before any changes to Trafford hospital 
services are made. 

 

 The Integrated Care Redesign Board should be tasked to develop a set of clinical criteria which 
outline the circumstances under which a safe move from the proposed Urgent Care Centre (Model 2) 
to the proposed Minor Injuries Unit (Model 3) can be made. 

 

 Prior to any service changes, an assurance process should be established to further ensure 
alternative provider capacity is in place and services can be safely moved. 

 

Alongside any change: 
 The recommendations made by the Public Reference Group should be fully accepted and be made 

available to local and national NHS organisations planning consultation processes. 

The NHS Greater Manchester Board is asked to:  

 consider and endorse the process of public consultation and the process of decision making 
undertaken by the Trafford Strategic Programme Board; and 

 make a decision on the formal New Health Deal redesign proposal and the accompanying 
recommendations of the Trafford SPB.   
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1       Introduction 
 
 
1.1 This report outlines the recommendations of the Trafford Strategic Programme Board (Trafford 

SPB) on the proposals outlined in ‘A New Health Deal for Trafford’, which was recently subject to 
public consultation.  

 
1.2 The Trafford SPB has considered evidence related to:  

 the clinical rationale supporting the proposed changes;  

 the public consultation process, monitored by a Public Reference Group and upon which 

an Equality Analysis was undertaken;  

 the responses to the public consultation including responses from the public and statutory 

organisations; and  

 the outcomes of key workstreams- financial, transport and local provider capacity.  

1.3 This document details the discussions held by the Trafford SPB and highlights their rationale and 
responses to the issues raised by the public and stakeholders through the public consultation 
process.  

 
1.4 The report details the outcome of the Trafford SPBs consideration of evidence against the 

Department of Health four key tests for service change, which are designed to build confidence in 
any future service reconfiguration; and summarises the proposal and recommendations of the 
Trafford SPB regarding the future provision of hospital services in Trafford. 
 

1.5 The report also outlines the consideration of the Joint Overview and Scrutiny Committee (Trafford 
and Manchester) resolution following their meeting on the 14th January 2012 where the proposal 
and recommendation of the Trafford SPB were reviewed.  

 
1.6 The NHS Greater Manchester Board is asked to:  

 consider and endorse the process of public consultation and the process of decision making 

undertaken by the Trafford Strategic Programme Board; and 

 make a decision on the formal New Health Deal redesign proposal and the accompanying 

recommendations of the Trafford SPB.   

 

  Background 

1.7 A public consultation entitled ‘A New Health Deal for Trafford’ was initiated in July 2012 and ran 
for 14 weeks. The public consultation presented potential changes to the way hospital services 
could be provided in Trafford, as well as specific changes to the way elective orthopaedic services 
are provided at Manchester Royal Infirmary. 

 
1.8 It is widely accepted by health and social care professionals as well as by the National Clinical 

Advisory Team (NCAT) that health services in Trafford need to change and develop to ensure 
patients are offered services that are accessible, high-quality, safe and sustainable for the future. 
This is due to the need to improve health outcomes in Trafford, continue to deliver safe and 
sustainable clinical services and address the financial pressures surrounding the local health and 
social care economy. 
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1.9 Clinical commissioners in Trafford are committed to the development of integrated care systems 
and work began as early as 2008 to develop Integrated Care in Trafford, designed to provide 
patients with the right care, in the right place at the right time. Plans have been developed to 
enable more care and support to be delivered locally in community settings thereby reducing use 
of hospital beds, lowering rates of non-elective admissions (especially for those aged over 65) 
and minimising delays in transfers of care. The development of Integrated Care services in 
Trafford is integral to the changes proposed in ‘A New Health Deal for Trafford’. 

 
1.10 The ‘New Health Deal for Trafford’ project was established in October 2011, overseen by a 

Strategic Programme Board (acting as a committee of the NHS Greater Manchester Board with 
delegated authority). The launch of the project involved local stakeholders including; local 
clinicians, adult social care representatives, local managers, patient representatives and members 
of the public; coming together to articulate why healthcare service in Trafford had to change and 
to devise alternative models of care. The resulting models of care were subsequently examined 
and developed by the Integrated Care Redesign Board, established to report to the Trafford SPB; 
and were subject to scrutiny by the National Clinical Advisory Team. 

 
 

2 Strategic Programme Board discussions 
 
 

2.1 Following the close of the 14 week consultation process, Trafford SPB has undertaken a decision 
making process which has culminated in this formal recommendation from the SPB for 
consideration by the Board of NHS Greater Manchester on the 24th January 2013. 
 

2.2 The following section of this report outlines key discussions of the SPB at a meeting held in public 
on the 19th December 2012, where evidence collated through the consultation process was 
reviewed. This was one in a series of meetings held in public following the close of the 
consultation.  
 

2.3 Each area of discussion, addresses concerns and issues raised through the public consultation by 
members of the public and key stakeholders; a full list of these concerns and issues are included 
in Appendix A and are cross referenced throughout this document. 
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3 The Clinical Rationale 

 
 

3.1 The Trafford SPB received the following reports regarding the clinical rationale: 

 Pre-consultation business case; 

 The Public Consultation documents; 

 Report from the National Clinical Advisory Group; 

 Report from the Integrated Clinical Redesign Board; and  

 Update report/presentation on the development of Integrated Care.  
 
For full reports please see Appendix A.  
 

3.2 Development of the case for change 

3.2.1 The pre-consultation business case which proposed the initiation of the public consultation 
outlined the clinical case for changing secondary care service in Trafford based on drivers at both 
a national and local level.  The case for change and resulting clinical model was developed by 
local clinicians and the Integrated Care Redesign Board (ICRB), and was based on the following 
principles: 

 High quality services must be provided; 

 Services must be safe and sustainable; 

 Services must be financially affordable; 

 Models of care should offer the best opportunity to address health inequalities and 
improve outcomes; and  

 Patients should receive the right care at the right time in the right place. 
 

3.2.2 Following approval for public consultation by NHS North in July 2012, the clinical proposal for 
change formed the basis of the public facing consultation documents. The clinical proposals were 
then further described by local clinicians in the public events held across Trafford and 
Manchester.  

 
3.2.3 In parallel with undertaking the public consultation, the development of Integrated Care in Trafford 

has been ongoing. In November 2012, the Trafford SPB received an update from NHS Trafford 
on progress, which outlined the plan for the further implementation of Integrated Care, the 
associated governance structure and assurance framework supporting the development.  
 

3.3 Integrated Care Redesign Board  
 

3.3.1 The ICRB reviewed a range of information, including the key themes from: the independent 
evaluation of the public consultation (which contained formal feedback from clinical groups and 
Providers) at an interim point in the consultation; the public meetings and focus groups 
undertaken; and the health scrutiny meetings.  

 
3.3.2 The ICRB considered the clinical concerns and questions raised by these stakeholders and made 

the following conclusions/recommendations to the Trafford SPB: 

 The ICRB believes the clinical case for change outlined in the public consultation is still 

valid; 

 The ICRB supports the clinical model proposed in public consultation and believes this 

offers the best viable opportunity to provide high quality healthcare services to the 

residents of Trafford; and 
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 The ICRB is not recommending any changes to the proposed model or any alternative 

models to the Trafford SPB. 

3.3.3 Based on those concerns and questions raised through the public consultation, the ICRB also 
highlighted the following issues to the Trafford SPB: 

 Capacity in local secondary care providers and NWAS needs to be assured, in order to 
manage the proposed changes; 

 Transport issues, especially non-emergency transport issues, need to be addressed; 

 A model of Level 2 High Dependency Unit delivery at TGH should be articulated at the 
earliest opportunity; 

 The pathways for Mental Health patients, especially those who require services offered 
within the 136 suite, should be addressed before any service changes are made; and 

 A set of clinical criteria/parameters which outline the conditions for the safe move from 
model 2 to model 3 should be articulated, and met, before this change is made. 

 
3.4 Further discussions on the issues raised through the public consultation were held with the Trafford 

SPB, including: 
 

 
 
 
 
 
 
3.4.1 Reassurance was given by local clinicians, including local surgeons that the anaesthetic and 

critical care team providing, and continuing to provide in the new model, the High Dependency 
Unit (HDU) function at TGH have the necessary skills and experience in managing anaesthetic 
and surgical complications. TGH therefore is able to ensure the safety and sustainability of day 
case surgery and orthopaedic services at TGH.   
 

3.4.2 In addition, it was confirmed it is possible to identify pre-operatively, patients who may require a 
higher level of post operative care. These patients would be directed to Manchester Royal 
Infirmary rather than TGH for their treatment. It was confirmed that patients already in TGH 
hospital who deteriorated, would be stabilised and transferred to Manchester Royal Infirmary, and 
that this practice was already in place and undertaken by existing staff.  
 

3.4.3 Reference was also made to the ‘Paramedic Pathfinder’ element of the NWAS urgent care 
strategy which acts as a method of stratifying risk at the scene of an accident ensuring therefore 
that patients are taken to the hospital most appropriate to treat their specific needs. Work is 
ongoing locally to determine the correct thresholds/ parameters.  
 

3.4.4 Reassurance was given that this model of care is well established at a number of existing 
hospitals.   
 

3.4.5 The SPB was assured that patient safety would be protected and the services that would be 
available on the TGH site to care for any patient whose clinical condition required additional 
specialist care. The SPB was reassured that the National Clinical Advisory Team had not voiced 
any concerns relating to the safety of the proposed clinical models.  

Issue raised (1): Public concern about Day Case Surgery and Orthopaedic services being delivered 
at Trafford General Hospital in the absence of a Level 3 Intensive Care Unit and regarding the safe 
transfer of critically ill patients who arrive or become unwell at the TGH site.  
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3.4.6 The North West Ambulance Service (NWAS) has been closely involved at all stages in the 
planning and consultation process including a clinical representative from NWAS being a member 
of the Integrated Care Redesign Board. A representative from NWAS confirmed the ambulance 
service already operates a system for transferring patients to the most appropriate hospitals; this 
method is already widely utilised for Major Trauma and Stroke patients across Greater 
Manchester, some of whom are the sickest patients. The SPB heard that the limited evidence 
surrounding travel and clinical outcomes is based around travel distance not travel time; but that 
there is good clinical evidence to show that taking patients immediately to a hospital specialising 
in their needs provides improved clinical outcomes.  
 

3.4.7 The Trafford SPB also received the following reassurance from the North West Ambulance 
Service (NWAS): 

 The initial response time to a 999 ambulance call will not change; 

 Ambulances will be dispatched from current locations within Trafford; 

 The 8 minute response time for life threatening conditions remains; and 

 The increased transport times are not expected to affect the clinical response provided or 

patient outcomes. 

3.4.8 The view of the ICRB is that there is no evidence to suggest an adverse effect and that these 
changes would have a positive effect on patients.  

 
 
 
 
 
 

3.4.9 The ICRB further discussed the suggestion of rotating staff between TGH and Manchester Royal 
Infirmary. The ICRB decided it could not support this as a practical solution as although in some 
cases staff rotation can be beneficial, in this circumstance would be problematic. This is due to 
issues involved in successful team working; the maintenance of skills using certain types of 
equipment; and importantly the challenges experienced by TGH in the recent past in the 
recruitment and retention of A&E consultants.  
 

3.4.10 Past experience of developing rotational arrangements hasn’t been without difficulties. Trafford 
A&E has operated a rotational system for A&E consultants for the past 4-5 years however, 
problems remain in the retention of these members of staff. Although good quality doctors have 
been attracted, A&E consultants working a rotation between TGH and MRI have generally left 
after approximately 2 years.   
 

3.4.11 It was reiterated that, from a clinical perspective, focusing patients where there is sufficient critical 
mass to maintain expertise gives the best outcomes for patients.  
 

Issue raised (2): Public concern at patients being put at risk because of increased ambulance 
journey times if they have to travel to Manchester Royal Infirmary, Wythenshawe hospital or Salford 
Royal Infirmary.  

 

Issue raised (3): Public suggestion that staff could be rotated between hospital sites in order to 
maintain all services at TGH. 
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3.4.12 It was confirmed that Greater Manchester West Mental Health NHS Foundation Trust have been 
present at ICRB discussions and involved in discussions focussing on the need to address how 
mental health pathways would be affected by the proposed changes at TGH, in particular the 
Section 136 Suite currently present in TGH A&E.  The Trafford SPB heard that wider work is 
currently being undertaken regarding mental health pathways across Greater Manchester, in 
collaboration with Greater Manchester Police.  
 

3.4.13 At this stage, no further detail can be provided to NHS Greater Manchester Board. Trafford 
Commissioners confirmed that appropriate arrangements would be finalised in the near future for 
both general pathways for mental health patients and specifically for the Section 136 suite.  

 
 

 

 

 

3.4.14 It was acknowledged that the response to the public consultation from Manchester residents was 
relatively small; however no opposition to the changes has been raised.  It was highlighted that 
under the current system, patients already have choice and in the future will be provided with 
greater choice with the Orthopaedic Centre. Representatives from the Central Manchester CCG 
saw the proposed elective Orthopaedic centre as a viable choice for their patients.  
 

 

 

 

3.4.15 The ICRB considered the clinical concerns and questions raised in relation to the proposed move 
from Model 2 to Model 3 and agreed that a set of clinical criteria/parameters which outline the 
conditions for the safe move from model 2 to model 3 should be articulated, and met, before any 
change is made. 
 
 
 
 
 

3.4.16 On the 29th November 2012 Trafford SPB received a presentation from Trafford CCG outlining the 
programme plans for the development of Integrated Care services. These plans included clear 
milestones and delivery plans for the development of Integrated Care services and outlined the 
programme office and personnel put in place to oversee this process. The Trafford SPB were 
informed of the progress that has been made to date against this plan. 
 

3.4.17 On the 19th December 2012, Trafford SPB received a presentation regarding the financial 
investment that Trafford CCG intends to make over coming years in Integrated Care services. 
The Trafford SPB noted a significant increase in planned investments over 2013/14 and beyond. 
 

Issue raised (4): Further focus to be given to how mental health services would be affected by the 
proposed changes to ensure pathways are in place for mental health patients. 

 

Issue raised (5): Concerns regarding the sustainability of the orthopaedic centre, given that the 
proposal relies on patients travelling from outside Trafford to access the service. 
 

Issue raised (6): Clarity on the conditions of change from Model 2 to Model 3.  
 

Issue raised (7): Concern regarding the development of Integrated Care in Trafford. 
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3.4.18 The Trafford SPB were assured that the programme and investment plans for the future provision 
of an Integrated Care service in Trafford were robust.  
 

3.5 The following points summarise the decisions made by the Trafford SPB regarding the clinical 
rationale: 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

3.6 Trafford SPB also considered the information that had been presented to them against the 
Department of Health tests for service reconfiguration.  The details of the tests are included in 
Appendix E.  
 

Trafford SPB decisions 
The Trafford SPB reaffirmed its support for the clinical rationale and case for change 
relating to the New Health Deal proposals, accepting that ‘do nothing’ is not an option 
for Trafford General Hospital.  
 
The Trafford SPB acknowledged the view of the ICRB, that a delay in decision making 
will have an adverse affect on the services currently provided at Trafford General 
Hospital.  
 
The Trafford SPB discussed and accepted the recommendations of the ICRB on: 

 Provider capacity 

 Transport issues 

 Mental Health pathways 

 Clinical parameters from model 2-3 

 

 

DoH Tests for Service Reconfiguration: Test 1 Clinical Commissioner Support 
 
In relation to Test 1 which looks for evidence of Strengthened patient engagement, the chairs of 
Trafford Clinical Commissioning Group (CCG), Central Manchester Clinical Commissioning Group 
and South Manchester Clinical Commissioning Group were present for the whole meeting and 
formed part of the voting committee.  Each of the CCG chairs were asked to provide the response 
of their CCG to the New Health Deal proposals and these responses were received by the Board.  
All Chairs agreed with the clinical case for change and voiced support for the New Health Deal 
proposals.  The Chairs of Central and South Manchester CCGs highlighted the reassurance they 
had received, during the course of the meeting, in relation to the investment that will be made in 
Integrated Care services in Trafford and the ability of local provider hospitals to cope with any 
changes in activity resulting from any proposed changes to Trafford General Hospital. 
 
The Trafford SPB was therefore minded to recommend that the requirements of Test 1 

have been met. 
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4  The Consultation Process  

 
4.1 The Trafford SPB received the following reports regarding the consultation process: 

 Report on the consultation process; 

 Equality Analysis report; 

 Public Reference Group report; and  

 Pre-consultation business case (Appendix J).  
 
For full reports please see Appendix B. 
 

4.2 Consultation process report  

4.2.1 A review and evaluation of the consultation process is outlined in the consultation process report. 
The review was undertaken in line with the objectives set out in the New Health Deal for Trafford 
communications and engagement strategy and the consultation strategy and plan, in order to 
examine the effectiveness of the process and its achievements.  
 

4.2.2 The report concluded that overall, the consultation process was a successful one. Evidence for 
the achievement of the aims and objectives of the consultation is outlined below: 
 

DoH Tests for Service Reconfiguration: Test 3 Clarity on Evidence Base 
 
In relation to Test 3 which looks for clarity on the evidence for change, the Trafford SPB were 
reminded of the clinical case for change and clinical models made in the pre-consultation business 
case and the public consultation documents.  The Trafford SPB noted that the identification of the 
clinical case for change was undertaken by local clinicians and based on both national and local 
clinical guidance from bodies such as the Royal College of Surgeons and the Greater Manchester 
Critical Care Network.  The Trafford SPB also noted that the proposed models of care were 
developed by a range of local clinicians.  The Trafford SPB noted the National Clinical Advisory 
Team report (May 2012) which supported both the clinical case for change and the proposed 
models of care. 
 
The Trafford SPB received feedback from the Trafford Integrated Care Redesign Board which had 
re-considered the case for change and proposed models in light of the feedback received during 
the consultation process.  The Trafford SPB noted the recommendations made by this group and 
also acknowledged the view of local clinicians that a delay in the decision making process would 
adversely affect the services provided at Trafford General Hospital. 
 
The Trafford SPB was therefore minded to recommend that the requirements of Test 3 have 
been met. 
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Table 1: Aims and objectives on the public consultation 

Aims & Objectives Status Evidence 

To consult on proposals with a 
representative range of internal 
and external stakeholders. 

Objective/aim met Demonstrated by evidence of the breadth and 
scope of activity that was carried out, as well as 
by the demographic breakdown of responses. 

To meet obligations to consult 
with staff and external 
stakeholders about potential 
changes. 

To provide a channel for staff 
and external stakeholder views 
to inform the decision-making 
process.  

To build public and staff support 
for the proposed changes. 

Objective/aim met to 
some extent 

Demonstrated by the results of the consultation 
which show a majority of support for the 
proposals. However, it should be noted that 
Trafford Council, local political parties, the Joint 
Health and Scrutiny Committee and a number of 
special interest groups strongly opposed certain 
aspects of the proposals. 

To build relationships with key 
stakeholders to foster support 
for the proposals.  

Explain the case or change and 
dispel any myths, to provide 
people with an understanding of 
the issues so people feel 
empowered and enabled to be 
involved.  

Objective/aim met Demonstrated by the variety of ways in which the 
case for change and proposals were 
communicated to the public, and the range of 
methods by which people were able to get 
involved, find out more, and ultimately, have their 
say by making a formal consultation response.   

Give the local population a voice 
so they can share their views, 
opinions and concerns.  

Ensure the consultation is 
meaningful, equitable and 
inclusive, and essentially, 
accessible to all.  

 
4.2.3 The report also outlines the flexibility and responsiveness of the consultation, demonstrating how 

solutions were found for issues and problems which arose.  
 

4.2.4 The sentiment of the report was mirrored by NHS North, who reaffirmed that the consultation 
strategy and plan have been approved and who felt the consultation had been responsive and an 
excellent piece of work. NHS North confirmed the consultation could be used by other NHS 
bodies as an example of good practice.  
 

4.3 Public Reference Group report 
 

4.3.1 The report from the Public Reference Group (PRG) outlines the observations made by the group 
in their remit to review the consultation process taking into account issues of fairness, equality, 
representativeness, accessibility, awareness, accountability and timescales.  
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4.3.2 The PRG included representatives from the different localities within Trafford and from community 
and voluntary groups. Members of the group attended regular meetings to receive information 
and comments and advised on the forward process. 

4.3.3 The PRG made a number of conclusions regarding the approach to consultation and 
communications and specific consultation activities; a number of recommendations were then 
made, including:  

 Provide a longer lead-in period to a consultation, allowing for adequate planning; 

 Establish a public reference group as part of the pre-consultation phase, providing an 

avenue by which the draft communications and engagement plan can benefit earlier from 

independent scrutiny; 

 When seeking to distribute materials, where possible use one delivery body, building 

adequate timescales into the approach; 

 Aim to receive the highest number of public responses via the least cost; 

 Ensure health and social care staff and others working to deliver public services are aware 

of the consultation and able to raise awareness and signpost those interested to 

consultation documentation; 

 Consider the submission of ‘written’ questions as part of a public meeting; 

 Ensure a set of ‘meeting rules’ are made clear and understood by all those in attendance; 

and 

 Where possible, use one chair to ensure continuity and provide an appropriate briefing. 

4.3.4 The Trafford SPB accepted the recommendations made by the Public Reference Group, and the 
Director of Service Transformation for NHS Greater Manchester committed to ensuring these 
recommendations would be taken forward for any future consultations.  
 

4.4 Equality analysis report  
 

4.4.1 An independent report was commissioned by NHS Greater Manchester to assess Equality, 
focusing on the process of the consultation and an assessment of participation in the public 
consultation. The Equality analysis identifies and assesses evidence to determine: 

 Was the consultation accessible to all? 

 Was the engagement experience positive? 

 Do those who responded reflect the diversity of the borough? 

4.4.2 Whilst there is no longer a specific duty to produce an Equality Impact Assessment, the Equality 
Act (2010) places a responsibility on public bodies to demonstrate how they have engaged with 
different protected characteristic groups, especially when making a substantial decision. 
Guidance in the Local Government and Public Involvement in Health Act (2007) also requires 
NHS bodies to be clear, accessible and transparent, open, inclusive, responsive, sustainable, 
proactive and focused on improvement in their involvement activities.  
 

4.4.3 The protected characteristics assessed, in line with the Public Sector Equality Duty, included: 
age, disability, gender reassignment, pregnancy and maternity, race, religion or belief, sex and 
sexual orientation. In addition socio-economic inequalities were also assessed.  
 

4.4.4 The Equality Analysis report concludes that reasonable steps have been taken to identify and 
remove barriers to the consultation process for protected characteristic groups and that the 
consultation succeeded in attracting a diverse response, with a willingness to learn and adapt to 
constructive criticism/problems which occurred, being observed.  
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4.4.5 Further discussions were held by the Trafford SPB on issues which had been raised through the 
consultation process, including: 
 
 
 
 
 

4.4.6 It was agreed that further efforts to outline to the public and stakeholders the reason for only one 
option should have been made. Trafford SPB members recalled the lengthy process of moving 
from a ‘long list’ of options to a ‘short list’, to then a single option to consult on. The single option 
upon which to consult was agreed by the Trafford SPB following lengthy consideration and advice 
from the National Clinical Advisory Team (NCAT). NCAT advised that the models outlined in the 
‘short list’ could not be described as distinct clinical models, but that the options described 
depicted a single journey for the Trafford health economy, moving from one option to another over 
time.  
 

4.4.7 In order for the consultation to be meaningful therefore, the Trafford SPB agreed that only one 
option should be included in the consultation, in the interest of being as open and transparent with 
the local population as possible.   
 

 

 
 
 

4.4.8 Discussions were held regarding the position of the Trafford public consultation in relation to the 
Healthier Together work programme. It was confirmed that the Healthier Together review of 
health across Greater Manchester was in its early stages and had not yet made proposals, plans 
or decisions. It was highlighted that the clinical and financial position of Trafford makes the 
borough’s health economy unique in comparison to the rest of Greater Manchester. It was 
confirmed however, that the proposed plans for Trafford are not inconsistent with the broader 
vision of Healthier Together which focuses on the quality and safety of services. Prior to the 
Trafford consultation, strong clinical advice was received that change needs to be made to 
Trafford General Hospital and that this could not wait.  
 

4.4.9 It was reiterated that the proposed changes to the Trafford Health Economy are not being 
managed in isolation from Healthier Together, in fact the same programme team are being 
utilised. This includes the five voting members of the Trafford SPB being closely involved in the 
Healthier Together programme and are in the governance structure supporting the programme.  

Issue raised (8): Concerns that the public consultation only included a single option.  
 
 

Issue raised (9): Concerns that the New Health Deal for Trafford consultation should have been 
included in the Healthier Together process 
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4.5 The following points summarise the decisions made by the Trafford SPB regarding the 

consultation process:  
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Trafford SPB decisions 
 

Trafford SPB accepted the recommendations made by the Public Reference Group and 
the Director of Service Transformation for NHS Greater Manchester committed to 
ensuring these recommendations would be taken forward for any future consultations.  
 
The Trafford SPB was satisfied that the consultation process had adhered to: 

 Section 149 of the Equality Act 2010 which promotes due regard to people who 

may be disadvantaged due to characteristics including age, race, gender, 

disability, religion or belief; 

 Section 242 of the NHS Act 2006 which relates to public involvement and 

consultation and includes a requirement by NHS bodies to ensure those who are 

affected by service changes are involved and consultation on the development 

and consideration of proposals for change; 

 Section 244 of the National Health Service Act 2006 which relates to the 

functions of overview and scrutiny committees, as well as when NHS bodies 

must consult the committee and the information they must provide the 

committee. 

The Board was satisfied that the consultation was conducted in a manner which was 
fair, objective, accessible and transparent. 

52



 

16 
 

 
4.6 Trafford SPB also considered information that had been presented against the Department of 

Health tests for service reconfiguration.  The details of the tests are included in Appendix E.  
 

 

DoH Tests for Service Reconfiguration: Test 2 Strengthened patient engagement 
 

In relation to Test 2 which looks for evidence of Strengthened patient engagement, Trafford SPB 
referred to the report received on the consultation process and noted that over 1,900 responses had 
been received to the public consultation.  Trafford SPB also received a report from an independent 
consultant regarding compliance with the 2010 Equality Act and from the Public Reference Group 
which was tasked with independently assessing whether the consultation process was conducted in 
a manner that was fair, objective, accessible and transparent. 
 
Trafford SPB also received the results of the independent analysis of the responses made during the 
public consultation process and noted the petitions that have been presented, by the Save Trafford 
General Campaign group, to No.10 Downing Street.   
 
Trafford SPB also noted the presentations that had been made to their previous meeting on the 29th 
November 2012 and noted the pre-consultation engagement that had taken place.   
 
The Trafford SPB was therefore minded to recommend that the requirements of Test 2 have 
been met. 
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5 Public Consultation Responses  

 
5.1 The Trafford SPB received the following report regarding the consultation responses: 

 Analysis of Public Consultation responses.  
 
For the full report please see Appendix C.  
 

5.2 All five voting members of the Trafford SPB received the full pack of stakeholder responses and 
other members of Trafford SPB were also given the opportunity to see these responses.  
 

5.3 The analysis of the public consultation was undertaken by an independent analyst Dr Janelle 
Yorke.  The report which outlines the conclusions developed by Dr Yorke, highlights that in total 
1,905 consultation forms were analysed, in addition to 21 emails and letters from various 
stakeholders and the notes of 6 facilitated focus groups.  
 

5.4 The table below summarises the responses to each of the questions asked at consultation. The 
associated concerns and issues raised through the consultation and reference to how the Trafford 
SPB has responded to these concerns and issues throughout this report, are outlined in Appendix 
A.  

 
Table 2: Summary of responses to the consultation questions  

Theme Summary of responses   

Vision for 
Integrated 
Care 

 The long term vision for integrated care in 

Trafford was supported by the majority of 

respondents, either fully or with some 

reservations (68%). 

 Residents who were supportive felt that an 

integrated care system was a positive step 

forward and in keeping with modern 

advances in medicine and health. Some 

residents also welcomed being treated in 

the community, rather than having to travel 

to hospitals for their care.  

 Concern was raised over the ability 

for GPs to cope with increased 

demand as residents felt that access 

to GP services was already limited.  

The reason for 
change 

 Most people accepted the view that 

Trafford hospitals need to change in order 

to make sure services are high quality, 

efficient and affordable. (Fully supported 

39% and Supported with some reservations 

28%).  

 Some people commented that it is 

merely a cost cutting exercise whilst 

others felt it represented a financially 

viable option in order to improve 

quality of care at Trafford General 

Hospital.  

 Many residents felt strongly about the 

heritage and sentimental value of the 

hospital as the birthplace of the NHS. 

 Reservations generally concerned 

disbelief over the claim that not 

enough patients are being treated in 

intensive care and emergency 
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services at Trafford General Hospital. 

Proposed 
changes to 
orthopaedic 
services  

 A clear majority of people (60%) fully 

supported the vision for orthopaedic 

services.  

 Logistical issues, such as transport to 

the hospital for residents outside of 

Trafford, an increase in current 

waiting times and the need for 

prompt rehabilitation services were 

common themes raised.  

 It was felt that due to the nature of 

orthopaedics patients, there could be 

incidences where ICU beds were 

required but not available. 

Proposed 
changes to 
outpatients 

 A clear majority of people (72%) fully 

supported the proposed expansion of 

outpatients.  

 Generally residents were supportive of the 

expansion of outpatients and accepted that 

greater treatments would be available.  

 The majority of other comments were 

in relation to parking, transport 

issues, waiting times and overall 

communication issues.  

Proposed 
changes to 
day care 
surgery  

 A clear majority of people (70%) fully 

supported the expansion of day case 

procedures, recognising the advances in 

medicine and technology.  

 Several residents opposed the 

proposed changes, to the detriments 

of other services, particularly 

accident and emergency, as 

concerns were raised regarding the 

implications in the event of surgical 

implications.  

Proposed 
changes to 
intensive care 
and 
emergency 
surgery  

 41% of people did not agree with the 

proposed changes, although 56% of people 

supported the changes either fully or with 

some reservations.  

 People in support of the changes 

recognised that safety and staff skills were 

paramount and patients could be served 

better by other hospitals.  

 The majority of residents opposed to 

the proposal expressed concern over 

patients requiring transfers to other 

hospitals whilst critically ill and the 

perceived risks associated with such 

transfers. Some residents raised 

concern over the emotional impact on 

families and friends when travelling 

further during critical illness and/or 

when visiting patients during what is 

an already stressful situation.  

Proposed 
changes to 
accident and 
emergency  

 Many people stated that they did not 

support the proposed changes to accident 

and emergency (46%), however, almost 

half of all people (49.5%) stated that they 

either fully supported the changes or 

supported with some reservations.  

 Several residents were opposed to the 

reduction in services to a minor injuries unit, 

particularly from a consultant led unit to a 

nurse led unit. However, positive responses 

 It was suggested that reassurance 

that the integrated care system was 

optimal would be required before 

progressing to Model 3.  

 Residents and NHS Staff expressed 

concern over capacity issues for 

emergency services at other 

hospitals with the increased workload 

from the proposed reduction at 
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were received from people who have 

previously experienced nurse led accident 

and emergency care.  

Trafford General Hospital.  

 Many people expressed concern over 

the perceived risk of loss of life due 

to travelling further afield to other 

hospitals in the event of an 

emergency, coupled with the poor 

public transport links to other 

hospitals which poses difficulties for 

people with no other means of 

transport.  

 Concern was also raised over the 

financial burden of travelling to and 

parking at other hospitals.  

 Partington and Carrington GPs 

expressed concern that closure of 

Trafford accident and emergency 

would lead to more pressure on their 

services.  

Aspects that were stated as not being considered  

 A number of respondents raised concerns that the New Health Deal for Trafford was taking place in 

isolation to other initiatives in the Greater Manchester areas, such as the Healthier Together initiative.  

 Concern was voiced in relation to the provision of mental health services, particularly after-hours.  

 The Alzheimer’s society Trafford and Salford expressed concern that dementia care did not appear to 

feature within the proposed changes.  

 Partington and Carrington GP Group highlighted significant problems encountered by their patients when 

required to travel to SRFT and Central Manchester by public transport. 

 
5.5 Further discussions were held by the Trafford SPB on issues which had been raised through the 

consultation process, including: 
 
 
 
 
 
 

5.5.1 Trafford SPB recognised the public attachment to Trafford General Hospital as the symbolic 
birthplace of the NHS, which had been highlighted in some consultation responses.  
 

5.5.2 The important part Trafford General Hospital plays in the Trafford community was discussed. It 
was agreed that the proposals consulted on offer the best opportunity for Trafford General 
Hospital to have a viable and secure future.  
 

5.5.3 Central Manchester NHS Foundation Trust (CMFT) confirmed they wish to keep Trafford General 
Hospital as a local hospital serving the local community. However, they also wish to see the 
hospital serving a bigger role in Greater Manchester by putting specialist services such as the 
proposed orthopaedic centre on the site. It was agreed by Trafford SPB that a local hospital is 

Issue raised (10): Recognition of the public attachment to Trafford General Hospital as the birth 
place of the NHS. 
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very much part of the local community and needs to retain its own culture to reflect this. CMFT 
confirmed that, since acquiring Trafford Healthcare Trust in April 2011, CMFT has aimed to 
maintain TGH’s distinct culture and ethos.  The proposed changes would ensure a secure future 
for TGH as a vibrant but different sort of local hospital.  
 

 

 

 
5.5.4 The Altrincham Hospital development has always been proposed on the basis of a reprovision of 

services currently provided. CMFT has now reached agreement with the developer on acquiring 
some additional accommodation, which gives potential for new services to be provided in 
Altrincham.  
 

5.5.5 Similarly, local services will continue to be delivered at Stretford Memorial Hospital. However due 
to the quality of the estate, an alternative site in Old Trafford is currently being considered in the 
context of a multi-use facility in the local area which would continue the existing services.  
 
 
 
 

5.5.6 It was confirmed that access to outpatients is monitored against National targets. CMFT 
confirmed the intention to maintain all current Outpatient clinics at TGH and will work to develop 
extended outpatient services locally. Outpatient services will also continue at Altrincham General 
Hospital and Stretford Memorial Hospital.  
 
 
 
 
 

5.5.7 The Trafford SPB were reassured that the data used to support the activity assumptions detailed 
to date, are based on aggregated actual activity from the last few years at TGH. It was explained 
that the activity information is subject to national processes of checking and auditing, subject to 
independent review. The Trafford SPB were assured that the activity data has not been collated 
specifically to support the New Health Deal for Trafford work but is part of normal working 
practice.  
 

5.5.8 In addition, representatives from Trafford LINK confirmed they had undertaken some validation of 
the figures relating to emergency care, through some checks at different times of the day.  
 

5.6 The following point summarises the formal decision made by the Trafford SPB regarding the 
public consultation responses:  

Issue raised (11): Concerns regarding the development of facilities at Altrincham General Hospital. 
  
 

Issue raised (12): The administration of outpatient services at TGH 
 

Issue raised (13): Disbelief over the volume of patients being treated in intensive care and 
emergency services at Trafford General Hospital. 
  
 

Trafford SPB decisions 
 

The Board was satisfied that the consultation responses have been independently collated 
and analysed objectively and that the key themes and public concerns have been 

addressed.  
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6 Summary from workstreams 
 

6.1 The Trafford SPB received the following reports and presentation regarding the consultation 
responses: 

 North West Ambulance Service perspective on the New Health Deal for Trafford; 

 Non- emergency transport report; 

 Addressing the finance concerns raised during public consultation; and 

 Provider capacity report. 
 
Full reports/presentations are outlined in Appendix D. 
 

6.2 Emergency transport 

6.2.1 The SPB were advised by NWAS of their involvement in the detailed analysis of activity and 
patient flows, as well as their participation in the different stakeholder and clinical groups 
supporting the project. 
 

6.2.2 The following responses where provided in relation to the emergency transport implications of the 
proposed changes and to issues raised through the consultation process: 

 The initial response time to a 999 ambulance call will not change; 

 Ambulances will be dispatched from current locations within Trafford;  

 The 8 minute response time for life threatening conditions remains; and 

 The increased transport times are not expected to affect the clinical response provided or 

patient outcomes. 

6.3 Non-emergency transport  
 

6.3.1 Confirmation was received that transport was a key issue throughout the consultation process 
and considerable work with stakeholders had therefore taken place.  
 

6.3.2 Key messages from the analysis undertaken by a transport sub-group included: 

 Additional journey lengths vary from approx 2-10 km; 

 Residents in M41, M31 as well as east parts of central Manchester will be most affected;  

 Approximately 75% of journeys are already undertaken by car; 

 A community/public transport solution is likely to be needed for around 20 patients and 
visitors per day, who will require non-emergency transport for a variety of different 
journeys; and  

 Assurance regarding car parking capacity has been received from the local Trusts 
affected. 
 

6.3.3 In order to determine how these potential issues could be addressed, Transport for Communities, 
an independent organisation, were commissioned by NHS Greater Manchester to engage with 
key transport stakeholders operating locally with an interest in socially needed transport. A group 
of these stakeholders met on a number of occasions to explore the transport implications of the 
proposed changes and to consider what provision could be made.  
 

6.3.4 The stakeholder group developed five potential options and provided financial and workforce 
implications of each. These were:  
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 Health Transport Bureau: A ‘one stop shop’ or transport control centre, providing a single 

point of access for passengers and/or health service providers to book transport (and 

transport related services); 

 Travel planning, training and support: This service would provide advice, support and 

journey planning information for people wishing to use public transport to get to health 

facilities, as a visitor or a patient; 

 Evening hospital visitor transport service: An accessible, pre-bookable, door to door 

evening hospital visitor transport pilot project service. Fares payable by the passenger 

would be set in line with Local LINK;  

 Health transport information delivery strategy: A directory of all available services, criteria, 

cost and booking procedures, along with eligibility criteria; and  

 Support with costs of using Local Link service: A ‘trip subsidy fund’ to help meet the 

increased cost of using Local Link to access hospital services that have moved in the re-

configuration. 

6.3.5 The preference of the stakeholder group was for the establishment of a Health Transport Bureau 
due to the perceived contribution it would make to improving transport to health services.  The 
group also recommended the provision of further travel training and planning alongside the Health 
Transport Bureau to assist those patients or visitors who need additional support to make 
journeys safely using public transport. Finally, the stakeholder group suggested a Local Link 
subsidy could be put in place for those residents most affected e.g. Partington residents.  
 

6.3.6 Trafford CCG confirmed they were supportive of a local Link subsidy (dial-a-ride) and indicated 
that the Health Transport Bureau proposal would work well with plans to introduce a hospital 
appointments and booking management service, thereby creating a ‘patient co-ordination system’ 
incorporating transport. Recognition was made of the consultation response by Partington and 
Carrington GPs which highlighted the potential transportation problems their patients would face 
and the need to address this issue.  
 

6.4 Finance  
 

6.4.1 Trafford SPB received a presentation from the Director of Finance for Trafford Clinical 
Commissioning Group who provided responses to concern raised during the consultation. These 
included: 

 How has the £19 million deficit has arisen? 

 How is the £19 million deficit currently being covered and financed? 

 How will the proposals contained with the consultation document address the £19 million 
deficit? 

 What finance plans does Trafford CCG have for investing in Integrated Care? 
 
6.4.2 It was highlighted that the deficit in question arises because the income received for the activity 

being performed at TGH (through national tariffs) is insufficient to cover the cost base of 
delivering that activity to patients. Underlying reasons for the deficits include tariff deflations and 
cost base inflations, loss of income streams at TGH, non recurrent savings being made and the 
overall size of the Trust versus the range and nature of the services being provided from the site.  
 

6.4.3 There is a history of worsening deficits arising at TGH which were outlined during the acquisition 
process. These have been supported by the SHA, transitional funds and more recently by 
commissioners.  The current level of deficit agreed to be funded by Greater Manchester PCT 
commissioners for 2012/13 (until March 2013) is £19m, however, this is made up of a projected 
gross underlying deficit of £23.6million, less in year savings already identified by CMFT. 
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6.4.4 Beyond March 2013 and until a new service model is in place, monthly transitional funding has 

been agreed until January 2014. After January 2014, subject to exceptional circumstances, 
further payments will be split between GM PCT commissioners and CMFT.  

6.4.5 It was highlighted that funding TGH at this level has reduced the funding available for investment 
in primary and community care and delayed the move to more and improved integrated care 
services. The proposed model of care outlined in the public consultation will address the £19m 
deficit through allowing: 

 The rationalisation of clinical infrastructure; 

 The development of elective orthopaedic activity and surgical day case activity and 

therefore increased income; and 

 Rationalisation of some clinical support service and the hospital estate. 

6.4.6 The acquisition process of THT also facilitated the removal of costs associated with the Trust 
Board and, a reduction of middle management and administration as well as back office function 
costs. 
 

6.4.7 By addressing the deficit, investment can then be made in Integrated Care, full plans for which 
are outlined in Appendix D.  
 

6.5 Provider Capacity 
 

6.5.1 The Provider Capacity report confirms that the three local acute providers have stated, via their 
responses to the public consultation, that they can manage the likely increases in activity and 
case mix estimated as a result of the introduction of an Urgent Care Centre at TGH (Model 2). 
University Hospital of South Manchester NHS Foundation Trust highlighted however, that this is 
dependent upon the current NHS Trafford activity deflection strategy being achieved. 
 

6.5.2 All three Providers state that a subsequent move to the provision of a Minor Injuries Unit (Model 
3) at TGH could only be accommodated subject to the successful implementation of Integrated 
Care across the Trafford borough.  
 

6.5.3 Additional Provider responses were received from Greater Manchester West NHS Foundation 
Trust, Trafford Provider Services and Bridgewater Community Healthcare NHS Trust. All of these 
confirmed that they did not have any concerns over the proposed move to an Urgent Care Centre, 
although Greater Manchester West raised an outstanding issue of the out of hours management 
of patients with acute mental health problems.  
 

6.6 The following points summarise the decisions made by the Trafford SPB regarding the evidence 
from the workstream groups: 
 

Trafford SPB decisions 
 
Trafford SPB was content that the financial pressures outlined in the pre-consultation 
business case are reflective of the current financial situation in Trafford Hospitals and that 

the clinical model outlined in the consultation process will largely eradicate the £19m deficit.   
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6.7 Trafford SPB considered the information that had been presented to them against the Department 
of Health tests for service reconfiguration.  The details of the tests are included in Appendix E.  

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 
 
 

DoH Tests for Service Reconfiguration: Test 4 Consistency with current and prospective 
Patient Choice 

 
In relation to Test 4 which requires evidence of consistency with current and prospective patient 
choice, Trafford SPB received information relating to transport implications of the New Health 
Deal proposals and some of the potential solutions that have been developed by a stakeholder 
group including local residents, Transport for Greater Manchester and community transport 
providers.   
 
The chair of Trafford Clinical Commissioning Group confirmed that the CCG was content that the 
proposals do not limit choice and will improve patient outcomes/experience. 
A representative from Central Manchester University Hospital Foundation Trust (CMFT) provided 
the Board with information relating to the process of review, undertaken by the NHS Co-operation 
and Competition Panel (CCP), of the acquisition of Trafford Healthcare Trust by CMFT.  Trafford 
SPB heard that the CCP had no objections to the acquisition process and did not feel that this 
process limited patient choice. 
 
Trafford SPB was therefore minded to recommend that the requirements of Test 4 have 

been met. 
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7 Recommendations 

 
7.1 The meeting on the 19th December 2012 concluded with the 5 voting members considering their 

formal proposal regarding the New Health Deal consultation. Having considered all the 
information provided, the voting members of the Strategic Programme Board unanimously voted 
to move forward with the redesign proposals outlined in the public consultation documents with 
some recommendations, subject only to the final views of the Joint Overview and Scrutiny 
Committee. These recommendations are outlined in the table below:  
 

Table 2: Trafford SPB recommendations  

Recommendations Rationale 

The development of additional Integrated Care services 
for some parts of the Borough, specifically the introduction 
of a community matron service and a consultant 
community geriatrician, before changes take place to the 
Accident and Emergency service. 

The Board recognised the need to ensure 
appropriate community services are in place for 
residents in Partington/Carrington in order to 
minimise the impact of changes to the Accident and 
Emergency service at Trafford General Hospital 
and to address current issues relating to health 
inequality. 

The identification of appropriate pathways for those 
affected with Mental Health issues and who currently 
access services at Trafford General Accident and 
Emergency department at night and might be impacted by 
the potential changes.  These pathways should be 
identified before any proposed changes take place to the 
Accident and Emergency service. 

The Board recognised that those with mental health 
problems often represent a vulnerable group of 
patients.  The Board also acknowledged that the 
consultation process had identified public concern 
regarding the services available to these patients if 
A&E services at Trafford General changed.  The 
Board felt the arrangements for these patients 
needed to be clearly understood and 
communicated to patients/health professionals. 

The investment in a subsidy for local Link services, for 
access to alternative hospital sites when needed, should 
be made before any changes to Trafford hospital services 
are implemented.   
The health transport bureau should be substantially in 
place before any changes to Trafford hospital services are 
made. 

The Board recognised the need to ensure 
appropriate transport services were in place to 
minimise the impact, on access, for patients who 
might be affected by the New Health Deal 
proposals.  The Board felt that the development of 
a Health Transport Bureau and a subsidy in local 
link services provided the best solution for ensuring 
easy access was maintained. 

The Integrated Care Redesign Board should be tasked to 
develop a set of clinical criteria which outline the 
circumstances under which a safe move from the 
proposed Urgent Care Centre (Model 2) to the proposed 
Minor Injuries Unit (Model 3) can be made. 

The Board recognised the concern from local 
providers and the public regarding the move from 
an Urgent Care Centre to a Minor Injuries unit and 
the need to ensure appropriate community/primary 
care services are in place before this move is 
made.   

Prior to any service changes, an assurance process 
should be established to further ensure alternative 
provider capacity is in place and services can be safely 
moved. 

The Board recognised the need to ensure the 
implementation of service changes occurs in a way 
that ensures patient safety and promotes a positive 
patient experience. 

The recommendations made by the Public Reference 
Group should be fully accepted and be made available to 
local and national NHS organisations planning 
consultation processes. 

The Board recognised the important role that the 
public reference group played in monitoring the 
consultation process and felt their 
recommendations should be heeded by others 
involved in any future consultation processes. 
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7.2 Resolution from the Joint Health Overview and Scrutiny Committee (JOSC) 

 
7.2.1 The JOSC (Trafford and Manchester) received a report from the Trafford SPB, summarising their 

meeting of the 19th December 2012. The report summarised the review of evidence collated 
through the consultation process and the proposal and recommendations of the Trafford SPB.  
 

7.2.2 This report was reviewed by the individual overview and scrutiny committees (Trafford OSC 9th 
January 2013, Manchester OSC 10th January 2013) and by the JOSC on the 14th January 2013.  
 

7.2.3 The JOSC provided a resolution to Trafford SPB and also agreed to endorse the resolutions from 
Trafford and Manchester’s health scrutiny committees which describe each of their concerns 
raised in detail. These are outlined in Appendix G. 
 

7.2.4 At its meeting on the 15th January 2013, the Trafford SPB considered the points outlined in the 
JOSC resolution. The following table summarises the resolution of the JOSC and the Trafford 
SPB response to the issues raised, including any outstanding issues from the OSCs.  
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Table 3: Joint Health Scrutiny Committee resolution and Trafford SPB responses   

Joint Health Scrutiny Committee response Trafford SPB responses  

Theme Issue  

Impact on 
Wythenshawe 
Hospital and 
Integrated 
Care in 
Trafford 
 

The Joint Health Scrutiny Committee is concerned about the 
impact of the reduction of accident and emergency services 
at Trafford General Hospital on Wythenshawe hospital 
(UHSM). Manchester’s Health Scrutiny Committee specific 
concerns about capacity at UHSM are detailed in 
Manchester’s local response. This is linked to concerns 
raised by Trafford’s health scrutiny committee about 
integrated care in Trafford, and the capacity for integrated 
care services to deflect patients away from A&E. The Joint 
Committee feels that the measures to redirect patients away 
from emergency care services and a full integrated care 
service should be in place before the transition to model 2. 

It was discussed that: 
 UHSM is involved in the development and implementation of the proposals 

for an integrated care system in Trafford and has been since 2008.  
 UHSM response to the New Health Deal consultation made clear that the 

ongoing implementation of the Integrated Care System should have clearly 
demonstrated impact prior to any change being implemented at Trafford 
General Hospital.  

 The Trafford SPB has agreed and recommended that only when assurance 
has been received from Trafford CCG that additional community capacity is 
in place, would it sanction a move to Model 2 or any further move to Model 3.  
 

Integrated Care  
 Trafford CCG and the provider of community services reiterated the 

increased resources and continued expansion of Integrated Care.  
 The Board believes the recommendation to assure Integrated Care capacity 

can be gained via a comprehensive implementation plan, approved by NHS 
Greater Manchester.  

Public 
Consultation 

The Committee has reservations about the public 
consultation. Specifically, there were gaps in the consultation 
which limited the opportunities for local people (both in 
Trafford and Manchester) to respond and the responses that 
have been submitted have not been interpreted in a balanced 
way. The Committee is also dissatisfied that the consultation 
only provided one option to address the problems. 

The Board stands by decisions taken on the 19
th
 December including:  

 Acceptance that the reason for one option within the consultation should 
have been more clearly explained to the public and stakeholders. 

 The consultation process, including the consultation documents were 
monitored by an independent Public Reference Group and an Equalities 
Assessment was undertaken by an independent consultant- both concluded 
that communications and public engagement processes related to the 
consultation were fair, objective, accessible and transparent. 

 The Asian population were under represented in response; however, the 
Board noted the efforts to engage with this group of the population 
throughout the consultation process. The Equality Assessment report 
confirms appropriate and reasonable engagement.  

 A representative of Greater Manchester West NHS FT was part of the ICRB. 
Trafford CCG is the lead commissioner for GMW, and will continue to work 
with this provider to assure implementation plans are robust.   

 The Board discussed the DOH four tests and the evidence provide by the 
Public Reference Group and the Equalities Assessment. The Board 
reaffirmed its belief that the public engagement, consistency of clinical 
evidence base and patient choice tests had been met.  

 
The Board notes the comments from the JOSC however are still satisfied that 
the consultation was conducted in a manner which was fair, objective, 
accessible and transparent. 

Service 
Reconfigurati
on Tests 
 

The Committee has concerns about whether the four service 
reconfiguration tests have been met, particularly around the 
strength of public engagement and consultation, the 
consistency of the clinical evidence base and patient choice 
(detailed in the orthopaedics section). 

Clinical 
Evidence 
Base 

The Committee has some concerns about the National 
Clinical Advisory Team (NCAT) clinical view that Trafford’s 
accident and emergency department should be converted to 
a Minor Injury Unit (model 3). There would be strong public 
opposition to this proposal. Although the proposal says that 
this will be done in phases over a number of years, the 
Committee is concerned that new decision making structures 
within the NHS would require this move to take place more 
quickly without sufficient opportunity to implement the 
alternative measures to redirect patients away from A&E. 
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Joint Health Scrutiny Committee response Trafford SPB responses  

Theme Issue  

Orthopaedic 
Centre  

The Committee does support the establishment of the 
Orthopaedic Centre at Trafford General Hospital but there 
are some specific issues raised by both local committees that 
need to be addressed. Trafford’s committee raised concerns 
about the strength of the business case for the Centre and 
the risks to the viability of the hospital if patients choose to 
use other hospitals. In Manchester, there are concerns 
around transport difficulties for Manchester residents and the 
need to provide genuine choice for residents to access 
similar services in north and south Manchester. 

Orthopaedics 
 The Board welcomed the high level of support for an Elective Orthopaedics 

Centre of Excellence on the TGH site, but emphasised that the development 
of the Elective Orthopaedics centre has been planned as part of the whole 
service redesign outlined in the New Health Deal proposals.  

 The Board recognised that the viability of the proposal is a matter for the 
provider to consider, in conjunction with commissioners. The provider has 
had plans for the development of an Elective Orthopaedic Centre in place for 
two years.  

 The Board recognised the need for an effective Health Transport Bureau to 
be in place for residents of Manchester as well as Trafford and will be 
ensuring this is substantially in place before any changes are made.  

 The Board are content that the Elective Orthopaedic proposals do not limit 
patient choice and will improve patient outcomes/experiences.  
 

Transport 

 Trafford CCG has provided commitments to subsiding transport where 

appropriate and to developing a Health Transport Bureau. These are parts of 

the recommendations accompanying the New Health Deal and will be 

managed as part of the implementation. 

Healthier 
Together  

The Committee noted that the proposals will only be 
implemented once certain pre conditions have been met. It is 
not realistic that these pre conditions will be implemented 
before the Healthier Together proposals are released in 
spring. The Committee unanimously agrees that 
consideration of the Trafford proposals should be postponed 
so that they are reviewed in conjunction with the Healthier 
Together proposals. 

The Board stands by discussions held on the 19
th
 December, namely: 

 Strong clinical evidence was received that changes need to be made to 
Trafford General Hospital and that there are known, significant risks, 
associated with a delay.  

 The clinical and financial position of Trafford makes the borough’s health 
economy unique in comparison to the rest of Greater Manchester.  

 The Trafford health economy is not being managed in isolation of Healthier 
Together: the same programme team are undertaking all the detailed work 
and are cognisant of the recommendations.  

 
The Board recommends that the proposals to the change in status and opening 
hours of the TGH A&E, will not happen until the recommendations made by the 
Board have been implemented and there is sufficient assurance surrounding any 
changes.  
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7.2.5 The following resolution was unanimously agreed by the JOSC:  in the event that NHS Greater 

Manchester, following the recommendations from the Trafford SPB, rejects the Committee’s 
concerns, and proceeds with the proposals decided at the Trafford SPB meeting of 19th 
December 2012, the JOSC will authorise its Chair and Vice Chair to refer the proposals to the 
Secretary of State as a substantial variation which is not in the interests of the health service and 
patients of the Borough of Trafford and the City of Manchester. 

 
7.2.6 The following points summarise the decisions made by the Trafford SPB: 
 
 
 
 
 
 
 
 
 
 
 

 
7.3  The NHS Greater Manchester Board is asked to:  

 consider and endorse the process of public consultation and the process of decision 

making undertaken by the Trafford Strategic Programme Board; and 

 make a decision on the formal New Health Deal redesign proposal and the accompanying 

recommendations of the Trafford SPB.   

 
 
Nigel Guest 
CCG Chair (Trafford) 
 
Michael Eeckelaers 
CCG Chair (Manchester Central) 
 
Bill Tamkin  
CCG Chair (Manchester South) 
 
Leila Williams 
Director of Service Transformation, NHS Greater Manchester  
 
Terry Atherton 
Vice Chair, NHS Greater Manchester  
 
 

Trafford SPB decisions 
 
Having fully considered the resolution of the Joint Health Scrutiny Committee made on the 
14th January 2013, the Board does not wish to vary any decisions made at its meeting on 19th 
December 2012.  
 
The Board formally reaffirmed the proposal and recommendations agreed at its meeting on 
the 19th December 2012.  
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Appendices 
Appendix A: Table of concerns and issues raised through the public consultation   

Theme Summary of responses  Additional points Reference to 

discussion in this 

report 

Vision for 

Integrated 

Care 

 The long term vision for integrated care in Trafford was 

supported by the majority of respondents, either fully or 

with some reservations (68%). 

 Residents who were supportive felt that an integrated care 

system was a positive step forward and in keeping with 

modern advances in medicine and health. Some residents 

also welcomed being treated in the community, rather than 

having to travel to hospitals for their care.  

 Concern was raised over the ability for GPs to cope with 

increased demand as residents felt that access to GP 

services was already limited.  

 See discussion 

under 2.1 (Issue  7)  

The reason 

for change 

 Most people accepted the view that Trafford hospitals need 

to change in order to make sure services are high quality, 

efficient and affordable. (Fully supported 39% and 

Supported with some reservations 28%).  

 Some people commented that it is merely a cost cutting 

exercise whilst others felt it represented a financially 

viable option in order to improve quality of care at 

Trafford General Hospital. 

 Many residents felt strongly about the heritage and 

sentimental value of the hospital as the birthplace of the 

NHS. 

 Reservations generally concerned disbelief over the claim 

that not enough patients are being treated in intensive 

care and emergency services at Trafford General 

Hospital.  

 See discussion 

under 2.4.3 

 

 See discussion 

under 2.3 (Issue 

10) 

 

 See discussion 

under 2.3 (Issue 

13)  

Proposed 

changes to 

orthopaedic 

services  

 A clear majority of people (60%) fully supported the vision 

for orthopaedic services.  

 Logistical issues, such as transport to the hospital for 

residents outside of Trafford, an increase in current 

waiting times and the need for prompt rehabilitation 

services were common themes raised. 

 Concerns over the sustainability of the proposed Elective 

 See discussion 

under  2.1 (Issue 5 

and 12) 

 

 See discussion 
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Orthopaedic Centre at Trafford General Hospital. 

 It was felt that due to the nature of orthopaedics 

patients, there could be incidences where ICU beds were 

required but not available. 

under 2.1 (Issue 5) 

 See discussion 

under 2.1 (Issue 1) 

Proposed 

changes to 

outpatients 

 A clear majority of people (72%) fully supported the 

proposed expansion of outpatients.  

 Generally residents were supportive of the expansion of 

outpatients and accepted that greater treatments would be 

available.  

 The majority of other comments were in relation to 

parking, transport issues, waiting times and overall 

communication issues.  

 See discussion 

under 2.3 (Issue 

12) and 2.4.2.  

Proposed 

changes to 

day care 

surgery  

 A clear majority of people (70%) fully supported the 

expansion of day case procedures, recognising the 

advances in medicine and technology.  

 Several residents opposed the proposed changes, to the 

detriments of other services, particularly accident and 

emergency, as concerns were raised regarding the 

implications in the event of surgical implications.  

 See discussion 

under 2.1 (Issue 

1). 

Proposed 

changes to 

intensive 

care and 

emergency 

surgery  

 41% of people did not agree with the proposed changes, 

although 56% of people supported the changes either fully 

or with some reservations.  

 People in support of the changes recognised that safety and 

staff skills were paramount and patients could be served 

better by other hospitals.  

 The majority of residents opposed to the proposal 

expressed concern over patients requiring transfers to 

other hospitals whilst critically ill and the risks associated 

with such transfers. Some residents raised concern over 

the emotional impact on families and friends when 

travelling further during critical illness and/or when 

visiting patients during what is an already stressful 

situation.  

 See discussion 

under 2.1 (Issue 2) 

and 2.4.1, 2.4.2.  

Proposed 

changes to 

accident and 

emergency  

 Many people stated that they did not support the proposed 

changes to accident and emergency (46%), however, 

almost half of all people (49.5%) stated that they either 

fully supported the changes or supported with some 

reservations.  

 Several residents were opposed to the reduction in services 

to a minor injuries unit, particularly from a consultant led 

unit to a nurse led unit. However, positive responses were 

received from people who have previously experienced 

 It was suggested that reassurance that the integrated 

care system was optimal would be required before 

progressing to Model 3.  

 Clarity on the change from Model 2 (Urgent Care Centre) 

to Model 3 (Minor Injuries Unit).  

 Residents and NHS Staff expressed concern over capacity 

issues for emergency services at other hospitals with the 

increased workload from the proposed reduction at 

 See discussion 

under 2.1 (Issue 6 

+ 7). 

 See discussion 

under 2.1 (Issue 6) 

 See discussion 

under 2.4.4. 
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nurse led accident and emergency care.  Trafford General Hospital.  

 Many people expressed concern over the risk of loss of 

life due to travelling further afield to other hospitals in 

the event of an emergency, coupled with the poor public 

transport links to other hospitals which poses difficulties 

for people with no other means of transport.  

 Concern was also raised over the financial burden of 

travelling to and parking at other hospitals.  

 Partington and Carrington GPs expressed concern that 

closure of Trafford accident and emergency would lead to 

more pressure on their services.  

 

 See discussion 

under 2.1 (Issue 

2+3) and 2.4.1, 

2.4.2. 

 

 See discussion 

under 2.4.2. 

 See discussion 

under 2.4.4 

Aspects that were stated as not being considered/ Other issues raised  A number of respondents raised concerns that the New 

Health Deal for Trafford was taking place in isolation to 

other initiatives in the Greater Manchester areas, such as 

the Healthier Together initiative.  

 Concern was voiced in relation to the provision of mental 

health services, particularly after-hours.  

 The Alzheimer’s society Trafford and Salford expressed 

concern that dementia care did not appear to feature 

within the proposed changes.  

 Partington and Carrington GP Group highlighted 

significant problems encountered by their patients when 

required to travel to SRFT and Central Manchester by 

public transport.  

 Concern that the New Health Deal proposals only 

contained a single option.  

 See discussion 

under 2.2 (Issue 

9). 

 

 See discussion 

under 2.1 (Issue 

4). 

 See discussion 

under 2.1 (Issue 

4).  

 See discussion 

under 2.4.2. 

 See discussion 

under 2.2 (Issue 

8). 
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Appendix B: Clinical rationale documents  

Pre-consultation business case 
On request 
 
 
The Public Consultation documents 
On request 
   
 
Report from the National Clinical Advisory Group 
On request 
 
 
Report from the Integrated Clinical Redesign Board 
On request 
 
 
Update report/presentation on the development of Integrated Care 
On request 
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Appendix C: Consultation process documents  

Report on the consultation process 
On request 
 
 
Equality Analysis report 
On request 
 
 
Public Reference Group report 
On request 
 
 
Pre-consultation business case  
On request  
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Appendix D: Consultation response documents  

 
Analysis of Public Consultation responses  
 
On request 
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Appendix E: Workstream specific documents  

North West Ambulance Service perspective on the New Health Deal for Trafford 
On request 
 
 
Non- emergency transport reports 
On request 
 
 
Addressing the finance concerns raised during public consultation 
On request 
 
 
Provider capacity report 
On request 
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Appendix F: Department of Health Four Tests  

DoH Four Tests 
 
On request 
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Appendix G: Joint Health Overview and Scrutiny Committee documents  

Joint Health Scrutiny Committee Response – summary of the points raised at 
the meeting of 14 January.  
 
The points in this document will form the basis of the resolution of the Joint Health 
Scrutiny Committee meeting on 14 January 2013. The Committee agreed to endorse 
the responses from Trafford and Manchester’s health scrutiny committees which 
describe each of their concerns raised in detail. 
 
The following resolution was unanimously agreed: 
 
The Committee agrees that in the event that NHS Greater Manchester, following the 
recommendations from the Trafford Strategic Programme Board, rejects the 
Committee’s concerns, and proceeds with the proposals decided at the Programme Board's 

meeting of 19 December 2012, to authorise its Chair and Vice Chair to refer the proposals 
to the Secretary of State as a substantial variation which is not in the interests of the 
health service and patients of the Borough of Trafford and the City of Manchester. 
 
The individual responses are appended to this note but the information below 
summarise the points raised at the Joint Health Scrutiny Committee meeting.  
 
Impact on Wythenshawe Hospital and Integrated Care in Trafford 
The Joint Health Scrutiny Committee is concerned about the impact of the reduction 
of accident and emergency services at Trafford General Hospital on Wythenshawe 
hospital (UHSM). Manchester’s Health Scrutiny Committee specific concerns about 
capacity at UHSM are detailed in Manchester’s local response. This is linked to 
concerns raised by Trafford’s health scrutiny committee about integrated care in 
Trafford, and the capacity for integrated care services to deflect patients away from 
A&E. The Joint Committee feels that the measures to redirect patients away from 
emergency care services and a full integrated care service should be in place before 
the transition to model 2. 
 
Service Reconfiguration Tests 
The Committee has concerns about whether the four service reconfiguration tests 
have been met, particularly around the strength of public engagement and 
consultation, the consistency of the clinical evidence base and patient choice 
(detailed in the orthopaedics section). 
 
Public Consultation – The Committee has reservations about the public 
consultation. Specifically, there were gaps in the consultation which limited the 
opportunities for local people (both in Trafford and Manchester) to respond, and the 
responses that have been submitted have not been interpreted in a balanced way. 
The Committee is also dissatisfied that the consultation only provided one option to 
address the problems. 
 
Clinical Evidence Base – The Committee has some concerns about the National 
Clinical Advisory Team (NCAT) clinical view that Trafford’s accident and emergency 
department should be converted to a Minor Injury Unit (model 3). There would be 
strong public opposition to this proposal. Although the proposal says that this will be 
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done in phases over a number of years, the Committee is concerned that new 
decision making structures within the NHS would require this move to take place 
more quickly without sufficient opportunity to implement the alternative measures to 
redirect patients away from A&E. 
 
Orthopaedic Centre – The Committee does support the establishment of the 
Orthopaedic Centre at Trafford General Hospital but there are some specific issues 
raised by both local committees that need to be addressed. Trafford’s committee 
raised concerns about the strength of the business case for the Centre and the risks 
to the viability of the hospital if patients choose to use other hospitals. In Manchester, 
there are concerns around transport difficulties for Manchester residents and the 
need to provide genuine choice for residents to access similar services in north and 
south Manchester. 
 
Healthier Together – The Committee noted that the proposals will only be 
implemented once certain pre conditions have been met. It is not realistic that these 
pre conditions will be implemented before the Healthier Together proposals are 
released in spring. The Committee unanimously agrees that consideration of the 
Trafford proposals should be postponed so that they are reviewed in conjunction with 
the Healthier Together proposals. 
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Trafford Health Scrutiny Committee – 9 January 2013 
 
Local Response to the outcome of the New Health Deal for Trafford 
Consultation 
 
Following consideration of the outcome of the consultation, and the subsequent 
analysis of it, Trafford Health Scrutiny Committee has considered the report to the 
Joint Committee by the Strategic Programme Board. 
 
In summary, Trafford Council’s Health Scrutiny Committee still have serious 
reservations in relation to the viability of the proposals, the apparent overlap with the 
Healthier Together programme and the consultation process in its broadest sense. 
As such, Members felt that there were risks to health services for residents of the 
Borough.  
 
Healthier Together 
 
The Committee continue to feel that opportunities to consider the proposals within 
the broader Greater Manchester Health Service review, Healthier Together, are 
being missed.  
 
Members acknowledge that the former Trafford Healthcare Trust had built up a 
sizeable amount of debt and that this deficit must be dealt with urgently in order to 
ensure the future viability and continuity of services from the Trafford General 
Hospital site. However, it is clear that there remain significant issues outstanding and 
these were highlighted by the Chairman of the Strategic Programme Board and, in 
summary are:- 
 

1. Appropriate transport facilities; 
2. Resolution of mental health pathways 
3. Conclusion of the work in relation to setting the conditions which must be met 

around integrated care to move from the status quo to Model 2 and from 
Model 2 to Model 3. This includes capacity at other acute sites to cope with 
demand.  

 
Given that there are still issues outstanding, this will have the effect of pushing the 
proposals’ implementation date back and therefore closer to the commencement of 
the consultation in respect of Healthier Together. To this end, Members wish to ask 
that the decision on the future of the former Trafford Healthcare Trust be deferred 
and the scope of the New Health Deal for Trafford work be subsumed within the 
Healthier Together programme.  
 
Deliverability of the New Model 
 
Members noted the recommendations made by the Strategic Programme Board have 
still to be worked through before any changes can be made. Given this, they have 
significant concerns that decisions could be made without a clear and comprehensive 
knowledge of all of the implications of those decisions.  
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The Committee are still of the opinion that vision of integrated care is a positive 
solution to meet the needs of a growing population and the extra demand on health 
services. However, Members feel that insufficient lead-in time is planned for the 
adoption of the integrated care model whilst at the same time downgrading the 
Accident & Emergency service at Trafford General Hospital. Members are not 
assured that sufficient measures are in place to allow for an effective, and above all, 
safe transition when the changes to Accident and Emergency, Intensive Care Unit 
and Paediatric Observation and Assessment Unit. This creates a risk that health 
services and outcomes for Trafford residents will be adversely affected and create 
heightened demand on other acute and primary centres that cannot be met without 
further investment. These issues have been raised by University Hospitals South 
Manchester, University Hospitals Central Manchester, Salford Royal and Partington 
and Carrington GP’s.  
 
Members welcome the proposal to develop a centre of excellence for orthopaedics at 
Trafford General in order to ensure the viability of hospital. However Members still 
feel that a robust business case is still yet to be put forward which adequately 
explains the risks associated with the proposal and how these will be mitigated. 
Furthermore, given that there is still a large degree of choice, in respect of the use of 
other hospitals for elective orthopaedic work, patients may wish to use other 
hospitals thereby reducing the potential income for the Trust. This could have a 
significant impact on the viability of the proposal. Additionally, the proposals only 
extend to elective work for lower risk patients which again, limits the viability of the 
proposals. However, if a robust business case is put forward which adequately 
answers these concerns, Members would wish that prompt progress on the centre of 
excellence is made to ameliorate the financial situation of the hospital.  
 
The Committee were alarmed at the lack of financial planning in respect of the 
transport bureau and associated services and require significant reassurances that 
appropriate levels of funding are required to turn this vision into reality. Members 
expressed concern that current estimates will be inadequate to meet need.  
 
Consultation  
 
The Committee continue to have reservations about the consultation process which 
they have raised in previous responses on the proposals. There are gaps which they 
feel have limited the ability of local people to fully engage with the process.  
The Committee remain dissatisfied that there was only one option for consultation 
and feel that this has not supported commissioners to undertake an effective 
consultation with the public and stakeholders. As such this has presented the public 
with insufficient information by which to fully engage with the process.  
Members are also concerned about the apparent lack of understanding on the part of 
the public which seems to have been encouraged by the use of challenging 
terminology and terms which are used by the NHS but are difficult for the general 
public to understand.  
 
The Committee acknowledge that efforts have been made to engage with a wide 
variety of stakeholders in ways which are both appropriate and accessible. However, 
the equality analysis highlighted a gap in respect of engagement with Muslim women. 
The Committee is disappointed that efforts were not made to engage with this group 
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and feel that the health needs of this group may not have been fully considered as 
part of the plans for future health provision.  
 
Whilst the Committee welcomed the period of pre-engagement to elicit views at an 
early stage, it is concerned that opportunities were missed. In particular, the 
aforementioned concerns of Greater Manchester West Mental Health Trust in relation 
to Section 136 needs.  
 
Far from reassuring the Committee, we are concerned that the outcome of the 
consultation raises issues that were missed initially or show a complete lack of 
understanding especially in areas such as transport which would have implications 
for both Manchester and Trafford residents. To not address mental health issues 
within the consultation period shows not enough regard to crucial areas within the 
provision of health services. To reiterate, given that savings are not going to be 
achieved as quickly as first anticipated, we would urge commissioners that the 
proposals are considered as part of the Healthier Together programme. This is to 
enable them to be considered in a logical fashion and which fully understand the 
impact of proposed changes on the Greater Manchester conurbation.  
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Manchester’s Health Scrutiny Committee Local Response  
 
Extract from the minutes of the Health Scrutiny Committee on 10 January 2013  
 
HSC/13/04 A New Health Deal for Trafford 
 
The Committee considered a report from NHS Greater Manchester, which provided 
members with details of the New Health Deal for Trafford proposals that were agreed 
by the Strategic Programme Board (SPB) on 19 December 2012. The report sets out 
the results of the public consultation which ended on 31 October 2012, details of the 
discussions that took place at the SPB meetings in November and December, and 
the proposals that were agreed by the Board. The report also set out the SPB’s 
response to recommendations from the Joint Health Scrutiny Committee meeting in 
October. 
 
The Committee welcomed Jessica Williams (NHS Manchester) and Dr Nigel Guest 
(Chair of Trafford Clinical Commissioning Group). They introduced the report and 
summarised the findings. The SPB felt that the Department of Health’s 4 tests for 
service re-configuration (Clinical Commissioner Support, Strengthened Patient 
Engagement, Clarity on Evidence Base, and Consistency with current and 
prospective Patient Choice) had been met and made a number of recommendations 
regarding the detail of the proposal; in particular in respect of transport and 
integrated care services.  
 
The Chair advised members that the proposals were being considered by both 
Trafford and Manchester health scrutiny committees before consideration by the 
Joint Health Scrutiny Committee on 14 January 2013. The Chair referred to a 
statement in the report which said that both he and Councillor Lloyd, Chair of 
Trafford’s health scrutiny committee were invited to attend the SPB meetings. He 
confirmed that both councillors were invited to observe the SPB meetings, but the 
invite did not ask them to participate in the discussions so the councillors did not 
attend. On 8 January, both councillors met with Leila Williams from NHS Greater 
Manchester and Dr Guest to discuss the details in the proposals and to clarify further 
information that was required. Feedback from the Manchester Health Scrutiny 
Committee’s perspective about how the proposals affect Manchester residents would 
be presented to the Joint Health Scrutiny Committee for consideration. 
 
The Committee discussed the impact of the Trafford proposals on Wythenshawe 
Hospital / University Hospital of South Manchester Foundation Trust (UHSM). The 
Committee noted the response to the consultation from UHSM. A member referred to 
the meeting of the Health Scrutiny Committee on 19th July where the Chief Executive 
of UHSM attended the meeting to express concerns about the effects of the closure 
of Trafford General’s Accident and Emergency department. He stated that UHSM 
would require investment of approximately £11.5m to increase capacity to cope with 
the additional demand for services from Trafford patients.  
 
The report sets out the recommendation that the changes would not happen until the 
provider trusts could provide assurance that they were able to accommodate the 
additional demand for services. Members were concerned that this assurance was 
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not enough given the level of investment that UHSM has previously stated that they 
need. Members linked this concern with the lack of additional resources to improve 
Trafford’s integrated care. 
Members were concerned about the ability of Manchester’s hospitals to cope with 
additional patients, particularly as they were not meeting the demand for services 
now. A member referred to the Central Manchester Foundation Trust (CMFT) not 
meeting the target to treat A&E patients within four hours. Dr Guest said that these 
figures included Trafford General. He acknowledged that this was a problem and a 
significant amount of work was being done to meet targets. 
 
Officers acknowledged that A&E departments were under pressure and not meeting 
targets. However, this pressure was not due to the number of Trafford residents. 
There have been a number of changes to the flow of patients using A&E across 
south Manchester, with many Stockport residents choosing to go to CMFT and 
UHSM, creating additional pressure. The officer explained that NHS Greater 
Manchester had carried out a significant amount of work to try and map where 
Trafford residents would use hospital services. If proposals go ahead, the additional 
number of patients from Trafford was estimated to be small with an estimated 5 
patients per day using UHSM and 4 patients per day using CMFT.  
 
The Committee expressed concerns regarding patients being deflected to UHSM and 
believed there should be additional funding to provide for this which should be in 
place before the changes happen. It was argued that the impact would be limited as 
the amount of patients being deflected would be limited but there was an agreement 
that the actual number of deflected patients would be dependent on the quality of 
integrated care provided in Trafford and could not adequately be assessed until the 
changes had been made. A member queried the impact on elective surgery, but this 
was not felt to be considerable due to the potentially low number of patients deflected 
and the rationale towards improving integrated care services. 
 
Orthopaedic surgery was raised in the meeting of 8 January with Leila Williams and 
Dr Nigel Guest. Manchester patients would be required to travel further to attend the 
orthopaedic centre in Trafford. Committee agreed that there needed to be further 
consideration of transport arrangements for Manchester residents to ensure the 
service was accessible. In addition, Manchester residents also need to be offered the 
opportunity to access these services at north and south Manchester should they 
prefer. 
 
The Strategic Director (Adults, Health and Wellbeing) for Manchester advised that 
Manchester works with other local authorities in the provision of integrated care and 
hospital discharge and has demonstrated continuous improvement over the past 12 
months. However, anecdotal evidence suggests that much work is still required to 
improve integrated care services in Trafford, with Trafford patients waiting longer in 
hospital beds waiting for discharge. Dr Guest acknowledged the problem and said 
that work was still needed to improve this area.  
 
The Committee discussed the reasons why the New Health Deal for Trafford 
proposals could not be considered as part of the Healthier Together proposals. The 
Healthier Together Programme will review how hospital services are provided across 
Greater Manchester. Members felt that the implementation of the proposals for 
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Trafford General Hospital should be postponed until the full Healthier Together 
proposals are known and they can be assessed in the context of wider proposals for 
greater Manchester. They also noted that the list of pre conditions given by the SPB 
board that need to be in place before the changes can happen were unlikely to be 
implemented before the healthier together proposals were ready.  
 
Doctor Guest said that he considered the New Health Deal for Trafford proposals to 
be the first stage of Healthier Together. However Committee members said that they 
would like postponement of the proposals so they are considered as part of Healthier 
Together. 
 
Following the discussion, the Committee agreed its decision would be presented to 
the Joint Committee on 14 January. 
 
Decision 
 
Wythenshawe Hospital 
 
The Committee: 
1. Notes that UHSM’s support for the New Deal for Trafford is conditional, even for 

the initial move to the Urgent Care Centre (Model 2), on the NHS Trafford 
deflection strategy (its Integrated Care System) being implemented in full. I.e. the 
target for the number of patients not needing to attend or to be readmitted to an 
acute hospital for treatment must be “achieved in full”. 

 
2. Notes that UHSM Foundation Trust point out that – if this deflection strategy is not 

achieved in full even alongside the switch to an Urgent Care Centre, and in any 
case prior to a move to the Minor Injuries Unit (Model 3) – new additional 
investment in Wythenshawe Hospital’s emergency care infrastructure will be 
required in order to meet the additional patient demand. This includes an 
expansion of Wythenshawe Hospital’s Accident and Emergency Department and 
additional assessment beds, funded by an additional and sufficient allocation of 
NHS funds to UHSM (previously estimated by UHSM at £11.5 million). 

 
3. Notes that South Manchester Clinical Commissioning Group, covering the South 

Manchester and Wythenshawe area, is the principal lead commissioner for 
UHSM. The CCG expressed concern over the increased attendances “for a unit 
already over capacity and in premises that are not suitable for this increasing 
activity”.  

 
4. Agrees that the implementation of the reductions of services at Trafford General 

Hospital needs to be shelved until Wythenshawe Hospital’s Accident and 
Emergency Department and assessment beds are sufficiently expanded, and until 
the projected level of deflection activity away from hospital services actually 
happens. This should be prior to a move to an Urgent Care Centre, rather than 
just prior to a move to a Minor Injuries Unit.  
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Healthier Together 
 
The Committee: 
5. Notes that the Trafford Strategic Programme Board has agreed that their 

proposals for the downgrading of the Accident and Emergency Department at 
Trafford General Hospital should be implemented only once certain pre-conditions 
have been met. According to the minutes of their meeting of 19 December, the 
Chair summarised these conditions as follows: 
“John Schultz summarised the key pre-conditions which the Board believes need 
to be satisfied before implementation of the proposals. These are around the 
following themes: 
1. Progress towards integrated care across Trafford Borough …. 
2 Appropriate mental health pathways in place 
3 Transport arrangements substantially in place – particularly the Healthy 
Transport Bureau available to Manchester residents accessing the specialist 
orthopaedic centre as well as Trafford residents; together with the subsidising of 
the Dial-A-Ride service 
4 Provider capacity; provider assurance being given regarding capacity to move 
from status quo to model 2 and from model 2 to model 3 
5. Local clinicians should be tasked to develop a set of clinical criteria which 
outline the circumstances under which a safe move from the proposed Urgent 
Care Centre (Model 2) to the proposed Minor Injuries Unit (Model 3) can be 
made. These will need to be endorsed by the Integrated Care Redesign Board. 
JS asked if members were happy with the above summary. DB summarised the 
discussion: to implement Model 2, specific actions need to be completed around 
transport, …. mental health pathways, and the conditions which must be met 
around integrated care to move from the status quo to Model 2 and from Model 2 
to Model 3.” 
 
These recommendations are listed more fully in Table 3 of the Board’s Report to 
the Joint Health Scrutiny Committee. These are appended to these minutes for 
information.  
 

6. Notes that the NHS is reviewing hospital services across Greater Manchester as 
part of the Healthier Together project, and is due to publish proposals in spring 
2013. Although the Board state that implementation of their proposals for Trafford 
General Hospital cannot be postponed until the Healthier Together proposals are 
known, it is unrealistic to maintain that the key pre-conditions listed by the Board 
Chair can be achieved prior to spring 2013.  

 
7. Therefore agrees that the New Health Deal for Trafford proposals should be put 

into abeyance until they can be amended or examined alongside other Healthier 
Together proposals which impact on residents of Trafford and Manchester. 
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Orthopaedic Surgery 
 
The Committee: 
8. Notes that the move of orthopaedic inpatient surgery from Manchester Royal 

Infirmary to Trafford General Hospital would mean a considerable increase in 
travel time for most Manchester patients and their visitors.  

 
9. Agrees that it is therefore essential that suitable arrangements are put in place to 

alleviate additional transport difficulties faced by Manchester patients and their 
visitors. In addition, Manchester residents must be given a genuine choice which 
enables them to attend North Manchester General Hospital or Wythenshawe 
Hospital for orthopaedic surgery.  

 
Issues which only affect residents of the Borough of Trafford 
 
The Committee: 
10. Notes that there are many issues arising from the New Health Deal for Trafford 

proposals which affect only the residents of Trafford. The Manchester Health 
Scrutiny Committee is not commenting on these matters which are best 
scrutinised by the Trafford Health Scrutiny Committee. However, the Joint 
Scrutiny Committee will need to take a view on all matters raised by its members 
and by the two individual Scrutiny Committees.  

 
Referral to the Secretary of State 
 
The Committee: 
11. Agrees in the event that the Trafford Strategic Programme Board rejects the 

Committee’s concerns, and proceeds with the proposals that they decided at 
their meeting of 19 December 2012, to ask the Joint Scrutiny Committee to 
authorise its Chair to refer the proposals to the Secretary of State as a 
substantial variation which is not in the interests of the health service and 
patients of the City of Manchester. 
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Appendix - Table 3 – Trafford Strategic Programme Board recommendations 
 

Recommendations Rationale 

The development of additional Integrated 
Care services for some parts of the Borough, 
specifically the introduction of a community 
matron service and a consultant community 
geriatrician, before changes take place to the 
Accident and Emergency service. 

The Board recognised the need to ensure 
appropriate community services are in place 
for residents in Partington/Carrington in 
order to minimise the impact of changes to 
the Accident and Emergency service at 
Trafford General Hospital and to address 
current issues relating to health inequality. 

The identification of appropriate pathways for 
those affected with Mental Health issues and 
who currently access services at Trafford 
General Accident and Emergency 
department at night and might be impacted 
by the potential changes. These pathways 
should be identified before any proposed 
changes take place to the Accident and 
Emergency service. 

The Board recognised that those with 
mental health problems often represent a 
vulnerable group of patients. The Board also 
acknowledged that the consultation process 
had identified public concern regarding the 
services available to these patients if A&E 
services at Trafford General changed. The 
Board felt the arrangements for these 
patients needed to be clearly understood 
and communicated to patients/health 
professionals. 

The investment in a subsidy for local Link 
services, to access alternative hospital sites, 
should be made before any changes to 
Trafford hospital services are implemented.  
The development of a health transport 
bureau should be in progress before any 
changes to Trafford hospital services are 
made. 

The Board recognised the need to ensure 
appropriate transport services were in place 
to minimise the impact, on access, for 
patients who might be affected by the New 
Health Deal proposals. The Board felt that 
the development of a Health Transport 
Bureau and a subsidy in local link services 
provided the best solution for ensuring easy 
access was maintained. 

The Integrated Care Redesign Board should 
be tasked to develop a set of clinical criteria 
which outline the circumstances under which 
a safe move from the proposed Urgent Care 
Centre (Model 2) to the proposed Minor 
Injuries Unit (Model 3) can be made. 

The Board recognised the concern from 
local providers and the public regarding the 
move from an Urgent Care Centre to a 
Minor Injuries unit and the need to ensure 
appropriate community/primary care 
services are in place before this move is 
made.  

Prior to any service changes, an assurance 
process should be established to further 
ensure alternative provider capacity is in 
place and services can be safely moved. 

The Board recognised the need to ensure 
the implementation of service changes 
occurs in a way that ensures patient safety 
and promotes a positive patient experience. 

The recommendations made by the Public 
Reference Group should be fully accepted 
and be made available to local and national 
NHS organisations planning consultation 
processes. 

The Board recognised the important role 
that the public reference group played in 
monitoring the consultation process and felt 
their recommendations should be noted by 
others involved in any future consultation 
processes. 
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Director of Policy & External Relations 
 

 
DATE OF PAPER: 

 
24 January 2013 
 

 
SUBJECT: 
 

 
Greater Manchester Performance  

 
IN CASE OF QUERY, PLEASE CONTACT 
 

 
Warren Heppolette – 0161 625 7913 

 
PURPOSE OF PAPER: 
 
1) The report is structured in two sections:  

 Overview of The North of England Performance Dashboard and key performance areas 

 Analysis of the related information and confirmation of remedial actions being taken to 
address or investigate areas of under-performance. 
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Greater Manchester Performance Report 
 

Executive Summary 
The North of England Performance Dashboard, December 2012, indicates overall NHS GM 
performance has deteriorated to Red. Performance across localities continues to decline specifically 
due to A&E performance, Category ‘A’ Ambulance response and C-Diff. 

Referral to Treatment (RTT): All Trusts achieved the aggregate performance target in October for 
Admitted, Non-admitted and Incomplete categories. The delivery of individual speciality targets is 
being monitored and addressed by all commissioners. 

52 Week waiters: There has been a decrease in 52 week waiters in Greater Manchester from 27 in 
September to 16 in October with Pennine Acute being an outlier with 9 across a number of 
specialities. 

Diagnostics:  All Commissioners and Providers achieved the target of less than 1% of patients 
waiting more than 6 weeks in October 2012 

Performance on Cancer: The 62 day cancer target was achieved in Greater Manchester in October 
across all sites including Tameside which is working to an improvement plan after failing the target in 
Q2.  

A&E: Four Trusts failed the 4 hour target in Q3, Salford, Stockport, Tameside and University Hospital 
of South Manchester. Action plans are in place across these trusts for achievement of Q4.  

Mixed Sex: Accommodation Breaches (MSA) – There were four breaches reported at commissioner 
level across Greater Manchester indicating the improved position is being maintained. 

C-Diff: Performance was above trajectory in October and cumulatively for Greater Manchester. ALW, 
Bolton, Bury and Trafford are all above the cumulative plan to the end of October.  

Activity: Month six data shows activity moving closer to the plan overall. However, there are 
significant variations across the PCTS and the patterns of activity to date have shown considerable 
volatility month to month.  
 
Stroke: Stroke performance improved from Q1 to Q2 with two PCT’s under achieving, Manchester is 
showing improvement but still under target and Tameside performance deteriorating from Q1 to Q2. 

Health Checks: The position with Health checks is improving across Greater Manchester with all 
areas meeting trajectory except Oldham and Bury where action plans are in place to achieve the 
target by the end of Q4. Additional assurance has been requested from both ALW and Stockport. 

Health Visitors: Interim October figures indicate that the annual target of 577 has been achieved with 
579 in post. 

NWAS:  NWAS activity is above plan across all response groups with the CAT A red responses with 
the highest percentage variation. The service did not achieve the 9 and 18 minute target in November 
but did maintain achievement of the cumulative 8 minute target to the end of November. 
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1      North of England Dashboard   
 
1.1 Background 

This report summarises performance by exception and has placed reliance on data from Q1 to 
November 2012. It is important to note that the North of England Performance dashboard 
describes the position by PCT. Where references relate to the declared and published 
performance position this report retains that consistency. However, where the report describes 
interventions and actions underway, it does so by in relation to the CCGs as this more 
accurately reflects the ownership and leadership of recovery actions. 
 
 

1.2 This dashboard shows Cluster and PCT performance across headline measures.  
The key messages are:  
 

 Greater Manchester Cluster has dropped to a Red rating with performance 
across individual localities as follows: 

Green – HMR 
Amber – ALW, Bolton, Bury and Oldham 
Red – Manchester, Salford, Stockport, Tameside & Glossop and 
Trafford 

 The key pressures impacting on the performance scores are; A&E, Category A 
Ambulance times, Health Checks and C-Diff. With Cancer showing as an issue 
at Tameside. 

 
1.3 Details of the data periods used for the North of England dashboard are shown in 

Appendix 1.  

 
2 Referral To Treatment Waiting Times – September 2012 
 
2.1. Performance Summary – Overall Percentage Target 

 

 Admitted adjusted – All localities and providers achieved the overall target in September. 

 Non-admitted – All localities and providers achieved the overall target in September. 

 Incomplete - All localities and providers achieved the overall target in September. 
 
2.2. Exception Reporting: 
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Provider Admitted 

specialties not 
achieving 

Non-admitted specialties 
not achieving 

Incomplete specialties 
not achieving 

Bolton Oral Surgery 
Trauma & 
Orthopaedics 
Other  
Urology 
 

Oral Surgery 
 

Plastic Surgery 
Trauma & Orthopaedics 

Stockport ENT 
General Surgery 
Ophthalmology 

ENT 
Neurosurgery 
Ophthalmology  

ENT 
Neurosurgery 
Ophthalmology 

Pennine Acute General surgery 
Plastic Surgery 
Trauma  & 
Orthopaedics 

Cardiology 
ENT 
Gastroenterology 
General Surgery 
Plastic Surgery 
Oral surgery 
Thoracic Medicine 
Trauma & Orthopaedics 
Urology 

Cardiothoracic Surgery 
Gastroenterology 
General Surgery 
Neurology 
Ophthalmology 
Trauma and Orthopaedics 
 

Central Manchester   Other 

The Christie Urology ENT 
Plastic Surgery 
Urology 

Urology 

Salford Royal  Dermatology  

Tameside Trauma & 
Orthopaedics 
 

Trauma & Orthopaedics 
 

Trauma & Orthopaedics 

South Manchester Cardiology 
Cardiothoracic 
Surgery 
Trauma & 
Orthopaedics 

Gastroenterology 
Trauma & Orthopaedics 
 

Cardiothoracic Surgery 

Wrightington General Surgery 
Trauma & 
Orthopaedics 

Plastic Surgery 
Trauma & Orthopaedics 

Plastic Surgery 
Trauma & Orthopaedics 

Source: Data from CBS report from Unify 

 
2.2.1. Bolton – The provider is achieving at aggregate level, but failing the target for certain 

specialities, particularly in oral surgery and trauma & orthopaedics. In Q4 Bolton FT, in order to 
reduce the significant backlog identified in November, is reporting that it will fail the aggregate 
Admitted Target. This position has been agreed with Monitor. An action plan has been 
completed and will be managed by the commissioner supported by NHS Greater Manchester. 
 

2.2.2. Stockport - Ophthalmology performance is operating at below target levels as a result of staff 
vacancies.  A new consultant post has recently been appointed to and the target is projected 
to be met by March 2013. 

 
2.2.3. Pennine Acute – Aggregate targets have been achieved. Pressures remain by specialty 

particularly in trauma & orthopaedics and general surgery. The 18 week performance 
management framework from November has moved focus to the delivery of the target at 
specialty level. The first revised meeting is on the 14th December 2012. 
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2.2.4. Pennine Care – This target has been consistently achieved since the beginning of December 

in line with the revised trajectory.  
 
2.2.5. University Hospital of South Manchester (UHSM) – The aggregate target has been 

achieved.  Pressures remain by specialty particularly in cardiothoracic surgery and trauma & 
orthopaedics. The T&O target is expected to be met in Q3. Cardiothoracic surgery is projected 
to meet the target by the end of March 2013. 

 
2.2.6. Wrightington, Wigan and Leigh - Aggregate targets have been achieved. Pressures remain 

by specialty particularly in trauma & orthopaedics and general surgery. WWL commenced 
additional activity with revised booking and scheduling to address the shortfall in Trauma and 
Orthopaedics. The specialty target trajectory anticipates achievement at the end of March 
2013. 
 

2.3. Performance Summary – Underlying Pressures 
 

2.3.1. Salford is achieving the target in every specialty except for Dermatology non-admitted 
patients. Central Manchester is achieving every specialty except the ‘other’ specialty for 
incomplete pathways. All CCGs are addressing the specialty shortfall in performance. 
 

4 52 Week Waiters – September/ October 2012 
 
4.1. Long waiters have decreased from 27 in September to 16 at the end of October. The Christie 

UHSM and WWL had zero patients waiting 52 weeks or more in October. The trajectory is 
expected to continue downwards with only Pennine Acute to have patients waiting more than 
52 weeks by the end of December.  

 

 
Source: Data from CBS report from Unify 
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4.2. Exception Reporting 
 
Patients waiting over 52 weeks – October 2012 (Incomplete) 

Provider Number of patients 
waiting over 52 
weeks 

Specialty 

Bolton 3 Trauma & Orthopaedics (3) 

 
Stockport 
 

2 
General Medicine (1) 
General Surgery (1) 

Pennine Acute 9 

Gastroenterology (1) 
General Surgery (6) 
Trauma & Orthopaedics (1) 
Urology (1) 

Tameside 
 

2 
Dermatology (1) 
General Medicine (1) 
 

Source: Data from CBS report from Unify 
 

Four providers reported patients waiting over 52 weeks as shown in the table above. 
 

5 Diagnostics – October 2012 
 
5.1 Exception Reporting – Commissioners 

 

5.1.1 All PCTs achieved the target of less than 1% of patients waiting more than 6 weeks or less in 
October 2012. 
 
 

5.2 Exception Reporting – Providers 
 

5.2.1 All Greater Manchester acute providers achieved the target in October of less than 1% of 
patients waiting more than 6 weeks or less. 

 
6 Cancer – October 2012 
 

6.1 62 urgent referral cancer target – October 2012 
 

6.1.1 In Quarter 2, Tameside & Glossop was the only locality and Tameside was the only provider 
that did not achieve the target. An action plan has been implemented and it is anticipated that 
Q3 performance will be at the required standard. 
 

6.1.2 In October all localities achieved the 62 day urgent referral cancer target. 
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6.2 Other 62 day cancer targets 

 
6.2.1 October data indicates three commissioners failed the 62 day screening target:  Ashton Leigh 

and Wigan, Bolton and Salford. Three providers failed the target: Bolton, Central Manchester 
and The Christie. 
 

6.2.2 Four commissioners failed the 62 day consultant upgrade target: Ashton Leigh and Wigan, 
Oldham, Stockport and Trafford. Three providers failed the target: The Christie, UHSM and 
Stockport.  

 
7 A&E  
 
7.1 Four Trusts have not achieved quarter 3 2012/13 A&E 4 hour target: Salford Royal, Stockport 

FT, Tameside FT, and University Hospital of South Manchester FT.  
 

7.2 Tameside’s performance in Q3 has been affected by high attendances and high admissions, 
escalation plans have been implemented with escalation beds opened.  
 

7.3 Stockport FT will fail the 4 hour target in Q3 although the trajectory is that the target will be 
achieved and sustained from mid-January 2013. Stockport CCG is holding weekly meetings 
with Stockport FT to monitor the agreed recovery actions. The FT is enhancing clinical 
decision making capability at evenings and weekends for assessment through to discharge. 
The Chief Executive of NHS Greater Manchester chaired a joint meeting with the Trust and the 
CCG this month to confirm priority actions and the plan to recover performance to the 95% 
standard. 
 

7.4 University Hospital South Manchester performance has continued to deteriorate and the Trust 
did not meet the target in Q3. Performance Management was escalated on the 21st November 
to a weekly meeting and the recent external management consultant report provides the basis 
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of a revised action plan. Recent measures to address the performance have not been 
successful or have yet to be implemented. NHS Greater Manchester’s Director of Nursing and 
Director of Policy met with the CCG following a further deterioration in performance over the 
winter period. It is proposed that the CCG and NHS Greater Manchester initiate a joint site visit 
to observe practice and secure assurance against the recovery plan.  
 

7.5 CMFT as a Trust is achieving the target although a separate site analysis to distinguish 
between the Trafford and central Manchester sites is underway. Manchester CCG, CMFT 
Director of Performance and NHS Greater Manchester are meeting to develop an appropriate 
reporting arrangement for the central Manchester site. 
 
The chart overleaf shows A&E performance by month for 2012/13 it is based on SHA figures 
to 16th December 2012 and includes trusts’ associated type 3 units. 

SHA A&E sitrep report 

 
 
8 Mixed Sex Accommodation – October 2012  
 
8.1 Three commissioners and one provider experienced mixed sex accommodation breaches in 

October 2012. These are shown below. 
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8.2 October 2012 mixed sex accommodation breaches 

Commissioners 
MSA 
breaches 

Breach rate per 1,000 finished 
consultant episodes 

Manchester PCT 1 0.1 

Salford PCT 2 0.2 

Trafford PCT 1 0.2 

Providers 
MSA 
breaches 

Breach rate per 1,000 finished 
consultant episodes 

Salford Royal 2 0.2 

University Hospital Of South Manchester NHS 
Foundation Trust 2 0.2 

Source: Department of Health 

 
 
9 C Diff – October 2012 
 
9.1 Commissioner performance across Greater Manchester 

 
9.1.1 89 cases of C Difficile infections (CDI) were attributed to NHS Greater Manchester during 

October 2012 against a monthly plan of 75; therefore the monthly plan was not achieved. The 
year to date trajectory of 586 cases of CDI has not been achieved with a total number of 592 
cases to date this year. 
 

9.1.2 At the end of October, the following PCTs have exceeded their year to date plan:- 
 

 
 
 
 
 
 
 

 
9.1.3 Manchester, Salford, Tameside & Glossop, Oldham, Stockport, and Heywood Middleton & 

Rochdale PCTs have achieved their year to date plan. 
 

9.2 Acute provider performance across Greater Manchester 
 

9.2.1 32 cases of C Difficile were attributed to acute providers across Greater Manchester during 
October 2012 against a monthly plan of 35; therefore the monthly acute provider plan was 
achieved. The year to date plan of 248 cases of CDI has also been exceeded by 5 cases with 
a total of 253 cases. 
 

9.2.2 The Christie is addressing data collection issues. A further update will be provided. 
 

9.2.3 At the end of October the following acute providers have exceeded their year to date plan: 
 

 Pennine exceeded its year to date plan of 48 cases by 8 cases with a total of 56 CDI 
cases. 

 Bolton exceeded its year to date plan of 16 cases by 20 cases with a total of 36 CDI cases 
(there year end trajectory is 28 cases) 

 Plan Actual Variation 

ALW 53 69 16 

Bolton 26 57 33 

Bury 38 42 4 

Trafford 46 54 8 
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 Salford Royal Foundation Trust  exceeded its year to date plan of 29 cases by 4 cases 
with a total of 33 CDI cases 

 
10 Activity – September 2012 
 
10.1 Across Greater Manchester the year to date performance to September has seen a reduction 

in the variance of actual against plan across all measures; referrals, 1st Outpatient 
Appointments, Elective and Non-Elective activity. This has been reflected across all localities. 
No indicator is showing a variance 5% greater than plan. However, this aggregate picture 
masks considerable variation between PCT positions. It should also be noted that activity is 
relatively volatile from month to month.  
 

10.2 The referral trend is downward reflecting the measures taken by CCGs at Practice Level. 
There are local patterns: -  

 over performance relating to the change in admissions policy at Pennine Acute impacting 
on Oldham, HMR and Bury; 

 Care UK impact in Tameside and Glossop; and  

 Other Referrals at Bolton which are being addressed by the commissioners. 
 
10.3 1st Outpatient appointments have seen a 50% reduction in over-performance against plan 

(YTD - April to Sept). Salford has seen a 2.1% reduction in month, although the impact from 
Care UK referrals on Tameside and Glossop performance has increased variation against plan 
in month for the locality. 

 
10.4 Elective activity has reduced from 4.1% YTD over plan to 2.5%. This is a reflection of the 18 

week RTT target being achieved at UHSM, CMFT and Pennine Acute which has impacted on 
Trafford, Manchester, Bury, HMR and Oldham. 

 
10.5 Non-Elective Admissions have declined from 4.2% in July YTD against plan to 3.3%.  All PCTs 

have seen a reduction with only 3 PCT's seeing a variation >5% as opposed to 7 in PCTs in 
July. 

 
10.6 Commissioners are investigating and reporting the variation between activity and plan each 

month. The activity reports are produced using monthly activity returns (MAR) to the 
Department of Health. 
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Activity – Difference against plan (September 2012) 

Activity greater than plan   Activity less than plan   

Indicator 

Difference Difference in activity from plan 
April to Sept 2012 YTD 

to Sep 
Month 
of Sep 

GP referrals 3.2% -0.7% 

 

Other referrals 2.5% -3.9% 

 

All referrals 2.9% -2.0% 

 

All first OP 
attendances 

1.2% -5.1% 

 

Elective ordinary -2.4% -2.4% 

 

Elective day case 4.0% -4.3% 

 

Elective all 2.5% -4.8% 

 

Non-elective 3.3% -1.2% 

 
Source: Monthly Activity Returns to Department of Health 
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11 Stroke – Quarter 2 2012/13 
 
11.1 Stroke target part 1 
 

Percentage of patients who spend at least 90% of their time on a stroke unit – 2012/13 
 
11.1.1 In quarter 2 Manchester and Tameside & Glossop localities did not achieve the target. This is 

compared to 4 Commissioners in Q1 with Ashton, Leigh & Wigan and Trafford seeing an 
improved position in Q2 and achieving the target. 

 
Source: Department of Health 

 
11.2 Stroke target part 2 

 
Percentage of Transient Ischaemic Attack (TIA) cases with a higher risk of stroke who 
are treated within 24 hours – 2012/13 
 

11.2.1 In quarter 2 20112/13, Stockport, Tameside & Glossop and Trafford localities did not achieve 
the target. This extends under-performance in each of these localities from Q1. 
 

11.2.2 In Quarter 1 Bolton did not capture the data due to the model of care. The data required was 
able to be extracted and a return provided in Q2. 

 
11.2.3 A revised focus is to be placed on Stroke by NHS Greater Manchester for Q3 and Q4 

performance. 
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Source: Department of Health 
In Q1 2012/13, Bolton PCT’s return was ‘data not applicable’.  

 
12 Health Checks 
 
12.1.1 Health Checks are on trajectory across Greater Manchester with the exception of Oldham and 

Bury where remedial actions have been implemented to ensure delivery against the target by 
the end of the year. At the end of Q2 additional assurance has been requested from ALW and 
Stockport as they are under trajectory. 

 
12.1.2 Bolton is now identified as Green as a local trajectory has been agreed with the DH as they 

are in a unique position in that 74% (78,942) of the eligible population have already received 
an NHS Health Check within the last 5 years, finding 11,000 people at high risk.  

 
 
13 Health Visitors 
 
13.1.1 Health Visitors to September delivered against trajectory. Interim figures to date suggest that 

in October the Annual Trajectory of 577 has been achieved with 579 Health Visitors in post. 
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14 Ambulance Performance – November 2012 
 
14.1 Current Performance at GM Level 
 
14.1.1 November performance for Greater Manchester against the 8 and 19 minute targets was 

72.80% (not achieved) and 94.37% (not achieved) respectively and cumulatively stands at 
76.24% (achieved) and 94.88% (not achieved) at the end of November. 

 
14.2 Current Performance at Locality Level 
 

 Localities where the 8 minute target has not been met cumulatively to November are:  
Bury, Salford, Stockport, Tameside & Glossop, and Trafford. 

 Localities where the 19 minute target has not been met cumulatively to November are: 
Ashton, Leigh & Wigan, Bolton, Bury, Stockport, Tameside & Glossop and Trafford. 

 
14.2.1 NHS Greater Manchester and CCGs are working closely with NWAS and the lead 

commissioners (NHS Blackpool) to understand better the drivers of differential performance at 
the CCG level. 

 
14.2.2 Turnaround times at hospital continue to exceed the 20 minute expectation. Average 

turnarounds across the region were over 30 minutes. No hospitals in the cluster have average 
turnaround of 20 minutes or less. NHS Greater Manchester and the CCGs are working with 
colleagues across the North West to establish robust reporting arrangements to log handover 
and turnaround times to provide a basis to identify poor performance and develop appropriate 
actions to speed up handovers and ambulance clearance times. The HAS screen report has 
now commenced which identifies compliance with HAS screen utilisation, handover and 
turnaround times. 

 

 
Source: NWAS Web portal 
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Source: NWAS Web portal 

 
14.3 Ambulance Activity  
 
14.3.1 As with all North West clusters, Greater Manchester is still seeing ambulance activity above 

plan cumulatively. The following table show the NWAS activity against plan for November and 
year to date. 

 

 GM Cluster NWAS 

 Plan Actual % Variation Plan Actual % Variation 

Red November 11,536 13,012 12.79% 28,839 32,095 11.29% 

Red Cumulative 89,939 100,726 11.99% 227,471 251,093 10.38% 

Green November 18,879 19,400 2.76% 47,658 49,035 2.89% 

Green Cumulative 153,691 154,150 0.30% 390,079 394,282 1.08% 

All November 30,784 32,651 6.07% 78,144 82,430 5.48% 

All Cumulative 246,580 257,022 4.23% 630,726 657,005 4.17% 
Source: NWAS Web portal 
 
 

This shows that the variation to activity plan is highest for Red 1 & 2 calls (Cat A) for both 
NWAS and for the GM Cluster. All CCG areas in Greater Manchester are witnessing the 
increase in Red ambulance calls with Stockport showing the largest variation at 20.91% 
cumulatively and 20.01% in November. 

 
 
Warren Heppolette 
Director of Policy & External Relations 
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NHS GREATER MANCHESTER BOARD MEETING  
 
AGENDA ITEM NO: 10 b 
 
Date of meeting: 24th January 2013 
 
 

 
REPORT OF: 
 

 
Trish Bennett Director of Nursing & Quality 

 
DATE OF PAPER: 

20/12/2012 

 
SUBJECT: 
 

 
NHS Greater Manchester Quality Board Report  
 

 
IN CASE OF QUERY, PLEASE CONTACT 

 
Anita Rolfe – 0161 212 6140 
 

 
 
PURPOSE OF PAPER: 
 
To provide the NHS Greater Manchester Board an update on the progress made across Greater 
Manchester in relation to maintaining and improving quality for patients. 
 
This report discusses: 

1. Quality Monitoring Update 
2. Bolton FT - Update 
3. Seasonal Flu Vaccine Update 
4. Health Service Ombudsmen report – Tameside FT 
5. The Chief Nursing Officers Vision for Nursing 
6. Quality Handover 

7. Liverpool Care of the Dying Pathway update 
8. NCB Greater Manchester Area Team 
9. NCB Safeguarding of Children and Adults 
10. NCB Overview of Continuing Health Care 
11. National Patient Safety Conference – Case Study Presentation by NHSGM 
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NHS Greater Manchester Quality Board Report  
 
Executive Summary 
 
This report discusses: 
1. Quality Monitoring Update 
2. Bolton FT Update 
3. Seasonal Flu Vaccine update 
4. Health Service Ombudsmen report – Tameside FT 
5. The Chief Nursing Officers Vision for Nursing 
6. Quality Handover 
7. Liverpool Care of the Dying Pathway 
8. NCB Greater Manchester Area Team 
9. NCB Safeguarding of Children and Adults 
10. NCB Overview of Continuing Health Care 
11. National Patient Safety Conference – Case Study Presentation by NHSGM 
 
1. Quality Monitoring Update - Acute 
 
1.1  Introduction  
NHS Greater Manchester collates and reviews the information about the quality of care achieved by local 
provider organisations using the Early Warning System (EWS). The EWS complements the information 
that is collated on the North of England (NoE) Quality Dashboard. A summary with a brief narrative on 
key points for consideration and specific data where appropriate is presented in the next section of this 
report.  
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1.2  The NHS North of England publish a copy of their Quality Dashboard on a monthly basis which covers all Acute trusts. Greater Manchester 

specific data has been extracted below. 
 

 
 
1.3 The information is used by NHS Greater Manchester to complement the data already held on the NHS Greater Manchester Early Warning 

system. Key points from the dashboard are discussed along with the narrative from the NHS Greater Manchester Early Warning system.
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1.4 Key points for consideration  
 
1.4.1.   VTE (venous thrombo-embolism) assessed admission 
 

The data relates to a national CQUIN measure with the target that 90% of all adult inpatients 
receive a VTE risk assessment on admission to hospital using a national tool.  

 
All applicable NHS Trusts in Greater Manchester continue to exceed the 90% target, a combined 
NHS Greater Manchester performance remains well above 90%. 

 

 
 

  

 

 

1.4.2  Healthcare associated Infections – MRSA bacteraemia and C. Difficile infection (CDI) have been 
discussed in detail in  the performance report.  

 
1.4.3  Standardised Hospital Mortality Index (SHMI)  
 

SHMI is a hospital-level indicator based on mortality of all causes in hospital and within 30 days of 
discharge across the NHS in England. It compares the observed number of deaths for each 
hospital with the number expected from a statistical model that takes account of patients’ age, 
sex, method of admission to hospital and co-morbidities. The data presented shows: 

 

 Salford FT as having a lower then expected mortality rate. 

 Tameside FT as having a higher than expected mortality rate. Tameside FT has remained 
on the list of higher than expected mortality rates in the last three periods published and is 
discussed in greater detail as part of the TFT action plan below. 
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It is important to note that SHMI data is considered experimental and this information should be 
considered within this context. 
 

 
 
1.4.4  Tameside FT Action Plan 
 

The Board was presented with a detailed update in relation to SHMI within the last Quality Report. 
In summary NHS Tameside & Glossop and Tameside Foundation Trust have worked together to 
better understand the SHMI results within the local health economy and have produced a joint 
report in May 2012.   

 
The following areas were identified for specific focus due to the higher levels of mortality against 
the diagnostic codes:- 

 End of life/palliative care 

 Cardio-vascular disease 

 Pneumonia 

 Alcohol related liver disease 

 Clostridium Difficile 

 Dementia 
 

The plan continues to be monitored by NHS Tameside and Glossop, and further analysis of 
mortality indices will be conducted as they become available. Both provider and commissioner 
remain committed to delivering the action plan. 

 
1.4.5  Mixed Sex Accommodation Breaches 
 
 UHSM had 5 validated breaches for November.  
 
 In Summary there were: 

 3 invalidated breaches on Acute ICU – all within agreed time limit for transfer from AICU 
and therefore were  not validated breaches 

 5 validated breaches on Cardiac Critical Care Unit.  4 breaches occurred in the same 
weekend of the 3rd Nov due to capacity issues on site where medical patients were 
occupying cardiac beds. 1 breach occurred the following weekend of the 10th Nov for the 
same reason.  
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 Manchester PCT has met with Bed Management and the Cardiac clinical leads to review 
the issues leading to the November breaches and to reinforce actions to escalate and 
avoid breaches. Weekends were focussed on in particular and well as when transferring 
patients from critical care to other wards. Discussions are also taking place around porter 
response times (Sodexho are the contractor). 

 
1.4.6  Harm Free Care  
 

Developed for the NHS by the NHS as a point of care survey instrument, the NHS Safety 
Thermometer allows teams to measure harm and the proportion of patients that are ‘harm free’ 
during their working day, for example at shift handover or during ward rounds. The NHS Safety 
Thermometer provides a ‘temperature check’ on harm and can be used alongside other measures 
of harm to measure local and system progress. 

 
Harm in this context is described as pressure ulcers, falls, urinary catheter infections and 
VTE. The healthcare issues at the heart of this programme are recognised globally as challenges 
to every healthcare system. 

 
Greater Manchester position 
All Greater Manchester Trusts and Foundation Trusts are now regularly collecting and submitting 
Harm Free Care data. Below we display a collective Greater Manchester view. Harm Free Care 
continues to improve across Greater Manchester on a monthly basis. 

 

 
 
 

2. Bolton Foundation Trust Update 

   
2.1  Monitor has used its formal powers of intervention at Bolton FT to ensure that the Board is leading 

the Trust effectively on behalf of patients. This decision is due to the Trust's worsening financial 
position and a failure to comply with its general duty to exercise its functions effectively, efficiently 
and economically (part of its terms of authorisation for foundation status). The Trust remains in 
significant breach of the terms of authorisation identified in April of this year. 
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2.2       Following the decision of Bolton FT Chair to step down,  Monitor has: 

 Appointed David Wakefield as an interim Chair to drive the recovery programme of Bolton 
FT 

 Required Bolton FT to appoint external advisors to assist in the development of a robust 
financial recovery plan 

 Required Bolton FT to appoint a Turnaround Director, to sit at board level, and to develop 
and deliver an effective recovery plan. 

2.3  Bolton PCT/CCG as commissioners of the service is leading the relationship with Bolton FT in 
order to maintain a focus on quality and good patient care. There is also regular dialogue between 
the Director of Nursing at Bolton FT and the GM nursing and quality team to discuss where 
improvements may be made. Close attention will need to be paid to the effects upon staff morale 
and patient care when the planned workforce efficiencies are implemented.    

2.4  The Care Quality Commission has undertaken a review of compliance. The table below 
summarises the recent visit by CQC  

 

Outcome 1 People should be treated with respect, involved in discussions about 
their care and treatment and able to influence how the service is run   

Compliant 

Outcome 4 People should get safe and appropriate care that meets their needs and 
supports their rights 

Compliant 

Outcome 5 Food and drink should meet people's individual dietary needs Compliant 

Outcome 6 People should get safe and coordinated care when they move between 
different services 

The provider was found to be non-compliant with this standard. 
 It was judged that this had a moderate impact on people using 
the service and action was needed for this essential standard. 
People's health, safety and welfare was not fully protected when 
more than one provider was involved in their care and treatment, 
or when they moved between different services. 

Actions were put in place by BFT and these have been monitored by 
Bolton PCT/CCG. The CQC have subsequently revisited and the trust 
are now  compliant  

Compliant 

Outcome 8 People should be cared for in a clean environment and protected from 
the risk of infection 

Compliant 

Outcome 9 People should be given the medicines they need when they need them, 
and in a safe way 

The provider was found to be non-compliant with this standard. 
It was judged that this had a minor impact on people using the 
service and action was needed for this essential standard. The 
service did not fully protect people against the risks associated 
with the unsafe use and management of medicines as 
appropriate arrangements for the storage, administration and 
recording of medicines were not followed consistently. 

Actions were put in place by BFT and these have been monitored by 
Bolton PCT/CCG. The CQC have subsequently revisited and the trust 
are now  compliant 

Compliant 

Outcome 10 People should be cared for in safe and accessible surroundings that 
support their health and welfare 

Compliant 

Outcome 11 People should be safe from harm from unsafe or unsuitable equipment Compliant 
Outcome 13 There should be enough members of staff to keep people safe and Compliant 
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meet their health and welfare needs 

Outcome 16 The service should have quality checking systems to manage risks and 
assure the health, welfare and safety of people who receive care 

Compliant 

Outcome 17 People should have their complaints listened to and acted on properly Compliant 
Outcome 20 The service must tell us about important events that affect people's 

wellbeing, health and safety 
Compliant 

 

3. Seasonal Flu Vaccine – Frontline Health Care Workers Vaccination update 
   
3.1 NHS Greater Manchester is supporting a national campaign to protect patients and staff this 

winter by ensuring that front-line healthcare workers are vaccinated against influenza. 
 

3.2 Below we present data from Trusts and Foundation Trusts in Greater Manchester for the week 
ending 07/12/2012. 

 

 
 
 
3.3 The trusts that have not submitted data have been contacted, and although the vaccination is 

occurring within these trusts data has not been submitted, plans are now in place to address this. 
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4. Health Service Ombudsman’s report – Tameside Foundation Trust 
   
4.1 The Parliamentary and Health Service Ombudsman has recently published its final report on the 

investigation into a complaint about Tameside Hospital NHS Foundation Trust. This report 
contains findings, conclusions and recommendations with regards to a complaint that was made 
about care provided by the TFT in March 2011. 

 
4.2 The complainant advised the Ombudsman that the trust had failed to: 

 Take appropriate action when her mother’s condition deteriorated 

 Appropriately inform her and her family about her mother’s deterioration; and 

 Adequately handle her complaint 
 
4.3 The complainant suggests that the actions of TFT might have caused her mother’s death. She 

also suggests that the failure of TFT to inform her and her family about their mother’s 
deterioration meant that they were unable to spend much time with her before she died, which 
they are upset about. The complainant says that the poor handling of the complaint by TFT added 
to the family’s distress. 
 

4.4 The Health Service Ombudsman’s findings were that: 
 

4.5 The care and treatment provided for the patient by TFT fell significantly below the applicable 
standards. Furthermore the ombudsman found that there was maladministration in the way the 
TFT handled the complaint. Although it cannot be said that the poor care provided resulted in the 
patient’s death, the service failure and maladministration by the Trust contributed to the injustice 
of unnecessary upset and inconvenience. Therefore the Ombudsman upheld the complaint 
against the Trust. 
 

4.6 Tameside and Glossop PCT/CCG have contacted the medical director of TFT and requested that 
assurance is provided to demonstrate compliance with the following recommendations: 

 Write to the complainant providing details of the work already undertaken (and on-
going) that addresses the failings identified in the upheld complaint 

 Prepare am action plan that describes what else TFT will do to ensure that it has 
learnt the lessons arising from the failings identified in this upheld complaint to 
avoid a recurrence of the failings 

 Send details of the actions that have and will be taken to the Ombudsman, 
NHSGM, NHSNoE, the Care Quality Commission and Monitor 

 Ensure that the complainant, NHSGM, NHSNoE, the Care Quality Commission 
and Monitor are updated regularly on progress against the action plan 

 

5. The Chief Nursing Officers Vision for Nursing 
   
5.1 To be a nurse, midwife or caregiver is an amazing privilege: nurses support people and their 

families when they are at their most vulnerable and when care, compassion and clinical expertise 
matter most. Nurses are in a powerful position to improve the quality of care and play a major role 
in improving health and well-being outcomes. Every time nurses make contact with someone who 
receives care, they have the opportunity to make a difference, and because of the frequency of 
these contacts, they act as the guardians of quality for those in their care. 
 

5.2 However, nurses do not always deliver the care that is expected and deserved by patients and 
there have been some recent reports relating to nursing, midwifery and care-giving that has 
challenged the professions. These events have exposed the poor care that some of the most 
vulnerable people in society have received. These have included the unacceptable care at 
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Winterbourne View, findings by the Care Quality Commission and the Health Service Ombudsman. 
In addition, Robert Francis QC will report in due course with his findings after the full public inquiry 
into the role of the commissioning, supervisory and regulatory bodies in the monitoring of Mid 
Staffordshire Foundation NHS Trust.  

 
5.3 Nurses relationships with the people they care for have also changed; they are now partners in their 

care and involved in decisions that affect them. Even though much has changed, care and 
compassion remain at the heart of the nursing professions, bringing them together with knowledge 
and skills to manage the complexity of modern healthcare. 

 
5.4 Looking forward, nurses will increasingly be called to advise people on how to look after their 

physical and mental health, to support people who are experts in their own care, to prevent 
complications of long-term conditions, to lead early interventions that improve health outcomes and 
promote independence and well-being. England’s changing demographics will influence this. 
Society is getting older and its needs more complex.  

 
5.5 All parts of the health and care system face a huge challenge to improve the quality of care that is 

given, whilst increasing productivity and reducing unnecessary costs. As leaders, nurses need to be 
seen to set a gold standard for care and support others to provide it. 

The terms we usewe welcome views on whether these terms are helpful to use, or whether there are  
5.6 This vision sets out a shared purpose for nurses, midwives and care-givers - to deliver high quality, 

compassionate care and to achieve excellent health and well-being outcomes. This purpose is not 
exclusive to nursing professions and is shared by many people across the wider healthcare team. It 
promotes a culture of care, centred on the person needing it and provided by workers and 
professionals who have the evidence, intelligence and insight to give the best care and help people 
make holistic and informed choices about it. The vision articulates what we are here to do and acts 
as a reminder that all our work should link back to this purpose. 

 
5.7 They have been characterised as care, compassion competence, communication, courage and 

commitment: the 6 Cs. 
 

 
 
5.8 Greater Manchester will now develop a Nursing Strategy that embraces the 6c’s and leads the 

nursing community into 2013 and beyond. 
 

6. Quality Handover 
   
6.1   The implementation of the Health and Social Care Act 2012 will require the largest ever transition 

programme in the history of the NHS. SHAs and PCTs will be abolished from April 1st 2013, and 
their existing functions will need to be separated out and handed over to the organisations that 
will form the new landscape. 

 
6.2  This process will leave few parts of the system untouched and past experience shows that any 

period of structural change can put quality and safety at risk.  It is therefore critical that we put 
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processes in place  to mitigate those risks. Traditionally the NHS has employed formal processes 
of handover for technical issues such as finance and estates, but we have not, until now, applied 
the same discipline to the handover of quality issues. The National Quality Boards ‘how to’ guide 
draws upon the lessons learned from assuring the handover process following the clustering of 
SHAs and PCTs.  

 
6.3    Governance Requirements 
 

The primary purpose of the quality handover documents is to ensure that hard and soft 
intelligence is not lost to the system as a result of the structural changes we are about to go 
through in the NHS. NHS GM is following this process in a way that is consistent with our public 
sector duties and the principles of openness and transparency, as well as respecting the 
confidentiality of individual employees and patients. 

 
6.4 Greater Manchester PCT Cluster submitted their plans to create a handover document for to the 

SHA Cluster in June 2012, and began a local process of assurance quality as part of managing 
the transition.  

 
6.4.1  An implementation plan has also been submitted to NHS NoE. The plan has 3 sections as follows  

 Section 1 
Describes the profile of quality in each provider organisation, identifies areas of concern 
that the CCG’s are monitoring alongside areas of good practice.  
 

 Section 2 
Describes the child and adult Safeguarding and Continuing Health Care arrangement that 
CCG’s have already adopted. These arrangements are now an established part of CCG 
structures. 
 

 Section 3 
Describes the strategic arrangements of the NCB Greater Manchester Area Team for 
quality assurance, health economy collaboration, sharing of good practice. These 
arrangements will also enable targeted support to be identified, agreed and provided for 
those organisations that are facing significant challenges.  

  
6.5  Greater Manchester (GM) is a large and complex health economy. The GM handover document 

describes the care quality profile alongside the ambition to continue to improve quality during 
transition. NHSGM intends to manage the handover robustly to prevent any issues falling 
between sender and receiver in the new architecture. Within GM there are well established 
mechanisms where the 10 PCT’s and the emerging 12 CCG’s have been working very closely to 
enable the new system to develop safely. The well-established quality/contracting meetings have 
also been triangulating the quality data throughout the year. 

 
6.6     In December 2012: 

o Each PCT/CCG and the provider have received the quality profile for consideration and 
agreement and a letter outlining the handover process. Comments on accuracy of the data 
held has been invited from all the organisations. 

 
o A schedule of meetings has been arranged to formally handover to the receiving 

organisations. 
 
6.7  In January 2013:  
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 NHS Greater Manchester will hand over to CCGs and other receiving organisations, using 

face-to-face meetings and assemblies as appropriate.  

 NHS Greater Manchester CEO and the CCG accountable officers (designate) will sign the 

quality handover document to acknowledge formal handover has taken place. 

 NHS Greater Manchester will begin to adopt the role of the NCB Area Team. 

6.8  Further updates will continue to be provided to the board, with a final summary report in March 

2013. 

7. The Liverpool Care of the Dying Pathway 
 
7.1  The Liverpool Care of the Dying pathway (LCP) is implemented across a range of organisations 

across Greater Manchester.  These include; 
Primary Care 
Secondary care 
Care Homes (that are accessing End of Life care programmes) 
Hospices 

 
7.2 The LCP is a holistic plan of care developed to transfer best practice in Hospice care to all 

settings addressing the care required in the last days/hours of life.  It requires Staff to ensure all 
decisions to either continue or to stop treatment are taken in the best interests of each patient.  A 
decision to consider using the LCP should always be made by the most senior doctor available.  
The LCP emphasises that people who should be involved in decisions about their care if possible 
and that carers and families should always be included in the decision making process.  Of those 
who responded to the National Care of the Dying Audit-Hospitals 2011, 94% said that they had 
been involved. 

 
7.3 Specialist Palliative care Teams lead on training to use the LCP, and there are a variety of 

programmes being rolled across organisations, and they are being delivered to a range of staff 
including medical staff.   

 
7.4 Auditing of the LCP is in place through the end of life facilitators who audit the LCP notes during 

implementation and after death analysis, both in community and secondary care. Significant 
Event Analysis is also in place as part of the implementation of the Gold Standards Framework 
in GP Practices and Care Homes. Some organisations have increased the frequency of audits in 
light of recent media attention. The Key Performance Indicators (KPI) for the LCP is that the 
optimum uptake for each end of life care tool in the appropriate setting is 100% at level 4 which 
states that the organization has embedded and sustained the specific end of life care tool. 
(GMCCN, EoLC Performance report 2012) 

 
7.5 Acute Hospitals also take part in the National Hospitals Audit annually with the next round due 

(March – June 2013).  Supplementary to this, the following information has been requested from 
primary and secondary care, care homes and hospices to provide assurance specific to 
application of the LCP across GM (this will be available at the end of January 2013): 

 

 The name of the version of the LCP or ICP that is in use within  the organisation 
 

 If there are policies or procedures for revision and implementation in place. If yes – when 
was this last reviewed and when is the next review. 

 

 Training and education programmes relating to the implementation of the LCP or ICP, 
including their frequency and the staff groups who receive such training. 
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 Systems in place for Incident Reporting or Significant Event Analysis specific to the LCP 
 

 The process for auditing the implementation of the LCP and feedback mechanisms. 
 

7.6 The Liverpool care pathway work has been well supported across Greater Manchester with every 
organisation at trust, PCT and hospice being engaged.  The end of life facilitator posts in  
organisations have been paramount to the programmes success, facilitating good explanations of 
the pathway to patients and their families, as well as training for the broader Multi-disciplinary 
team (MDT).  Communication issues have been aided by using the nationally produced 
communication leaflets.  Problems with communication have been highlighted nationally, 
especially for patients without a cancer diagnosis where it is more challenging to identify the ‘end 
of life’ phase.  To rectify this, the 12th version of the LCP is now available which has a clear 
expectation of a review of the pathway with family and MDT at 72 hours.    

7.7 On a National level, Norman Lamb Minister of State for Care Services has announced a wide-
ranging review, to be overseen by an independent chairman. The review will look at a number of 
issues, including why doctors are sometimes not informing relatives of decisions to put patients 
on the LCP, and the question of payments to hospitals for meeting targets on their use of the 
pathway. The review was scheduled to report back in the very early part of 2013; however the 
start of the review has been delayed until successful in the appointment of the independent chair  

7.8 Locally organisations continue to advocate and support the delivery of high quality palliative care, 
which includes listening and responding to concerns and anxieties expressed by patients and 
their families in relation to illness and treatments, with support of the appropriate use of the LCP. 

7.9 The Specialist Palliative and End of Life Care Teams in GM Trusts continue to provide a high 
standard of education for all staff around the implementation and use of the LCP. In light of recent 
media coverage, teams will be re-visiting education within all appropriate clinical areas, 
reinforcing the specific concerns highlighted above, and local audits are on-going at trust level to 
understand family and patient feedback.   

8. National Commissioning Board (Greater Manchester Area Team)  
 
8.1  The quality ambitions of the Greater Manchester Area Team is that our aim and passion as part of 

the NCB will be to deliver a better NHS on behalf of patients and the public. We will do this by 
working side by side with local clinical leaders; and by listening to patients to enable us to focus 
relentlessly on the outcomes that the NHS delivers for people; and by freeing those on the 
frontline to transform services in line with the needs of local communities. 

 
8.2  The nursing and medical directorates have already appointed some excellent clinical personnel 

who will lead the Area Team’s ambitions to achieve the best possible outcomes for the people of 
Greater Manchester. The nursing and medical directorates are looking to be at full complement by 
the end of January 2013. The overview of care received by patient will require a robust strategic 
approach to meet the internal reporting requirements of the NCB,   

 
8.3 In order to understand how the area team will undertake the strategic overview of the              

care received by patients, this section describes the mechanisms for:  
 

 quality assurance,  

 health economy collaboration,  

 sharing of good practice.  
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8.4  These arrangements will also enable targeted support to be identified, agreed and provided for 
those organisations that are facing significant challenges.  

National  Commissioning Board Greater Manchester Area Team 
Clinical Collaborative Framework 

Quality, Safety, Engagement, Experience 

Quality Safety Engagement Experience 
GMCCG 

Quality Leads 
Clinical 

Collaborative 

GM Continuing 
Health Care 

Clinical 
Collaborative 

GM Child 
Safeguarding 
Collaborative 

GM Adult 
Safeguarding 
Collaborative 

CCG Governing 
Body Nurse 

Collaborative 

Greater 
Manchester 

Director of Nursing 
Collaborative 

Expected Membership of Collaborative 
CCG 
Operational 
Quality Leads  
 
 
 
CCG Executive 
Quality Leads 
 
Commissioning 
Support Unit 
lead for quality 
 
 
 
 
 
 
 
GMLAT Quality 
& Safety Team 
Nursing & 
Medical 
Directorate 
 

CCG 
Operational 
Continuing 
Health Care 
Leads  
 
CCG Executive 
CHC Lead 
 
Commissioning 
Support Unit 
lead for 
contracting  
 
 
 
 
 
 
GMLAT Patient 
Engagement 
Team 
Nursing & 
Medical 
Directorate 

CCG Named 
Nurses 
 
CCG Named 
Professionals 
 
CCG Executive 
Leads 
 
Commissioning 
Support Unit lead 
for child 
safeguarding 
 
 
 
 
 
 
GMLAT Quality 
& Safety Team 
Nursing & 
Medical 
Directorate 
 

CCG Named 
Nurses  
 
CCG Named 
Professionals 
 
CCG Executive 
Leads 
 
Commissioning 
Support Unit lead 
for Adult 
safeguarding 
 
 
 
 
 
 
GMLAT Quality 
& Safety Team 
Nursing & 
Medical 
Directorate 

CCG Governing 
Body Nurse lay 
members 
CCG Executive 
Nurses 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
GM Patient 
Engagement 
Team Nursing & 
Medical 
Directorate 

Directors of 
Nursing of 
Mental Health 
Acute 
Community 
Combined Trusts 
CCG Nurses 
Independent 
Sector 
GM Practice 
Nurses lead  
 
Commissioning 
Support Unit 
Communications 
lead 
 
GM Primary Care  
 
GMLAT Patient 
Engagement and 
Quality & Safety 
Team 
 
 

Frequency of Meeting 
Monthly + 

Annual 
Conference 

Monthly + 
Annual 

 Conference 

Monthly + 
Annual  

Conference 

Monthly + 
Annual  

Conference 

Monthly except 
when Regional 
quarterly and 
national CNO 

meeting 

Monthly except 
when Regional 
quarterly and 
national CNO 

meeting 

Venue:  3 Piccadilly Place 
 

9.  NCB Area Team overview of Safeguarding Children and Adults National 
Commissioning Board  ( Greater Manchester Area Team)  

 
9.1 Safeguarding Children and Adults has remained a priority for localities within the Primary Care 

Trust Cluster and for the emergent Clinical Commissioning Groups. Each CCG has a designated 
nurse for both children and adults, and a designated doctor. Each CCG is represented at the 
Local Safeguarding Children’s Board, and Local Safeguarding Adult’s Board. 

 
9.2 The Greater Manchester Designated Nurses (Children & Adults) already have a well-established 

Clinical Safeguarding Collaborative, from which the following networks will continue to be 
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developed as the key vehicles for safeguarding, supported by the Greater Manchester Area Team 
in the new system: 
 

 Safeguarding Adults Network 

 Safeguarding Children Network 

 Looked After Children Network 

 Child Death Overview Panel Network 

 Rapid Response Network 

 Specialist Medical Services Network 
 
9.3 There is also representation and active participation by the Designated, Named and Lead 

professionals at NHS North Networks for Safeguarding Adults, Safeguarding Children and Looked 
after Children.  

 
9.4 Greater Manchester Designated Nurses are also represented at the Local Authority Greater 

Manchester Adult Safeguarding Co-coordinators Network. 
 

9.5 Greater Manchester Designated Professionals, under the strategic leadership of the Chief Nurse, 
have continued to make a significant contribution to “maintaining business and managing 
transition.” The safeguarding mechanisms described above will become the NHSCB (GM Area 
Team) Clinical Collaborative for Safeguarding in the new architecture. This will ensure that robust 
mechanisms remain.  

 

Concerns/Areas for development  
 

Risk mitigation 
 

 
Succession planning:  
Having profiled the current Designated Nurse 
establishment across the conurbation, 
succession planning for Children’s/Adult 
Designated Nurses is an area for continued 
development and review. There are a 
significant number of Designated Nurses 
approaching dates where they may wish to 
consider retirement.  Whilst this does not pose 
an immediate risk, there is the potential for a 
skills gap/shortage to arise. 
 

 
The establishment of the Greater Manchester 
Clinical Safeguarding Collaborative has 
enabled increased resilience across the 
conurbation, with Designated Nurses providing 
“cross cover” arrangements for periods of 
leave, unexpected sickness or absence. 
 

 
Commissioning Support Unit’s  understanding 
and focus on safeguarding 

 
CCG’s and GM Area Team strategic clinical 
collaborations will include key personnel from 
CSU once appointed to assure that systems 
and processes are robust 
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10.        NHSCB Area Team overview of Continuing Health Care 
 
10.1 The Continuing Health Care arrangements during the transition and into the new system are as follows: 

 
Current PCT cluster Current PCT CCG with statutory  

responsibility 
Body undertaking NHS CHC 
assessment functions -  
from April 1

st
 2013 

Body undertaking NHS 
CHC commissioning 
functions - from April 1

st
 

2013 

Greater Manchester Ashton, Leigh & Wigan Wigan Borough CCG Wigan Borough CCG Wigan Borough CCG 

Bolton Bolton CCG NHS Bolton Acute Trust Bolton CCG 

Bury Rochdale CCG Rochdale & Bury  CCG Rochdale CCG 

Heywood Middleton & Rochdale Rochdale CCG Rochdale & Bury CCG Rochdale CCG 

Manchester Central Manchester CCG CMPT, UHSM, PAHT (Acute Trusts) Central Manchester CCG 

Oldham Oldham CCG Oldham CCG Oldham CCG 

Salford Salford CCG Salford CCG Salford CCG 

Stockport Stockport CCG Stockport CCG Stockport CCG 

Tameside and Glossop Tameside & Glossop CCG Tameside & Glossop CCG Tameside & Glossop CCG 

Trafford Trafford CCG Trafford CCG Trafford CCG 

 
Concerns 
 
Concerns/Areas for development  
 

Risk mitigation 
 

Retrospective Case reviews total approximately 3800 across GM. 
There will be a high number of retrospective reviews that will be carried 
forward into the new system. 
 

 CHC teams will be supported through the clinical collaborative 
networks to complete the retrospective reviews as soon as 
possible. 

 

CHC teams have varying capability and capacity that has potential to 
impact upon the case management of the vulnerable and frail. 

 CHC teams will be supported through the clinical collaborative 
networks to develop to a consistent level of capability by the GM 
Area Team.  

 CCG’s to be encouraged to collaborate so that CHC leads provide 
a network of support using good practice examples from the 
safeguarding lead professionals.  

 

NHS NW CHC processes have been ‘lifted and shifted’ to the regional 
office of the NCB. Clarity is needed regarding the relationship with the 
GM area team and GM CCG’s. 

 Discussions with NHS NW have begun and will continue until 
understanding and agreement Is reached. 
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11.  National Patient Safety Conference – Case Study Presentation by NHSGM 
 
11.1 We are delighted to advise that NHS Greater Manchester has had the submitted case study on 

Harm Free Care accepted for presentation at the National Patient Safety Agency Conference as 
part of the main plenary session (450 delegates).  The collaborative approach of the Greater 
Manchester health economy and the measurement of improvement in care quality is the key 
theme of the case study. The presentation and update on the event will be made available to the 
board at the next meeting. 

 

12.  Recommendations 
   
12.1     NHS Greater Manchester Board is asked to note the contents of the report and the work ongoing. 

 
 
 
 
Trish Bennett  Director of Nursing & Quality Greater Manchester Area Team (designate) 
 
Anita Rolfe  Assistant Director Patient Experience Greater Manchester Area Team (designate) 
 
Waseem Khan Quality Lead Greater Manchester Area Team (designate) 
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organisations (e.g. PCTs) to ‘receiving’ organisations (e.g. CSU, PHE) as part of workforce transition 
programme.  
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Workforce Transition 

 

Executive Summary 
 
During the period leading up to and including Christmas 2012 managers, unions, administrative 
and HR staff have engaged in intense and challenging activities with the aim of avoiding 
compulsory redundancies, maximising job opportunities while filling roles in the new 
organisational structures. 
 
As part of this activity there are two main objectives, that by 31 December 2012 NHS Greater 
Manchester (NHS GM) would; 
A) Meet a nationally mandated objective, to ensure that NHS GM staff are informed of their 
future destination in the new NHS architecture. 
B) Meet NHS GM’s aspirational objective to have all future staff appointed and actively 
deployed in to their new roles.  
 
Objective A as been substantially achieved and there has been significant progress on 
objective B.  This report provides and update on these objectives and progress on other areas 
including, continued partnership working with Union colleagues, the uptake of the VR Scheme, 
the Equality Impact Assessment and staff support during transition and next steps. 
 

 
1. Introduction 

 

1.1 Workforce transition is the term used to describe the transfer of staff from ‘sending’ 

organisations (e.g. PCTs) to a number of ‘receiving’ organisations (e.g. CSU) by the end of 

March 2013. 

1.2 The HR principles used to underpin the workforce transition process includes working in 

partnership with staff side colleagues (trade unions), communicating effectively with managers 

and staff, reducing organisational risk by adherence to employment law and national and local 

policy/guidance and putting in place effective ‘staff support’ processes during a complex and 

challenging time.  

 

2. Partnership working and communication with staff 

 

2.1. Management and staff side colleagues continue to work in partnership within the monthly GM 

Staff Partnership Forum (SPF), the HR Transition team and the weekly HR/Staff side sub-

group.  

2.2. Both management and staff side colleagues continue to inform, involve and update staff with 

regard to Transition when and where possible with the support of the Communication teams. 

2.3. Management and Staff side colleagues continue to work in partnership to maximise job 

opportunities and avoid compulsory redundancies wherever possible. 
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2.4. A jointly led (with staff side) Equality Impact Assessment (EIA) has been completed with an 

agreed action plan with no material concerns at this time. The action plan will be review again 

at the end of February 2013. 

 

3. Support to the HR team during transition 

 

3.1.  A number of fixed term HR Business Partners (HRBPs) and Administrative posts have been 

engaged to support the transition period. A review of this resource has taken place and a 

number will have their fixed time assignments finished at the end of January and February, with 

only a small number continuing to the end of March 2013.  

 

4. Staff support during transition 

 

4.1. The funding for ‘staff support’ packages continues to be used effectively with the aim of 

supporting staff in areas such as financial planning for retirement, understanding pensions, 

managing benefits, personal financial planning courses, personal resilience, career 

management, understanding assessment centres, presentation skills, CV writing and mock 

interviews. 

 

4.2. Staff Support ‘roadshows’ have been delivered in all localities, workshop-based support 

packages and 1:1 personalised support is also in place. Over 170 staff have taken part in 

tailored ‘CV clinics’, 125 in mock interviews and 6 VSM have taken up the full ‘redundancy 

support package’ offer to date.  25 (non VSM) staff confirmed as taking VRR/CR have also 

accessed the full staff support package through Right Management. 

 

4.3. Further communications to ensure staff are aware of available support are planned. 

 

5. Progress to date – as of 16 January 2013 

 

5.1. During the period leading up to and including Christmas 2012, 2607 letters have been 

delivered to staff ‘confirming their future destination and roles’.  

5.2. 2070 staff have been appointed to roles using the ‘filling of posts’ process against the 2411 

roles available. 

5.3. Approximately 340 roles remain to be filled and these will be filled at stage 5 (Clearing House) 

and 6 (open competition) as per the filling of posts process. 

5.4. 308 staff applied for the VR scheme, 62 were declined (a number have lodged an appeal which 

are being reviewed by the VR Panel)), 217 have been agreed with 150 of those having already 

signed the agreed compromise agreement. The expectation is that most if not all, VR staff will 

sign the compromise agreement. 

5.5. 67 staff have been sent formal notification of compulsory redundancy and efforts will continue 

to secure suitable alternative employment 

5.6. 23 staff have been identified as ‘business critical’ and the RETs (Retention and Exit Scheme) 

approach will be used to enable ‘close down’ activities. These staff will be made redundant at 

the end of the extended RETs period as it is highly unlikely that suitable alternative 

employment would be found at this point. 

5.7. 172 staff received ‘holding letters’ where it wasn’t entirely clear where the future destination 

would be, but highly likely that a destination would be agreed, e.g. GM Bowel Screening team. 
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An intensive piece of work is currently underway to conclude the destination for this group of 

staff and clearly identify those that still may need notification of redundancy letters. 

5.8. There are currently 74 staff who have a ‘TUPE transfer right’ but no role and a further 27 where 

the TUPE right has to be clarified (total 101). These staff would transfer to CCGs and the CSU 

on the 1st April 2013 and will be served notice on or around that date, subject to an agreed 

process. These staff will have varying periods of notice (between 1-3 months) and the costs of 

the notice period and the redundancy costs are currently being identified. 

5.9. In relation to ongoing workforce indicators as of 30th November 2012, of note, staff turnover is 

slightly down, 15.57% (from 16.37%), which is above the national average turnover rate for the 

NHS of 13.6%.  Analysis of the workforce information highlights the three most common 

reasons for leaving in the month of November are resignation, redundancy and retirement and 

the average sickness/absence rate is 3.4% and below the NW QIPP target of 3.6%.  

 

6. Next steps 

 
6.1. NHS GM will continue to communicate with staff in relation to their employment situation. 

6.2. The VR Scheme will be opened up to those staff who have a TUPE right but no role. 

6.3. A process which allows staff who have secured posts in the new structures to ‘exchange’ 

positions with staff who currently have no role will be put in place. This process known as 

‘bumping’, would open up the VR scheme to staff who were previously not eligible to apply and 

help mitigate against compulsory redundancy. 

6.4. NHS Greater Manchester will continue to work to minimise redundancies, maximise job 

opportunities for staff and retain talent going forward. 

 

 

 

 
Kevin Moynes 
Interim Director of HR/OD 
NHS Greater Manchester 
16 January 2012 
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DIRECT COMMISSIONING PERFORMANCE REPORT 

 

EXECUTIVE SUMMARY 

The uptake of immunisation for children and the over 65 years for influenza has improved, 
however the “at risks” groups for influenza vaccination is low. All of the localities have improved 
on the time from screening for cervical cytology to availability of result by PCT. This indicator 
looks at patients waiting up to two weeks for availability of results 
 
Achievement in the Quality & Outcome Framework domains included in this report has fallen 
slightly nationally but has improved across Greater Manchester. Exception reporting has fallen 
which means more patients are being diagnosed and treated to clinical guidelines.  
 
Access and patients experience for the remodelled questions shows that more patients within the 
Greater localities are satisfied with telephone access, have confidence and trust their doctor, are 
treated with care and concern by the practice nurse and are satisfied with their practice’s opening 
hours. However, the response rate nationally and locally was low for being able to see a GP 
quickly.   
 
Further analysis is provided with regard to the dental access issues raised at the November 
board meeting, together with a summary of planned further actions. 

 

1.  INTRODUCTION  

1.1 The purpose of the report is to update the Board on the performance of Direct Commissioning.  

2.  PRIMARY CARE QUALITY PERFORMANCE - MEDICAL  

2  Medical  

 

2.1 The data for the primary medical service dashboard is presented in this report. The data source is 
from the 2011/12 Quality and Outcome Framework, the patient survey and the immunisation and 
screening data for the key performance indicators. Please note there is no comparison made 
between the access and patient experience data for the previous two years as the questions were 
re modelled.     

 

2.2 Variance from expected prevalence 

 

2.2.1 The ratio of QOF prevalence is the % total of practice patients with a particular disease divided by 
the modelled prevalence of that disease (i.e. the estimated % of people with that disease based on 
model developed at the Department of Primary Care and Social Medicine, Imperial College, 
London). The ideal scenario is to have '1' as the variance from expected prevalence ratio; the 
greater the variance away from 1 in either direction the bigger the discrepancy from actual and 
expected.  

 

2.2.1 The ratio of patients with Coronary Heart Disease (CHD), Chronic Obstructive Pulmonary Disease 
(COPD), hypertension and dementia shows that there are significant gaps across Greater 
Manchester. All of these long terms conditions can affect life expectancy and therefore there is a 
need to ensure patients are identified and treated appropriately. An excellent example of where 
localities have succeeded in identifying and treating patients is diabetes; this model needs to be 
implemented across CHD, COPD, hypertension and dementia. 
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2.3 Key Performance Indicators 

 

2.3.1 All localities continued to achieve the 70% World Health Organisation (WHO) target for the over 65 
years olds requiring an influenza immunisation; however the percentage of patients “at risk” was low 
in all localities. This has been recognised by the Clinical Commissioning Groups (CCGs) and for 
2012/13 some have been innovative in commissioning services through the local enhanced services 
to improve performance of this target. 

 
2.3.2 There has been an improvement in the uptake of MMR (by 2nd birthday); the WHO target is 95% 

and there are four localities where uptake has exceeded the target and all localities have improved 
their uptake, whereas previously only one was above the WHO target.   

 
2.3.3 The same is true for pneumococcal (PCV by 2nd birthday), where 50% of localities have an uptake 

above the WHO target. All localities with the exception of Manchester have improved their uptake.  
 
2.3.4 The DTAP / IPV booster (by 5th birthday) uptake generally did not reach the WHO target of 95%, 

however there are four localities where uptake was reduced; one remained the same and five 
improved uptake. 

 
2.3.5 Data for cervical screening was not available for Manchester. All the other localities have improved 

on the time from screening for cervical cytology to availability of result by PCT. This indicator looks 
at patients waiting up to two weeks for availability of results 

 
2.3.6 There has been a good improvement in the uptake of immunisation for children and patients over 65 

years for influenza. Work is required to improve the uptake of influenza in the “at risk” categories 
related to long term conditions. This has begun with the CCGs commissioning innovative enhanced 
services from general practice and community pharmacies. 

 
2.4 Quality and Development 

 

2.4.1 The Quality and Development domains are all linked to the NHS Outcomes Framework. Most of the 
indicators were recommended by the National Support Team for Long Term Conditions who have 
visited a number of the Greater Manchester PCTs in previous years.  

 
2.4.2 Where data is available for achievement in a Quality and Outcome Framework (QOF) domain along 

with exception recording this is further supplemented by emergency admission data.  An England 
average is available for achievement in each QOF domain and for exception reporting, however an 
England average for emergency admissions per 1000 population is not available. Achievement in 
each domain is measured as a percentage of the number of patients on the register for a specific 
long term condition who are treated as specified. Exception reporting is reserved for when a patient 
cannot be treated to a target and the practice is allowed clinically to make a decision on this. 
Therefore achievement can increase with exception reporting, across Greater Manchester there is 
now a “common “policy for exception reporting within QOF. 

 
2.4.3 AF4 is the percentage of patients with Atrial Fibrillation (AF) diagnosed after 1 April 2008 with ECG 

or specialist confirmed diagnosis. This is a diagnostic indicator to confirm a diagnosis of AF; the 
national average for achievement fell in 2011/12 as did the Greater Manchester average. It was well 
achieved by all of localities; however, exception reporting in this domain has increased. Fifty per 
cent of localities showed a reduction in emergency admissions per 1000 population for AF.  

 
2.4.4 COPD 10 is again a diagnostic indicator to confirm a diagnosis of COPD; the percentage of patients 

with COPD with a record of FEV1 in the preceding 15 months; this is the test to confirm diagnosis 
and management treatment. Again national achievement fell slightly as did most of the localities. 
However, nine out of the ten localities had a reduction in exception reporting which means more 
patients were probably diagnosed and managed than in the previous year. Emergency admission 
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rates per 1000 patients fell in eight of the localities with Bury and Tameside and Glossop showing 
increased admission rates. 

 
2.4.5 CHD 8 is the percentage with coronary heart disease whose last measured total cholesterol 

(measured in the preceding 15 months) is 5mmol/l or less. This is linked to the NHS Outcome 
Framework domain one, preventing people from dying prematurely. National achievement has 
increased by 8% which means more patients are receiving appropriate treatment management. All 
the Greater Manchester localities increased their performance in this target. All of the localities with 
the exception of Manchester and ALW have exception reporting rates below the national average. 
Emergency admission rates per 1000 population are high but improvement has been shown in five 
localities. Manchester where the mortality rate is high has shown an improvement in achievement of 
the target and a reduction in emergency admissions.  

 
2.4.6 DM 26 is the percentage of patients with diabetes in whom the last IFCC-HbA1c is 59 mmol/mol 

(equivalent to HbA1c of 7.5% in DCCT values) or less (or equivalent test/reference range 
depending on local laboratory) in the preceding 15 months. There is a near linear relationship 
between glycaemic control and death rate in people with type 2 diabetes. In the EPIC Norfolk 
population cohort, a one per cent higher HbA1c was independently associated with 28 per cent 
higher risk of death, an association that extended below the diagnostic cut off for diabetes. These 
results suggest that, as with blood pressure and cholesterol, over the longer term at least, the lower 
the IFCC-HbA1c the better. This is an outcome indicator recommended by the National Support 
Team. National and locally this was a well achieved target which demonstrates the amount of time 
and effort attributed to the identification and treatment of patients with diabetes.  
 

2.4.7 BP5. The percentage of patients with hypertension in whom the last blood pressure (measured in  
The preceding nine months) is 150/90 or less. Nationally and local achievement has increased and 
exception reporting decreased significantly in all localities with South Manchester showing an 
increase in exception reporting.  
 

2.4.8 HF4 is the percentage of patients with a current diagnosis of heart failure due to LVD who are 
currently treated with an ACE inhibitor or Angiotensin Receptor Blocker, who are additionally treated 
with a beta-blocker licensed for heart failure, or recorded as intolerant to or having a 
contraindication to beta-blockers. Achievement in this domain is high but so is the exception 
reporting, it is generally acknowledged that these drugs are many side effects so patients request to 
have them stopped and with the complexity of other long term condition these drugs are also 
contraindicated for some patients. 

 
2.4.9 Stroke 8 is the percentage of patients with TIA or stroke whose last measured total cholesterol 

(measured in the preceding 15 months) is 5mmol/l or less. This is an outcome indicator that has 
been improving over the years in ensuring that patients have a cholesterol level below 5mmol/l, 
there has been a slight reduction in achievement seen locally and nationally. Exception reporting is 
below the national average for all the localities; however there is room for improvement if you 
compare this with CHD6. 

 
2.4.10 CKD 5 is the he percentage of patients on the chronic kidney disease (CKD) register with 

hypertension and proteinuria who are treated with an angiotensin converting enzyme inhibitor (ACE-
I) or angiotensin receptor blocker (ARB) (unless a contraindication or side effects are recorded). 
Achievement generally is above the national average for 70% of localities, which is lower than 2010-
11 achievement. All the localities have low exception reporting so more patients are receiving the 
appropriate treatment.  
 

2.4.11 Smoking 4 is the percentage of patients with any or any combination of the following conditions: 
CHD, stroke or TIA, hypertension, diabetes, COPD, CKD, asthma, schizophrenia, bipolar affective 
disorder or other psychoses whose notes record smoking status in the preceding 15 months. As 
with the previous year, this is a well achieved indicator with low exception reporting. 
 

2.4.12 MH 10 The percentage of patients on the register who have a comprehensive care plan 
documented in the records agreed between individuals, their family and/or carers as appropriate. 
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This is an amended indicator and therefore there has been a slight reduction in achievement 
nationally and locally, however eight of the ten Greater Manchester localities have less exception 
reporting than the national average. 
 

2.4.13 Dementia 2 is the percentage of patients diagnosed with dementia whose care has been reviewed 
in the preceding 15 months. Nationally achievement and exception reporting has increased, in the 
Greater Manchester exception reporting has increased in three localities and achievement has 
reduced in 80% of localities. 

 
This is a very topical subject at the moment’ a workstream for Greater Manchester has been 
established. Work has commenced on the development of a dashboard which will be shared with 
each locality in January 13 with specific practice data for QOF and prescribing data   

 
2.4.14 Nationally achievement in these domains has fallen slightly. Across Greater Manchester the trend is 

improved achievement with a reduction in exception reporting. This translates to more patients 
being diagnosed and treatment managed which is reflected in a reduction in emergency 
admissions. There is an area which will need further work and that is the increase in exception 
reporting for dementia patients and has this been replicated across any concomitant disease areas 
which could affect emergency admissions or A&E attendances.  

 

2.5 Access and Patient Experience 

 

2.5.1 The questions included in the access and patients experience survey were remodelled; therefore a 
comparison with previous years is not advised. 

 

2.5.2 Nationally the response rate by patients fell; the response rate for Greater Manchester was no 
exception.  

 
2.5.3 Nationally the percentage of patients who responded that it was easy to contact a practice by phone 

fell slightly. In Greater Manchester patients responded positively to telephone access in all localities 
which was not the case in previous years. 

 
2.5.4 The national average for patients able to see a doctor quickly was 49.86%, none of the localities in 

Greater Manchester were equivalent to or greater than this.  
 
2.5.5   Confidence and trust in a GP, the national average was 92.77% and all the localities exceeded the 

national average or were with 0.5%. 
 
2.5.6 The question concerning who a patient perceived how they were treated with care and concern by a 

nurse .was included to look at a complete clinical picture. Nationally the average was 79.05%, in 
Greater Manchester this was exceeded in every locality. 

 
2.5.7 Having the access to see a doctor quickly and satisfaction with opening hours are important to 

patients. Nationally 80.47% of patients reported they were satisfied with opening hours in their GP 
practice, in every locality this rose to over 84% of patients reported their satisfaction, however in 
every locality they responded they could not see a doctor fairly quickly. 

 
2.5.8 The response rate in this survey is low with responses to the survey coming from approximately 

28% of patients. However there are good signs of patient satisfaction with opening hours, telephone 
access, trust and confidence with clinical staff. Although the question concerning the access to a 
GP fairly quickly was poor it was poor across the country.  

 

2.6 Medical practice profile 

 

2.6.1 Appendix 2 shows a profile of medical practices across Greater Manchester as defined by the 
Public Health Observatory. The majority of medical practices that have been categorised are 
“triangle” or “oval”, i.e. practices with a high percentage of children (under 15 years old) and very 
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high levels of deprivation or practices with a higher percentage of older people (aged 65 years and 
older) with slightly higher levels of deprivation. 

            

3.  PRIMARY CARE QUALITY PERFORMANCE - DENTAL 

3.1 This report aims to respond to Board concerns regarding the apparent fall in dental access in 
Ashton Leigh and Wigan (ALW) and in Bury reported to November Board. Dental access covers 
consideration of both need and demand. Demand for services is a matter of concern for both the 
public and politicians and is performance managed. However those with the highest level of dental 
need are often those who have poorest access to dental services. Dental need is closely linked to 
socio-economic deprivation and other measures of social exclusion.  

3.2 PCTs are currently performance managed against the number of individual patients seen in the 
previous 24 months, against a PCT specific trajectory of planned access as determined in 2010. 
These trajectories were not consistent across PCTs and for this reason reporting to Board has 
presented actual position against a benchmark of the number as at 31st March 2006. This date is 
immediately prior to the introduction of the current contract on 1st April 2006.  

3.3 Vital Signs Dental Access measures the number of individual patients seen by dentists contracted 
within a particular locality, not the numbers of residents from that area who have seen a dentist. 
Primary dental care services are not restricted by catchment areas or boundaries, unlike primary 
medical care services. Cross-border flows are a confounding factor in measuring dental access, 
particularly for Greater Manchester where there is significant patient flow between localities. In 
contrast the NHS outcomes framework measure of dental access uses the GP survey results of 
patients’ experience of making a dental appointment and – among those who have attempted to get 
an appointment in the last two years - their reported success. This offers a clearer – while subjective 
- picture of dental access by area of residence. 

3.4 In September 2012 ALW showed a fall of 5000 patients relative to March 06 while Bury had fallen 
by 7300. Both were red-rated in Vital Signs for the quarter. Both of these localities suffered loss of 
NHS dental capacity when a number of dentists did not take up the offer of a new NHS dental 
contract. However, it can be seen that within surrounding localities, such as HMR, Manchester, 
Salford and Bolton, attending patient figures have significantly increased. Further analysis could be 
undertaken to investigate patient post code for attendance to consider if ALW and Bury residents 
are now attending services outside of their locality, this would however be significant workload. 

3.5 Dental Commissioners have prioritised access to dental services, working with local workforce, and 
seeking to optimise resource investment in order to meet the challenge of local access to services. 
A number of significant procurements have been undertaken across Greater Manchester over the 
past 6 years to increase capacity. However, in a number of cases the outcome experienced has 
been that patient choice has increased and not all new capacity has resulted in new access. 

3.6 Consideration of the National GP Patient Survey (published December 2012) presents patient 
feedback regarding access to NHS dental services, by patient residence rather than service 
location, Table 1 shows that Bury residents’ reported access to dental services – which will include 
attendance out of area - is similar to the North West and England average. It is to be noted that 
dental services is within a mixed economy of independent and NHS provision. The national survey 
shows that more of those patients in Bury who had not sought an NHS dentist had chosen to attend 
a private dentist - 43% compared to 28% across the North West.  

3.7  PCT localities have received nationally determined funding allocations for Primary Dental Care 
Services. These allocations are not consistent with population, but have largely been determined by 
historical NHS spend. PCT locality budgets in-year have varied from these national allocations 
whereby some localities have invested additional resource and others, due to local pressures, have 
established budgets below the resource allocation. The June 2012 Board report presented 
allocations and budgets for 2012/2013 across the PCT localities, and described the financial 
contributions relating to Patient Charge revenue.  
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3.8 ALW PCT has invested considerably in primary care dentistry since 2006. This investment is 
evidenced through the continuing increase in access figures from April 2010 whereby the locality is 
regaining ground lost on the transition of contracts in April 2006. and this is evidenced in Table 2 
which demonstrates that their per-capita investment (exclusive of patient charge revenue) is above 
the Greater Manchester average. ALW has achieved the highest level of access for under 3 year 
olds across Greater Manchester, 57% of this group compared with the Greater Manchester average 
of 41%. 

3.9 Considerable work is in progress across Greater Manchester to improve access to dental services 
to meet both need and demand. One key success, underpinned by the support of the pilot Local 
Dental Network, has been the attendance of an additional 2 thousand young children, over the past 
2 months, who had not previously seen a dentist through the Baby Teeth Do Matter programme. 
Successful recruitment of previously non-attending children and their families continues through this 
scheme.   

3.10 The proposed national dental performance framework will, from April 2013, provide a basis for 
further improving dental access within existing resources through enabling more precise targeting of 
performance management. 

3.11 The examples of ALW and Bury illustrate some of the complexities of gaining a true picture of how 
provision across Greater Manchester meets the demand for dental access. Dental public health 
support to the LAT will undertake a systematic process of needs assessment and equity audit. This 
will form the basis of an evidence-based strategy and action plan to deliver improved dental access, 
to meet dental need and improve oral health across Greater Manchester. 

Table 1:  

GP survey: reported success in getting a dental appointment in the last two years June-Sept 12  

(percentage success among those who have tried to get an appointment) 

  

ALW Bolton Bury HMR Mcr Old Salf S’port T&G Traff 
NHS GM 
average 

Reported success 
in getting a dental 
appointment in the 
last 2 years (with 
confidence 
intervals) 93% 

(1%) 
90% 
(1%) 

93% 
(1%) 

91% 
(2%) 

90% 
(1%) 

94% 
(1%) 

95% 
(1%) 

95% 
(1%) 

92% 
(1%) 

92% 
(2%) 93% (1%) 

(Source: National GP Survey July-Sept 2012) 

Table 2: 

Investment per head in primary care dental services 2011-12 (Primary Dental Care budgets by PCT Locality) 

 Dental 
Primary 
Care 
Budget 
2012/13 

ALW Bolton Bury HMR Mcr Old Salf S’port T&G Traff 
NHS GM 
average 

 
           

(£ per head 
of pop) 

53.04 41.21 38.98 38.91 49.06 45.29 58.28 49.31 56.37 44.38 47.95 

(Source data from: Performance Report – Direct Commissioning, June 2012) 

4.  RECOMMENDATIONS 

The NHS Greater Manchester Board is requested to note the contents of the report.    
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Appendix 1 Medical Dashboard 

Demographics 
Wigan Bolton Bury HMR C. Mcr N. Mcr S. Mcr Oldham Salford S'port T&G Trafford 

  

2010/11 10_11 

Population (registered, 
(000s) 320 292 194 222 212 183 165 239 246 299 237 233   

GP Contracts 65 51 34 40 42 34 26 49 54 53 43 39   
Variance from expected 
prevalence 

Wigan Bolton Bury HMR C. Mcr N. Mcr S. Mcr Oldham Salford S'port T&G Trafford   

CHD 0.87 0.66 0.79 0.75 0.62 0.67 0.75 0.70 0.79 0.86 0.79 0.86   

COPD 0.52 0.55 0.50 0.55 0.38 0.58 0.52 0.58 0.68 0.58 0.67 0.47   

Dementia 0.44 0.45 0.46 0.44 0.23 0.36 0.45 0.50 0.36 0.54 0.49 0.40   

Diabetes 0.96 1.26 0.90 1.19 1.23 1.15 1.05 1.16 0.97 0.87 0.99 0.98   

Hypertension 0.60 0.56 0.53 0.55 0.46 0.52 0.54 0.57 0.57 0.57 0.57 0.56   

              Key Performance 
Indicators Wigan Bolton Bury HMR C. Mcr N. Mcr S. Mcr Oldham Salford S'port T&G Trafford 

WHO 
Target 2011/12 (*data for sep-

dec 2012) 

MMR (by 2nd Birthday) 94.1 95.1 90.5 94.2 89.1 95.1 97.2 93.2 95.2 93.5 95.0 
Pneumococcal(PCV) (by 2nd 
Birthday) 95.3 95.5 90.8 95.2 89.3 89.3 89.3 94.8 95.7 93.0 95.1 93.5 95.0 
Dtap/IPV Booster (by 5th 
Birthday) 91.0 91.5 88.1 90.3 84.5 84.5 84.5 92.5 95.9 89.6 89.3 86.2 95.0 
Influenza immunisation 
65+* 72.3 72.6 72.8 71.2 74.1 74.1 74.1 73.8 75.6 78.9 76.4 80.5 70.0 
Influenza vaccination (at 
risk)* 51.0 53.7 48.0 53.8 53.0 53.0 53.0 54.0 54.2 63.9 57.8 54.3 75.0 
Cervical Screening (2 
week wait) 97.4 98.8 99.0 99.9 0.0 0.0 0.0 99.5 97.7 97.6 99.3 97.5 80.0 

              Quality and 
Development Wigan Bolton Bury HMR C. Mcr N. Mcr S. Mcr Oldham Salford S'port T&G Trafford Eng Av. 

2011/12 

AF 4 Achieved 96.80 95.50 96.50 96.10 95.90 95.90 95.90 95.80 94.90 96.10 95.50 95.30 95.80 

AF 4 Exceptions 4.40 5.50 6.60 4.00 5.10 5.10 5.10 3.30 4.20 9.70 3.70 3.30 4.7 
AF EmergencyAdmissions 
p/1000  71.7 72.1 84.0 98.9 88.5 94.9 76.7 81.3 83.1 80.7 90.5 70.5   

COPD 10 Achieved 90.10 91.00 89.40 88.70 86.00 86.00 86.00 89.30 88.40 85.90 85.30 90.70 88.80 

COPD 10 Exceptions 12.90 11.40 14.60 9.60 13.10 13.10 13.10 10.30 10.20 8.20 11.20 12.50 11.20 
COPD Emg Admissions 
p/1000 159.9 100.0 123.2 151.0 144.9 160.0 153.6 154.2 102.3 128.2 150.9 103.7   

CHD 6 Achieved 91.90 91.50 90.50 89.50 87.30 87.30 87.30 88.50 92.40 91.10 89.50 89.70 90.10 

CHD 6 Exceptions 2.70 2.40 2.50 2.00 3.20 3.20 3.20 2.40 2.30 1.80 1.60 2.30 2.60 
CHD Emg Admissions 
p/1000 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0   

DM 26 Achieved 75.20 73.10 69.60 63.50 66.70 66.70 66.70 64.90 76.70 77.30 70.90 75.90 69.90 

DM 26 Exceptions 9.10 7.90 10.80 10.30 11.30 11.30 11.30 9.00 8.60 7.20 7.00 6.40 10.00 
Diabetes Emg Admissions 
p/1000 17.0 11.3 17.5 15.8 17.1 21.3 15.4 18.6 20.0 15.4 17.9 13.3   

BP 5 Achieved 83.10 82.50 81.00 80.20 76.30 76.30 76.30 77.10 82.50 81.10 78.70 80.30 79.70 

BP 5 Exceptions 4.00 4.00 3.00 2.70 4.80 4.80 4.80 3.70 4.20 2.50 2.90 2.90 3.70 

HF4 Achieved 88.70 82.70 84.50 83.50 85.40 85.40 85.40 80.70 85.20 87.60 81.30 86.90 83.90 

HF 4 Exceptions 19.00 23.60 27.80 31.50 21.10 21.10 21.10 29.00 21.10 23.40 26.50 19.20 29.00 

STROKE 8 Achieved 79.30 79.10 76.80 76.00 74.00 74.00 74.00 78.20 77.30 82.90 78.00 76.60 77.20 

Stroke 8 Exceptions 11.20 11.20 11.20 9.60 9.40 9.40 9.40 11.40 9.70 8.10 8.40 9.60 11.90 

CKD 5 Achieved  91.90 89.10 92.70 93.10 89.70 89.70 89.70 88.80 90.10 92.70 87.30 92.60 89.50 

CKD 5 Exceptions 8.50 8.50 13.10 5.20 10.90 10.90 10.90 6.70 9.80 14.00 6.30 12.80 11.00 
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SMOKING 4 Achieved 93.20 92.80 94.60 93.30 90.50 90.50 90.50 93.40 93.40 93.20 92.90 93.00 92.90 

Smoking 4 Exceptions 1.20 1.00 0.80 1.00 1.40 1.40 1.40 1.00 0.90 0.70 0.80 0.70 1.00 

MH 10 Achieved 88.40 86.20 89.20 86.70 83.00 83.00 83.00 87.30 85.10 88.60 86.20 84.80 88.40 

MH 10 Exceptions 8.40 7.80 6.30 6.00 6.80 6.80 6.80 7.20 8.30 6.60 7.50 7.40 7.90 

Dementia 2 Achieved 79.80 82.60 83.80 79.80 77.30 77.30 77.30 76.80 80.80 82.60 79.90 78.60 79.30 

Dementia  2 Exceptions 7.10 8.10 7.90 8.10 7.40 7.40 7.40 7.50 9.60 6.80 7.90 8.40 7.80 

                          12_13 

Access and Patient 
Experience Wigan Bolton Bury HMR C. Mcr N. Mcr S. Mcr Oldham Salford S'port T&G Trafford Eng Avg. 
2012/13 (January 12 - 
September 12) 

Response Rate 27.9% 28.1% 28.4% 28.3% 28.4% 28.2% 28.2% 28.1% 27.8% 27.7% 28.0% 28.2% 36.2% 
Ease of getting through 
on phone 80.76 80.00 81.47 81.93 81.15 81.31 81.88 81.20 79.10 80.39 81.39 82.05 76.60 

See Doctor fairly quickly 48.73 47.98 47.03 46.68 45.31 46.21 47.49 47.49 47.70 48.77 47.20 46.87 49.86 

Confidence and trust in dr 92.88 92.97 92.91 93.11 92.72 92.77 92.94 92.95 92.60 92.83 92.98 93.19 92.77 
Treated with care & 
concern by Nurse 80.57 80.26 80.46 80.52 80.87 80.65 80.36 80.37 80.74 80.34 80.32 80.55 79.05 
Satisfaction with opening 
hours 84.79 84.48 84.40 84.89 84.09 84.17 84.56 84.45 84.23 84.64 84.38 84.83 80.47 

 
02H 00T 00V 01D 00W 01M 01N 00Y 01G 01W 01Y 02A 
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Appendix 2  
The below chart shows the distribution of the practices groups by locality.  

Definitions of Practice Groups were taken from the Yorkshire and Humber Public Health 

Observatory.  

   
GROUP Description  

Square 

Practices with a smaller than average list size, a high percentage of the population aged under 15 years old  and 
fewer aged 65 years or older.  A very high proportion of the population from Asian ethnic groups and a higher 
than average proportion from Black ethnic groups and very high levels of deprivation.   

Circle 
High percentage under 15 years.  Very high percentage of black population and high than average Asian 
population High deprivation 

Triangle 
Practices with a high percentage of children (under 15 years old) and very high levels of deprivation. 

Rectangle 
Practices with a very low percentage people under 15 years and a lower proportion of older people (65 years and 
older) and an above average proportion of the population from Asian and Black ethnic groups.    

Oval 

Practices with a higher percentage of older people (aged 65 years and older) with slightly higher levels of 
deprivation.   

Pentagon 
Practices with an average proportion of the population in younger and older age groups and generally low 
deprivation.    

Hexagon 
Located in towns or urban fringe settlements with low deprivation and few people from Asian and Black ethnic 
groups.   

Octagon 
Practices with a high percentage of the population aged 65 years and older and low levels of deprivation.   

Kite 
Practices with large average list sizes, an average proportion of the population under 15 years old, a higher 
proportion aged 65 years and older and low levels of deprivation.   

Crescent 

Located in villages, hamlets and isolated settlements with a small average list size and a higher proportion of the 
population aged 65 years and older.  Few people from Asian and Black ethnic groups and low levels of 
deprivation.    
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NHS GREATER MANCHESTER BOARD MEETING 
 
AGENDA ITEM NO: 11 
 
Date of Meeting: 24th January 2013 
 

 
REPORT OF: 
 

 
Melanie Sirotkin - Lead Director of Public 
Health NHS Greater Manchester and 
Director of Public Health Salford 
 

 
DATE OF PAPER: 

 
January 2013 
 

 
SUBJECT: 
 

 
Greater Manchester Public Health 
Performance Report 
 

 
IN CASE OF QUERY, PLEASE CONTACT 
 

 
Kirstie Haines - Interim Director Greater 
Manchester Public Health Network 
 

 
PURPOSE OF PAPER: 
 

To inform NHS Greater Manchester Board on the current performance against three Antenatal 
Screening Programmes performance indicators for Greater Manchester.   
 
The performance of the programmes is monitored at the GM Ante-natal Screening Board and 
reported to DsPH and to the Executive Screening and Immunisation Group as required. 
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GREATER MANCHESTER PUBLIC HEALTH PERFORMANCE REPORT 
 

Executive Summary 
 
The purpose of this paper is to provide the board with: 
 
An update on the performance of the Ante-natal Screening Programmes including any areas of concern 
and steps to address them. 
 
Overall, there are no significant areas of concern with these programmes although there is variation in 
performance across individual Trusts. 
 
 Performance data from Q1 and Q2 show that overall GM achieves acceptable levels of performance in 4 
of the 6 measures where acceptable targets have been set. 
 
 

 

1.       Background   
 
1.1  There are 6 Ante-natal and Newborn Screening Programmes, 3 ante-natal and 3 newborn 

programmes. This report covers the 3 Ante-natal programmes: 

 Infectious Disease in Pregnancy 

 Sickle Cell and Thalasemia 

 Fetal Anomaly, including Down Syndrome  

 
1.2  Overall these programmes are running well and do not cause any major concerns. The most 

pressing issue is lack of individual screening boards for the Infectious Disease in pregnancy 
programme and Sickle Cell and Thalassaemia programme. This gap has been highlighted and 
interim governance arrangements are in place until the transition of screening into PHE. 

 
1.3  The summaries present detail of GM performance for each KPI or local standards used to assess 

the effectiveness of these programmes. It also provides an overview, current concerns and the 
next steps for the programmes. 

 
2.      Ante-natal Screening Programmes  

 
2.1  Infectious Diseases in Pregnancy Screening Performance 
 
2.1.1 NHS Infectious Diseases in pregnancy screening offers blood tests for Hepatitis B; HIV; Rubella & 

Syphilis. The programme is designed to help protect the health of the pregnant woman and the 
baby, including (for some conditions) minimising the risk of transfer of the condition. 
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KPI ID1: Antenatal Infectious Disease Screening - HIV Coverage 

The proportion of pregnant women eligible for infectious disease screening who are tested for HIV, leading to a conclusive result 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

All Trusts achieving consistently good coverage for both periods. Q1: Staff sickness led to no submission by UHSM for all KPI ’s. 
This is now resolved 
 

 
KPI ID2: Antenatal Infectious Disease Screening - Timely Referral of Hepatitis B positive women for specialist assessment 

The proportion of pregnant women who are Hepatitis B positive who are referred and seen by an appropriate specialist within an effective 
timeframe (6 weeks from identification) 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

The majority of trusts are now achieving this standard. Small numbers of women referred can lead to Trusts “failing” standard 
when patient choice is exercised. The NW QA screening team receives Individual comments from Trusts regarding poor 
performance and these are followed up 

 
2.1.2 Overview: 

There has been a push from screening leads across GM Trusts for a GM collaborative approach. 
It is envisaged that GM leadership and a multidisciplinary approach to these programmes 
potentially would: 

 Identify gaps & improve on current ways of working  
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 Develop a shared, GM wide approach with protocols and pathways to meet the new standards 
and minimise variation in practice between GM Trusts 

 Design robust reporting and monitoring measures for all IDPS programmes 

 Improve accessibility of data 

 Support clinicians, commissioners, and public health colleagues in ensuring adherence to 
national standards. 

 
2.1.3 Concern: 

The lack of a screening Board for this programme has allowed work to be maintained but without 
a real drive to progress issues forward. 

 
2.1.4 Next Steps: 

 Workshop planned in January to understand the progress / challenges that exist across GM  

 A screening Board will be established once the PHE structure is finalized and staff are 
recruited to all posts 

 
 

2.2  Fetal Anomaly Screening Performance 

 
The Fetal Anomaly Screening Programme offers antenatal screening tests to all pregnant women. There 
are two main components: a screening test for Down's Syndrome and a Screening ultrasound scan which 
assesses for structural abnormalities in the unborn baby. This information aims to support parents to 
make informed choices about pregnancy management, further testing for their unborn baby, and 
ensuring the right support is available at birth and beyond. 
 
 

KPI FA1: Down’s Syndrome Screening - Completion of Laboratory Request Forms 

The proportion of laboratory request forms including complete data prior to screening analysis, submitted to the laboratory within the 
recommended timeframe of 10+0 to 20+0 weeks’ gestation 
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2.3 GM Quality Standards dashboard for the Downs Syndrome Screening Programme 
 
 
2.3.1 Overview: 

 GM has achieved its strategic aim which was to develop a high quality, uniform, equitable 
programme in GM whilst adhering to national guidance. A comprehensive quality assurance 
framework has been embraced by all stakeholders with enthusiasm and commitment for both 
programmes. This encompasses not just the national KPIs but also the quality standards.  

 Traditionally, quality standards have been monitored locally by trusts this allowed differences 
in interpretation of definitions to be made therefore no standardisation was available. GM has 
undergone considerable collaboration and consultation to enable standardisation across the 
network. GM now has comparative, comprehensive data collection framework to support the 
national KPI monitoring which facilitates meaningful comparisons and a process to share best 
practice and offer continuous improvements. 

 
2.3.2 Concerns: 

 The completion of laboratory forms is proving difficult for a couple of Trusts. This has been 
addressed with them individually and it is improving with education for staff and better 
communication with the laboratories. 

 Uptake of Down’s Syndrome Screening does not have a target which is due to the focus on 
the ‘patient choice’ agenda and informed consent. Therefore no assumptions should be drawn 
from this data on uptake performance .An interesting observation is the uptake for Down’s 
screening is around 50% whereas that for the anomaly screening scan is 100% despite both 
programmes screen for a Fetal Anomaly and introduced to clients by the same professionals. 

 
2.3.3 Next Steps: 

 To continue to improve on current performance for completion of lab forms through staff 
education. 

 The commitment between providers and commissioners on this programme will ensure it 
remains a well attended and very productive group. It would be beneficial for this board to 
continue in its current form and to act as a model for other programmes to develop a similar 
structure. The comprehensive monitoring framework should continue to develop as this 
provides a basis for sharing progressing in a standardised way across the GM network. 

 
 
 

Greater Manchester Down’s Syndrome Screening Programme Dashboards for Quarter 2 (July – September 2012) 

Standard Target GM 
Average 

CMFT PENNINE BOLTON STOCKPOR
T 

TAG UHSM WWL 

Eligibility 
for Downs 
Syndrome 
Screening 

 

N/A 93.11% 90.59% 85.35% 94.21% 95.06% 94.41% 97.73% 94.43% 

Uptake of 
Down’s 
Syndrome 
Screening 

 

N/A 50.85% 51.48% 39.59% 62.96% 59.09% 41.27% 53.80% 47.77% 
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2.4 Antenatal Sickle Cell and Thalassaemia Screening Performance 

 
Antenatal Sickle Cell and Thalassaemia Screening offers parents screening during pregnancy to find out 
if they are carriers of the disorders and ascertain if their baby is at risk of inheriting a disorder. This 
information supports parents to make informed choices about further testing for their unborn baby, or to 
get the right support after birth. 

 
 

KPI ST1: Antenatal Sickle Cell and Thalassaemia Screening - Coverage 

The proportion of pregnant women eligible for antenatal Sickle Cell and Thalassaemia screening for whom a conclusive screening result is 
available at the day of report 

 
 
 
 
 
     
 
 
 
 
 
 
 
 
 
 

 
 
 

General improvement on this target although there are submission of data issues which are being addressed 

 
 

KPI ST2: Antenatal Sickle Cell and Thalassaemia Screening - Timeliness of Test 

The proportion of women having antenatal Sickle Cell and Thalassaemia screening for whom a conclusive screening result is available by 10 
weeks’ gestation 

 

 
 
 
 
 
 
 
 
 
 
 
 
 

 
Main issue is facilitating women to book early, before 10 weeks, to optimise screening time. There are also problems with data 

capture on various maternity IT systems 
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KPI ST3: Antenatal Sickle Cell and Thalassaemia Screening - Completion of FOQ 

 

The proportion of antenatal sickle cell and thalassaemia samples submitted to the laboratory which are supported by a completed Family Origin 
Questionnaire (FOQ) 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Overall improvement from Q1, education for staff is on-going 

 
2.4.1 Overview: 

 GM Antenatal screening policy is based on local prevalence of Fetal Sickle Cell disorders. In high 
prevalence areas, all pregnant women are offered screening for Sickle Cell and Thalassaemia. In 
low prevalence areas, all pregnant women are offered screening for Thalassaemia using routine 
red blood cell indices; and the Family Origin Questionnaire (FOQ) is used to assess the risk of 
either the woman or her partner being a carrier for Sickle Cell.  

 Newborn Screening is offered universally to all babies in Greater Manchester under the age of 
one year in association with Newborn Bloodspot Screening. Communication between the two 
programmes is essential. Enhanced links between primary care, maternity units and screening 
laboratories are required to ensure that blood samples taken for SCT screening can appropriately 
link parents and babies.  

 As an outcome of screening for haemoglobinopathies across the NW 2010 - 2011, in total 33 
babies were found to be affected with a significant disease, 25 of these individuals were from GM. 
Similarly, of the 618 carriers, 511 were from GM. 

 
2.4.2 Concerns: 
There is currently no multi-disciplinary screening board for this screening programme; however an interim 
arrangement has been agreed to include any concerns within this programme at Newborn Blood Spot 
Screening Programme Board as well as being discussed at the quarterly GM Ante-natal and Newborn 
screening meeting. 
 
2.4.3 Next Steps: 

 A screening Board will be established once the PHE structure is finalised and staffs are recruited 
to all posts. 

 Improving the uptake of Family of Origin questionnaire will impact on the assessment of risk. 
Education sessions with staff on importance of the completion of questionnaire are on going 
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3 Conclusion 
 
3.1  GM is achieving acceptable levels of performance in 4 of the 6 measures where acceptable 

targets have been set. 
 
3.2  Those areas of under performance are being addressed with individual providers through staff 

education and better communication with laboratories 
 
3.3  There is a plan to develop screening Boards for the Sickle Cell and Thalassaemia Screening 

Programme and the Infectious Disease in Pregnancy Programme, once the new PHE structure is 
in place. 

 
3.4  The NHS Northwest QA Ante-Natal, Newborn and Child Health team undertook an audit in July 

2012 of 2 failsafe points: the identification of the eligible population and the management of 
screen positives. Although there were some concerns identified across the Northwest, GM overall 
was able to provide evidence that there are good systems in place. There were no areas of 
concern pick 

 
3.5 Non-returns and Invalid Submissions on tables  
 
Q1:  
University Hospital of South Manchester NHS Foundation Trust was unable to submit any data this 
quarter due to staff illness. Tameside and Glossop did not submit any data for NB1 or NB3 but Tameside 
Hospital NHS Foundation Trust did submit data for NB2.  Ashton, Leigh and Wigan PCT did not submit 
any data for NB2.  
 
Q2  
Pennine Acute Hospitals submit the NB1, NB2 and NB3 KPI’s for Oldham PCT, Manchester PCT, Bury 
PCT and HMR PCT. Manchester PCT did not submit their data to Pennine Acute Hospitals this quarter. 
The data submitted by Royal Bolton for the ST1 KPI suggests that more women were tested than woman 
eligible for the test. The percentage submitted was 100.1% which therefore could not be submitted 
nationally and was recorded as an invalid submission. 
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NHS GREATER MANCHESTER BOARD 

AGENDA ITEM NO 12 

Date of Meeting: 24th January 2013 

 

REPORT OF: Director of Finance 

DATE OF PAPER: 10 January 2012 

SUBJECT: Finance Report for the eight months 

ended 30 November 2012 

IN CASE OF QUERY, PLEASE 

CONTACT 

Mrs Claire Yarwood 

0161 625 7912 

PURPOSE OF PAPER: 

This paper provides an update to the Cluster Board on the financial position for 

the ten Greater Manchester PCTs for eight months of 2012-13. 
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1  Key Financial Performance Dashboard 

Review Commentary

Year to 

Date 

Rating

Year End 

Rating

Revenue

PCTs are forecasting achievement of the planned surpluses for 2012-13 although this 

is dependent on achievement of QIPP savings and demand management to ensure 

that provider over performance risks are reduced. In total, over achievement of £4.8m 

of QIPP savings are being forecast, although three PCTs are currently behind plan.

Capital

The net forecast capital resource limit for 2012-13 is £16.9m. To the end of 

November, localities have reported spend of £5.9m against this limit, however, most 

localities are still anticipating full year end achievement.  

Cash

PCTs are largely drawing down cash in accordance with their plans.  The extent to 

which redundancy expenditure is realised in 2012-13 will impact on cash 

requirements and this is being kept under active review.
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2 Summary Financial Position 

Budget Actual Variance Budget Actual

£ 000's £ 000's £ 000's £ 000's £ 000's £ 000's

NHS Ashton Leigh and Wigan 593,337 1,872 1,871 (1) 2,807 2,807

NHS Bolton 507,852 692 692 0 1,000 1,000

NHS Bury 322,868 510 507 (3) 750 750

NHS Heywood Middleton and Rochdale 411,577 1,304 1,529 225 1,950 1,950

NHS Manchester 1,074,112 2,753 2,170 (583) 3,256 3,256

NHS Oldham 445,843 1,364 1,324 (40) 2,075 2,075

NHS Salford 507,846 1,594 1,634 40 3,728 3,728

NHS Stockport 492,446 608 1,291 683 917 917

NHS Tameside and Glossop 448,035 667 710 43 1,000 1,000

NHS Trafford 388,879 333 300 (33) 500 500

Surplus / (Deficit) YTD
Resource 

Limit - current 

planned 

allocation

Surplus / (Deficit) 

Forecast
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3  Risks 

Risk Worst Best Most Likely

Overspend against secondary care contracts will increase. £26,377k £5,058k £11,992k

Achievement of QIPP plans £7,468k (£2,773k) (£1,067k)

Failure to control prescribing spend and deliver efficiency (£2,672k) (£7,639k) (£5,317k)

Continuing Care £6,211k (£750k) £1,703k

Growth in Mental Health services in excess of budget £2,198k £0k £303k

Overspend against primary and community contracts will increase £1,520k (£50k) £54k

Additional restructuring costs £1,100k (£100k) £213k

Overspend against non NHS contracts will increase £1,815k £715k £1,115k

Readmissions penalties challenged by providers and not supported by national 

guidance
£2,575k £518k £518k

Planned investments and reserves will underspend (£8,284k) (£21,694k) (£12,198k)

Any Qualified Provider (AQP) procurement, where CCG may be required to provide 

transition funding to support under recovery of fixed costs of previous provider
£500k £0k £0k

Total adverse/(favourable) revenue risks £38,808k (£26,715k) (£2,685k)

Underspend/(overspend) in capital plan which cannot be carried forward £561k £0k £61k

Total adverse capital risks £561k £0k £61k
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3  Risks 

• There are a number of other financial risks that are included in the PCTs’ forecast financial position however 

the magnitude and certainty of these risks is variable.  Each PCT has assessed the risks applicable to their 

financial position and commissioned services.  Whilst some risks are specific to particular PCTs, the risks 

relating to secondary care contracts, prescribing spend and QIPP delivery are common to most PCTs.  The 

risk of secondary care contracts overspending has decreased by approximately a third over the position 

reported at month seven. 

• There is a risk that the amount set aside for redundancy and transition costs will be insufficient. This is been 

closely monitored, see section eight for more detail on the transition budget.  
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3  Risks – CHC Restitution claims  

• Applications for retrospective claims for NHS Continuing Healthcare closed on 30 September 2012.  This 

deadline was for people wanting to claim back care home fees they believed were wrongly charged for full 

time care between 2004 and 2011.  

• There is a second deadline of 31 March 2013 for submitting claims which relate to this financial year, it is not 

yet known what volume of additional claims will be received. There is a risk that significant claims at 31 

March 2013 could affect achievement of target surpluses.  

• With the exception of NHS Trafford, the full extent of these cost pressures is included in forecast financial 

positions.  NHS Trafford expects to include the full cost in their month nine forecast position. 

 

PCT
Number of 

Requests

Estimated Costs

 £'000s

Ashton, Leigh And Wigan PCT 352 4,400

Bolton PCT 273 2,000

Bury PCT 230 1,000

Heywood, Middleton And Rochdale PCT 221 500

Manchester PCT 300 3,230

Oldham PCT 275 1,031

Salford PCT 210 3,276

Stockport PCT 401 2,491

Tameside And Glossop PCT 238 1,000

Trafford PCT 536 2,000

Greater Manchester total 3,036 20,928
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4 QIPP 

 

 

Resource Limit ; 

Opening in-year 

allocation QIPP Plan

QIPP Plan 

as % of 

Resource 

Limit

QIPP plan to 

M8

QIPP 

achieved to 

M8

QIPP Forecast

£ 000's £ 000's £ 000's £ 000's £ 000's

  NHS Ashton Leigh and Wigan 593,337 18,169 3.1 14,901 14,901 18,169

  NHS Bolton 507,852 3,010 0.6 1,797 2,607 4,021

  NHS Bury 322,868 16,417 5.1 12,974 14,375 16,417

  NHS Heywood Middleton and Rochdale 411,577 4,001 1.0 3,118 2,864 4,001

  NHS Manchester 1,074,112 15,211 1.4 12,086 12,843 16,212

  NHS Oldham 445,843 9,000 2.0 5,501 5,399 10,927

  NHS Salford 507,846 3,300 0.6 2,001 3,009 4,515

  NHS Stockport 492,446 7,102 1.4 4,459 6,340 7,102

  NHS Tameside and Glossop 448,035 4,500 1.0 2,012 2,337 4,500

  NHS Trafford 388,879 10,916 2.8 6,889 6,653 10,616

Greater Manchester PCTs 5,192,795 91,626 1.8 65,738 71,328 96,480

Thematic area Plan Plan Actual Variance Forecast Variance

Urgent Care 17,803 13,055 11,162 (1,893) 13,931 (3,872) 

Long Term Conditions 5,991 2,622 2,477 (145) 4,629 (1,362) 

Planned Care 16,601 8,705 7,642 (1,063) 12,895 (3,705) 

Pathology 3,412 1,356 1,310 (46) 2,608 (804) 

Medicines optimisation 14,143 8,984 15,840 6,856 23,095 8,952

Primary Care 5,451 5,212 5,506 294 6,893 1,442

All other schemes 28,226 25,803 27,391 1,588 32,428 4,202

Sub total (CRES) 91,626 65,738 71,328 5,590 96,480 4,853

YTD  
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4 QIPP 

• In totality, Greater Manchester is forecasting to over achieve QIPP targets by £4.8m, due to additional QIPP 

savings being achieved by NHS Bolton, NHS Manchester, NHS Oldham and NHS Salford.  The main 

reasons for these overachievements are different in each locality, but in summary they are due to 

prescribing, long term conditions and planned care schemes. 

 

• Across all localities Urgent Care schemes are underachieving against planned savings and are also 

forecast to significantly underachieve against the annual plan. Other schemes have been added to help 

localities achieve their overall plan despite this shortfall. Savings against Medicine Optimisation are 

significantly overachieving, however, in some cases the prescribing budgets have not been amended to 

reflect category M price reductions, which are a fortuitous gain and therefore do not reflect recurrent QIPP 

performance. Under achievement in the thematic areas of urgent and planned care continues to provide 

evidence for the need for whole system redesign on a Greater Manchester wide basis. 

 

• NHS Trafford are behind their year to date plan and are forecasting a shortfall of £300k against annual QIPP 

plans. This is due to significant slippage against urgent care and planned care schemes which is not fully 

offset by new schemes. 

 

• NHS Oldham and NHS Heywood Middleton and Rochdale are both behind plan for the year to date but 

forecasting full achievement of their annual cash releasing QIPP plans. The main areas of concern are 

Urgent Care and Pathology. North East sector PCTs are continuing to work with Pennine Acute Hospital to 

ensure pathology savings are delivered.  

 

• Responses to a letter from the Cluster Director of Finance requesting recovery plans have been received 

from the four localities who were behind their QIPP plans earlier in the year. These have been reviewed and 

work is on-going to ensure that all localities deliver the planned level of QIPP savings.  Further detail on the 

recovery plans is set out in a separate QIPP report to the Board. 
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5  PCT Performance Exception Report 

  
 
 

 

 

 

 

 

 

• NHS Trafford is overspending against secondary care contracts mainly within the Trafford Division of Central 

Manchester FT (CMFT), which is reporting an over-spend of £1,465k at month eight (£1,026k at month seven), an 

increase of £439k (£479k at month seven).  There is also slippage on planned care and urgent care QIPP 

schemes which are contributing to the surplus being behind plan at month eight. NHS Trafford has reduced its 

surplus target to £500k to reflect its likely financial outturn position. This position still requires savings of £2.5m 

against acute providers in 2012/13.  

 

• NHS Stockport is reporting a year to date surplus of £1,291k which is £683k higher than plan due to additional 

savings in prescribing as a result of Category M price reductions. This is an improvement of £204k on month 

seven and an outturn surplus of £917k is still being forecast as per plan.  

 

• NHS Heywood Middleton and Rochdale is currently forecasting to achieve its overall control total of £1,950k 

surplus but the position as at month eight is £225k ahead of year to date plan.  This reflects the delay in starting 

some of the business cases and the release of some of the non recurrent funds until appropriate funding 

frameworks and memorandums of understanding are in place.  

 

• NHS Manchester are £583k behind plan at month eight, however are forecasting full achievement of their target 

surplus and QIPP targets. There is an over performance on Acute NHS Services of £1.0m YTD in Central 

Manchester CCG area, with the majority of this relating to over performance at Pennine Acute NHST, Central 

Manchester FT & Salford Royal FT.   

 

• NHS Oldham is slightly overspent to month eight which has resulted from under performance in Urgent Care and 

Prescribing QIPP schemes. It is anticipated that such slippage will be recovered by the end of the year. 

 

• NHS Salford has increased its surplus target to £3.7m to reflect its improved financial position. 

 
156



11 

6  Contract Performance Report – by Provider 

 
 

Price Plan   

£000

Price Actual 

£000

Price Diff 

£000

Price 

Variance

Royal Bolton 87,130 91,941 (4,811) -5.5%

Central Manchester 312,578 318,939 (6,361) -2.0%

Pennine Acute 285,064 280,902 4,162 1.5%

Salford Royal 143,671 149,856 (6,185) -4.3%

Stockport 112,000 111,559 441 0.4%

Tameside 74,190 78,368 (4,178) -5.6%

Trafford 40,930 41,848 (918) -2.2%

South Manchester 159,271 162,220 (2,949) -1.9%

Wrightington Wigan and Leigh 109,132 111,212 (2,080) -1.9%

Total 1,323,966 1,346,845    (22,878) -1.7%
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6 Contract Performance Report – by Commissioner 

 

 Price Plan   

£000

Price Actual 

£000

Price Diff 

£000

Price 

Variance

Ashton Leigh and Wigan 123,701 126,004 (2,303) -1.9%

Bolton 81,106 83,955 (2,849) -3.5%

Bury 67,208 68,779 (1,571) -2.3%

Heywood Middleton and Rochdale 82,953 83,372 (418) -0.5%

Manchester 216,869 220,951 (4,082) -1.9%

Oldham 83,821 83,966 (144) -0.2%

Salford 89,734 93,884 (4,150) -4.6%

Stockport 112,466 114,484 (2,017) -1.8%

Tameside and Glossop 94,979 98,160 (3,182) -3.3%

Trafford 91,294 93,122 (1,828) -2.0%

All Other PCTs - Core Services 61,399 62,181 (782) -1.3%

Core Total 1,105,532 1,128,857    (23,325) -2.1%

Collaborative Contracts 66,080 66,350 (270) -0.4%

North West Specialist services commissioned by 

NWSCT 152,355 151,638 717 0.5%

Total Other Contracts (Specialist and Collab) 218,434    217,987       447         0.2%

Grand Total Provider Income 1,323,966 1,346,845    (22,878) -1.7%
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6  Contract Performance Report – by Care Group 

 
 

 

 
Price Plan   

£000

Price Actual 

£000

Price Diff 

£000

Price 

Variance

Elective Admissions and Planned Same Day 230,519 230,507 12 0.0%

Elective Excess Beddays 4,234 4,168 66 1.5%

Outpatients (include procedures, radiology and 

ward attenders) 224,507 228,703 (4,196) -1.9%

Sub Total Planned Care 459,260 463,379 (4,118) -0.9%

A&E 57,340 59,856 (2,516) -4.4%

Non Elective Admissions 339,611 346,828 (7,217) -2.1%

Non Elective Excess Beddays 23,524 23,782 (259) -1.1%

Sub Total Unplanned Care 420,474 430,466 (9,992) -2.4%

SUB TOTAL ALL OTHER PODs 382,921    389,096       (6,175) -1.6%

Grand Total Core Contracts 1,262,656 1,282,941    (20,286) -1.7%

Financial Values
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6  Contract Performance Report 

 
 

 

 

• The budgets for clinical patient activity have been fully delegated to CCGs in 2012-13, therefore full and 

detailed monitoring of activity performance is undertaken by each CCG Board.  These Board reports  are 

available to members on request.      

   

• NHS Bolton are working on an intensive work plan to address over performance. Bolton are overspent 

on Non-Elective mainly due to General Medicine and Obstetrics short attendances being counted as 

admissions, this is being discussed with trust. Outpatient over performance is mainly due to ENT, Oral  

Surgery, Ophthalmology, Obstetrics and Gynaecology.  

 

• NHS Salford’s over performance in Outpatients of £1m is broken down into General Surgery £500k, 

Urology £200k and paediatric dermatology of £300k.  The reasons are being investigated although the 

trust believes it is due to more co-morbidities and sicker patients.   

 

• In October NHS Tameside & Glossop experienced a significant over performance in urgent care, which 

is expected to continue in the short term. Outpatient & Daycase activity remains significantly over plan at 

£1.3m.  A key driver of this is thought to be increased referral rates which are 6.9% higher in 2012-13 for 

referrals from GPs and 3.3% for referrals from other sources.  The specialty with the biggest increase in 

GP referrals is colorectal surgery which has seen a 26.3% increase (303 patients) in referrals. 

 

• NHS Trafford are over performing against non-elective admissions. An audit of activity has been 

undertaken by the PCT and the results are being reviewed.    
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7 Capital Investment Programme 

 

 

ALW Bolton Bury HMR Mcr Oldham Salford Stockport T&G Trafford Total

£000's £000's £000's £000's £000's £000's £000's £000's £000's £000's £000's

Initial CRL allocations 2,230 1,962 1,250 990 2,766 5,042 4,187 (1,083) 528 1,315 19,187

IAT for NHS GM IT local expenditure 393 0 168 0 256 42 (1,580) 475 136 110 0

Capital grant transfer (228) (126) (168)

M8 allocations confirmed 2,623 1,962 1,418 990 3,022 4,856 2,607 (734) 664 1,257 18,665

Anticipated by PCTs:

Transfer to revenue for cap grants (300) (774) (4,550) (124) (207) (5,955)

Further adjustments 415 0 300 0 0 1,038 2,020 400 0 0 4,173

Forecast CRL at m8 FIMS 2,738 1,962 944 990 3,022 1,344 4,627 (458) 664 1,050 16,883

Forecast  net spend 2,218 1,962 944 990 3,022 1,344 4,627 (458) 664 1,050 16,363

Difference 520 0 0 0 0 0 0 0 0 0 520

Expenditure to m8 524 63 127 768 1,413 0 2,424 266 179 175 5,939

Receipts to m8 0 0 (200) 0 0 (196) 0 0 (108) 0 (504)
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7 Capital Investment Programme 

 

 

• PCTs are forecasting to dispose of surplus assets totalling £3,728k and incur capital expenditure of £20,091k 

mainly on backlog maintenance, statutory compliance and IT schemes.  The table above summarises the 

planned net capital resource limits, the year to date and forecast outturn positions.  The forecast outturns reflect 

the latest position which may differ from plan, as schemes have been refined and there is more certainty on 

planned disposals.  

 

• Since the month eight position was finalised, NHS Ashton Leigh and Wigan have amended their capital grants 

transfer and arranged with the Strategic Health Authority to return £500k of their capital resource limit, to be 

utilised elsewhere in the North West.  The forecast underspend against their capital resource limit has been 

reduced to £77k.  Expenditure has been low whilst the locality has been awaiting Strategic Health Authority 

approval of a scheme amounting to £1.2m, but this has now been approved and the scheme can commence. 

 

• There has been no expenditure at NHS Oldham to month eight, as forecast expenditure was largely one major 

scheme, for which funding had not yet been approved by the Strategic Health Authority.  A business case has 

now been submitted and approved, so the PCT is able to proceed with the scheme. 

 

• To the end of month eight, localities have reported net spend of only £5.4m against their capital resource limit, 

so there is significant expenditure to incur over the next quarter.   
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8 Transition budget 

Total (to be pooled) transition budget 25,760

Forecast YTD m9 Committed

Transition programme costs

Transition Programme management 888 701 888

Workforce Stratification and transition data analysis 269 108 269

NCB Development 175 85 175

PCT Closedown 175 82 175

Public health 284 98 284

Estates 114 76 114

CSU development 795 795 795

Quarter 4 programme management 600 0 430

Transition costs

CSU 2,251 1,267 2,128

HR 1,344 592 1,280

Estates 1,008 0 56

NCB development 92 17 92

PCT closedown (including finance) 1,509 (398) 397

Other transitional costs (PCT commitments) 1,061 0 0

Redundancy costs  agreed by Rem Com 12,483 12,483 12,483

Estimated voluntary/compulsory redundancy costs 3,202 0 0

TOTAL 26,250 15,906 19,566

Balance (490) 9,854

• The transition budget continues to be monitored by the Transition Programme Board.  The above table 

summarises the spend to date and committed spend against the transition budget. 

 

• Whilst this shows a potential shortfall of £490k, the forecast includes estimates for potential specialised 

commissioning and PCT close down costs, and is therefore expected to remain within budget. 163



18 

8 Transition budget – by PCT 

Contribution 

£000

Local 

Redundancy 

costs       

£000

Net 

contribution 

available 

£000

Risk share 

adjustment 

£000

Revised 

contribution 

available 

£000

GM 

Transition 

costs to M8 

£000

Contribution 

remaining 

£000

NHS Ashton Leigh and Wigan 3,369 (1,687) 1,682 (57) 1,625 (470) 1,155

NHS Bolton 2,884 (1,305) 1,579 (49) 1,530 (404) 1,126

NHS Bury 587 (970) (383) 383 0 0 0

NHS Heywood Middleton and Rochdale 2,191 (829) 1,362 (39) 1,323 (321) 1,002

NHS Manchester 6,099 (2,438) 3,661 (102) 3,559 (833) 2,726

NHS Oldham 1,897 (1,930) (33) 33 0 0 0

NHS Salford 2,027 (1,401) 626 (47) 579 (385) 194

NHS Stockport 1,988 (658) 1,330 (46) 1,284 (382) 902

NHS Tameside and Glossop 2,518 (888) 1,630 (42) 1,588 (347) 1,241

NHS Trafford 2,200 (377) 1,823 (34) 1,789 (281) 1,508

TOTAL 25,760 (12,483) 13,277 0 13,277 (3,423) 9,854

• The table above outlines how the transition costs to date have been shared across PCTs in accordance with 

the previously agreed risk sharing arrangement, in respect of the expenditure incurred to month eight. 

• As redundancy costs are locally incurred, these are regarded as a first call on the contribution made by each 

PCT.  To date, two PCTs have incurred more redundancy expenditure than their contribution, so a risk share 

adjustment has been made to fund these costs from other PCTs’ contributions. 

• The other Greater Manchester transition costs have been incurred by NHS Salford on behalf of other PCTs 

and have been allocated against those PCTs with contribution remaining. 

• Further risk share adjustments may be required as additional redundancy costs are incurred. 
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9 Recommendations 

9.1 The Cluster Board  is asked to note the contents of the report. 

 

9.2 The Cluster Board is asked to recognise the risks associated with the delivery of the revenue control totals in 
each PCT, which the system is required to deliver.  
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IN CASE OF QUERY, PLEASE CONTACT 
 

 
Rob Bellingham 0161 212 6139 
 

 
PURPOSE OF PAPER: 
 
This paper presents an update to the top risks summary, derived from the NHS Greater Manchester 
Assurance Framework.  
 
Members are invited to consider the content of the attached report and to endorse its content as an 

accurate summary of the current top risks facing NHS Greater Manchester. 
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Developing a Board Assurance Framework for NHS Greater Manchester 
 
 

1        Introduction 
 

1.1 This paper provides an update on the NHS Greater Manchester top risks summary, drawn from 

the content of the Board Assurance Framework. 

 

1.2 The content of the Board Assurance Framework is based in the context of the 2012/13 NHS 

Greater Manchester Operating Plan which was agreed at the March GM Board meeting. This 

provides a direct link from the Board Assurance Framework to the corporate objectives of NHS 

Greater Manchester. The NHS GM Operating Plan will be kept under review and amendments or 

additions to this plan will be reflected in the Board Assurance Framework. 

2        Reporting to the NHS Greater Manchester Board 
 

2.1 Attached to this summary is a copy of the latest version of the risk report. 

 

2.2 The report summarises the “top” risks facing NHS Greater Manchester, describes the current risk 

assessment and a RAG rated position for each of the Greater Manchester shadow CCG localities. 

Where a risk is held and managed at a Greater Manchester, Commissioning Support Unit or 

Direct Commissioning level this is also depicted. 

 

2.3 At the Direct Commissioning Board meeting held on 16th January 2013, a risk relating to specialist 

commissioning funding in 2013/14 was discussed which was felt worthy of escalation to the NHS 

Greater Manchester Board. 

 

2.4 The specialist commissioning financial position in 2012/13 does not appear to pose financial risks 

for NHS Greater Manchester Cluster, although other clusters do have over-performing services.  

This situation will be kept under review.    

    

2.5 However, the guidance issued for Specialised Commissioning in 2013/14 appears to present 

issues which, if not resolved, could mean that the allocated budget for 2013/14 may not reflect the 

scope of services to be commissioned.  This could result in severe financial pressures on budgets 

and instability of important patient services. 

 

2.6 The risk descriptions in the Risk Register for Specialist Commissioning are: - 

 Failure to meet financial and service targets in specialised commissioning 

 Failure to transfer an appropriate budget for 2013/14 to meet the scope of specialised 

commissioning.    

This will be kept under close review and a further update will be provided to the March Board 

meeting.    

167



  
Page 3 

 
  

 

3 Development of the Board Assurance Framework 
 
3.1 A sub-group drawn from the Greater Manchester Governance Leads Group has led the 

development of the 2012/13 Board Assurance Framework, culminating in the continuing updates 

throughout the year reported to the Board in appendix 1.  

 

3.2 Further development of the 2012/13 Board Assurance Framework has been completed through 

the meeting of the risk owners on the framework during the year (individual GM Board Directors) 

adding individual controls and assurances to risks identified.  This has recently included those 

responsible for Direct Commissioning, Commissioning Support Unit and Greater Manchester wide 

specialists in estates and resilience risk to add to those already received from all localities.  

 
3.3 This has enabled the risk management approach to develop improved links from strategic risks to 

the operational day to day aspects, making the Board Assurance Framework more robust.  This is 

further prevalent as the finite nature of specific risks within the 2012/13 timeframe, requires risk 

management strategies to continue to operate successfully due to their imminent context.    

 

3.4 The subsequently updated full Board Assurance Framework was reported to December’s NHS 

 Greater Manchester Audit Committee and was endorsed as an appropriate strategic risk profile of 

 NHS Greater Manchester. 

 

3.5  The progress on the 2012/13 Board Assurance Framework will continue to be presented in full to 

 the Audit Committee at future meetings, with the “top” risks continued to be presented to the GM 

 Board.  Additionally, the full Board Assurance Framework will be validated for accuracy and 

 robustness by the sub-group in the coming weeks as the 2012/13 year draws to a close.  

4 Recommendations 
 
4.1 Board Members are asked to: 

 Consider the content of the attached report and to endorse its content as an accurate 

summary of the current top risks facing NHS Greater Manchester 

 Note the new risk relating to specialist commissioning funding in 2013/14 

 

Rob Bellingham/Mike Taylor 
January 2013 
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2012/13 NHS Greater Manchester - Board Assurance Framework – Top Risks 

  
Rank/ 

move 
Owner 

Objective  

Area 
Risk Assessment 

Risk 

Rating 
Oversight High level risk description 

Minor Moderate Major Catastrophic Insignificant 

C 

C 

New Risk 
Current Risk - The 

measure of risk at the 

present time following 

mitigating controls 

operating as intended 

T 

T 
Target Risk - The 

measure of risk once 

further mitigating actions 

have been completed 

T 

T 

C 

C 

Increase in 

Rank 

Decrease 

in Rank 

No 

movement 

in Rank 

N 

Key 

GM/CSU/DC/CCG  

Position 

O CM BU NM 

TR 

H 

TG ST 

BO 

H - Heywood, Middleton & Rochdale   NM - North 

Manchester    CM - Central Manchester  SM - South 

Manchester  O - Oldham     SA - Salford     ST - Stockport     

TG - Tameside & Glossop  TR - Trafford                             

W - Wigan Borough  GM - Greater Manchester 

Risk Position:                    

BU - Bury                          

BO - Bolton          

Risk Assessment based 

on  Likelihood 5 x Impact 

5 matrix; Low Risk 1-6, 

Moderate 8-10, High 12-

16, Extreme 20-25 

NHS GM Board 

CCG Boards 20 
Director of 

Nursing   1= 
Failure to deliver key operating framework standards, eg 
18-week referral to treatment, A&E 95%, Cancer 62-day, 
C-Diff, MRSA, Ambulance Wait, IG, summary care record 

Current  

Delivery 
O W 

BU SA NM 

TR 

H 

TG ST 

BO CM 

SM 

T C 

C T NHS GM Board 

CCG Boards 

 

16 

 

Director of 

Service 

Transform’ 
  

Failure to deliver plans for Quality, Innovation, Productivity 
and Prevention (QIPP) 

Strategic 

Develop 3= 
O 

BU SA NM 

TR 

H 

TG ST 

BO CM 

SM W 

SM 

W GM CSU DC 

CSU - Commissioning Support Unit        

DC - Direct Commissioning       

Appendix 1 14 January 2013 

1= NHS GM Board 

CCG Boards 20 
Director of 

Public Health 

Failure to deliver required levels of health improvement 
across Greater Manchester and the associated reductions 
in health inequalities 

Current  

Delivery T C 
SM 

BO BU 

O 

CM SA NM 

TG ST 

H 

SA 

C NHS GM Board 

CCG Boards 8 
Director of 

Public Health   9= 
Transit io

n 

Failure to deliver the transition of Public Health to local 
authorities by April 2013 

O 

BU SA NM 

TR 

H 

TG ST 

BO CM 

SM W 

T 

NHS GM Board 

CCG Boards 8 
Director of 

Commission’ 

Developmen

t 

  
Failure to support Clinical Commissioning Groups to 
achieve authorisation with minimum conditions 9= 

Transit io

n 

BU SA NM 

TR 

H 

TG ST 

BO CM 

SM W 

C 

O 

T 

C 16 
Director of 

Nursing   3= 
Failure to ensure robust provider management 
arrangements are in place 

Current  

Delivery 
NHS GM Board T 

TR W 

O 

BU SA NM 

TR 

H 

TG ST 

BO CM 

SM W 

C 
NHS GM Board 

CCG Boards 12 
Director of 

Service 

Transform’ 

Failure to implement a strategy for the delivery of a safe 
and sustainable GM hospital service  5= 

Current  

Delivery T GM 

NHS GM Board 

CCG Boards 
Failure to deliver a robust estates function up to and 
beyond the transition to NHS Property Services  

12 5= 
Director of 

Finance 
Current       

Delivery GM T C 

C 12 
Director of 

Nursing   5= 
Failure to ensure the provision of delivery of quality patient 
care in light of the Francis review  

Current  

Delivery 
NHS GM Board 

O 

BU SA NM 

TR 

H 

TG ST 

BO CM 

SM W 

T 

C T   12 
Director of 

HR 5= 
Failure of staff capacity to meet transitional arrangements 
up until April 2013   

Current  

Delivery 
NHS GM Board GM 

NHS GM Board 8 
Director of 

Commission’ 

Developmen

t 

  9= 
Failure to achieve accreditation for Commissioning 
Support Unit and go live in line with agreed timetables 

Strategic 

Develop 
CSU 

C 
T 

NHS GM Board 8 
Director of 

Commission’ 

Development 

Failure to successfully deliver the transition of Direct 
Commissioning functions to the NCB by 2013  9= 

Transit io

n 
DC 

C 
T 
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NHS GREATER MANCHESTER BOARD MEETING  

AGENDA ITEM NO 14 

Date of Meeting: 24th January 2013 

 

REPORT OF: 

 

Mike Burrows, Chief Executive, NHS Greater 
Manchester PCT Cluster 

DATE OF PAPER: 17th January 2013 

 

SUBJECT: 

 

NHS GM Transition Programme update 

IN CASE OF QUERY, PLEASE CONTACT 

 

John Boyington – 0161 762 3167  

PURPOSE OF PAPER: 

This paper provides an update on the NHS Greater Manchester Transition Programme describing the 
progress made within the reporting period between the date of this paper and the NHS GM Board of 8th 
November 2012.  
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1 Executive Summary 

Executive Summary 

This paper provides an overview of the NHS Greater Manchester (NHS GM) Transition Programme with 
a summary of work carried out during November and December 2012 and early weeks of January 2013. 

Updates are provided on:  

 The progress made towards achievement of the programme milestone due for 31 December 2013. 
(Section 2 of this paper). 

 Activity to resolve the residual HR activity for transition (Sections 2.17 to 2.18) 

 The focus of the programme on building and proving operational readiness and preparations for PCT 
closedown (Section 4) 

 The redefined role of the Transition Programme in supporting ROs to continue development and to 
establish the new commissioning system (Section 4.14) 

NHS GM Board members are also asked to note the challenge to programme delivery presented by key 
risks including: 

 The need to prove and assure the operational capability of the organisations that comprise the new 
commissioning system prior to 1 April 2013 

 The significant demand on the time of senior managers to continue delivery of existing business 
whilst supporting the process to fill posts within new structures. 

 

2 NHS GM Transition Programme – Overview of current status 

2.1 This report for the period of activity from November 2012 to 17 January 2013 includes: 

• an update on progress made in the achievement of a national milestone for communicating future 
destinations to all NHS Staff by 31 December 

• updates on progress to establish the new Receiving Organisations (ROs) and  commissioning 
system within NHS GM 

• a description of the focus of programme activity for the remaining transition period to 1 April 2013. 

Communicating future destinations to NHS GM staff 

2.2 Throughout later stages 2012 all sending and receiving organisations have focussed on achieving 
a key programme milestone by 31 December 2012 (as indicated on the overall programme plan 
included in Annex A).  NHS GM Cluster planned to achieve two objectives by this date: 

a. A nationally mandated objective of ‘confirming the future destinations and roles for all PCT 
cluster staff’ 
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b. A locally defined, aspirational objective to have staff appointed to all future roles and actively 
deployed in their new post. 

2.3 The Transition Programme Board of Tuesday 15th January 2013 recorded that objective a) 
has been largely achieved for all permanent NHS GM employees.  This has been achieved 

through completing the national process for filling posts for all known roles in ROs to stage 3b. 

2.4 Completing stage 3b means that for each future post within an RO, NHS GM has considered which 
of its staff may have a clear right to transfer (pooling, matching and slotting) and which staff may 
transfer through restricted competition (including both competitive slotting and competitive selection 
of staff expressing an interest in future roles).  

2.5 For most colleagues, the conclusion of this process was the receipt of a letter confirming that they 
have been successful in securing a future role or issuing notice of redundancy.  Over 2600 letters 
have been issued to staff during the last months of 2012 communicating the conclusions of this 
process. A detailed analysis of the types of letter issued to colleagues is included in Annex B. 

2.6 A number of colleagues (172) have received holding letters where their services and posts have a 
secure future but the final employer is yet to be confirmed.  This mostly applies to small teams 
performing functions whose destination was to be determined by ROs outside NHS GM and a 
number of services that will transfer to Service Providers. 

2.7 A small number of colleagues (27) have not received a letter confirming their situation.  The 
reasons for this are mostly due to queries and issues typically require an intensive amount of 
management effort to resolve.  These include issues such as information about staff 
circumstances, queries on conclusions of the appointment process, unconfirmed leavers, un-
concluded appeals, withdrawal of slotting decisions, availability of the right managers to resolve 
queries over holiday period and clarity on handling of secondments amongst others).  

2.8 The HR transition and management teams of SOs and ROs continue to work to resolve these 
cases. 

2.9 At 31 December, where staff had not been successful in securing a future role and where there is 
no expectation of entitlement to transfer to an RO, the default position has been to issue those 
colleagues with notice of the likelihood of compulsory redundancy (68 letters issued).   

2.10 There may however be further opportunities for these staff to secure roles within NHS GM ROs or 
other NHS organisations outside NHS GM.  The HR transition team will continue to support staff to 
find suitable alternative employment and to consider other options including transition roles or VRR. 

2.11 Significant progress has been made towards objective b) with appointments confirmed for 

2,070 of 2,411 future posts. The 340 remaining posts are the result of a number of factors including 
the impact of early slippage in the appointments process and local (RO) decisions on: 

• The need to source resources from outside the GM footprint to ensure all posts are filled by staff 
with appropriate experience and skills for the role.  (Suitability of NHS GM staff for these roles has 
been considered during the pooling and matching and subsequent competition stages.) 

• New posts or changes to earlier structures identified at a late stage and therefore all stages of the 
process could not be completed to the planned timescales 
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• Prioritisation of core business over transition activity and availability of managers for selection 
processes. 

2.12 Although there are a number of posts yet to be filled, the majority of NHS GM ROs have confirmed 
appointments for all roles that are essential to ‘prove’ the capacity, capability and operational 
readiness of the new system.  The outstanding vacancies will not significantly impede essential 
development, proving or delivery activity of new ROs. 

2.13 The only exception to this position is GM CSU, where a number of roles are yet to be filled which 
may impact CSU’s ability to establish, prove and deliver all services.  CSU plans to fill all critical 
posts in its structure by end of January. 

2.14 Although appointments have been confirmed for the large majority of future roles, a further risk for 
establishment of the new commissioning system is the ability to release of staff from existing 
responsibilities in order to assume new roles.   

2.15 The Transition Programme Board has established principles, an escalation and adjudication 
process that will assist the transition of staff in situations where there is contention for resources.  

2.16  Most staff are expected to migrate to new roles by the end of January.  There are currently no 
unresolved issues for release of staff from existing roles. 

On-going HR Transition activities 

2.17 Central HR Transition team will continue to support ROs to confirm appointments to all roles in 
structures. This activity may continue at a low level through to April as ‘proving’ of the system 
identifies the need for further roles and potentially changes to existing appointments. 

2.18 Due to the intensity of HR activity in the final weeks of 2012, the HR team is also conducting 
validation checks to confirm that all permanent staff have been captured by the letter process and 
to confirm that the correct letter has been issued.  There will therefore be a period of 
‘housekeeping’ activity where the programme anticipates the need to resolve queries and issues 
resulting from the communications to staff. 

3 Development and establishment of Receiving Organisation 

3.1 This section provides an update on programmes of work to develop and establish each of the new 
ROs within the NHS GM system.    

Clinical Commissioning Groups (CCGs) 

3.2 83% of CCG posts have been appointed.  The majority of outstanding roles will involve competition 
from outside GM in order to find staff with appropriate levels of experience and the right skills for 
new roles.  CCGs will continue to review the lists of staff, across all GM localities that have not 
secured future roles to mitigate job losses within the existing GM workforce. 

3.3 All CCGs have submitted authorisation applications, have completed the site visits by NHS CB 
assessors and returned their ‘considered response’ to issues raised by CB assessors.  Oldham 
CCG has had its ‘Authorised’ status confirmed and will be able to sign contracts from 1 February 
2013. 
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3.4 The majority of CCGs have signed a ‘Head of Terms’ agreement with CSU to support CSU 
gateway deadlines.  Revised CSU pricing will be provided by CSU before CCGs will sign the final 
form of SLAs. 

3.5 CCGs are developing plans for ‘proving’ system readiness in conjunction with CSU leadership. 

GM Commissioning Support Unit (CSU) 

3.6 CSU appointments have been substantially completed for all roles that will be appointed through 
the matching and competition.  These processes have been restricted to GM colleagues to date (in 
line with national HR process) and so the remaining posts can now be filled through wider 
competition stages which can include applications from outside GM. 

3.7 Product and service mobilisation has continued with launch of Market Management, Equality & 
Diversity, HR, IM&T and more recently Medicines Management on 7 January.  Mobilisation plans 
for remaining CSU products to be shared with CCGs during w/c 21st January. 

3.8 The CSU CFO is now in post full time and establishing the CSU finance team.  

NHS Commissioning Board GM Local Area Team (LAT) 

3.9 LAT posts have now been filled to the competition stages that are restricted to GM colleagues.  
Given the appointments made to date, forecasts for staff costs will be reviewed against the 
available budget before further appointments are made.  

3.10 FHS transfer to NHS CB has now been confirmed and planning for a national pilot, led by GM has 
commenced. 

3.11 The Commissioning Directorate is in the process of establishing work plans for engagement with 
CCGs, organisation development and cross directorate working within the LAT. 

Estates 

3.12 All Estates staff that will transfer to NHS Property Services Limited (NHS PSL) were confirmed by 
31 December 2012.  GM expects transfer 43 staff, associated with provider owned buildings, to 
University Hospital of South Manchester (UHSM).  If agreement cannot be reached with UHSM 
these staff will transfer to NHS PSL. 

3.13 Lease extensions proposed for a number of GM property assets.  Extensions also proposed for 
estates housing existing data centres pending delivery of data centre transformation programme. 
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Public Health (PH) 

3.14 PH allocations have now been communicated on 10 January 2013.  The majority of allocations 
have increased above the minimum allocations that DH has communicated previously.  It is 
expected that these revised allocations will help resolve LA concerns about a shortfall between 
contract liabilities and available funding.  DsPH are reviewing new allocations to confirm the budget 
coverage.  Initial indications are that Salford is only area of shortfall. 

3.15 Transfer of proposed core PH teams has been confirmed through completion of stage 1 and 2 
meetings with LAs. 

3.16 Procurement is underway to select a provider to host the Bowel Cancer Screening team by 31 
January. 

3.17 Delivery of a new PH Data Warehouse is likely to be delayed until June 2013.  An interim solution 
will now be required to support Public Health colleagues until the final warehouse is available. 

3.18 Negotiations are continuing.  Most LA Public Health teams are negotiating with CSU to provide 
services on data, provider management and medicines management. 

4 Focus for Transition Programme from January to April 2013 

4.1 This section describes the remaining activities that will be undertaken by the Transition Programme 
during the period to 1 April 2013. 

Building future capacity and capability and proving ‘operational readiness’ of ROs 

4.2 In parallel with the population of future structures the programme had planned to undertake initial 
testing and proving of the new system during the later stages of 2012.  For a number of reasons 
specific to each type of RO, the programme now expects there to be a limited amount of ‘proving’ 
by end of 2012 and this activity will now be conducted between January and 31 March. 

4.3 This deferment of ‘proving’ activity increases the risk of late discovery of issues or changes to 
previously agreed responsibilities, processes or structures.  This risk will be particularly acute 
across interfaces between different ROs as any changes may impact multiple organisations and 
have implications on funding and staff destinations. 

4.4 Therefore the ROs will now engage in proving the readiness of the new system during the period 
Jan to March 2013, in line with the following principles: 

• Joint prioritisation of highest risk processes/functions between ROs with delivery responsibility  
e.g. prioritising new processes, significantly reduced workforce, increased interaction required 
across organisational boundaries, reduced local control within NHS GM footprint 

• Expectation that ROs will support (and in some cases assume responsibility for) delivery of 
current PCT business alongside activity that proves the  new structures, processes and overall 
system 

• Self-certification and assurance of readiness in line with future RO accountabilities and 
governance 
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• Transition programme support and facilitation where requested by ROs or where it may impact 
multiple ROs. 

4.5 The above principles will demonstrate and assure the PCT Cluster that future organisations will be 
capable of safely delivering the critical elements of the new system from 1 April 2013 and beyond. 

Preparing for transfer of PCT assets and closedown 

4.6 Following substantial population of RO structures the programme team will also increase its focus 
on preparations for concluding the transfer of PCT staff, resources and physical assets to ROs and 
subsequent closedown of PCTs. This will also include transfers to the proposed Legacy 
Management Organisation. 

4.7 The closedown workstream will co-ordinate, assure and support activity across all 10 PCTs, 
however each PCT locality remains accountable for completion of transfer and closedown activity. 

4.8 DH has proposed that all NHS SOs will provide number of iterations of information relating to staff, 
contracts and physical assets that will transfer from PCTs to ROs.  These iterations will continue to 
be refined between January and March and will form that basis of the final transfer orders. 

4.9 Final Transfer Orders will be signed by NHS GM Cluster at an extra-ordinary GM Board currently 
scheduled for 25 March 2013 (this may need to be brought forward following recent DH 
communications) 

The role of the programme during final stages of transition 

4.10 By substantially achieving the objectives planned for 31 December (as described in section 2 of this 
paper) the Transition Programme has discharged a significant element of the cluster’s 
responsibilities for developing the new commissioning system.  

4.11 All ROs are becoming established through external assurance/assessment processes and proving 
capability through confirming designate senior managers, population of roles in structures and 
undertaking ‘proving’ activity.   

4.12 Although GM PCT Cluster remains accountable for delivery and commissioning until 31 March 
2013 the new commissioners are expected to play a significant role during this period and will 
exercise future accountabilities 

4.13 On this basis, the cluster’s obligation to develop the architecture of an effective new commissioning 
system can be considered to be substantially complete and the focus of the Transition Programme 
can move from ‘developing’ to ‘supporting’ ROs. 

4.14 Therefore on 15th January, the Transition Programme Board agreed a redefined role for the 
programme in relation to CCGs, CSU and LAT and NHS Property Services Ltd.  The agreement at 
TPB defined the following principles for future relationship between the programme and the above 
ROs: 

• Further development activity will be governed autonomously and locally RO 

• TP will provide support to RO development only at request of /escalation by RO leadership 
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• TP will undertake programme level interventions only where an RO indicates that cross-cutting 
issues have not been resolved to satisfaction of all parties and the impact of that issue is 
significant (for any party) 

• ROs will not be required to report progress on development or performance to TPB.  However 
ROs will continue to be represented on the TPB and will report by exception on issues that 
impact establishment of the new system. 

• ROs will be asked to provide a ‘self-certified’ declaration to assure TPB of the operational 
readiness of the new commissioning system and readiness for transfer of full accountability to 
ROs 

4.15 PH LAs will continue to report progress to TPB until a number of critical risks are resolved 
(including confirmation of PH allocations, impact of allocation on existing PH contracts and 
services, confirmation of transfer proposals for LA and PHE destined staff) 

4.16 Programme enabling workstreams will continue to be managed at programme level and report 
progress to TPB 

4.17 PCT closedown activity will continue to be supported, co-ordinated and assured by the central 
programme team. 

4.18 Transition activities will continue to require dedicated resources to complete the remaining 
elements of the programme, particularly within HR and PCT Closedown workstreams. 

5 Managing key programme risks  

5.1 Following the confirmation of staff in post (objective b of 31 December milestone) the new 
organisations will commence operating their new roles and will work to demonstrate that they have 
developed the capacity and capability required to fulfil their obligations under the new 
commissioning system.  The programme is continuing to manage a number of key risks, updates 
for which are described below: 

5.1.1 The BDU’s expectation of short term reduction of IM&T operating costs may increase clinical 
safety and management risk (assurance provided through external review).   

Update and Mitigation: Existing IM&T capacity and resources have been retained until IM&T 
transformation programme outcomes are delivered and enable planned reductions in IM&T 
workforce.  Funding arrangements for retained resources are yet to be confirmed beyond 1 April 
2013 

5.1.2 The capability of a large proportion of the new commissioning architecture is unproven and based 
on theoretical designs.   

Update and Mitigation: ROs plan to test, prove and assure the operational capability of the 
system by April 2013.  This activity will be conducted later than plan and therefore will adopt the 
principles outlined in section 4.4 of this paper to ensure the most critical and highest priority 
functions are proven prior to April 2013. 

5.1.3 NHS GM managers and staff may not have capacity to manage transition processes alongside 
existing (locality) and new (RO) roles.  
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Update and Mitigation: This remains an active concern for all ROs and SOs. All organisations 
are working to balance the competing priorities of operational quality and safety, delivery of the 
transition agenda to national timescales and the financial consequences of maintaining both 
existing delivery and development of new system.  Additional resources are being deployed to 
support critical functions e.g. Finance. 

5.1.4 It may not be possible to confirm the future destinations for all staff by End of December 2012.   

Update and Mitigation: This risk has been mitigated by substantial completion of the programme 
milestone for 31 December 2012 as recorded earlier in section 2 of this paper. 

5.1.5 The financial resources required to deliver full scope of the transition programme to timescales, 
may not be affordable within Programme Budgets.  

Update and Mitigation: The programme continues to review the available pooled budgets and 
committed funding to reflect new information (e.g. emerging picture on redundancy costs) and to 
confirm its priorities for financial resources. 

5.2 The programme management teams continue to manage these risks and review the progress 
made in mitigating the potential impact of these risks. 

6 Recommendation  

6.1 NHS GM Board members are asked to note the update on progress made during this reporting 
period and updates on: 

• The progress made towards achievement of the programme milestone due for 31 December 
2013. (Section 2 of this paper). 

• Activity to resolve the residual HR activity for transition (Sections 2.17 to 2.18) 

• The focus of the programme on building and proving operational readiness and preparations 
for PCT closedown (Section 4) 

• The redefined role of the Transition Programme in supporting ROs to continue development 
and to establish the new commissioning system (Section 4.14) 

6.2 NHS GM Board members are also asked to note the challenge to programme delivery presented 
by key risks including: 

• The need to prove and assure the operational capability of the organisations that comprise the 
new commissioning system prior to 1 April 2013 

• The significant demand on the time of senior managers to continue delivery of existing 
business whilst supporting the process to fill posts within new structures. 
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Annex A. Transition Programme Plan 

This annex provides an overview of the overall delivery plan and timescales for the NHS GM Transition 
Programme.  

As described in section 4.2, activities to ‘prove’ the operational readiness of the new commissioning 
system will be completed during January through to the end of March 2013. 
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Annex B. Summary of letters issued to NHS GM staff for 31 December 2012 

This annex provides a summary of the numbers of NHS GM permanent staff that have received different 
types of letter confirming their future destinations as a result of transition to the new system.  This is 
provided to demonstrate how NHS GM largely achieved the objective for the national milestone. 

Please note:  This table describes the position resulting from the activity to fill posts completed by 31 

December 2012 and the resulting communications to staff to comply with national delivery timescales.   

In the early weeks of January 2013 there have been further decisions approving applications for 
voluntary redundancy and some staff may have applied for and taken up alternative posts to that which 
they were matched or slotted.  In these situations staff will receive additional letters and this will affect the 
future distribution of the numbers cross the categories of letters issued e.g. a staff member that has been 
appointed to a new role but subsequently receives confirmation for a VR application will migrate from the 
Appointment (confirmed) to the Redundancy letter category.   
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Summary of letters confirming staff futures by PCT locality  

Letter type issued ALW Bolton Bury HMR HMR Manchester Oldham Salford Stockport T&G Trafford Non GM
Grand 

Total

Appointment (confirmed) Letters 165 149 142 150 2 406 198 338 178 140 107 14 1,989

Appointed 162 147 126 136 2 386 190 304 165 135 105 14 1,872

HR - Lift and Flip Letter 1 7 3 7 5 16 5 4 2 50

IM&T - Lift and Flip 2 2 9 11 13 3 11 8 1 60

Provider Management CSU 7 7

Holding Letters 11 36 4 4 54 3 9 19 9 23 172

Leaver Letters 6 11 7 4 25 11 41 18 8 6 137

Redundancy Letters 28 22 18 16 54 26 20 18 24 10 236

Compulsory Redundancy 8 9 4 20 2 7 9 4 4 67

Leaver - VR confimed (No letter) 12 5 6 4 19 10 7 3 11 5 82

NED 1 1

RETS Letter 1 3 5 2 4 4 4 23

VR proposed (Unconfirmed comp. agreement) 7 4 2 8 9 14 2 6 3 55

VSM Notice already issued 1 1 2 1 2 1 8

Transfer (without role) letter 4 8 15 9 9 8 6 1 5 9 74

TUPE Transfer letter 4 8 15 9 9 8 6 1 5 9 74

No Letter Issued 1 1 2 1 11 3 5 1 2 27

Grand Total 215 227 188 184 2 559 249 419 235 186 157 14 2,635  
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Annex C. Transition Programme Budget and Financial Report 

A proposal to pool 0.6% of each PCT’s allocation set aside for transition costs across Greater 
Manchester PCTs was approved by the Transition Programme board in July and is due to be finally 
approved at the Greater Manchester PCT Cluster Board in September.   

The table below shows the calculation of the funds to be pooled by each PCT: 

ALW Bolton Bury HMR Mcr Oldham Salford Stockport Tameside Trafford Total

£000s £000s £000s £000s £000s £000s £000s £000s £000s £000s £000s

Total actual costs 2010-11 and 2011-12 1,781 556 1,158 2,742 2,433 2,075 2,615 2,420 741 209 16,730

Unused redundancy provisions 11-12 to be released 12-13 0 0 0 (424) (234) (230) (380) (209) 0 0 (1,477) 

1,781 556 1,158 2,318 2,199 1,845 2,235 2,211 741 209 15,253

Same spend based on weighted capitation 1,785 1,531 991 1,219 3,156 1,277 1,462 1,449 1,317 1,065 15,253

Under/(over) contribution to 31.3.12 4 975 (167) (1,099) 957 (568) (773) (762) 576 856 0

2012-13 planned 0.6% redundancy and transition levy 3,369 2,884 1,854 3,000 6,099 2,465 2,800 2,750 2,518 2,200 29,939

Adjustment for earlier over contribution (167) (1,099) (568) (773) (762) (3,369) 

Redundancy/transition funds to be pooled            3,369           2,884          1,687           1,901          6,099             1,897        2,027           1,988          2,518           2,200         26,570 

 

The table below shows the commitments against the transition monies to date and estimated costs of 
transition for the remainder of the year.  

This includes current commitments on redundancy costs that have been approved through Remuneration 
Committees and an estimate of the further potential costs of voluntary and compulsory redundancies.  By 
the end of January 2013 the final position on numbers and names of staff who will receive redundancy 
payments will be confirmed and the actual cost will be firmer.  

Beyond January, there will be further opportunities to mitigate the number of compulsory redundancies 
through supporting colleagues to find suitable alternative employment elsewhere within and outside the 
NHS.  

Total (to be pooled) transition budget 25,760

Forecast YTD m9 Committed

Transition programme costs

Transition Programme management 888 701 888

Workforce Stratification and transition data analysis 269 108 269

NCB Development 175 85 175

PCT Closedown 175 82 175

Public health 284 98 284

Estates 114 76 114

CSU development 795 795 795

Quarter 4 programme management 600 0 430

Transition costs

CSU 2,251 1,267 2,128

HR 1,344 592 1,280

Estates 1,008 0 56

NCB development 92 17 92

PCT closedown 1,509 (398) 397

Other transitional costs (PCT commitments) 1,061 0 0

Redundancy costs agreed by Rem Com 12,483 12,483 12,483

Estimated voluntary/compulsory redundancy costs 3,202 0 0

TOTAL 26,250 15,906 19,566

Balance (490)  
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NHS GREATER MANCHESTER BOARD MEETING  
 
AGENDA ITEM NO 15 
 
Date of Meeting: 24 January 2013 
 
 

 
REPORT OF: 
 

 
Medical Director  
 

 
DATE OF PAPER: 

 
11 January 2013 
 

 
SUBJECT: 
 

 
Clinical Strategy Board Report 

 
IN CASE OF QUERY, PLEASE CONTACT 

 
Dr Raj Patel – 0161 212 6134 
 

 
 
PURPOSE OF PAPER: 
 
To inform the NHS Greater Manchester Board of the recent business of the Clinical Strategy Board.  

 
The NHS Greater Manchester Board is asked to note the content of the report. 
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Clinical Strategy Board Report (CSB) 
 

Executive Summary 
 
The purpose of this paper is to inform the Board of NHS Greater Manchester of the recent business of 
the Clinical Strategy Board (CSB). 
 
The paper covers the 30 October and the 4 December 2012 meetings of the CSB. 

 

1       Purpose 
 
1.1 This paper informs the NHS Greater Manchester Board of the business of its Clinical Strategy 

Board since the previous Board update report in November 2012. 
 
2 Business and Decisions of the Clinical Strategy Board on 30 October 2012 
 
2.1 Update from the previous meeting 
 
2.1.1 Manchester Academic Health Science Centre (MAHSC) decision record from August Clinical 

Strategy Board for ratification  
 

The Clinical Strategy Board noted and endorsed Dr Ian Wilkinson as the chair of the Academic 
Health Science Network (AHSN) Steering Group. 
 

2.1.2 GM and Cheshire Cancer Summit – September 2012 
The CSB confirmed the outcomes of the Summit; that commissioners recognised the need for the 
collaborative unified commissioning of cancer services and that unified commissioning would be 
signed off initially by the CSB and be part of the succession plan of the Clinical Strategy Board 
beyond April 2013. 
 

2.2 Matters Arising 
 
2.2.1 Major Trauma Network – Infrastructure and Investment 

The Board received a verbal update on the progress to agree establishment costs for the major 
trauma centres and the role of NWAS within the Network.   
 
The Clinical Strategy Board: 
(i) Noted the recommendation of the Chief Finance Officers that the infrastructure costs for the 
major trauma centres and 2012/13 NWAS arrangements would be affordable and drawn from the 
Safe and Sustainable levy for 2012/13. 
 
(ii) Requested that CCG governing bodies and Boards consider a process paper outlining the 
recurrent financial implications prior to consideration by the December CSB. 
 
(iii) Requested that Heads of Commissioning and CFOs scrutinise the detail and implications of 
the revised paper. 

 
2.2.2 Stroke centralisation – provider letters 

Clinical Strategy Board was updated that the letters regarding stroke centralisation as agreed at 
the September Board have been sent to providers.  The letter to Stockport FT had additional 
elements added in by the lead commissioner regarding A&E performance and was sent as a co-
signed letter from Raj Patel and Gaynor Mullins. 
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2.2.3 Community Budget Health and Social Care – interim report 

Clinical Strategy Board was updated on the outcome of the discussion at GP Council with Steven 
Pleasant on the community budget interim report.  The Council was supportive of the principles 
and philosophy of the programme, but wanted clarity on governance and assessment on 
outcomes.  There was also a consideration of the concept of deal flows, but Council was clear 
that accountabilities and responsibilities would need to be clearly defined. 
 

2.3 Ambulance Service Commissioning 
 
2.3.1 The CSB received a paper updating on developments relating to ambulance service 

commissioning and performance since its decision to sustain collaborative arrangements and 
confirm NHS Blackpool CCG as the lead commissioner for the North West. 

 
2.3.2 The paper outlined the development since that meeting of a GM Ambulance Service Strategic 

Leads group to facilitate direct contact between GM CCGs, the lead commissioner and the NWAS 
executive team on issues affecting performance and reform across Greater Manchester. 

 
2.3.3 The Clinical Strategy Board: 

(i) Noted the update. 
 
(ii) Noted the establishment at a GM level with NWAS of the GM Ambulance Strategic leads 
Group as directed by the May CSB. 
 
(iii) Supported the further engagement of GM CCGs in the work to develop the commissioning 
relationship with NWAS and address the operational issues through the group. 
 
(iv) Endorsed the proposal that NHS Tameside and Glossop will act as the lead CCG for NWAS 
on behalf of the GM CCGs. 

 
2.4 Patient Transport Service (PTS) and PTS Out of Hours Contract lead 
 
2.4.1 The Clinical Strategy Board endorsed the PTS preferred bidder report for the GM “Lot 5” at its 

meeting on 4 September 2012.  This endorsement was provided to the NW PTS Programme 
Board on 17 September 2012.  Board was asked to consider and agree contract lead 
arrangements. 

 
2.4.2 The Clinical Strategy Board endorsed the recommendation that NHS Tameside & Glossop CCG 

will be the contract lead for both the PTS and PTS OOH contracts. 
 

2.5 Military and Veteran Health 
 
2.5.1 The Clinical Strategy Board received a paper describing the commissioning responsibilities of the 

NHS Commissioning Board and Clinical Commissioning Groups (CCGs) for military and veteran 
health (MVH) post April 2013.   
It outlined the options which the CCG Chief Officers are considering, for how CCGs can discharge 
their commissioning responsibilities post April 2013: 
• Commissioning Support Unit  
• CCG commissioned 
• Collaborative commissioning  
 

2.5.2 The Clinical Strategy Board: 
(i) Considered the 3 options presented to Chief Officers to enable CCGs to discharge their 
responsibilities as regards commissioning military and veteran health from April 2013.  
 
(ii) Noted the update and the responsibility of CCGs as regards commissioning of military and 
veteran health from April 2013. 
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(iii) Requested that the CCG Chief Officers support delivery of the military and veteran health plan 
by reviewing the options and agreeing a recommended approach for CSB to endorse. 
 

2.6 Service Transformation – work programme update 
 
2.6.1 The Clinical Strategy Board received the regular monthly report updating on the progress of the 

work of the NHS GM Service Transformation Directorate. 
 
2.6.2 The Board considered a detailed update on GM and locality QIPP progress, as requested by 

September Board, in its role to understand how GM as an economy can redesign services on a 
larger footprint to achieve the level of QIPP savings that CCGs may not be able to achieve on 
their own in future years. 

 
2.6.3 The Clinical Strategy Board: 

(i) Noted the updates from the Service Transformation Directorate.  
 
(ii) Noted the changes to the Healthier Together Programme work streams as outlined in 
paragraph 2.5 of the paper to be: 

 Urgent & Emergency Care to include Acute Medicine 

 Primary Care to include Long Term Conditions 

 Neurosciences to be separated from Long Term Conditions as a separate work stream 

 A new work stream of Medicine and Frail Elderly to be included 

 Rehabilitation to be included with Medicine and Frail Elderly 

 A new work stream for Mental Health to be included 
 
(iii) Noted the request for CCG leads for the 3 outstanding work streams of neurosciences, mental 
health and children’s and agreed that all CSB members would discuss CCG representation within 
CCGs. 
 
(iv) Noted the report as attached at annexe one of the paper outlining the outcome of the QIPP 
deep dive undertaken by the GM PMO and CCG QIPP leads and updating on the Network-led 
QIPP schemes. 
 
(v) Noted the concerns as outlined by the SHA and Board of NHS GM regarding the sustainability 
of the current reported financial position and the need to deliver this recurrently in 2012/13, in 
order to ensure continued delivery of QIPP by CCGs in 2013/14 and 2014/15. 
 
(vi) Noted the request that all CCG Boards review QIPP plans at their next CCG Board meeting 
and that those CCGs who have been requested to provide an action plan by Board of NHS GM, 
do so by the end of November 2012. 
 

2.7 Healthier Together vision documents 
 
2.7.1 The Clinical Strategy Board considered six of the eight GM Healthier Together Clinical Vision 

documents summarising the first 3 steps of the Healthier Together Programme. Based upon 
robust data, intelligence and a series of clinical congresses and public meetings, the vision 
documents set out the future aspirations for GM services. 

 
2.7.2 The vision documents considered were: 

 A GM Vision for Emergency General Surgery; 

 A GM Vision for Neurological Conditions; 

 A GM Vision for Children’s Services; 

 A GM Vision for Cardiac Imaging; 

 A GM & Cheshire Vision for Cancer; 

 A GM Vision for Rehabilitation. 
 
2.7.3 The Clinical Strategy Board: 

(i) Noted the contents of each of the vision documents as work in progress 
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(ii) Endorsed each GM Healthier Together vision document on the condition that caveats and 
enhancements as requested in the meeting are made. 
 
(iii) Requested that the individual vision documents are brought together to develop the full 
Healthier Together vision. 
 
(iv) Requested that all CCGs should consider and discuss the documents within CCGs to inform 
the developing vision. 
 
(v) Reaffirmed support for the principle of the programme to ensure the vision describes 
excellence in service delivery, but that it does so in the context of quality, the evidence base and 
affordability. 
 

2.8 Healthier Together public discussion document and feedback 
 
2.8.1 The Clinical Strategy Board received a paper updating on the progress relating to 

communications & engagement in support of the Healthier Together programme. 
 
2.8.2 The paper outlined how the Healthier Together programme team will co-ordinate the 

communications and engagement function, which will then be delivered both centrally and locally. 
 
2.8.3 The Clinical Strategy Board: 

(i) Noted the progress of the communications and engagement work to begin public and patient 
consultations on the Healthier Together programme. 
 
(ii) Noted that the paper updated on the specific public communication work, but did not outline 
the wider communications and engagement programme of Healthier Together and requested a 
paper to December Board. 
 

2.9 Revised GM guidance on new oral anti-coagulant  
 
2.9.1 The Clinical Strategy Board received a paper updating on the revised GM guidance for 

prescribing new oral anticoagulants (NOAC) in light of the NICE technical appraisal (TA249 Atrial 
Fibrillation – Dabigatran Etexilate) published 15 March 2012, which was endorsed by GMMMG on 
01/08/2012. 

 
2.9.2 The Clinical Strategy Board:  

(i) Reaffirmed the decision of the CCB in February that Warfarin remains recommended first line 
treatment for patients with Atrial Fibrillation. 
 
(ii) Recommended that GPs must have a full and informed discussion with patients before 
commencing a NOAC. 
 
(iii) Recommended that patients taking a NOAC should have a regular follow up at least annually. 
 
(iv) Recommended that GRASP-AF is re-run every 6 months to review prescribing trends and 
monitor anticoagulation. 

 
2.10 Report of the GM Contract Steering Group – October 2012  
 
2.10.1 The Clinical Strategy Board received the report of the October meeting of the GM Contract 

Steering Group.   
The October meeting was the first Contract Steering Group that was extended and provider 
contract leads invited to attend the final hour of the meeting. 

 
2.10.2 The Board was updated on the progress to develop GM KPIs and CQUINs and provide any 

further intelligence from the DH on this. 
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2.10.3 The Clinical Strategy Board: 
(i)  Endorsed the view of the Contract Steering Group that the date for delivery of negotiation 
timetables should be delayed until end of October until clarity can be agreed with Commissioning 
Support Unit on the role for 2013/14 contract negotiation. 
 
(ii) Endorsed the recommendation of the Contract Development Group that the local 
surveys/questionnaires that comprise s.12 of contracts that are already in place should remain 
local.  If a GM survey is required, the Clinical Strategy Board will be asked to approve what would 
be required and what should be recovered (on the advice of the Contract Steering Group). 
 
(iii) Endorsed the recommendation of the Contract Steering Group that the establishment of 
“Rules of Engagement” between providers and PCTs/CCGs should be implemented. 
 
(iv) Noted the progress on the development of 4 potential Greater Manchester CQUINs themes 
of: 
 - Academic Health Science Network (AHSN) 
 - Reduction in avoidable and unavoidable readmission 
 - Transfers of Care 
 - Reduction in alcohol dependency 
 
(v) Noted that the themes would be further developed by commissioners at the GM CQUIN 
workshop to take place on 5 December in conjunction with provider contract leads and requested 
that the January Board receives the final recommended position on GM CQUINs as 
recommended by the workshop. 
 
(vi) Noted the limitations to the Transfer of Care as a CQUIN where this would impact on social 
care and all were asked to consider how this could be addressed locally. 
 

2.11 Specialised Commissioning update 
 
2.11.1 The Clinical Strategy Board received an update from Specialised Commissioning on the Major 

Trauma Centre accreditation and assurance process, the lead for which has been handed over 
from NHS NW to specialised commissioning.  The Board requested assurance that GM CCGs 
would be able to influence the accreditation process of the GM Centre and it was confirmed that 
the Local Area team Directors would be meeting to agree how this process could be progressed 
engaging all stakeholders.   

 
2.11.2 The Clinical Strategy Board noted the need for CCG representatives to sit on the Specialised 

Commissioning Operational Group (SCOG), but were advised to await clarification of the Local 
Area Team specialised commissioning arrangements and revisit this requirement when this has 
been clarified. 

 
2.12 Reports 
 

The CSB received the following reports and papers for information:  

 NW Specialised Commissioning Operational Group agenda and papers 

 Lead commissioner report – month 5 

 NHS 111 Programme Board minutes 
 
2.13 Any Other Business – Ketogenic diet in the management of childhood epilepsy 
 
2.13.1 The Clinical Strategy Board noted an issue raised by Dr Ian Wilkinson in the context of an EUR 

decision taken by Oldham CCG. 
Board considered how matters ought to be communicated between the CCGs and the CSB going 
forward. 
The Chair reminded members of the EUR function that has been developed within the GM CSU 
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3. Business and decisions of the Clinical Strategy Board on 4 December 2012 
 
3.1 Matters Arising 

 
 The Clinical Strategy Board noted the following updates from the previous meeting: 
3.1.1 CSB strategy session feedback 

The Board referred to the work on-going to establish the arrangements for an Association of GM 
CCGs. 
The Clinical Strategy Board undertook to progress the changes to the Clinical Strategy Board 
operations in the light of the further successful development of the CCGs’ approach to formal 
collaboration. 

 

3.2 Service Transformation - Work programme update 
 
3.2.1 The Clinical Strategy Board received a paper updating on the progress of the work of the Service 

Transformation team (Healthier Together; Making it Better; Healthy Futures; New Deal for 
Trafford; Major Trauma and QIPP) 

 
3.2.2 The Clinical Strategy Board: 

(i) Noted the updates from the Service Transformation Directorate. 
  
(ii) Noted the conclusion of the implementation of the Making it Better programme and 
commended the team’s work on the successful delivery of this large scale change.  

 
3.3 Healthier Together Vision Documents  
 
3.3.1 The Clinical Strategy Board considered and commented on two further vision documents for the 

Healthier Together programme: 

 Urgent, emergency and acute medicine 

 Primary Care   
 
3.3.2 The Clinical Strategy Board: 

(i) Noted the contents of the attached papers 
 
(ii) Endorsed each GM Clinical Vision document 
 
(iii) Advised that further enhancement or amendments to the Vision documents 
 
(iv) Noted that the January Board will receive a vision document for Medicine and Frail Elderly. 

 
3.4 Neurosciences – Neuro-rehabilitation 
 
3.4.1 The Clinical Strategy Board received a paper providing an update on the issues related to patient 

flow through neuro-rehabilitation services, the recommendations from the peer review and 
requesting work to develop a new tariff structure for 2013/14. 

 
3.4.2 The Board noted that patient flow through neuro-rehabilitation services has been recognised as 

problematic particularly for the Neurosciences Centre. It has become increasingly clear that the 
existing problems with patient flow have been exacerbated by the increase in admissions to the 
Neurosciences Centre as a result of major trauma. Problems with patient flow are having an 
adverse impact on full implementation of the major trauma system which has been delayed, for 
the present until January 2013. 

 
3.4.3 The Board emphasised its support to develop a more sustainable approach to the management of 

each unit of provision for neuro-rehabilitation, potentially through ‘prime vendor’ approaches as 
previously advocated by the Network Board and noted potential links to the children’s network, 
housing providers and employment support.  
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3.4.4 The Clinical Strategy Board: 
(i) Noted the contents of the paper 
 
(ii) Requested that the network team work with commissioners to propose the approach to future 
management (for example through prime vendor models) identifying how that should be governed 
and enacted in contracts 
 
(iii) Acknowledged the need for each CCG to provide the name of a commissioning contact for each 
CCG to support further work related to neuro-rehabilitation. 
 

3.5 The Christie Chemotherapy Strategy 
 
3.5.1 The Clinical Strategy Board received a paper providing a perspective from the lead commissioner - 

NHS Oldham - on the Christie Chemotherapy Strategy. 
 
3.5.2 Board noted that work is in progress to develop a GM and Cheshire Cancer Network chemotherapy 

strategy, which builds on the Christie strategy, but makes it fit for Network use and includes horizon 
scanning and resource implications of new drugs and delivery models. 

 
3.5.3 Cheshire CCGs were represented in the discussion and Jerry Hawker urged an approach which 

was organisationally neutral and developed from a clear needs and outcome viewpoint. 
 
3.5.4 The Board also raised the opportunities for ‘Chemotherapy at Home’ approaches and confirmed the 

need to align the development of the strategy with the changes to chemotherapy commissioning 
arrangements. 

 
3.5.5 The Clinical Strategy Board: 

(i) Noted the comments made by commissioners 
 
(ii) Endorsed the completion of a network chemotherapy strategy, with the aim: 
- to improve the overall quality of service provision for both patients and staff,  
- ensure equity of chemotherapy provision,  
- consider chemotherapy closer to home and  
- to ensure the best use of resources.  
 
(iii) Noted that the final Paper will be presented for CSB endorsement in January 2013 and that 
Cheshire CCGs are again invited to attend. 
 

3.6 PTS Procurement – Award and Mobilisation update 
 
3.6.1 The Clinical Strategy Board received an update on the progress of the mobilisation of the GM PTS 

contract awarded to Arriva Transport Solutions Limited, as well as the resource and governance 
proposals to deliver mobilisation of the PTS contract for service commencement on 1 April 2013. 

 
3.6.2 The Clinical Strategy Board: 

(i) Noted the progress being made since completion of the procurement phase 
 
(ii) Confirmed support for the governance arrangements proposed to oversee mobilisation of the 

new contract for PTS services across Greater Manchester. 
(iii) Supported provision of a 0.5 WTE recourse for the operational manager role to support the 

mobilisation phase, until 31 March 2013. 
 

3.7 Personal Health Budgets 
 
3.7.1 The Clinical Strategy Board received a paper outlining a proposal for the GM Clinical 

Commissioning Groups through the Clinical Strategy Board to support the roll-out of Personal 
Health Budgets across GM in Continuing Healthcare. 
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• The background to the NHS Manchester Personal Health Budgets pilot 
• Government direction for the Pilot 
• Preparation for the roll-out in Continuing Healthcare across Greater Manchester 

 
3.7.2 During the course of the discussion a growing concern was expressed about the level & scale of 

non-core financial commitments that the CCGs are being asked to assume from 1 April 2013. 
This reflects not only those accepted to date but also the potential of further commitments in the 
pipeline that have yet to surface. It was suggested that the CSB on behalf of the Cluster should 
scope these alongside a similar exercise by DOFs on behalf of each locality 

 
3.7.3 The Clinical Strategy Board: 

(i) Reviewed the document and agreed support for roll-out of Personal Health Budgets in 
Continuing Healthcare across Greater Manchester including support for direct payment status 
 
(ii) Recommended a £5k contribution from each CCG to support the continuation of the PHB 
project in readiness for April 2014 implementation of Continuing Healthcare 
 
(iii) Recommended that the existing Personal Health Budget Project Team is continued in the new 
structure after April 2013 for 2013/14. 
 
(iv) Requested that officers and CFOs establish a reliable tracker of those items which have a 
potential or explicit financial implication (both those already considered and those in the Forward 
Plan). 

 
3.8 Lucentis and Avastin – wet AMD 
 
3.8.1 The Clinical Strategy Board received a briefing on recent developments regarding the use of 

Lucentis and Avastin in GM and the impact on current commissioning and changes to pricing.  
 
3.8.2 The purpose of the paper was to make GM CSB members aware of the issues with the growth in 

anti-VEGF (Anti-vascular endothelial growth factor treatments) and impact on the GM economy. 
 
3.8.3 The Clinical Strategy Board: 

(i) Supported the review of the current Avastin position statement and confirm if it is still fit for 
purpose or should be withdrawn.  
 
(ii) In light of 1, supported a review of commissioning of Avastin in GM and make recommendation 
for continuation or cessation of non-trial use of Avastin.  
 
(iii) Approved service redesign and recommissioning work to start with input from all areas of 
expertise.  
 
(iv) Supported that current NHS and independent sector providers should work with this review 
and ensure that this joint working is mandated in provider contracting and at the conclusion of this 
work, the revised model of care is transferred to contracting intentions at trust and primary care 
provider level. 

 
3.9 Specialised Commissioning 
 
3.9.1 The Clinical Strategy Board received two reports from Specialised Commissioning: 
 

a) Southport Spinal Injuries Regional Centre 
b) Renal PTS in Greater Manchester. 

 
3.9.2 The Clinical Strategy Board: 

(i) Noted the work underway to support more effective patient flow into and from the NW regional 
spinal injuries unit. 
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(ii) Resolved to receive a further paper relating to renal PTS in January. 
 

3.10 Academic Health Science Network (AHSN) 
 
3.10.1 The Clinical Strategy Board recognised the late circulation of the paper and resolved to consider a 

proposal separately from the AHSN. 
 
3.11 Report of the GM Contract Steering Group – November 2012 
 
3.11.1 The Clinical Strategy Board received a report detailing the discussions of the November meeting 

of the GM Contract Steering Group.   
 
3.11.2 The Clinical Strategy Board: 

(i) Endorsed the view of the Contract Steering Group that the responsibility for negotiation 
timetable and plans will remain the responsibility of CCGs for 2013/14 contracts. 
 
(ii) Noted the position as regards pathology block contracts and ensure contract leads discuss 
issues with the Pathology network to resolve them 
 
(iii) Endorsed the CSG recommended approach of applying a fixed penalty to The Christie 
contract for 62-day KPI and negotiate this as close as possible to £600k. 
 
(iv) Endorsed the Contract Steering Group recommendations that: 

o (v) AQP contracts should be extended 
o (vi) External resource should be engaged to deliver timely submission of transfer scheme 

information to deliver contract transition 
o (vii) PCTs retain leadership of contract transition and contract sign off for 2012/13. 

 
(v) Noted that Contract Steering Group approved the first option as regards CQIUNs in the 
2012/13 AQP community contracts and that lead commissioners should look to guide providers 
that it would not be practical to enforce for this year 2012/13, but get views for 13/14. 

 
3.12 Reports  
 
3.12.1 The Clinical Strategy Board received the following reports and papers for information:  

 NW Specialised Commissioning Operational Group agenda and papers 

 Lead commissioner report – month 6 

 NHS 111 Programme Board minutes 
 

3.12.2 The Clinical Strategy Board noted the minutes of the meeting. Sue Sutton and Jerry Martin 
provided a verbal update on mobilisation progress, making specific reference to: 

 The good progress on the development of the Directory of Service (GM showing 98% 
completion against a national target of 80%); 

 The importance of settling the approach to the future maintenance of the DOS to sustain 
the likelihood of successful of the NHS111 service; 

 The need to engage with and support the development of the GM approach to clinical 
governance. 

 
3.12.3 The Board acknowledged the importance of the DOS and enquired as to whether there was early 

intelligence relating to commissioned service gaps. It was noted that it may be too early to confirm 
such gaps, although an indication may be offered through QDOS testing which is available to 
localities. Once the service is operational the provider will be expected to identify and highlight 
potential service gaps as a matter of routine performance monitoring. 
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4. Recommendations 
 
4.1       The NHS Greater Manchester Board is asked to note the content of the report. 
 
 
Dr Raj Patel 
Medical Director  
NHS Greater Manchester 
11 January 2013 
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SUBJECT: 
 

 
Service Transformation Directorate 
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Leila Williams - 0161 920 9656 
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The purpose of this paper is to update the Board of NHS Greater Manchester on the progress of the 
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Together, Making it Better, Healthy Futures, the New Health Deal for Trafford and Major Trauma 
network programmes. 

 
The NHS Greater Manchester Board is asked to note the contents of the report. 
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Service Transformation report 
 

Executive Summary 
 
The purpose of this paper is to update the NHS Greater Manchester Board on the progress of the work of 
NHS GM Service Transformation Directorate. 
 
This report will include reporting from the key service transformation work streams of Healthier Together, 
Making it Better, Healthy Futures, the New Health Deal for Trafford and Major Trauma network 
programmes. 
 
The NHS Greater Manchester Board is asked to note the contents of the report. 
 

 
1.   Introduction    

1.1 The purpose of this paper is to update the Board of NHS Greater Manchester on the progress of 
the work of the Service Transformation team. 

1.2  The report will specifically update the Board on the progress of the key work streams of Healthier 
Together, Making it Better, Healthy Futures, the New Health Deal for Trafford and Major Trauma 
network programmes. 

 
2 Healthier Together 

2.1 The Healthier Together programme has completed four out of the seven steps of the Phase 1 
framework. The final clinical vision documents have recently been agreed by the Large Scale 
Change Board and submitted to the Clinical Strategy Board for endorsement. 

2.2 The Healthier Together Greater Manchester Vision document was submitted to the NHS Greater 
Manchester Board for review.  A revised paper will be taken to the 24th January NHS GM Board 
meeting to be endorsed. 

2.3 The programme has completed a Health Gateway Review, whereby stakeholders were 
interviewed by the Health Gateway Review team, focussing on key elements of the programme. A 
confidential report has been submitted to Mike Burrows as the Senior Responsible Officer and to 
the Director of Service Transformation for their review and action as necessary. 

2.4 Clinical Congresses and the Clinical Reference Group have continued to meet through November 
and are focussed on translating the vision documents into a Model of Care; providing greater 
detail and an initial opportunity to understand the interdependencies.  

2.5 Members of the programme team have continued to provide update presentations to Overview 
and Scrutiny Committees and Health and Wellbeing Boards across Greater Manchester. 

2.6 Engagement sessions and public events continue with events including: 

Healthier Together event Date and time 

Rochdale Monday, 3rd December 2012 at 6pm 

Wigan Tuesday, 4th December 2012 at 6pm 

Salford Wednesday, 5th December 2012 at 6pm 

Bolton Thursday, 24th January 2013 at 6pm 
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2.7 There is a developing theory of the creation of GM Standards with local / sector design and 
delivery of the change. This theory will be tested further through the development of the model of 
care and will require close scrutiny from the Large Scale Change Board and Clinical Strategy 
Board respectively. 

 
3 Making it Better 

3.1 The final element of the Neonatal Intensive Care Partnership (NICP) changes was recently 
successfully completed with the reconfiguration of the neonatal service at the Royal Oldham 
Hospital (ROH) to full Neonatal Intensive Care Unit status.  Neonatal and maternity patients, staff 
and equipment were transferred into the new £44m women and children’s capital build on 3rd 
December 2012, and the full NICU service (as described below) commenced on 10th December. 

• Increase in capacity from 28 cots (configured as 5xIC, 4xHD and 19xSC) to 37 cots 
(configured as 9xIC, 9xHD and 19xSC) 

• Increase in acuity, with admission criteria for gestational age reducing from 26 weeks to 23 
weeks  

• Increase in scope of service, to receive antenatal and postnatal referrals from across the 
Network for all clinical criteria 

3.2 A Clinical Assurance Visit took place on Friday 9th November 2012, with the remit to assess the 
readiness of both the neonatal intensive care and enhanced obstetric services to assume their 
final MiB configuration. Following the visit a detailed assurance report was presented to the MiB 
Programme Board, who were assured that there was sufficient evidence to endorse the Newborn 
Intensive Care Unit and Enhanced Obstetric service at the Royal Oldham Hospital as planned. 

3.3 In preparation for the patient transfers taking place at Royal Oldham Hospital on 3rd December, a 
very detailed and comprehensive plan for the transfer of patients and equipment from the existing 
facilities at ROH into the new women and children’s unit was developed. Pennine Acute Hospitals 
NHS Trust (PAHT) engaged with colleagues at the North West Ambulance Service (NWAS) and 
the Greater Manchester Neonatal Transport Team (GMNeTs) to ensure all required support was 
available on the day.    All three teams worked closely and collaboratively to ensure the continued 
safety of all patients during the move. 

3.4 The transfers were completed seamlessly and in a timely manner with a total of 34 women being 
discharged or transferred into the new facility. In addition 16 babies were transferred, of which 10 
required intensive or high dependency care and were moved by the GM Neonatal Transport 
Team.  The new maternity unit had the delivery of its first baby soon after 9am on December 3rd. 

3.5 A detailed ROH Communications Plan was developed by the PAHT Communications Team and 
reviewed by the NICP Delivery Group. The plan comprised all necessary internal and external 
communications relating to the opening of the new Women and Children’s Unit at ROH. This 
included promotion of new facilities to patients and the public, liaison with GPs and other 
community services regarding new pathways, direct communication to patients affected by the 
relocation of services (families of babies on the Neonatal Unit and VIP mums) and media 
relations.  

3.6 All units within GM will assume their final cot numbers by the beginning of January 2013 and this 
will involve a change in both cot numbers and configuration for some of the Local Neonatal Units.  
Cot configuration within GM is based upon the MiB model which was agreed in 2010 by all 
providers and both local and specialist commissioners.  The Neonatal Network are now taking 
responsibility for monitoring activity and patient flows as well as ensuring that acuity of patients 
within each Unit is appropriate for each Unit designation. 

4 Healthy Futures 

4.1 Work is continuing on the Early Service Reviews (ESR) for the following HF reforms: 

• Planned Interventional Cardiology moves from Rochdale Infirmary to Fairfield General 
Hospital 
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• Orthopaedic Trauma moves from Fairfield General Hospital to North Manchester General 
Hospital 

• Integrated Stroke Rehabilitation service for patients in the Rochdale Borough 

4.2 All of the above ESRs were presented to the HF Clinical Assurance Group on 13th December 
2012 and the Healthy Futures Programme Board members on 20th December 2012. 

4.3 A Clinical Site Visit took place on 10th December 2012 to support the Referral Acceptance 
Gateway evidence for the Ophthalmology moves from Birch Hill Hospital to Rochdale Infirmary 
prior to go-live on 2nd January 2013. 

4.4 The North East Sector Commissioning Board is to receive a paper on 23rd January 2013 to seek 
agreement of the legacy arrangements for the Healthy Futures Programme post December 2012. 

 

5 A New Health Deal for Trafford  

5.1 The public consultation process concluded on the 31st October 2012. One thousand, eight 
hundred and eighty one consultation response forms and twenty eight organisational responses 
were received.  These have been forwarded to the independent company who are undertaking 
the consultation analysis.  

5.2 Consultation responses were received from organisations including Trafford CCG, South 
Manchester CCG, Central Manchester CCG, CMFT, UHSM, SRFT, NWAS, local scrutiny 
committees, local MPs, Trafford Primary Care Ltd and the consultant body at TGH. 

5.3 The Save Trafford General campaign group have submitted a petition to No. 10 Downing Street 
and report over 12,000 signatures were added.  The petition seeks support for the assertion that  
‘We, the undersigned, demand that Trafford General Hospital’s Accident & Emergency dept, 
including the hospital’s intensive care unit, remain open 24 hours a day, 365 days a year, 
providing a full range of emergency services to the people of Trafford’.   

5.4 The first Strategic Programme Board to be held in public, as part of the decision making process, 
took place on the 29th November 2012.  This meeting received presentations from the Save 
Trafford General campaign group, Trafford LINk and staff side organisations.  The next meeting 
held in public reviewed all evidence collated as part of the pre consultation and consultation 
process which took place on the 19th December.  It is expected that a preliminary proposal, 
regarding the future of services in Trafford, will be made at this meeting. 

5.5 A draft copy of the Engagement report, the public reference group report, the equality impact 
assessment report and the transport report have been produced.  Final copies of all documents 
were made available to SPB members to aid decision making on the 19th December.  

5.6 An interim report, outlining the work of the Transition group has been prepared and submitted to 
NHS North.  The request for updates on Transition planning was made by NHS North as part of 
the approval to commence public consultation.  

 
6 Major Trauma 

6.1 NHS Greater Manchester was represented at the North West Major Trauma Care System Board 
in November. Key headlines from the meeting focussed on the formal transition of commissioning 
responsibility from NHS North West to the North of England Specialised Commissioning Group. 

6.2 All regions provided a progress report including Greater Manchester which focussed on the slight 
delay for full implementation due to issues concerning intermediate neuro-rehabilitation capacity.  

6.3 An interim commissioning solution has been agreed; however a sustainable and formalised 
arrangement is required. It is anticipated that the interim solution will allow the go-live of Phase 3 
(Full Implementation) on Monday 7th January 2013. 

6.4 The Board confirmed that the assurance and refresh of MTCC accreditation led by North of 
England Specialised Commissioning Group will take place in January 2013; formal notification 
has been issued to the relevant providers. This will allow the refresh process for Major Trauma 
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Units in Greater Manchester to take place in February 2013. Both processes will then be 
endorsed by the North West Major Trauma Care System Board in March 2013.  

 
7 Recommendations 
 
7.1 The NHS Greater Manchester Board is asked to note the contents of this report. 
 
 
 
Leila Williams 
Director of Service Transformation – NHS GM 
10 January 2013  
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GM QIPP Progress Update  
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PURPOSE OF PAPER: 

The purpose of this paper is to update the NHS GM Board on the progress of GM QIPP.  The report is 

intended to be used for information purposes, as well as outline any risks or issues to the Board for its 

consideration.  The work stream reporting to Board is: 

 GM Cluster QIPP finance  

 GM Cluster QIPP financial recovery plans  

 GM Cluster QIPP milestone tracker performance  

 SHA QIPP triangulation assessment 
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GM QIPP Progress Update 

 

Executive Summary 

The purpose of this paper is to update on the progress of GM Quality, Innovation, Productivity and 

Prevention (QIPP) Programme.  The report is intended to be used for information purposes, as well 

as outline any risks or issues.    

This information is consolidated from returns provided by ten Localities within Greater Manchester 

and supports returns made to the Strategic Health Authority (SHA) for Month 7 (October 2012). 

Specifically the work stream reporting to the Board is on the progress of GM Cluster QIPP: - 

 Finance 

 Recovery plans 

 Milestone tracker performance 

 SHA triangulation assessment  

 

 

1.      Introduction 

1.1 The purpose of this paper is to update the NHS GM Board on the progress of GM QIPP.  The 

report is intended to be used for information purposes, as well as outline any risks or issues to 

the Board for its consideration.  The work stream reporting to Board is: 

 GM Cluster QIPP finance  

 GM Cluster QIPP financial recovery plans 

 GM Cluster QIPP milestone tracker performance 

 SHA QIPP triangulation assessment 

2.       GM Cluster QIPP Finance   

2.1 An update on the Quality, Innovation, Productivity and Prevention (QIPP) programme, the 

delivery of planned financial efficiencies, risks and mitigation action is provided below. 

2.2 This information is consolidated from returns provided by Localities within Greater Manchester 

and supports returns made to the Strategic Health Authority (SHA) for Month 7 (October’12). 

2.3 To month seven, Cash Releasing Efficiency Savings (CRES) of £65.2m has been delivered 

across Greater Manchester, against an annual target of £91.6m (71%). 

2.4 Financial Headlines – Month 7 (October) 

 Three localities are currently behind their planned savings to date, and a further locality is 
forecasting a year end shortfall.        

 Across all localities, Urgent Care schemes are underachieving against planned savings 
and are also forecast to significantly underachieve against the annual plan. Other schemes 
have been added to help localities achieve their overall plan despite this shortfall. Savings 
against Medicine Optimisation are significantly overachieving. However, in some cases the 
prescribing budgets have not been amended to reflect category M price reductions, which 
are a fortuitous gain and, therefore, do not reflect recurrent QIPP performance.  

 NHS Trafford is behind their year to date plan and are forecasting a shortfall of £300k 
against annual QIPP plans. This is due to significant slippage against urgent care and 
planned care schemes which are not fully offset by new schemes. The NHS Greater 
Manchester executive team has met with the NHS Trafford management to review the 
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position, and gain assurance that appropriate actions are being taken which will address 
the issues.      

 NHS Oldham and NHS Heywood Middleton and Rochdale are both behind plan for the 
year to date but forecasting full achievement of their annual cash releasing QIPP plans. 
The main areas of concern are Urgent Care and Pathology. North East sector PCTs are 
continuing to work with Pennine Acute Hospital to ensure pathology savings are delivered. 
The development of integrated teams supports the implementation of the Long Term 
Conditions QIPP programme, a key driver for improvement in Urgent care. It is anticipated 
that the full integrated teams will be in place from January 2013.     

2.5 Financial Delivery – Month 7 (October) 

Reporting is against six thematic areas plus an “all other schemes” category as set out in the 

Greater Manchester QIPP plan which represents a consolidation of all local QIPP Plans. 

Thematic area
Plan

£'000s

Plan

£'000s

Actual

£'000s

Variance

£'000s

Forecast

£'000s

Variance

£'000s

RAG 

rating

Urgent Care -17,803 -12,160 -10,683 1,477 -13,981 3,822 R

Long Term Conditions -5,991 -2,249 -2,283 -34 -4,355 1,636 A

Planned Care -16,601 -7,987 -6,715 1,273 -11,607 4,993 R

Pathology -3,412 -1,175 -1,171 4 -2,771 641 A

Medicines optimisation -14,143 -7,985 -13,375 -5,390 -18,744 -4,601 G

Primary Care -5,451 -4,896 -5,125 -229 -6,944 -1,493 G

All other schemes -28,227 -24,888 -25,847 -959 -35,134 -6,907 G

Sub total (CRES) -91,627 -61,340 -65,199 -3,859 -93,537 -1,910

Transformational Demand and Activity Plans -79,645 -41,951 -41,910 41 -79,133 512 A

Provider 4% Efficiency -133,641 -71,065 -71,065 0 -133,641 0 G

TOTAL -304,913 -174,355 -178,173 -3,818 -306,311 -1,398

YTD  to Month 7

 

3. GM Cluster QIPP Financial Recovery Plans 

3.1 Following the October Board meeting the Director of Finance wrote to four PCTs whose QIPP 

delivery was off track, to request details of their recovery plans to ensure recurrent 

achievement of QIPP and future financial stability.  Responses were requested by the end of 

November and are summarised as follows: 

3.2 NHS Ashton Leigh and Wigan – following reported slippage on QIPP in months four and five, 

discussions took place at both the Finance and Performance Committee and the CCG shadow 

Board.  The Director of Finance ordered a review of all budgets as well as full challenge by the 

QIPP programme management office.  This action has resulted in the month six and seven 

QIPP achievement moving back on target.  Work has begun on the 2013-14 schemes with 

GP, primary care professional, local authority and provider input to ensure an integrated 

approach. 

3.3 NHS Heywood Middleton & Rochdale – a 20% reduction in pathology costs was expected 

across Greater Manchester from August 2012 as a result of stage 2 of the pathology 

transformation project.  To date, Pennine Acute has only delivered 1.8% of the expected 

reduction for North East sector commissioners, asserting that 10% had been delivered 

previously.  In the opinion of commissioners, the evidence submitted by Pennine Acute does 

not support their argument and NHS Heywood Middleton & Rochdale continues to work to 

secure the contract reduction.  The new Chief Finance Officer for NHS Heywood Middleton & 

Rochdale has recommended a full review of the QIPP plan as part of the business planning 

process for 2013-14.  Although the requirement to achieve QIPP is of a lower magnitude given 

the recurrent surplus position, the programme now needs to consider an investment 

programme to support the Quality, Innovation and Prevention elements.  

3.4 NHS Stockport – whilst there has been slippage on some QIPP schemes, others such as 

prescribing will exceed the target and therefore the overall level of required savings will be 
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achieved.  Unscheduled care and elective reform remains a key feature of QIPP schemes; the 

CCG shadow Board has started to review 2013-14 plans and delivery, and set up a formal 

project management office arrangement. 

3.5 NHS Trafford – the under achievement in elective and non-elective QIPP schemes has been 

largely mitigated by additional savings achieved in prescribing.  However, the majority of the 

prescribing savings are a windfall price saving and were not planned.  Recently, an audit of 48 

admissions was undertaken by the CCG and this has highlighted issues around thresholds for 

admission.  This will form the basis for clinical dialogue to address non elective over 

performance and consequently the recurrent QIPP savings achievable.  Discussions are 

currently ongoing with Central Manchester FT around elective over performance and the rate 

payable. 

4. GM Cluster QIPP Milestone Tracker Performance 

4.1 Additional assurance is provided by the monitoring of delivery against planned milestones and 

actions. This is used to indicate whether programme schemes are delivering / maintaining 

quality whilst reducing expenditure. 

4.2 Detailed below is the GM Cluster assessment each milestone performance, which has 

deteriorated from the previously reported, Month 5, position.  Overall the QIPP milestones 

have been assessed as RED. 

Thematic Area Milestone RAG Rating 

Urgent Care 

Beds Closed G 

Reduction in non elective A&E admissions from A&E R 

Reduction in A&E attends R 

Long Term Conditions 
Reduction in non elective A&E admissions from A&E R 

Reduction in A&E attends R 

Planned Care 

Reduction in day cases A 

Reduction in elective surgical admissions R 

Reduction in EUR procedures G 

Reduction in beds R 

Reduction in outpatients A 

Pathology 
Compliance with 48-hour testing turnaround times G 

Reduction in demand for top 3 tests G 

Medicines Optimisation Compliance with formulary G 

Transformational Demand & 
Activity (Cost Avoidance) 

Flat line activity growth  G 

Primary Care 

PMS Contract review: GM Strategic Aim agreed 

G 

PMS Contract review: development of revised targets 

and objectives 

Enhanced Services: budgets identified and delegated 

Enhanced services: reviews completed to identify 

services for decommissioning or re-commissioning 

Overall Tracker Assessment 
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4.3 Governance Arrangements 

All Localities report that strong governance arrangements are in place including: 

 Regular routine monitoring ranging in frequency from weekly to monthly. 

 Proactive engagement with local clinical leaders / champions. 

 Reporting of QIPP to CCG Boards and other Boards within the local governance 
arrangements.  

5. SHA QIPP Triangulation Assessment 

 
5.1 Following the monthly submission of the milestone tracker, the SHA undertake a triangulation 

process following consideration of the financial breakeven position, activity, workforce and 

quality matrix in order to provide an assessment of the overall health economy (Integrated 

Plan).  This is always against the previous month’s submission. 

5.2 SHA Milestone Tracker Assessment – Month 6 (September) 

 Overall the SHA milestone tracker was ranked as Amber/Red, due to the deteriorating position 

specifically against Urgent Care, Long Term Conditions & Planned Care schemes being 

unable to reduce activity as originally planned.   

5.3 SHA Triangulation – Month 6 (September) 

 Following the Month 6 submission, a SHA Triangulation meeting was held with NHS GM staff 

and an overall assessment of AMBER was made.  

5.4 The SHA determined the following RAG ratings: 

Activity: A Finance: A QIPP Milestones: AR Workforce: AR

A A
QIPP Tracker 2012/13 :

Self Assessment :
SHA Assessment :

 

5.5 Looking at the trend over the previous five months, the situation in four out of the five areas 
has deteriorated, with only Activity showing an improvement during the previous month. 

 

 

 

 

 
 

6.      Recommendations 

6.1 The Greater Manchester Board is asked to note the programme updates. 

 

 

Leila Williams 

Director of Service Transformation – NHS GM 

10 January 2013 

 

Activity Finance
QIPP 

Milestones
Workforce

Mth 2 R AG G G

Mth 3 R AG G AG

Mth 4 R AG A A

Mth 5 R AG A G

Mth 6 A A AR AR
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NHS Greater Manchester 

 
 

Audit and Integrated Governance Committee Report 
 

Executive Summary 

 
This paper updates the Board on decisions made and risks identified at the committee meeting held on 
13 September 2012 and provides for information the minutes of the meetings held on 7 June 2012 and 3 
May 2012. 

 

 

1        Audit Committee Minutes 
 
1.1 The minutes of the meetings held on 3 May and 7 June were approved and are attached as 

Appendices One and Two to this report. 
 
2 Reports presented to the Audit Committee 
 
2.1 Mrs Nugent presented the performance report and highlighted that there had been a significant 

improvement over the past few months, with Greater Manchester now recorded as the highest 
performer within the North of England.  However there are still some hotspots within primary care, 
C Diff and Wrightington Wigan and Leigh, and some issues to address with Stockport FT 
regarding urgent care. 

 
2.2 Mr Bellingham presented the Risk Assurance Framework and Risk Register update.  It was noted 

that a fully updated version would be circulated with the minutes.  Mr Bellingham went on to 
present the PCT closedown report and summarised the five key themes, noting that close down 
leads had now been appointed by all PCTs. 

 
2.3 Mrs Yarwood presented a report prepared by KPMG, following the investigation into an IT incident 

at NHS Bolton.  This report has been utilised by the locality Director of Finance to review systems 
and controls, and significant changes in leadership and management have been effected.  Mrs 
Yarwood assured members that learning had been shared across Greater Manchester and 
internal audit providers had agreed the scope of an audit review to check all PCTs’ systems and 
controls. There is now one procurement system in place across Greater Manchester. 

 
2.4 Mrs Vermeulen presented the external audit assessment report and explained that positive 

assurance had been provided by six out of ten PCTs and the remaining four would follow in the 
next two months.   

    
2.5 Internal audit colleagues presented their Internal Audit and Counter Fraud progress reports, 

highlighting the issues raised in the completed reviews and noting progress on work currently 
being undertaken. 

 
2.6 External audit colleagues presented their annual audit letters, confirming their unqualified audit 

opinions and value for money opinions. 

 
2.7 Mrs Yarwood presented the Locality Audit Group reports and outlined any issues escalated to 

Audit Committee for consideration.  Following some discussion on CCG Audit Group terms of 
reference and the annual accounts closedown process, Mrs Yarwood agreed to raise these 
issues with the locality Directors of Finance at their next meeting. 

  

205



 3 

2.8 Mrs Vermeulen presented the terms of reference for the Direct Commissioning Audit Group, and 
the register of losses and special payments for approval. 

 
3 Recommendation 

3.1 The Board is asked to note the contents of this report.  

  

 

Mrs Claire Yarwood 
Director of Finance 
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NHS Greater Manchester 

 
 

Audit and Integrated Governance Committee Report 
 

Executive Summary 

 
This paper updates the Board on decisions made and risks identified at the committee meeting held on 
13 December 2012 and provides for information the minutes of the meeting held on 13 September 2012. 

 

 

1        Audit Committee Minutes 
 
1.1 The minutes of the meeting held on 13 September 2012 were approved and are attached as 

Appendix Three to this report. 
 

 
2 Reports presented to the Audit Committee 
 
1.1 Mr Waugh presented the performance report to November 2012 and advised that NHS Greater 

Manchester remained at amber.  Some deterioration in performance by commissioners was 
associated with A&E performance, Category A ambulance times and C-Diff.  There were also 
some concerns on A&E performance at Stockport FT, Tameside Hospital FT and University 
Hospital South Manchester.  Mrs Yarwood noted that ambulance turnaround times were 
unsatisfactory and confirmed that a dedicated liaison officer would be put in place via winter 
pressures funding.  Mr Waugh stated that robust winter plans were in place and that CCGs had 
assured that capacity will be in place to deal with activity over the Christmas period. 

 
1.2 Mr Bellingham presented the Risk Assurance Framework and Risk Register update.  He noted 

that the risk failure to ensure PCT closedown in line with national guidance had recently been 
added to the Board Assurance Framework. 

 
1.3 Mrs Yarwood introduced the NHS Greater Manchester PCT close down report to provide an 

overview of the close down programme, associated accountabilities and the proposed 
governance framework to support the effective closedown of the ten PCTs.  Mrs Yarwood outlined 
the transfer scheme timeline and commented that probably as a result of the scale and size of the 
challenge, Greater Manchester is further along the process than most.  Further discussion also 
ensued on the key risks to the programme, notably the sizeable continuing healthcare backlog.  
Whilst numbers are reducing as claims are analysed, the financial exposure is approximately 
£20m and will be included in financial forecasts.  The national guidance was also presented to 
illustrate to members the extent of the work required to accomplish financial closedown.  Mrs 
Yarwood outlined arrangements for the review and sign off of the 2012-13 accounts. 

 
1.4 Mrs Yarwood presented the draft finance resilience document which outlined the findings of a 

review undertaken by KPMG to ensure finance departments’ resilience over the remainder of 
2012-13. Significant capacity issues have been highlighted within PCTs whose staff are 
transferring to the CSU. Members noted that PCTs had requested varying levels of support, and 
Mrs Yarwood explained the reasons for this. 

    
1.5 The NHS Bolton Charitable funds accounts for the year ended 31 March 2013 were presented for 

approval. Members were advised that funds held by the charity would be transferred to the Royal 
Bolton Hospital Charity Fund. 
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1.6 Internal audit colleagues presented their Internal Audit and Counter Fraud progress reports, 
highlighting the issues raised in the completed reviews and noting progress on work currently 
being undertaken.  Mr Morris advised that guidance has now been received from NHS Protect on 
a new methodology for counter fraud work.  Work has taken place to raise fraud awareness and 
fraud alerts have been issued and disseminated across client PCTs, and successful 
investigations are publicised to staff and patients via bulletins and web alerts. 

 
1.7 Mr Sethi reminded members that Grant Thornton had been appointed as auditors to seven PCTs 

previously audited by the Audit Commission, bringing their total client number to eight in Greater 
Manchester.  External audit colleagues presented their annual audit fee letters, which referenced 
a 40% reduction in fees. 

 
1.8 Mrs Yarwood presented the Locality Audit Group reports and outlined any issues escalated to 

Audit Committee for consideration. It was noted that there was some confusion as to the provision 
of internal audit services going forward, but Mrs Yarwood explained that the tender process would 
secure a single provider across Greater Manchester CCGs and the CSU, with varying start dates 
to suit local arrangements with existing providers. 

 
1.9 Waivers of standing orders were approved for NHS Ashton Leigh and Wigan, NHS Bolton, NHS 

Bury, NHS Heywood Middleton & Rochdale, NHS Salford and NHS Trafford. 
 
1.10 Entries in the Losses and Special payments register were approved for NHS Bury and NHS 

Heywood Middleton & Rochdale. 
 
2 Recommendation 

2.1 The Board is asked to note the contents of this report.  

 

Mrs Claire Yarwood 
Director of Finance
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Appendix 1 
 

Minutes 
NHS Greater Manchester Audit and Integrated Governance 
Committee 
Date: 3rd May 2012 
Venue: Swinton Suite, St James House  
 
Present:  Mr Riaz Ahmad (Chair) – Non Executive Director 

Mr Paul Horrocks – Non-Executive Director 
Mr Alan Stephenson – Non Executive Director 
Mrs Evelyn Asante-Mensah – Non Executive Director 

 
In attendance: Mrs Claire Yarwood - Director of Finance 

Mrs Elaine Vermeulen – Head of Financial Planning 
Mr Chris Boyne – West Yorkshire Audit Consortium 
Mr Tim Crowley – Mersey Internal Audit Agency 
Mr Tim Collins - Mersey Internal Audit Agency 
Ms Jess Smith – Deloitte 
Mr Tim Cutler – KPMG 
Mr Mick Waite – Audit Commission 
Mr Mark Heap – Audit Commission 
Mr Tim Watkinson – Audit Commission 
Mr Perminder Sethi – Grant Thornton 
Mr Stephen Bower – KPMG 
Mr John Roberts - Grant Thornton     

 Mr David Swift - Audit North West 
Mr Mike Taylor – NHS Trafford 
Mrs Gaynor Lock (minute taker) – Executive Administrator 
 

Agenda 
Item No 

Item 

 
Private meeting between the Audit & Integrated Governance Committee and the External 
Auditors 
 
The NHS Greater Manchester Audit & Integrated Governance Committee met with External 
Auditors to provide an opportunity to discuss matters and raise any areas of concern.  
 
1.  Apologies for Absence 

 
Mr Ahmad welcomed all to the meeting.  Apologies for absence were received from Mr David 
Rogers, Audit North West. 
 
2 Minutes of the meeting on 23.2.12 and action log 
 
The minutes of the meeting held on Thursday 23rd February 2012 were agreed as a true and 
accurate record of the proceedings. 
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There were no matters arising from the last meeting. 
 
3. Risk Assurance Framework and Risk Register update 
 
Mr Taylor presented the Board Assurance Framework to provide an update on the NHS Greater 
Manchester (NHS GM) Board Assurance Framework including the final version of the 2011/12 
NHS GM Board Assurance Framework, and a first draft of the proposed top risks of the 2012/13 
NHS GM Board Assurance Framework.  The report also sets out arrangements for further 
development and completion of the 2012/13 NHS GM Board Assurance Framework. 
 
Appendix One contains the final version of the 2011/12 Board Assurance Framework for 
agreement prior to closing. 
 
Appendix Two contains the 2012/13 NHS GM Board Assurance Framework, proposed top risks. 
 
The committee were told that a meeting has been arranged with NHS GM Executives to 
understand any potential further risks. 
 
At member’s suggestion, communication should be shared to print out Appendix One on A3 
paper to aid viewing. 
 
The Audit and Integrated Governance Committee 
 
Considered the content of the report and approved its content to close the 2011/12 Board 
Assurance Framework, agreed the proposed first draft of the top strategic risks for the 
2012/13 framework and noted the development process underway for the 2012/13 Board 
Assurance Framework. 
 
4. Annual Governance Statement 
 
Mrs Vermeulen presented the Production of the 2011/12 Annual Reports and Annual 
Governance Statement report to describe the process for 2011/12 for each of the Greater 
Manchester PCTs. 
 
The guidance received from the Department of Health with regards to the Annual Governance 
Statement and the Annual Report was detailed. 
 
The Audit and Integrated Governance Committee 
 
Noted the contents of the report and updates with regards to the production of Annual 
Governance Statements and Annual Reports for 2011/12. 
 
5. Financial Position Summary 
 
Mrs Yarwood presented the NHS GM Financial Position report which brings together information 
in terms of the financial position for all the ten localities, providing members with a 
comprehensive update on key statutory duties as reported in the draft accounts for 2011 – 12.  
The paper will be presented to the NHS GM Board on the 10th May 2012. 
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Members were told that the control total was reached in all localities and that all PCTs have 
remained within their cash limit.  The only area of minor disappointment was around capital 
which although slightly underspent did not breach statutory duty.  This issue was mainly around 
unspent allocations for IT at NHS Stockport. 
 
Responding to Mr Stephenson, Mrs Yarwood confirmed that NHS Bolton did have a significant 
capital plan in place so the underspend in this area could be attributable to slippage. 
 
Mrs Yarwood continued to highlighted issues encountered in drafting the accounts to outline any 
concerns that may come to light. 
 
Mr Sethi referred to paragraph 2.3 and queried the new contract entered into with the NHS 
Shared Business Services and noted concerns around value for money.  He added that talks 
had taken place with NHS Manchester’s Locality Director of Finance and requested further 
guidance as to whether the project should still be undertaken. 
 
Mrs Yarwood provided Mr Sethi with a copy of an email from Paul Taylor regarding the national 
instruction to commission services from NHS Shared Business Services and that a clear 
message was received to implement the service from the 1st April 2012.  The NHS GM Board 
decided that there would be benefit in implementing the service early. Any issues around value 
for money are addressed via two papers which can be found on the National Commissioning 
Board website. 
 
Mr Stephenson stressed that views should be made from a GM perspective rather than locally.  
Audit colleagues must consider the bigger picture when reviewing matters. 
 
Mr Waite referred to item 2.2 noting that although the issue may lead to one or two instances 
being highlighted in the Annual Governance Statement, the overall opinion will not be 
threatened.  Mrs Yarwood commented that the only areas of on-going discussion are between 
Stockport FT and Stockport PCT. 
 
Mr Horrocks referred to item 2.4 and asked for further clarification around bad debts.  Mr Bower 
agreed to source this information and report back to the next committee. 
 
The Audit and Integrated Governance Committee 
 
Noted the draft reported financial position and the issues which may be discussed with 
auditors prior to finalisation of the accounts for 2011 – 12. 
 
6.  Internal Audit Heads of Internal Audit Opinions 
 
6.1 NHS Ashton, Leigh & Wigan – Mr Collins presented the MIAA Director of Audit Opinion 
and Annual Report which summarises the year’s work. 
 
The basis for forming the opinion was explained.  The committee were advised that the overall 
opinion is that significant assurance can be given. 
 
6.2 NHS Bolton – Mr Swift presented the NHS Bolton Draft Head of Internal Audit Opinion 
2011/12 noting that all opinions are final and reflect information presented to the Locality Audit 
Group over the year. 
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A significant assurance can be given. 
 
6.3 NHS Bury – Mr Collins presented the report in respect of NHS Bury and noted that a 
significant overall assurance can be given.  The one area of limited assurance around debt 
recovery was detailed.  Assurance was given that work in terms of follow up was underway. 
 
In response to Mr Horrocks, Mr Collins confirmed that an initial judgement has been made in 
respect of the audit work around dental contractor monies and recompense will be progressed.  
Once a final judgement is available a message will be cascaded to help prevent a reoccurrence 
of the matter. 
 
6.4 NHS HMR – Mr Boyne referred to the Head of Internal Audit report for NHS HMR and 
confirmed that a significant assurance has been given.  Two reports did receive limited 
assurance but they have no bearing on the overall opinion. 
 
Mrs Yarwood noted that NHS GM have drafted a matrix for all areas of review to highlight good 
practice, trends or weaknesses.  The matrix will be shared with Mr Crowley to review ahead of 
next year’s plans. 
 
6.5 NHS Manchester – Members received the NHS Manchester Head of Internal Audit Opinion 
on the effectiveness of the system of Internal Control report and were advised that substantial 
assurance can be given.  The report also highlights the basis for the opinion including the 
reviews undertaken. 
 
6.6 NHS Oldham – Assurance was provided that a significant assurance rating can be given.  
There are three reports with limited assurance but none of these affect the overall opinion. 
 
6.7 NHS Salford – The committee were assured that significant assurance can be given.  Areas 
of limited assurance were detailed with members told that the overall opinion would not be 
affected. 
 
6.8 NHS Stockport – Mr Swift noted that a robust significant assurance can be given and there 
was only one area of limited assurance. 
 
6.9 NHS Tameside & Glossop – Assurance was provided that significant assurance can be 
given.  The Assurance Framework also received positive assurance. 
 
6.10 NHS Trafford – Members were advised that a significant opinion can be given.  All 
assignments bar one received high assurance. 
 
Mrs Vermeulen tabled the matrix described noting that although the information was sourced 
from performance reports some of the data contained does not appear to correlate.  Mr Crowley 
added that in principle the matrix is a good mechanism to track work and agreed to review the 
data within the report. 
 
The Audit and Integrated Governance Committee note the contents of the Internal Audit 
Heads of Internal Audit Opinions. 
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7. Internal Audit Progress Reports 
 
7.1 Audit North West – Mr Rogers presented the Audit North West Internal Audit and Counter 
Fraud Summary Progress Report for NHS Bolton, NHS Oldham, NHS Stockport and NHS 
Tameside & Glossop to summarise the internal audit activity in the period to the end of March 
2012. 
 
Progress against the 2011/12 plan was highlighted to outline reports issued to date.  
Responding to Mr Horrocks regarding the accuracy of data contained, Mr Swift confirmed that 
the pie charts were accurate at the time of drafting so members can now be assured that all 
work agreed has been completed. 
 
Mrs Yarwood commented that it would be beneficial to have a more live view of performance as 
the information contained within the report suggests that work appears to be behind plan.  Mrs 
Stephenson agreed adding that the position feels more comfortable following the explanation 
given. 
 
7.2 Deloitte – Ms Smith presented the Deloitte Internal Audit Progress Report for the period 
January 2012 – March 2012 to advise the committee of the current status of the Internal Audit 
Plan for 2011/12 for NHS Manchester. 
 
Reports not previously highlighted to the committee were summarised with members told that 
there have been five reports completed and two reports were to be rolled over to next year.   Ms 
Smith referred to the Limited Assurance ratings received for the Procurement and Payroll 
Overpayments assignments and assured the committee that actions have been agreed and that 
positive conversations have taken place around follow ups.   
 
Mrs Yarwood queried whether the full audit was being received by NHS Manchester if two 
reports are to be carried over to next year.  Ms Smith explained the reasons behind this 
decision.  Mrs Yarwood confirmed that she was happy with the explanation provided. 
 
7.3 Mersey Internal Audit Agency – Mr Collins presented the Internal Audit Progress Report 
May 2012.    
 
A summary of the reviews undertaken was provided.  Mr Collins drew member’s attention to 
assignments that had received limited assurance and confirmed that action plans are in place to 
improve performance. 
 
The MIAA Counter Fraud Annual Report was received for information to detail the continued 
focus on embedding an anti-fraud culture, detection and investigations.  Mr Collins confirmed 
that full delivery of the Counter Fraud Plan for 2011/12 has been achieved. 
 
7.4 West Yorkshire Audit Consortium – Mr Boyne confirmed that the Internal Audit & Counter 
Fraud Plan 2011/12 for NHS Heywood, Middleton & Rochdale is complete.  In terms of 
assignments, a limited assurance rating has been given to the Information Governance Toolkit.  
Some issues have been addressed but further work is needed. 
 
Counter Fraud work was detailed along with the status of current on-going investigations. 
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The Audit and Integrated Governance Committee note the contents of the Internal Audit 
Progress Reports. 
 
8. External Audit Progress Reports 
 
8.1 Audit Commission – Mr Waite presented the Audit Progress Update, April 2012 to report 
on progress in delivering responsibilities as external auditors.  The report summarises the 
position for NHS Ashton, Leigh and Wigan, NHS Heywood, Middleton & Rochdale, NHS 
Oldham, NHS Salford, NHS Stockport, NHS Tameside & Glossop and NHS Trafford.   
 
In summary, the final accounts audit work is progressing well and there are no problems to 
report to the committee.  The Value for Money Conclusion programmes of work continue and 
there no significant weaknesses to highlight.   
 
Other areas of work include the completion of the Payments by Results Data Assurance 
Framework audits.  Mr Horrocks suggested that it would be useful to share learning.  Mrs 
Yarwood concurred adding that going forward new organisations would greatly benefit from the 
exercises undertaken.  Mr Waite agreed to collate information for circulation across the North 
West. 
 
Other matters of interest were highlighted.   
 
8.2 Grant Thornton – The committee received the Grant Thornton External Audit Progress 
Report to summarise the position for NHS Manchester. 
 
The audit work is progress well and there are no concerns to report to the committee.  
Colleagues were also assured that work is taking place around the incorporation of the Audit 
Commission to ensure minimum disruption. 
 
8.3 KPMG – The External Audit update was received in respect of NHS Bolton and NHS Bury. 
 
For both NHS Bolton and NHS Bury, organisational controls are effective overall, a review of 
internal audit has been found to be good, draft accounts have been received and there is 
nothing to report on Value for Money. 
 
The committee were provided with an update around a detailed piece of work with NHS Bolton 
in the aftermath to the IT incident.  A lessons learned document with be drafted. 
 
The Audit and Integrated Governance Committee note the contents of the External Audit 
Progress Reports. 
  
9. Locality Audit Group Reports 
 
With regards to the contents of the report, as previously agreed only areas requiring further 
discussion or clarification would be raised. 
 
9.1 NHS Bury – Mrs Yarwood pointed out that NHS Bury do not want to buy Risk Management 
support from the CSS.   
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This draws attention to the concern that there is no evidence that CCG resources will be 
sufficient and there are some anxieties that systems and processes are not well developed 
enough to work in such a way.   
 
Risk Management in general would benefit from NHS GM Audit Committee scrutiny over the 
next year to draw added CCG attention to the matter.  The committee agreed this way forward 
so that issues can be addressed early.  Mrs Yarwood added that CCGs must be clear on what 
resources they will need as it may be difficult to obtain staff with the right knowledge. 
 
Mrs Yarwood requested that a report be drafted from CCGs on systems and processes in place 
to evidence good risk management for the next NHS GM Audit Committee. 
 
9.2 NHS Oldham - Mrs Yarwood noted that the matter regarding the Risk Assurance 
Framework would be discussed with the Locality Director of Finance. 
 
The Audit and Integrated Governance Committee note the contents of the Locality Audit 
Group reports. 
  
10. Audit Committee Annual Report 
 
Mrs Vermeulen presented the draft Audit Committee Annual Report for comments from 
members.  Costs associated with Audit Committee have yet to be completed. 
 
The Audit and Integrated Governance Committee accepted the contents of the Audit 
Committee Annual Report.  
 
11. Audit Committee Self-Assessment Checklist 
 
The Audit Committee Self-Assessment Checklist was completed previously.  Mr Ahmad reported 
that a final copy will be circulated in due course. 
 
12. Internal Audit and Counter Fraud Plans 2012 – 13 
 
Mr Crowley presented the Internal Audit and Counter Fraud Planning Framework 2012/13 to 
provide the committee with an overview of the leadership and planning framework for approval. 
 
The report also confirms the wish to preserve the audit in totality and outlines commitments from 
suppliers around delivery. 
 
At the moment there is still a lack of clarity from NHS Protect around the role of the Local 
Counter Fraud Specialist but members can be assured that there is the will to maintain a good 
level of service and resources are in place to act quickly once direction is clear. 
 
The Audit and Integrated Governance Committee approved the contents of the Internal 
Audit and Counter Fraud Planning Framework 2012/13. 
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13. External Audit Fee Letter 
 
Mr Waite introduced the Audit Commission Work Programme and scales of fees 2012/13 report 
to set out the work the Audit Commission plans to undertake at NHS audited bodies during 
2012/13 and the associated scales of audit fees. 
 
The main headline is that there has been an average of 40% reduction in fees for 2012/13.  The 
PbR assurance audit work will continue with a 30% fee reduction.  Details of other work are 
being reviewed but there will definitely be focus on local matters.  Changes to the Value for 
Money programme were detailed. 
 
The Audit and Integrated Governance Committee approved the contents of the Audit 
Commission Work Programme and scales of fees 2012/13 
   
14. Any other business 
 
There were no further items for discussion 
    
The next Audit & Integrated Governance Committee will take place on 7 June 2012 
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Appendix 2 
 

Minutes 
NHS Greater Manchester Audit and Integrated Governance 
Committee 
Date: 7 June 2012 
Venue: Salford Suite, St James House  
 
Present:  Mr Riaz Ahmad (Chair) – Non Executive Director 

Mr Alan Stephenson – Non-Executive Director 
Mr Paul Horrocks – Non-Executive Director 
Mrs Evelyn Asante-Mensah – Non-Executive Director (part attendance) 

 
In attendance 
throughout:  Mrs. Claire Yarwood - Director of Finance 
   Mrs Elaine Vermeulen – Assistant Director of Finance    
 

Agenda 
Item No 

Item 

 
1 

 
NHS Manchester 
 
In attendance: Joanne Newton, Locality Director of Finance, Kaye Abbott, Assistant 
Director of Finance, Perminder Sethi, Grant Thornton and Linzi Gledhill, Grant 
Thornton.  Apologies were received from Jon Roberts of Grant Thornton. 
 
Mr Horrocks assumed the chair as Mr Ahmad had previously chaired the NHS 
Manchester Locality Audit Group meeting to review and discuss the audited 
accounts. 
 
Mrs Newton presented the PCT’s accounts and noted that the PCT had met all of 
its key financial duties.  The target of paying 95% of suppliers within 30 days had 
not been achieved and the PCT is looking to improve on this for 2012-13, although 
the implementation of the new ledger system is likely to adversely affect this in the 
early months of the year.  Difficulties were experienced due to the Agreement of 
Balances deadline being after the completion of draft accounts, and also the 
process for the agreement of partly completed spells, where three providers had 
agreed different policies with their auditors.  Other key issues were the treatment of 
the write off of costs for the implementation of the new ledger, asset write offs 
where the fixed asset register did not agree to the ledger and under accruals of 
£737k for 2010-11 where a prior year adjustment was not made. 
 
Mr Ahmad assured the committee that the locality audit group had discharged its 
duties properly. 
 
Mr Sethi stated that subject to the receipt of the letter of representation, he 
proposed an unqualified audit opinion.  Unadjusted errors were agreed by the 
committee. 
 
In response to a question from Mr Horrocks on the capital write off required, Mrs 
Newton outlined how the need for the write off had arisen and the work undertaken 
to ensure this course of action was appropriate. 
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Mr Sethi explained the issue of Value for Money and emphasised that options 
should be explored before entering into contracts, and legal advice should be 
sought early. 
 
Mr Horrocks queried an audit recommendation around the retention of records.  It 
was explained that Human Resources had some difficulty in tracking some records, 
which was a particular issue since the move to a shared service.  Assurance was 
given that contracts were all in place. 
 
Members approved the accounts and the letter of representation. 
 
Mrs Yarwood recorded her thanks to Mrs Newton and her team. 

2 NHS Bolton 
 
In attendance: Amanda Williams, Head of Corporate Finance and Tim Cutler, 
KPMG.  Apologies were received from Annette Walker, Locality Director of Finance 
and Andrew Taylor, Locality Audit Group chair. 
 
Mrs Williams presented the PCT’s accounts and noted that it had met all of its 
statutory financial duties.  Mr Ahmad questioned the ownership of LIFT, and Mrs 
William explained the accounting treatment required as a result of IFRS.  Mrs 
Yarwood recorded her thanks to Mr Taylor for his continued chairmanship of the 
Locality Audit Group. 
 
Mrs Williams outlined the work done on financial resilience and confirmed that NHS 
Bolton was content that the IT fraud incident had no adverse effect upon the 
accounts.  Mrs Asante Mensah enquired as to the progress made in the 
investigation of the incident and Mrs Yarwood confirmed that a full report would be 
presented to a later meeting of the Audit Committee. 
 
Mr Cutler stated that a good set of draft accounts had been received, despite the 
late work required on agreement of balances by the Department of Health.  There 
were no unadjusted differences, and Mr Cutler proposed an unqualified audit 
opinion. 
 
Members approved the accounts and the letter of representation. 
 
Mrs Yarwood recorded her thanks to Mrs Williams and her team. 

3 NHS Bury 
 
In attendance: Steve Dixon, Locality Director of Finance, Stephen Bower, KPMG, 
and Chris Wild, Locality Audit Group Chair. 
 
Mr Dixon made a presentation on the key finance figures in the PCT accounts and 
highlighted the trend in improvement of the Better Payment Practice code 
compared to the previous two years.  During 2011-12 there had been a strong 
emphasis on QIPP in order to ensure break even. 
 
Mr Wild described the positive cultural change in the Trust, and assured members 
that the Locality Audit Group had scrutinised the PCT accounts in detail.  He 
recommended that the letter of representation is signed by the Directors. 
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Mr Bower noted that the standard of working papers was not quite as good as 
previous years, but that this was understandable given the changes to key senior 
staff near the year end.  Mrs Asante Mensah questioned how engaged the CCG 
were in delivering QIPP and Mr Dixon replied that there were lead clinicians on 
each QIPP scheme, and a clinical cabinet which reported to the CCG Board.  
Clinicians were therefore both held to account and clinically led.  At the start of 
2012-13, there was still an unidentified QIPP gap of £2.6m, although the CCG 
Board was also thinking forward to 2013-14 in its planning.  He confirmed that there 
was a contingency reserve of £2.3m for 2012-13. 
 
Mr Bower reminded the Audit Committee that two years ago, the PCT was issued 
with an adverse Value for Money opinion, and that significant improvements had 
been made since then.  He confirmed that all audit work was complete, and 
intended to issue an unqualified opinion.  There were six unadjusted audit 
differences and Mr Bower stated that he was satisfied that there was no 
management bias as the adjustments could either increase or decrease the 
reported surplus.  Members approved the schedule of unadjusted errors, the 
accounts and the letter of representation. 
 
Mrs Yarwood recorded her thanks to Mr Dixon and the team at NHS Bury. 

4 NHS Salford 
 
In attendance: Mr Andy Lowe, Locality Director of Finance, Mr Mick Waite, Audit 
Commission and Mr Tommy Rooney, Audit Commission. 
 
Mr Lowe presented the accounts for the PCT and confirmed that it had met all of its 
statutory financial duties.  He mentioned that there had been a number of difficulties 
with the Remuneration report, which had arisen due to NHS Salford hosting the 
cluster arrangements.  Mr Lowe assured members that the PCT was in a strong 
financial position going forward into 2012-13, and a key issue for the PCT would be 
the timely investment of development funds to ensure the PCT achieved its target 
surplus. 
 
Mr Waite confirmed that there was one unadjusted audit difference and stated that 
this did not adversely affect his unqualified audit opinion.  There were no internal 
control weaknesses.  He highlighted the difficulties experienced across the North 
West arising from the accounting treatment required on the return of the cancer 
drugs underspend by NHS Western Cheshire.  He recommended where possible 
that this issue was resolved earlier in the year so as to transact the adjustment via 
return of allocation rather than being accounted for as income.  
 
Members agreed the schedule of unadjusted errors and approved the accounts and 
letter of representation.. 
 
Mrs Yarwood recorded her thanks to Mr Lowe and his team. 

5 NHS Trafford 
 
In attendance: Mr Tim Barlow, Locality Director of Finance, Mr Mick Waite, Audit 
Commission and Ms Helen Stevenson, Audit Commission.  Apologies were 
received from Mrs Barbara Rimmer, Locality Audit Group chair. 
 
Mr Barlow presented the annual accounts for Trafford PCT and stated that the PCT 
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had continued the pattern of delivering both financial balance and a significant QIPP 
target of £15m.  Mr Barlow explained that the PCT’s allocation had increased 
significantly over the previous year, from £361m to £395m, mainly in respect of the 
support required for Trafford Healthcare Trust.  The PCT has met all of its statutory 
financial duties.  The target of 95% of payments to suppliers within 30 days has 
been met by value but not by number of suppliers. 
 
Mr Barlow noted that the PCT had to recognise part completed spells of £1.1m as 
non NHS creditors as the amounts owing to University Hospitals South Manchester 
FT, Central Manchester FT and Salford Royal FT had not been agreed with trusts, 
and exact agreement was required via the agreement of balances exercise to show 
these as NHS creditors.  Mr Ahmad raised the issue of the level of sickness 
reported, and Mr Barlow explained that six people had contributed to over 1000 
days lost to sickness. 
 
Mr Waite presented the Annual Governance report, which highlighted one 
unadjusted misclassification.  This had arisen as a result of the part completed 
spells issue, where agreement had been reached with Trafford Healthcare Trust but 
no other main providers.  Members agreed the schedule of unadjusted errors.  Mr 
Horrocks queried the audit finding regarding the duplicate payment, whereby an 
invoice had been paid by Trafford MBC and the PCT.  Mr Barlow assured members 
that a process was now in place to ensure that this would be avoided in the future, 
and that the new SBS ledger would reduce the likelihood further, due to the 
requirement to raise orders in advance of payment. 
 
Mr Waite presented the Value for Money report and proposed an unqualified 
opinion.  Members approved the accounts of the PCT and the letter of 
representation. 
 
Mrs Yarwood thanked Mr Barlow and his team for preparing the accounts. 

6 NHS Stockport 
 
In attendance: Mr Gary Jones, Locality Director of Finance, Mr Tim Watkinson, 
Audit Commission, Mr Jon Farrar, Audit Commission and Mr Geoff Hayward, 
Locality Audit Group chair. 
 
Mr Jones outlined the process whereby the Locality Audit Group had reviewed the 
annual accounts pre audit on a page by page basis.  The final draft accounts had 
been presented to the group on 30 May.  Mr Hayward assured members that there 
had been an ongoing process of review throughout, and highlighted four key areas 
for the Audit Committee to note on the review conducted by the Locality Audit 
Group. 
 
Mr Watkinson stated that good quality working papers had been provided; a smooth 
audit had ensued and there had been robust challenge and scrutiny of the 
accounts.  He proposed to issue an unqualified opinion on the financial statements 
and Value for Money. 
 
Mr Horrocks questioned the note on page 8 of the Annual Governance report re 
GAD.  Mr Watkinson explained that this had to be reported, but that it was 
impossible to be compliant as directions had been issued after the Manual for 
Accounts had been drafted.  Mr Horrocks also queried  the financial impact of the 
incident at Stockport FT, and Mr Jones explained that the PCT was not 
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contractually obliged to make a contribution, but there had been exceptional 
circumstances, and PCT and SHA support had been provided.  He confirmed that 
there will be further ongoing costs.  Mrs Yarwood added that patients were also 
choosing not to attend Stockport FT and this was further impacting on their financial 
position. 
 
Members approved the accounts and the letter of representation. 
 
Mrs Yarwood recorded her thanks to Mr Jones and his team. 

7 NHS Ashton Leigh & Wigan 
 
In attendance: Mr Mike Tate, Locality Director of Finance, Ms Julie Ashurst, 
Assistant Director of Finance, Mr Mark Heap, Audit Commission and Mr Chris 
Whittingham, Audit Commission.  Apologies were received from Mr Maurice Smith, 
Locality Audit Group chair. 
 
Mr Tate presented the accounts and stated that the PCT had met all of its statutory 
financial duties and delivered a surplus in line with the required control total.  Trade 
receivables show a significant increase due to the increased expenditure with 
Bridgewater Trust and the local authority.  No debts were in dispute but there was 
an issue with the timing of payments.  Overall, creditors had increased but no 
specific issue had been identified.  Mr Tate recorded his thanks to the Locality Audit 
Group for the robust challenge on the draft accounts. 
 
Mr Stephenson queried the inclusion of Mr Wharfe in the remuneration report, and it 
was explained that although Mr Wharfe has been on secondment, the costs had 
been incurred by NHS Ashton Leigh & Wigan and therefore had to be disclosed.  
Mrs Yarwood questioned the inclusion of Mr Southwaite and Mrs Heywood in the 
report and Mr Tate stated that they were Board members but not Executive 
Directors. 
 
Mr Heap confirmed that all audit work was now complete.  Working papers had 
been timely, of a high quality and PCT staff had been helpful.  There was one error 
not requiring amendment which related to the overstatement of the audit fee.  He 
proposed an unqualified opinion on the accounts and value for money. 
 
Members noted the letter of assurance received from Maurice Smith.  Members 
approved the unadjusted error, the letter of representation and the accounts. 
 
Mrs Yarwood thanked Mr Tate and Ms Ashurst for their hard work. 
 

8 
 
 
 
 
 
 
 
 
 
 

NHS Tameside & Glossop 
 
In attendance: Mr Ben Galbraith, Assistant Director of Finance, Mr Mark Heap, 
Audit Commission, Ms Linda Kettles, Audit Commission and Mr Graham Curtis, 
Locality Audit Group chair.  Apologies were received from Mrs Roe, Locality 
Director of Finance. 
 
Mr Galbraith presented the accounts and confirmed that the PCT had met all of its 
statutory financial targets.  He recorded his thanks to the audit team for bearing with 
the finance department through the implementation of the SBS ledger.  He further 
stated that the PCT had achieved its QIPP target of £10m, totalling £50m over the 
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past three years. 
 
Mr Curtis assured members that the Locality Audit Group had conducted an 
effective review of the accounts and had covered all of the issues.  He thanked both 
internal and external audit for their input. 
 
Mr Heap stated that there was still some audit work to finalise and recorded his 
thanks to the finance team.  All the risk highlighted at the planning stage had been 
addressed during the audit.  There were some unadjusted errors which were 
approved by members.  He highlighted a difference of £4m between the FIMS 
submission and the statutory accounts, and Mr Galbraith explained that this had 
arisen as a result of the mis-categorisation of the 2010-11 restatements of the 
accounts.  A clean opinion had been issued. 
 
Members approved the accounts and the letter of representation. 
 
Mrs Yarwood thanked Mr Galbraith for attending on behalf of Mrs Roe and asked 
him to convey her thanks to the team at Tameside & Glossop. 
 

9 NHS Oldham 
 
In attendance: Ms Julie Daines, Locality Director of Finance, Mark Heap, Audit 
Commission, Marianne Dixon, Audit Commission and Tony Kane, Locality Audit 
Group member.  Apologies were received from Reg Lord, Locality Audit Group 
chair. 
 
Ms Daines presented the accounts for the PCT and confirmed that the PCT had 
achieved all its statutory financial duties and achieved the surplus required for the 
control total.  The PCT achieved 98% of payments to creditors within 30 days, well 
over the 95% target.  There was an increased proportion of expenditure with 
Foundation Trusts (FTs) as more providers became FTs, and the provider arm 
transferred to Pennine Care FT. 
 
Mr Kane explained the approach that the Locality Audit Group had taken in 
reviewing the accounts and stated that the Group has requested additional 
information from officers to gain assurance on the management of risks going 
forward to 2012-13. 
 
Mr Heap stated that the audit work was substantially complete but some final 
checks were still being performed to agree the statutory accounts to FIMS.  He 
confirmed that an unqualified opinion on the accounts and Value for Money was 
likely. 
 
Members approved the letter of representation and the accounts. 
 
Mrs Yarwood thanked Ms Daines and her team. 

10 NHS Heywood Middleton & Rochdale 
 
In attendance: Mr Mark Heap, Audit Commission, Mr Daniel Watson, Audit 
Commission and Mr Alan Cook, Locality Audit Group chair.  Apologies were 
received from Mrs Samantha Evans, Locality Director of Finance. 
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In the absence of the Locality Director of Finance, Mrs Yarwood presented the 
accounts of the PCT, and noted that the PCT had achieved all of its statutory 
financial duties. 
 
Mr Cook thanked the Heywood Middleton & Rochdale team for producing a good 
quality set of accounts during a difficult time whilst the new ledger was being 
introduced.  He assured members regarding the review and challenge of the draft 
accounts undertaken by the Locality Audit Group. 
 
Mr Heap noted that there were no unadjusted errors and that he would be issuing 
an unqualified opinion on the statutory accounts and Value for Money.  There were 
no internal control issues and all errors were corrected. 
 
Members approved the accounts and the letter of representation. 
 
Mrs Yarwood recorded her thanks to Mrs Evans and her team. 

 
11 

 
The next meeting will be on 13 September at 10.30am 
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Appendix 3 

 

Minutes 
NHS Greater Manchester Audit and Integrated Governance 
Committee 
Date: 13 September 2012 
Venue: Swinton Suite, St James’s House  
 
Present:  Mr Riaz Ahmad (Chair) – Non Executive Director 

Mr Paul Horrocks – Non-Executive Director 
Mr Alan Stephenson – Non-Executive Director 

 
In attendance: Mrs. Claire Yarwood – Director of Finance 
   Mrs Elaine Vermeulen – Assistant Director of Finance 
   Mr Rob Bellingham – Transition Support Director (Items 4 and 5) 
   Mr Chris Boyle – West Yorkshire Audit Consortium 

Mr Kunal Chaudhary – Deloitte 
   Mr Tim Collins – MIAA 
   Mr Tim Crowley – MIAA 

Mr Tim Cutler - KPMG 
Mr Darrell Davies – MIAA 
Mr Perminder Sethi – Grant Thornton 

   Mr Mark Heap – Audit Commission 
   Mr David Rogers – Audit North West 

Mr Mick Waite – Audit Commission 
   Mrs Val Nugent – Performance Manager (Item 3) 
   Mrs Karen Winterbottom (minute taker) – Executive Administrator 
 

Agenda 
Item No 

Item 

 
1. 

 
Apologies for Absence 
 
Mr Ahmad welcomed all to the meeting.  Introductions were made around the table to 
aid Mrs Winterbottom, who had taken over from Mrs Lock, as minute taker.   
 
No apologies for absence were received. 

2. Minutes of the meeting held on 3 May 2012 and 7 June 2012 and Action Log 
 
The minutes of both meetings were agreed as a true and accurate record of the 
proceedings. 
 
Action Log – 7 June 2012 
 
It was noted that two actions were still outstanding. 
 
Item 5 – Mr Cutler proposed to send a note out regarding this item.  
 
Item 8  – Mr Waite reported that a summary of results from this year would be 

completed by the end of September. 
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3. Performance Report 
 
Mrs Nugent presented the performance report.  She was pleased to report that there 
had been a significant shift over the last few months and Greater Manchester was 
currently the highest performer within the North of England with a score of one amber 
and six green providers.    
 
Mrs Nugent reported that there were some issues moving forward to October with 52 
week waiters and highlighted hot spots within C-Diff, Wrightington Wigan and Leigh and 
Primary Care.  With regard to Urgent Care at Stockport, there were some key structural 
issues to be addressed at the FT and a need to put down data at Quarter 3. Mrs 
Nugent also reported that South Manchester had cleared all breaches and next 
July/August should show a full set of greens. 
 
Mr Ahmed thanked Mrs Nugent for an excellent report and passed his thanks to the 
whole team for all their hard work. 
 
The Audit and Integrated Governance Committee noted the contents of the 
performance report. 

4. Risk Assurance Framework and Risk Register Update 
 
Mr Bellingham presented the Risk Assurance Framework and Risk Register Update, 
which was also being submitted to the Cluster Board meeting that afternoon.  Mr 
Bellingham referred to Appendix 2 and explained that the white boxes within the RAG 
rating columns had since been fully populated and he proposed to circulate the final 
version with the minutes.  Mr Ahmed commented that the format of the information 
presented in Appendix 1 was excellent.  
 
The final version of the Risk Assurance Framework and Risk Register Update 
would be circulated with the minutes. 
 
The Audit and Integrated Governance Committee noted the contents of the Risk 
Assurance Framework and Risk Register Update report. 

5. PCT Close Down Update 
 
Mr Bellingham presented the PCT Close Down report and summarised the five key 
themes in the report.  He added that the report was also being submitted to the Cluster 
Board meeting that afternoon.  Mrs Yarwood informed the Committee that a piece of 
work had been instigated within Greater Manchester to look at non-clinical contracts, IM 
& T contracts and suppliers.  She added that this was not in Mr Bellingham’s report yet 
but it would be flagged up. 
 
Mr Bellingham referred to Figure 1 and informed the Committee that the two remaining 
Closedown Project Leads were Rob Fenton for NHS Oldham and Steve Dixon for NHS 
Bury.   
 
Mr Bellingham also summarised the highlight report which had been included. He 
confirmed that the authorisation process would make it clear and take a stratified 
approach to assurance. 
 
There were no questions raised regarding the Close Down report and Mr Ahmad 
thanked Mr Bellingham for his attendance. 
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The Audit and Integrated Governance Committee noted the PCT Close Down 
Update report. 

6. Bolton IM & T Incident Report 
 
Mrs Yarwood presented a report which had been prepared by KPMG, following 
investigation into an IT Incident at NHS Bolton.  She commented that the report was 
very comprehensive and Mrs Walker had found it useful as a way of reviewing systems 
and controls across Bolton.  Mrs Yarwood highlighted that Mrs Walker had been 
frustrated with the time the investigation had taken as there had been a number of 
delays, two of which had been regarding evidence gathering and the lack of HR 
Policies and Procedures. She stated that there had also been significant changes in 
leadership and management. 
 
Mrs Yarwood reported that learning had been shared across CCG Finance Directors 
and MIAA had worked with Internal Audit across the PCTs to check systems and the 
report had now been received by the Audit Committee.  Mrs Yarwood was assured that 
the learning had taken place and hoped this would reduce future risk.  She 
acknowledged that there was always potential for fraud in transition. 
 
Mrs Yarwood reported that the recommendation was that no further action would be 
taken with Police and a detailed Action Plan had been drawn up.  Mrs Yarwood assured 
the Committee that Mrs Vermeulen would ensure that these actions took place and a 
report would be submitted to the Committee if any issues arose. 
 
Mr Horrocks asked why the subjects had not been interviewed and Mrs Yarwood 
responded that she did not know and proposed to obtain a response from Mrs Walker.  
She explained that HR advice had been received that there was not enough evidence 
to proceed.  Mr Horrocks expressed concern at the lack of interviews, policies and 
procedures and outcome.  Mrs Yarwood acknowledged his concern and stated that 
Counter Fraud had undertaken a lot of work with Salford and other PCTs in previous 
years and she was surprised that Bolton did not have these processes in place.   
 
Mrs Yarwood reported that there was now one procurement system in place across 
Greater Manchester and procedures had been tightened up on budgets. 
 
Mrs Yarwood to write to Mrs Walker to obtain a response to queries raised. 
 
The Audit and Integrated Governance Committee noted the contents of the 
report. 

7. External Audit Assessment 
 
Mrs Vermeulen presented the assessment report and stated that it was good practice to 
consider the performance of external auditors on a regular basis, in order to provide 
positive assurance.  She added that the assessments would also be submitted to 
individual Audit Groups.  Mrs Vermeulen reported that six of the ten PCTs had 
responded to the evaluation request and the remaining four evaluations would follow.   
 
Mrs Vermeulen confirmed that five CCG Audit Groups had provided positive assurance 
so far and the remaining five Groups would respond within the next two months.  Mrs 
Vermeulen had no concerns with the outstanding evaluations and stated that any 
issues of concern would be reported to the Committee. 
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Mrs Yarwood asked for the outstanding assurances to be submitted to the Audit 
Committee as soon as possible.  Mr Waite queried whether Salford had been one of the 
outstanding evaluations.  Mrs Vermeulen confirmed that this was the case and that the 
evaluation would have been on time if the Audit Group had not been cancelled. 
 
The Audit and Integrated Governance Committee noted the issues raised and the 
content of the report. 

 8. External Audit Progress Reports 

 8.1 Audit North West 
 
Mr Rogers presented the Internal Audit and Counter Fraud Progress Report. He stated 
that Mr Crowley’s team had co-ordinated the work and the first element of work had 
been around CCGs and they had made recommendations to ensure operational 
satisfaction. Mr Rogers reported that the next element had been to review risk 
management assurance and this was virtually completed. Mr Rogers informed that a 
planning meeting had been arranged to plan for quarter 3 and highlighted several areas 
to be reviewed next including IG Toolkit and QOF, which would be completed by 
September.  Mr Rogers reported that work had been well co-ordinated across the patch 
on the Internal Audit side. 
 
Mr Rogers was pleased to report that recent newsletters/Staff Survey reports had 
shown that more staff were aware of and understood Counter Fraud.  Mr Rogers also 
reported that a review on ophthalmic exemption charges would be published soon.  He 
also stated that with regard to Quality Assurance, self assessments had been on three 
areas, as opposed to seven next year and assessment results would determine a visit. 
 
The Internal Audit and Counter Fraud Progress update was noted by the Audit 
and Integrated Governance Committee. 

 8.2 Deloitte 
 
Mr Chaudhary presented the Internal Audit and Counter Fraud Progress Report.  
He highlighted the adoption/fostering work which was currently being undertaken. 
 
The Internal Audit and Counter Fraud Progress update was noted by the Audit 
and Integrated Governance Committee. 

 8.3 Mersey Internal Audit Agency 
 
Mr Davies and Mr Collins presented the Internal Audit and Counter Fraud Progress 
Report.  Mr Davies summarised the report highlighting several areas of ongoing 
work including counter fraud awareness and ophthalmic contractors.  Mr Davies 
reported that they were looking at unusual trends and would report back to the 
Committee.  
Mr Davies wished to reiterate Mrs Yarwood’s observation about the different roles 
staff undertook during transition and the potential for fraud and asked for everyone 
to be vigilant at this time.   
 
Mr Davies reported that he was currently progressing a number of investigations. 
Mr Stephenson took the opportunity to declare an interest in one of these cases, as 
Chair of one of the PCTs involved in investigation no: NWRT11/00096.  
 
Mr Collins reported on the work he had undertaken on protocols and supporting 
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organisations through transition. He added that he had commenced work with the 
support unit and the plan had been agreed and there would be an exercise on FHS 
risks. 
 
Mr Collins also reported on a governance risk at Salford which had been 
addressed.  He also stated that Lay Member training and advice was being given 
and referred to pages 12-13 of the report which he thought would be of interest to 
Lay Members/Non-Executive Directors. 
 
Mr Stephenson referred to page six of the report which highlighted that Salford had 
a lack of robust processes.  Mrs Yarwood responded that she needed to 
understand what had deteriorated as this was a surprise to her.  Mr Collins stated 
that management actions would be completed by year end. 
 
Mr Horrocks referred to the Management Summary on page two and queried 
whether Bury Dental and Ophthalmic payments were a sizeable risk.  Mr Davies 
confirmed that potentially they were a risk.  Mr Horrocks queried whether this was 
double-issuing and Mr Davies suggested it could be false claims and proposed to 
look into what was submitted.  Discussions would be held with Locality Directors 
and this would be picked up, with findings being reported to the Committee. Mrs 
Yarwood reiterated that Dental/Ophthalmic were key areas of fraud and asked 
everyone to be proactive.  
 
Mrs Yarwood reported that the NCB Local Area Office would be responsible for 
Primary Care the following year and the results of this work would be useful. 
 
Mr Davies proposed to look into the Dental/Ophthalmic claims. 

  
The Internal Audit and Counter Fraud Progress update was noted by the Audit 
and Integrated Governance Committee. 

 8.4 West Yorkshire Audit Consortium 
 
Mr Boyle presented the Internal Audit and Counter Fraud Progress report and 
reported that both audits had now been concluded.  Mr Boyle referred to Section 5 
of the report and confirmed that everything had been covered and he could give 
assurance. 
 
Mr Boyle reported on two fraud cases, one involving a GP Practice and one 
regarding ID fraud.   
 
The Internal Audit and Counter Fraud Progress update was noted by the Audit 
and Integrated Governance Committee. 

9. 
   

9.1 
 
 
 
 
 
 
 

External Audit Annual Audit Letter 
 
Audit Commission – Mr Heap reported on the annual audit letters for NHS Ashton, 
Leigh and Wigan, NHS Heywood, Middleton and Rochdale, NHS Oldham, NHS 
Salford, NHS Stockport, NHS Tameside and Glossop and NHS Trafford.  He 
highlighted that the letters confirmed he had undertaken a value for money opinion 
and that there were improved positions for his PCTs from the previous iterations. 
 
Mr Ahmed confirmed he was happy with the Annual Audit Letters. 
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 9.2 
 
 
 
 
 
 
 
 
 

 
 
  
 9.3 

 
 
 
 

 

The Audit and Integrated Governance Meeting noted the contents of the 
Annual Audit letters. 
 
Grant Thornton – Mr Sethi reported on the annual audit letter for NHS Manchester 
and summarised work carried out.  He confirmed the unqualified VFM opinion.  Mr 
referred to page three of the Summary and reiterated his suggestion to keep 
Manchester under close review.  He highlighted that there had been significant cost 
target savings and continued focus on Project Plan in order to be able to deliver at 
year end. 
 
The Annual Audit Letter for Manchester was agreed and Mr Ahmed asked for 
Manchester to be a standard item going forward in order to monitor progress. 
 
The Audit and Integrated Governance Meeting noted the contents of the 
Annual Audit letter. 
 
KPMG – Mr Cutler confirmed the summarised position in the letters for NHS Bolton 
and NHS Bury. 
 
Mr Ahmed confirmed that he was happy with the Annual Audit Letter. 
 
The Audit and Integrated Governance Meeting noted the contents of the 
Annual Audit letters. 

10. 
 

  
  
  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Audit Group Reports 
 
Mrs Yarwood presented the CCG Audit Group summary reports of the matters 
discussed and issues to be escalated to the Greater Manchester Audit Committee. 
 
Mrs Yarwood expressed concern that there seemed to be confusion with CCG Audit 
Groups understanding of their remit. She stated that she was meeting with Locality 
Finance Directors the following Monday and she proposed to recirculate the CCG 
Audit Group Terms of Reference to make clear remits and responsibilities.  Mrs 
Yarwood explained that Locality DOFs had a split role and as CCG Chief Finance 
Officers they would report to their Audit Group. She stressed that CCGs did not 
have responsibility delegated to them for assurance and these reports were 
presented only for information.  She clarified that CCG Audit Groups no longer had 
responsibility and the Greater Manchester Audit and Integrated Governance 
Committee was the only Audit Committee now. 
 
Discussion took place regarding the closing down of next year’s accounts and Mrs 
Yarwood confirmed she was awaiting Department of Health guidance.  She did 
however clarify that CCGs would not be responsible for closing down PCT accounts 
and she would also discuss this issue with Locality Finance Directors the following 
week.  Mrs Yarwood reported that Phil Goldrick was a member of the National 
Close Down meeting group and Mrs Vermeulen and Mr Bellingham were working 
with him.  She proposed to issue the guidance, as soon as it was received. Mrs 
Yarwood reported that the Department of Health was responsible for close down of 
accounts, not the NCB.  She explained that Una O’Brien, Permanent Secretary for 
Health would sign off all accounts and she would provide assurance to Mrs O’Brien.  
Mr Horrocks queried what would happen after that and Mrs Yarwood responded 
that CCGs would then have statutory accounts for CCG budgets. She clarified that 
with regard to the NCB, it was one organisation and there would only be one set of 
accounts.  There would be local annual returns but no responsibility for annual 
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11. 
 
 
 
 
 
 
 
 
 
 

12. 
 
 
 

13. 
 
 
 

14. 
 
 
 

accounts. 
 
Mr Stephenson queried what would happen to the balance of monies if there was 
an underspend at year end.  Mrs Yarwood responded that there would always be 
potential for this to happen and contingency plans would be put into place to 
address these issues.  She added that she did not yet know what would happen if 
there was a CCG overspend. 
 
Mrs Yarwood commented that she was disappointed with the delay in issue of 
allocations for next year and that there had been a big exercise in July to split actual 
expenditure based on the previous year’s expenditure. 
 
Mrs Yarwood would discuss CCG Audit Group Terms of Reference and 
account close down with Locality Directors at their next meeting. 
 
The CCG Audit Group Reports were received by the Audit and Integrated 
Governance Committee. 
 
Terms of Reference – Direct Commissioning Audit Group 
 
Mrs Vermeulen presented the Terms of Reference for the NHS Greater Manchester 
Direct Commissioning Audit Group, which had been approved by this Group on the 
5 July 2012.  Mrs Vermeulen asked the Committee to ratify the Terms of Reference 
because this meeting group was a sub-committee of the Audit and Integrated 
Governance Committee.   
 
Mr Ahmed confirmed he was happy to ratify the Terms of Reference. 
 
The Terms of Reference for the Direct Commissioning Audit Group were 
ratified by the Audit and Integrated Governance Committee 
 
Losses and Special Payments 
 
Mrs Vermeulen presented the Losses and Special Payments report and asked the 
Committee to approve the entries in the Losses and Special Payments Register for 
six PCTs.  Mrs Vermeulen confirmed that the requests had already been approved 
at the relevant Audit Groups. 
 
The Audit and Integrated Governance Committee approved the entries in the 
Losses and Special Payments Register for NHS Ashton, Leigh and Wigan, 
NHS Bury, NHS Manchester, NHS Oldham, NHS Salford and NHS Stockport 
 
Any other business 
 
There were no items of other business. 
 
Reflection 
 
There was no reflection on this occasion. 
 
Date and Time of Next Meeting  
 
Thursday 13 December 2012, Swinton Suite, St James’s House. 
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NHS GREATER MANCHESTER BOARD MEETING 
 
AGENDA ITEM NO 18 
 
Date of Meeting: 24th January 2013  
 
 

 
REPORT OF: 
 

 
Rob Bellingham, Transition Support Director, 
NHS Greater Manchester   
 

 
DATE OF PAPER: 

 
9th January 2013 
 

 
SUBJECT: 
 

 
Direct Commissioning Board Report 

 
IN CASE OF QUERY, PLEASE CONTACT 

 
Rob Bellingham – tel 0161 212 6139 
 

 
 
PURPOSE OF PAPER: 
 
To inform the NHS Greater Manchester Board of the recent business of the Direct Commissioning 
Board.   

 
The NHS Greater Manchester Board is asked to note the content of the report. 
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Direct Commissioning Board Report (DCB) 

 

Executive Summary 
 
The purpose of this paper is to inform the Board of the recent business of the Direct Commissioning 
Board (DCB). 
 
The paper covers the 12th September 2012 and 14th November 2012 meetings of the DCB.   
 
A forward look is also included to the meeting to be held on 16th January 2013. 
 
The Ratified Minutes of the meeting dated 12th September 2012 are included in the report (Appendix 1).   
 
The Business and decisions of the DCB on 14th November 2012 are reported below.    

 

 

1       Purpose 
 
1.1 This paper informs the NHS Greater Manchester Board of the business of its Direct 

Commissioning Board.  

2       Business and Decisions of the Direct Commissioning Board on 14th November 2012 

2.1 NHS Greater Manchester Direct Commissioning Performance Report   

The Board received an update report on the performance of Direct Commissioning.  The report had a 
particular focus on Dental performance.  Updates were also provided with regard to the development of 
the national performance systems for Pharmacy and Optometry. 

The following points were highlighted to the Board: - 

 Dental access: Dental access figures had fallen by 0.1% across Greater Manchester within the last 
quarter, and this was a similar position to the rest of the North West, with all localities being rated as 
amber under the national reporting structure. 

There were two localities (Ashton Leigh & Wigan and Bury) that had showed a red position against 
access variation since March 2006.  The current position for both of these localities had been stable 
over the last quarter, in line with the rest of Greater Manchester.   

Localities were undertaking routine mid-year contract reviews.  In accordance with regulations, in-
year adjustments were being made where less than 30% of contract had been delivered between 
April and September.  Where contracts had recurrently underperformed for two consecutive years 
and where no extenuating circumstances had been identified, the contracts were being reviewed with 
a view to their being amended in line with delivery. 

The NHS Greater Manchester Dental Network campaign of “Baby Teeth DO Matter” commenced in 
October 2012 which was designed to increase attendance and re-attendance of children under 5 
years of age and their families.     

 Urgent Care: The urgent care figures showed that patients were able to access urgent care across 
Greater Manchester with higher levels of urgent care activity being reported within Greater 
Manchester than the North West or nationally.  These figures did not show any direct relationship with 
overall access, and therefore did not appear to be reflective of an issue in relation to the availability of 
routine care.   
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 Pharmacy and Opthalmic contracts: The national performance and contractual frameworks for 
pharmacy and ophthalmic contracts were still in development and will be implemented in Greater 
Manchester when published.      

The DCB were informed that a version of this paper had been submitted to the NHS Greater Manchester 
Board at their meeting on 8th November 2012 which had been well received.  The NHS Greater 
Manchester Board had welcomed the campaign “Baby Teeth DO Matter.   

A concern was raised regarding the apparent fall in dental access in Ashton Leigh & Wigan and Bury.  It 
was agreed that an update report on this matter would be brought back to the January 2013 Board 
meeting.     

The Greater Manchester Direct Commissioning Board: - 

 Noted the contents of the update report and the actions being taken to address the issues 

highlighted in the report with regard to dental access and activity.   

 Requested an update report regarding dental access would be brought back to the January 

Board meeting.   

2.2 Estate process and commitments 

The Board received a report on Primary Care Premises Reimbursement.  The purpose of the report was 
to set out the process for authorising premises development, to identify steps to take a strategic 
approach to these developments and to review current developments.   

The Board were informed that the strategic direction of NHS Greater Manchester will require 
modernisation of and investment in primary care premises and therefore a strategic plan should be 
developed in order to prioritise and support premises developments.   

All proposed developments will be required to produce a business case setting out their costs and 
benefits, together with how risks will be mitigated.  Business cases must be subject to full scrutiny so that 
resources are used to best effect.   

All business cases will be considered by the CCG, Primary Medical Care CSG, and Finance 
Procurement and Contracts Group.  These groups will consider strategic priority and affordability, as well 
as practicality of the scheme.  A recommendation will be made to the DCB and, if appropriate, to the 
NHS Greater Manchester Board.   

The report included a table (Appendix A) which highlighted current and potential developments in Greater 
Manchester.  Should capital funding be available, criteria were proposed for prioritisation.   

The DCB were requested to delegate authority to the Finance, Procurement and Contracts Group to 
review and if applicable approve the business cases for two developments where urgent decisions were 
required. 

The Board were informed that it was critical that these business cases were considered as a matter of 
urgency to secure the national capital which was available in this financial year, and as long as the DCB 
was agreeable to provide delegated authority, the Finance, Procurement and Contracts Group could take 
immediate action.     

The DCB’s views on what were the priority areas for development were welcomed. 

A concern was raised that there appeared to have been a planning blight on a number of schemes and 
therefore no development had been undertaken which was considered to be unacceptable given the 
state of some primary care premises.   

It was agreed that the Director of Finance would submit a paper to the NHS Greater Manchester Board 
early in the New Year requesting they approve the funding request for investment in premises by 31st 
March 2013.       

The Greater Manchester Direct Commissioning Board: - 

 Discussed and agreed the process set out above for agreement of business cases for 
premises developments. 
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 Delegated decision making powers to the Greater Manchester Finance, Contracts and 
Procurement Group where capital funding decisions were required.   

 Agreed or amended the suggested criteria for capital investment. 

 Approved the recommendations where urgent decisions were required.      

 
2.3 FHS Update 

The DCB received an FHS update report in relation to the work being undertaken under delegated 
authority to mitigate short term risks to FHS across NHS Greater Manchester and ensure the function is 
safely transitioned to the new commissioning structure in April 2013.   

Background 

At the September 2012 DCB, it was confirmed that in order to safely undertake a “lift and shift” of FHS 
staff to the NHS Commissioning Board, in line with national instructions, NHS Greater Manchester would 
adopt a hub and spoke operating model.    

The FHS report provided an update on actions and progress made in moving towards the hub and spoke 
model and ultimately moving the service to a single stand-alone service under a single management 
structure.   

Work underway to manage the transition 

The following workstreams were being undertaken to manage the transition of FHS: -  

 The transfer of staff 

 Staff engagement and communications 

 Establishing the governance framework 

 Defining the “hub and spoke” operating model (eg estate configuration, management structures, 
processes etc) 

Transfer of staff  

Following confirmation from the Commissioning Board Authority that FHS staff will “lift and shift” from 
their PCT to the Commissioning Board, work has been underway to identify and confirm this cohort of 
staff.  This process has been aligned to the wider NHS Greater Manchester pooling and matching of staff 
process being undertaken.   

The FHS cohort currently consists of 75 staff members and this was expected to be confirmed by Sender 
organisations by 29th October 2012 and communicated to staff by 1st November 2012.   

A concern was raised that FHS staff had not as yet received a letter confirming that they will “lift and shift” 
from their PCT to the NHS Commissioning Board.  This process was now outside the national timeframe. 

Staff engagement and communications  

Due to recent uncertainty at a national level regarding the future direction of FHS services, and the 
possible scenarios that could transpire across NHS Greater Manchester, there had been considerable 
concern amongst staff as to their future roles.  Recognising this and the very recent decisions that have 
been made, a series of engagement sessions have been held with the Greater Manchester PCTs.     

Two FHS staff events had been scheduled to take place on the 22nd and 27th November 2012.  These 
events will give staff the opportunity to find out about the future plans for the service across Greater 
Manchester, explain the changes, and provide staff with a clear view of the transition work ahead.   

Establishing the Governance Framework  

In order to control the transition work and new operating model, a governance framework had been 
established that will also address the risks identified by the Mersey Internal Audit Agency (MIAA) 
following an independent review around screening and registration of patients.   

Initially, two governance groups will be established: - 
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 The FHS Operational Management Group – chaired by the FHS Transition Programme Lead (Daryl 
Peters) and consisting of NHS Greater Manchester finance and FHS staff as well as representation 
from the MIAA.   

This group will provide management oversight and co-ordination of services across the whole of 
Greater Manchester and will ensure that key risks to delivery are managed and that operational 
issues are addressed in the most effective manner.        

 The FHS Performance Review Group – Chaired by the Local Area Team Director of Commissioning 
designate. 

The FHS Transition Programme Lead will report to this group on performance across the service, 
escalating any key risks, issues or decisions.  The primary role of this group is to provide NHS 
Greater Manchester with assurance that the FHS service is being delivered safely and effectively. 

Defining the operating model  

To ensure resilience and consistent performance across the service, an operating model will need to be 
defined and implemented for the new stand-alone FHS service across Greater Manchester.   

To support the design of the operating model, a data collection exercise was currently underway to 
establish a consistent view of the service.  This was due to be completed by the 5th November 2012 and 
following a period of review, will then be used to establish the future operating model.   

Risks 

The Board were informed that creating a stand-alone FHS service whilst also trying to minimise staff 
disruption, presented a number of challenges and potential risks to the service.   

Once completed, the data collection exercise would identify which areas were most susceptible and 
enable actions to be taken.    

A potential issue was whether the new estates configuration would support existing FHS teams in their 
current locations.  NHS Greater Manchester were working with the estates teams to confirm that a hub 
and spoke model could continue to be delivered from existing sites during 2013/14. 

There was also a risk that whilst defined FHS staff move across to the new service, a number of small 
support roles, which once aggregated result in a significant input, would be lost.  To mitigate this risk, the 
data collection exercise aimed to capture the support roles carried out by staff that will not be transferring 
in order to put in place alternative support.         

Operational risks confirmed by MIAA will be managed through the new FHS Operational Management 
Group which will also identify and manage other key service risks.   

Financial implications   

The Board were informed that the net cost of transferring in-house functions to LaSCA will be minimal, 
covering only the additional management time, which will be within the £0-80k estimate.  Final costs will 
be confirmed by mid to late November once the final operating arrangements have been confirmed.       

As all FHS staff will transfer to the NHS Commissioning Board, it was not anticipated that there will be 
any redundancy costs associated with this FHS transition.   

Timescales  

The new arrangements will take effect from 6th November 2012 with the first FHS Operational 
Management Group meeting.  Transition to the new service will then follow and likely run through to 
December followed by a period of stabilisation ahead of the transfer to the NHS Commissioning Board on 
1st April 2013.   

Monitoring and Reporting  

Reports prepared for the Performance Review Group will be shared with the DCB on an on-going basis 
to keep them informed of developments with regard to operation performance and progress around 
transition.  The next update to the DCB will be in January 2013 and will incorporate the Performance 
Review Group Report.      
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In addition, independent audit reports will be commissioned for parts of the service where it was felt 
particular risks may lie and require independent evaluation.      

The Greater Manchester Direct Commissioning Board noted the content of the update report, the 
agreements reached and actions to be undertaken under the agreed delegated powers.     
 
2.4  Professional Affairs Developments 

The NHS Greater Manchester Board had previously approved the governance structure for direct 
commissioning and delegated responsibility for the primary care commissioning function to the DCB.  In 
respect of the professional affairs element of primary care commissioning, this included the 
establishment of Greater Manchester Performance Monitoring Group and a Greater Manchester Lists 
and Contracts Committee.  The “Professional Affairs” team had been tasked to lead on their 
implementation.   

The DCB received an update report on Professional Affairs Developments which included a summary 
report on the discussions and decisions taken by the recent Greater Manchester Lists and Contracts 
Committee in September and October 2012.        

The DCB noted: - 

 The content of the update report 

 The Appraisal and Remediation policies for Greater Manchester had been approved, 
disseminated and implemented 

 The report on key performance concerns  

 The report on the recent significant initiatives, discussions and decisions of the Greater 
Manchester Lists and Contracts Group 

2.5  Public Health Commissioning - Screening and Immunisation 

The DCB received an update report on screening and immunisation.  The report provided an overview of 
the future operating model for screening and immunisation programmes and their leadership, exploring 
the implications of the nationally driven policy at a Greater Manchester level.  Furthermore, the report 
identified the risks that were consequential to transition.    

The Board were informed that staff will be employed by Public Health England and seconded into the 
National Commissioning Board Local Area Team.  Because of variation nationally, and to ensure 
consistency, the future organisational structure for immunisation and screening will be consistent across 
Local Area Teams (except London).   

The Department of Health, Public Health England, and National Commissioning Board held clear roles 
and accountability in relation to both screening and immunisation in the new system and strong 
partnership working will be required to ensure the continued governance and performance of these 
programmes.  The need to retain local relationships, particularly with GP practices, the DPH, public 
health teams, providers and CCGs was acknowledged within the framework. 

The report highlighted some risks and challenges which posed a significant risk to the delivery of the 
national programmes over the transition period and the national aspiration to develop teams to meet the 
objectives.   

The Greater Manchester Direct Commissioning Board noted the following recommendations:  

 That at a Greater Manchester level the future operating model was significantly different to the 
existing infrastructures developed across Greater Manchester and that there remained 
concerns about the overall team capacity.  The Department of Health had acknowledged 
concerns regarding the need for localisation and had stipulated that there will be a need for 
flexibility although this will be limited.     

 The risk areas highlighted need to be communicated and addressed as responsibilities of the 
new organisation in ensuring the delivery of screening and immunisation programmes.   
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 The impact on staff was likely to be considerable bearing in mind the lateness of the 
announcement of the structure, the approach of winter and demands of seasonal flu and in 
some cases the need to apply for a position in the new structure.   

 The contract identification and unweaving was becoming a serious issue of concern as the 
detailed information was not forthcoming.  Support from the Senior Executive may be 
required.    

2.6  Commissioning improved outcomes for 0 – 5s 

The Board received an update paper regarding commissioning improved outcomes for 0 – 5s.  The 
purpose of the report was to: - 

Update the DCB on progress with achieving its objectives in implementation of the Health Visiting Call to 
Action. 

Update the DCB on the AGMA Early Years Community Budget business case and request endorsement 
for the proposals. 

Set out the requirements of the NHS Commissioning Board (NCB) health visiting commissioning for the 
future in order to support the development of the programme of work for public health commissioning for 
the NCB.     

The Greater Manchester Direct Commissioning Board: -  

 Noted the potential issues related to future funding of health visitor growth. 

 Confirmed their existing endorsement of the principles of the AGMA Early Years programme.  

 Agreed the proposed next steps for the NHS Greater Manchester Early Years leads. 

 Supported the development of the AGMA Early Years New Delivery Model at a Greater 
Manchester and locality level through: - 

o Active involvement in AGMA Steering Group 

o Development of the 2013/14 Health Visiting specification 

o Engagement of primary care through nominated CCG leads 

o A programme of provider development to build integration and outcome focus 

o Engagement with the GM and locality Health and Wellbeing Boards 

 Supported the Director of Commissioning in development of a work programme for the NCB 
Public Health Early Years team to ensure the necessary level of strategic leadership to ensure 
coherent early years development across Greater Manchester in partnership with the AGMA 
Early Years Project Team, Clinical Commissioning Groups and Local Authorities.   

2.7 Military Veterans  

The Board received an update report on the Military and Veteran Health (MVH) Transition Plan.  The 
following points were highlighted to the Board: - 

 The Greater Manchester Local Area Team (LAT) will not have any commissioning responsibility for 
MVH from 1 April 2013.   

 The lead LAT will be Yorkshire and Humber.   

 As soon as the LAT take up responsibility for this service, this will no longer be an agenda item for the 
DCB.   

 Commissioning responsibilities for this group of patients will fall under the NHS Commissioning Board 
and CCGs.   

 CCGs will have commissioning responsibilities for part of this group of patients and are currently 
considering an options paper regarding the proposed model.   

 Once the CCGs have agreed their preferred model for discharging their commissioning 
responsibilities from 1st April 2013, a plan can be developed to move to this arrangement.     

238



8 
S:\Board\Papers\January 2013\18 DCB report for Board Jan 13.doc 

 

 The Greater Manchester Transition Operations Group and Strategic Group continue to oversee the 
transition arrangements. 

 AF Networks (AFN) will be housed in a Lead CCG, as opposed to a LAT, as previously thought.   The 
new AFN is currently working to understand its role, responsibilities, and how it will link to the rest of 
the system.     

 NHS North West and AFN were currently working with CCGs regarding the future of the NW IAPT 
service as the current contract expires in March 2013.  Andy Bacon, lead for Armed Forces and 
Veterans, NHS North West, had recently written to CCGs to try to secure funding for this service.  If 
funding was secured, then the contract would be novated.   

 A paper was being submitted to AGMA seeking agreement for signature of community covenant: 
allowing for application of grant monies for local/GM initiatives.    

The Greater Manchester Direct Commissioning Board noted the update report on the Military and 
Veteran Health Transition Plan and progress made against it.     

2.8 Offender Health 

The GM Offender Health team continues to manage the commissioning of health services to the three 
public sector prisons in Greater Manchester and to support the fifth, which is private sector 
commissioned and provided.  There are no major issues to report in this area however responsibility for 
Offender Health should have been handed-over to the new lead Local Area Team of the NHS 
Commissioning Board by the end of December but delays in recruiting to critical posts in Lancashire have 
delayed this.  However plans are in place to ensure that this is achieved by the end of February 2013, 
provided that Lancashire is successful in its efforts to recruit.  Any delays will cause significant problems 
as our own arrangements are beginning to come under pressure as staff secure alternative employment 
futures. 

The Greater Manchester Direct Commissioning Board noted the update report.   

2.9 Specialised Commissioning       

The Board received the following update reports from the North West Office for Specialist 
Commissioning: - 

Finance and Performance Report 

This report provided an update to the 2012/13 PCT devolved budget and Trust financial plans, a forecast 
outturn position by Trust, and a forecast outturn position by PCT Cluster based on agreed risk sharing 
principles.   

The report highlighted an overall over spend which was largely attributable to increased activity in the 
neurosurgery centres, acute out of area contracts, cardiac services and cochlear implants.         

The NWSCT were working with the Neurosciences Network regarding the increased neurosurgery 
activity at Salford Royal NHS Hospital Trust.  Spinal back pain was the main area of concern and 
NWSCT were starting to challenge referrals for spinal injuries.   

The DCB were assured that every effort was being made to introduce Trust remedial action plans to 
mitigate the risks highlighted in the report.     

It had been agreed that transitional costs should be removed from the performance reporting, and will be 
reported directly to the PCT Cluster Directors of Finance to avoid any duplication and to more 
appropriately reflect true levels of performance.    

Corporate and Transition Risks 

The paper provided an overview of the significant corporate risks that had been identified and how these 
were being managed.     

The Greater Manchester Direct Commissioning Board noted the content of the update report and 
requested the following risks be included in the DCB Risk Register: - 

 Failure to meet financial and service targets in Specialist Commissioning 
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 Failure to transfer an appropriate budget for 2013/2014 to meet the scope of Specialist 
Commissioning 

2.10 DCB Risk Register   

The Board received a briefing report on the DCB Risk Register.  The briefing report highlighted the high 
level risks and relevant mitigating action being taken.   

The Greater Manchester Direct Commissioning Board ratified the Risk Register as providing 
assurance to the NHS Greater Manchester Board.    

2.11 Finance Report 

The Board received an update report on the financial position at month six for those services 
commissioned directly by NHS Greater Manchester for 2012/13.    

The DCB noted the contents of the report and the work ongoing. 

2.12 Recommendations from Greater Manchester Finance, Contracts and Procurement Group  

The Board received an update report from the Greater Manchester Finance, Procurement and Contracts 
Group dated 20th September 2012 and 18th October 2012.   

The Board approved the recommendations of the Greater Manchester Finance, Procurement and 
Contracts Group.   
 

3       Business of the Direct Commissioning Board on 16th January 2013 

3.1 A further meeting of the Direct Commissioning Board is to be held on 16th January 2013. Amongst 

the main items of business on the agenda are: 

 An update on dental access to address the issue of Dental Caries in 0 – 5 year olds across 

Greater Manchester 

 An update on commissioning for improved public health outcomes for 0- 5s 

 An update on Screening and Immunisation 

 An update on the transition of the Family Health Services (FHS) function 

 An update on aspects of Military and Veteran Health and Offender Health management 

 NHS Commissioning Board – Local Area Team HR Update on filling posts in the new 

organisation 

4. Recommendations 

 

4.1      The NHS Greater Manchester Board are asked to note the content of the report. 

 

Rob Bellingham 

Transition Support Director 
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Appendix 1 
Direct Commissioning Board Minutes of the meeting dated 12th September 2012 (ratified) 

 

Minutes 
  
NHS Greater Manchester Direct Commissioning Board Meeting  
 
Date: 12th September 2012 
Venue: Salford Suite, St James House, Pendleton Way, Salford, M6 5FW  
 

Present: Dr Kailash Chand (KC), Non Executive Director, NHS Greater Manchester  

(Deputy Chair) 
Mel Sirotkin (MS), Lead Director for Public Health, NHS Greater Manchester 
Rob Bellingham (RB), Transition Support Director, NHS Greater Manchester  
Claire Yarwood (CY), Executive Director of Finance, NHS Greater Manchester  
Dr David Valentine (DV), Associate Medical Director for Performance & 
Regulations, NHS Greater Manchester 
Richard Freeman (RF), Associate Director of Primary Care Commissioning, NHS 
Greater Manchester 
Karen O’Brien (KO’B), Associate Director, Primary Care, NHS Greater Manchester 
Laura Browse (LB), Associate Director of Primary Care Commissioning, NHS 
Greater Manchester 
Craig Harris (CH), Greater Manchester Strategic Head of Offender Health 
Commissioning, NHS Greater Manchester 
Jenny Scott (JS), North West Specialist Commissioning 
John Boyington (JB), Transitional Support Director 
Colette Bridgman (CB), Consultant in Dental Public Health  
Jackie Forshaw (JF), Associate Director, Primary Care, NHS Greater Manchester 
Sue Sutton (SS), NHS CB Lead, Commissioning Development, NHS Greater 
Manchester 

 

In attendance: Jane Falkner (JF), Executive Assistant, NHS Greater Manchester (Minute taker) 

Sabrina Fuller (SF), Consultant in Public Health, NHS Greater Manchester   
Ellen Cooper, Associate Director:  Greater Manchester Screening Programme, 
Greater Man (EC) chester Public Health Network 
Katie Coulson (KC), Finance Manager, NHS Greater Manchester 
David Pearson (DP), Finance Manager, NHS Greater Manchester 
Dr Vikram Tanna (VT), Medical Director, Tameside and Glossop  

 

Apologies:  David Edwards – Chairman 

Dr Raj Patel, Medical Director, NHS Greater Manchester   
Dr Wirin Bhatiani, CCG Chair, NHS Greater Manchester 

   David Walsh, Finance Lead, NHS Greater Manchester 
 

Agenda items  

  

1. Welcome and apologies  

The Deputy Chair welcomed everyone to the meeting.   Apologies recorded above.     

2. Minutes of the last meeting held on 11th July 2012    

The Minutes of the previous DCB meeting held on 11th July 2012 were approved subject to the following 
amendment being made: - 
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Sue Sutton’s job title on page 2 should read: Associate Director – System Commissioning.   

Action: JF to amend the Minutes of the Meeting.   

3. Matters Arising  

3.1 Nomination – GP with a special interest/champion for the Armed Forces Network  

The Board were informed that the CCGs had recently nominated Jennifer Walton as a GP with a special 

interest/champion for the Armed Forces Network.   

3.2 Nomination – GP who can represent the Clinical Commissioning Board at the NWSCT Board  

The Board were informed that the North West Specialist Commissioning Team (NWSCT) Board were 

currently going through a transitional stage and a decision as to whether the Board will continue to meet 

will be made in due course .  It was agreed therefore that NWSCT would send a letter of invitation for a 

representative to sit on the NWSCT if this was felt to be necessary. 

3.3 Nomination – independent contractor representation on the DCB   

The Board were informed that Dr Wirin Bhatiani (WB) was the confirmed independent contractor 

nominee for the DCB.       

It was agreed that as part of the DCB’s Terms of Reference, it should be made clear as to how many 

Board meetings members were expected to attend.         

3.4 Proposed Governance Arrangements and Terms of Reference for the Executive Screening 

Group  

It was agreed at the last DCB meeting (11th July 2012) that the proposed governance arrangements and 

Terms of Reference for the Executive Screening Group would be brought back to the DCB.  Agenda 

item no 8.1 refers below.          

4. Declarations of interest         

The DCB congratulated Dr Chand who had recently been elected as the Deputy Chair of the BMA.  It  
was noted that Dr Chand would ensure that any potential conflict of interest issues would be declared.   
It was agreed that Dr Chand would update his register of interest entry accordingly.        

5. Risk Register    

The Board received the briefing report and DCB Risk Register which had been circulated with the 
agenda.  The report highlighted the following key risk areas and relevant mitigating action being taken: - 

 Transition of functions 

 Offender health services and outcomes 

 Meeting financial targets in primary care and specialised commissioning.   

 Identifying and managing poor clinical performance 

The Greater Manchester Direct Commissioning Board ratified the Risk Register as providing 
assurance to the NHS GM Cluster Trust Board.          

6.   Finance – an overview of the current and future issues – a presentation and discussion     

The Chair welcomed Katie Coulson and David Pearson from the Finance Team, NHS Greater 
Manchester, who had been invited to attend the meeting to provide an overview of the financial picture 
across GM and to give context and background to the work being undertaken by the 10 locality finance 
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departments and NHS Greater Manchester.  The following points were highlighted: - 

 GM helping to deliver £91.6m QIPP savings 
 HR process transforming finance teams into new structures 
 New financial ledger system implemented across GM 
 More timely information being made available/better financial  intelligence      
 Future Commissioning/financial guidance for 2013/14 still unknown 
 Any under spend in this financial year (2012/13)will not be carried forward 

In addition, the Board received an update report on the financial position at month four for those 
services commissioned directly by NHS Greater Manchester for 2012/13.   Comments on the content of 
the financial report were welcomed by CY.   

The Greater Manchester Direct Commissioning Board noted the content of the update report.   

Action:  The DCB were requested to provide feedback regarding the content of the financial 
report to the Director of Finance following the meeting.     

7.   Direct Commissioning   

7.1  NHS Greater Manchester Direct Commissioning Performance Report  

KO’B spoke to the Direct Commissioning Performance Report which had been circulated with the 
agenda.  The purpose of the report was to update the Board on performance measures for primary 
care, offender health and military health.  The Board were informed that the focus of this paper in 
relation to data presented would be for primary care and offender health performance.    

It was noted that the report provided significant volumes of performance data but that future versions 
would benefit from more analysis of the themes and trends therein.   

The Board were informed that further work would need to be undertaken to harmonise the information 
contained in the report and make it more streamlined.  The DCB will then be able to undertake further 
work to understand what the data is telling them.  Comments on the content of the report were 
welcomed.    

MS was concerned that there was a risk of duplication when performance papers from the DCB were 
being submitted to the GM Cluster Board.   

It was agreed that an update regarding the key actions highlighted in the report would be brought back 
to the next DCB meeting.   

The Greater Manchester Direct Commissioning Board: - 

 Noted the contents of the report and the work ongoing   

 Approved the actions outlined in the report   

8.   Public Health Commissioning   

8.1 Update on Screening and Immunisation Programmes  

The Chair welcomed Ellen Cooper (EC), Associate Director, Greater Manchester Screening 
Programme, to the meeting.  The Board received an update report on the Screening and Immunisation 
Programmes.  The following appendices were included in the report: -    

Executive Screening and Immunisation Group Terms of Reference (Appendix 1) 

A GM Executive Screening and Immunisation group had been established to provide oversight, scrutiny 
and governance of GM screening and immunisation programmes.  The group will be accountable to the 
DCB and the GM NHS Executive Team.  The group will meet on a monthly basis with representation 
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from GM Directors of Public health, GM Health Protection Unit, NHS GM, and NHS GM Leads.   

NHS Executive Update on Screening (Appendix 2)  

The purpose of the paper was to provide an update on the GM screening programmes and in particular 
provide an update on the incidents highlighted and provide an overview of the screening performance 
as outlined in the NW quarterly performance report June 2012.       

It had been agreed that the reporting of any screening programme incidents by the GM Executive 
Screening and Immunisation group should be submitted to Part II of the GM Cluster Board which 
currently meets bi monthly.  It was agreed that should the GM Executive Screening and Immunisation 
group feel that they need to escalate an incident quickly, this would be raised at the NHS GM weekly 
Operations Meeting in the first instance.    

Letter from Dr Anne Hoskins dated 8th August 2012 (Appendix 3) 

The letter referred to the school based MMR Immunisation Programme 2012/2013 across the North 
West.  

 Paper titled “Sustaining and maintaining safe immunisation programmes during transition in Greater 
Manchester (Appendix 4) 

This paper set out the potential future NCB responsibilities from April 2013 for vaccination and 
immunisation programmes, the current arrangements in Greater Manchester and the work underway to 
manage the transition.  The paper also set out the key priorities and governance arrangements during 
transition.     

Whilst awaiting the proposed national policy, models and structures for the delivery and  
co-ordination of screening, immunisation and vaccination programmes in the new architecture  
from April 2013, it was  recognised that these vital programmes require continuous development, 

support  
and monitoring to ensure the delivery of safe and efficient programmes across GM during the 

transitional  
period in preparation for the new system.       
 
Screening, immunisation and vaccination programmes require robust governance structures to ensure  
population safety.  It had become evident across the conurbation that the governance connected to 

these  
programmes needs to be transparent and strengthened to: 

 Manage, scrutinise and oversee the programmes    
 Monitor and maximise performance 
 Guard against identified risks 
 Prepare for the future in order to sustain performance and systems 

Risks 

The DCB were informed that a Greater Manchester Risk Register had been devised for: 

 Screening 

 Immunisation and vaccination  

Financial Implications 

The DCB were informed that a dedicated work stream was being developed to identify the financial  
resources attributed to the GM programmes across the conurbation.  This work was headed by Dr Jane  
Rossini, Lead DPH GM transition for screening and immunisation.  The DCB acknowledged that these  
programmes were complex in nature and will require significant work to unweave.   

The Greater Manchester Direct Commissioning Board: - 

 Noted the content of the update report on the Screening and Immunisation Programmes and 
the work ongoing 
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 Acknowledged the re-organisation of the NHS introduced a new risk to the national 
screening and immunisation and vaccination programmes and the targets attributed to these 
and recognised the need to ensure that screening, immunisation and vaccination 
programmes remain a high priority for organisations to ascertain population safety through 
the transition and into the new architecture of the organisations post April 2013.     

 Approved the plans for the proposed GM transition arrangements.  This included the 
governance and scrutiny of the screening and immunisation programmes through the GM 
Executive Screening and Immunisation Group.   

 Agreed to delegate responsibility to Dr Jane Rossini, Lead DPH GM transition for screening 
and immunisation to progress this work stream.      

8.2 Commissioning 0 – 5s – governance and accountabilities 

The Chair welcomed Sabrina Fuller (SF), Public Health Lead for 0 – 5s to the meeting.  SF spoke to the 
briefing paper which had been circulated with the agenda.   

Background 

The DCB is accountable up to March 2013 for delivery of increased capacity for health visiting; the new 
model of health visiting including delivery of the Healthy Child Programme, and for working in close 
partnership with local authorities to involve them in an integrated approach to commissioning these 
services.    

From 2013 – 15 these accountabilities will pass to the NHS CBA, transitioning to Local Authorities in 
2015.  The proposals in the briefing paper set out to mitigate the risks in delivery  and ensure an 
integrated approach to delivering improved outcomes for 0 – 5s across the commissioning landscape up 
to and beyond 2015.   

In addition to the above, the DCB were further requested to agree to receive detailed proposals from the 
AGMA Early Years community budget programme for a more integrated approach to delivery for 0 – 5s 
as these are finalised.   

In order to ensure delivery of DCB accountabilities, it was being proposed that a Health Visitor Delivery 
Board be established, supported by a series of working groups.  Accountability for delivery of health 
visitor targets and capacity will be through an Executive Group comprising the Executive Director for 
direct commissioning and the NHS Greater Manchester commissioning and public health leads.  This 
structure was set out in Appendix 1 of the briefing paper.     

The Greater Manchester Direct Commissioning Board noted the content of the paper and: -  

 Expectations on the DCB and the NCB in delivery of health visitor capacity and the new 
model for health visiting, and in overseeing the transition of 0 – 5s commissioning to local 
authorities  

 Commissioning arrangements up to 2013, and for 2013 – 15 and beyond  

 Risks, mitigations and proposed governance arrangements to ensure delivery 

 Interfaces with children’s commissioning by CCGs and local authorities 

 Increased capacity required to deliver on expectations 

 Work in progress with the Association of Greater Manchester Authorities (AGMA) to ensure 
an integrated approach to commissioning improved outcomes for 0 – 5s and their families 

8.3 Cervical Screening   
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EC spoke to the briefing paper “Cervical cytology sample taker training and monitoring” which had been 
circulated with the agenda.  The purpose of the paper was to alert the DCB to risks to the quality of the 
cervical screening programme associated with the demise of PCTs.  Currently PCTs co-ordinate 
training and monitoring of sample takers; this function will cease when PCTs are dismantled.  The paper 
outlined a proposal for a new training and monitoring model to mitigate the identified risks.  The Board 
were informed that the model will inform commissioning, facilitate consistency, improve quality and 
provide a resilient approach for the future.   

The Greater Manchester Direct Commissioning Board noted: -  

 The proposed model for cervical cytology sample take training and monitoring and advise on 
GP training.         

 The risks to the cervical screening programme for failure to ensure robust training is in place 
for sample takers.    

9.   Primary Care  

 9.1 FHS Actions – report on progress and presentation of options 

The report circulated with the agenda provided an update on the work being undertaken under 
delegated authority to mitigate the short term risks to FHS across GM and to ensure the function is 
safely transferred to the new commissioning structure in April 2013.   

Proposed approach 

The Board were informed that moving towards a “hub and spoke” model for the provision of FHS had 
been identified as the preferred approach for enabling a safe “lift and shift” service which was also 
consistent with national guidance and will enable risks to the current service to be mitigated.   

The characteristics of the “hub and spoke” model for FHS are: -   

 LaSCA would be the lead provider, providing a single accountable body for the delivery of FHS 
across NHS GM.   

 LaSCA would provide co-ordinated oversight and leadership of the whole service applying their 
recognised governance and to establish a common performance reporting process (thereby 
addressing issues identified by MIAA).   

 Existing NHS GM staff providing an FHS function would remain at their locality and, would be 
remotely managed by LaSCA.  Where resilience/capacity issues arise, LaSCA would manage 
and resource these accordingly.   

The Board were informed that specific risks and the costs in relation to the hub and spoke model will be 
captured as part of the detailed planning and managed through an established governance group.   

In the FHS update to the DCB in July 2012, it was indicated that the cost of transferring in-house 
functions to LaSCA would be in the region of £0 - £80k for 2012/13.  This figure now needs to be 
confirmed to reflect the amendments to the selected option and will be agreed by the Director of 
Finance.   

Potential redundancy costs have not been quantified for the service at this stage, but should be 
considered as part of the overall assessment of staffing implications.   

It is anticipated that the transition to a hub and spoke model operated b LaSCA would be undertaken in 
a phased approach, but with detailed planning and transition commencing in September with the aim to 
implement the actions in October/early November 2012 after a period of staff consultation.   

246



16 
S:\Board\Papers\January 2013\18 DCB report for Board Jan 13.doc 

 

Discussions will be held with HR to confirm the required arrangements and the link to the timescales 
and requirements of the wider NHS GM staff consultation.   

An FHS Operational Implementation Group (with the General Manager of LaSCA being the Chair) will 
be established to monitor and provide expert input into the transition plan.  An update on actions and 
progress will be reported to the DCB in November 2012.   

The Greater Manchester Direct Commissioning Board noted the contents of the update report, 
the agreements reached and actions to be undertaken under the agreed delegated powers.   

9.2 Enhanced Services Update 

The Board received an update report on the actions required to ensure stability during the initial move to 

the new system, as highlighted in the NHSCB Enhanced Services Commissioning Fact Sheet, dated 

July 2012.   

The Greater Manchester Direct Commissioning Board approved the approach to be taken as set 

out in the Enhanced Services Update Report.   

9.3 PMS Update Report 

The Board received a report “Assessment of Greater Manchester plans in reviewing PMS contracts in 
line with securing excellence and the introduction of common operating procedures”.  The paper 
summarised the current position in NHS Greater Manchester in terms of the financial comparison of 
PMS against GMS.   

The report outlined key actions and next steps in order to ensure that reviews are ready to proceed 
when further guidance is received in the form of a common operating policy by the NHS Commissioning 
Board.   

The Greater Manchester Direct Commissioning Board: - 

 Confirmed that the actions outlined in the report demonstrated appropriate legacy planning 

 Confirmed agreement to the development of a PMS Legacy document which will include 
validated information on what, if any, additional services or objectives are being provided for 
the additional funding with existing PMS contracts. 

 Approved the actions outlined in section 6 of the report to ensure readiness to proceed with 
PMS reviews.   

9.4 Dental LPN Update 

The Board received an update report on the Dental Professional Network (DPN) for NHS Greater 
Manchester.  The paper provided an update in respect of the work of the GM Dental Professional 
Network. 

In order to optimise access and improve quality of care in NHS dental services in Greater Manchester, 
approval was sought for funding to be allocated to enable the DPN.  The funding is requested in order to 
target the commissioning of services for children aged under 5 to improve their oral health and to 
resource the DPN.  This approach will give the opportunity to resource the proposed DPN structure to 
assess the added value of clinical colleagues leading commissioning decisions.      

The specific activity which the DPN will lead and be held to account for its delivery is as follows: - 

 “To improve the Oral Health and care of all children under 5 years old in Greater Manchester” by 
placing a priority on prevention and increasing access.   
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 Drive forward improvements in dentistry and oral health identified in Greater Manchester Oral 
Health Improvement Vision and Plan – 2011 – 2014. 

 Support the continual monitoring and improvement in the quality of primary and secondary care 
dental services and programmes. 

 Improve access. 

 Test the proposed structure and influences of the DPN by delivering on the task above.     

In order to resource this approach to deliver an effective DPN across Greater Manchester, and delivery 
an effective oral health intervention of best practice to the population of Greater Manchester, it would 
require a recurrent commitment of £242,022 per annum from the combined dental budget of the 10 
PCTs of NHS Greater Manchester.  This was 0.18% of the dental budget.   

To pilot this approach, resourcing DPN infrastructure and project consumables during the remaining 7 
months of 2012/2013, would require an in-year commitment of £146,021.   

The Greater Manchester Direct Commissioning Board: - 

 Approved the expanding remit of the DPN Steering Group, in order to widen and test its 
influence across the dental community and effectively implement a task in order to 
significantly improve the oral health of the Greater Manchester under 5s population. 

 Agreed the approach to be taken as outlined in the report (task 1) to focus on improving 
oral health among 3 – 5 year olds 

 Supported the request for funding to enable the DPN to progress this work 

9.5 Future of APMS Contracts   

The Board received a report on the Future of APMS Contracts.  The purpose of the paper was to outline 
the process to be used to determine the future of individual APMS contracts following their expiry.  This 
also formed part of the commitment to review all primary care contracts. 

The process involves: 

 Determining as accurate a comparison as possible cost per patient with an equivalent GMS contract 
and VFM assessment 

 An assessment of the performance of each practice against the agreed objectives/KPIs 

 Undertaking an assessment of local needs 

 Review of Contractual Options 

 Summary Recommendation 

Recommendations will be developed and submitted by each relevant locality supported by the Primary 
Care Commissioning Associate Directors to the Greater Manchester Primary Medical Commissioning 
Strategy Group.  Following approval at this group, the recommendations will be ratified by the DCB. 

A methodology for determining a cost per patient comparison with GMS had been developed.  However, 
it was important to note there are major contract differences that cannot be financially accounted for i.e. 
length of contract for APMS is 5 years in comparison with GMS which are in-perpetuity.  Therefore the 
purpose of this comparison is to provide an approximate measure of cost. 

The Greater Manchester Direct Commissioning Board approved the process outlined in the 
paper regarding the future commissioning of APMS Contracts following their expiry. 

10.   Military & Veteran Health Transition Plan Update 

The Board received an update against the Military and Veteran health (MVH) Transition Plan at its July 
meeting.  The update report described the work that had been undertaken since then.    
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The Greater Manchester Direct Commissioning Board noted the updated Transition Plan and 
progress against it.   

11.  Offender Health   

11.1 PID Highlight Report   

The Board received an Offender Health project update and exceptions report.  The purpose of the  
report was to report on progress to date, tasks remaining and emerging work streams.   
The DCB noted the ongoing work requirements and the progress to date.   

11.2 Development of Clinical Governance Structures for Offender Health with specific focus on 

Death in Custody Processes 

The Board received an update report regarding the development of clinical governance structures for 
Offender Health with specific focus on Death in Custody Processes.  The report advised the Board on 
the issues and challenges facing the development of Clinical Governance Systems and support for the 
Offender Health workstreams and to show interim arrangements to mitigate risks.    

The report: - 

 Identified any transitional arrangements and interim governance support processes 
 Highlighted the external agencies contributing to the monitoring and capturing of data 
 Provided an update on Prison and Probation Ombudsman independent death in custody 

investigations pilot and analysed the benefits of the new system 
 Made recommendations for next steps of mapping and risk assessment 
 Highlighted the high risks involved in offender health and the need to ensure transitional systems 

are developed to support the movement of services from existing commissioning work streams 
to the NHS Commissioning Board.   

The Greater Manchester Direct Commissioning Board noted the content of the report and 

working being undertaken.   

11.3 Interim Performance Dashboard for Offender Health Services 

The DCB were informed that performance management data for health services for offenders sits with a 
number of current PCT commissioners.  In an attempt to capture some standard performance 
management information the Greater Manchester Offender Health Commissioning Team have 
produced an interim dashboard to collate summary information about all health services for offenders.   

The Greater Manchester Direct Commissioning Board noted the contents of the report and 
dashboard.        

12.  North West Specialist Commissioning  

12.1 NWSOG Finance Report    

The Board received the following reports from the NW Office for Specialised Commissioning: - 

 Finance and Performance Update Report which provided an update to the 2012/2013 PCT devolved 
budget and Trust financial plans and a forecast outturn position by Trust with associated narrative.   

The report highlighted an overall over spend which was attributable largely to increased activity in 
the neurosurgery centres, acute out of area contracts, cardiac and mental health.    

It was noted that the management of financial risk remained a priority and every effort was being 
made to establish Trust mitigation plans to reduce the over spend, in an attempt to reach a 
breakeven position.   

This position will be reviewed again at the next DCB meeting.   

 Progress Report on migration of “Minimum Take” Services which provided an update: -  

o On the final stage of the disaggregation of “Minimum Take” specialised services between 
PCTs and the NoESCG (North West Office) for 2012/2013 contracts; 
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o On the process of cash management during transfer and the management of financial risks 
afterwards; 

o On the second phase of migration and revised specialised service definitions. 

The Greater Manchester Direct Commissioning Board noted the content of the update reports.        

13.  Sub Groups  

13.1 Lists and Contracts Committee Summary Report  

The Board received a Summary Report on the discussions considered by the Greater Manchester Lists 
and Contracts Committee in August 2012 in respect of professional affairs.   

The Greater Manchester Direct Commissioning Board noted the content of the report.      

13.2 Primary Medical Care Commissioning Strategy 

The DCB received and noted the report from the Primary Care Medical Care Commissioning Strategy 
Group Meeting dated 17th August 2012.    

13.3 Finance Contracts & Procurement Group  

The DCB received and approved the recommendations of the Greater Manchester Finance, 
Procurement and Contracts Group dated 22nd August 2012.   

14.  Any other business  

No matters were raised.   

15. Date and time of next meeting  

The next DCB meeting will take place on the 14th November 2012 from 10.00 am until 12 noon in the 
Swinton Suite, St James’ House, Salford M6 5FW.          
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NHS GREATER MANCHESTER BOARD MEETING 
 
AGENDA ITEM NO 19 
 
Date of Meeting: 24th January 2013 
 

 
REPORT OF: 
 

 

Board Secretary  
 

 
DATE OF PAPER: 

 
14th January 2013 
 

 
SUBJECT: 
 

 
CCG Governing Body Meeting Summary 
Documents 

 
IN CASE OF QUERY, PLEASE CONTACT 
 

 
Rob Bellingham – 0161 625 7924 
 

 
PURPOSE OF PAPER: 
 

Attached are a series of Clinical Commissioning Group Governing Body Meeting Summary documents, 
covering the following Clinical Commissioning Group Meetings: 

Bolton CCG – 26th October 2012 

Bury CCG – To follow  

Heywood Middleton and Rochdale CCG –  16th November 2012 

Central Manchester CCG -  7th November 2012 

North Manchester CCG – 11th October 2012 

South Manchester CCG – To follow 

Oldham CCG – 7th September 2012, 25th October 2012, 29th November 2012  

Salford CCG –  28th November 2012  

Stockport – 11th September 2012 and 10th October 2012  

Tameside and Glossop CCG – November and December 2012  

Trafford CCG –  30th October 2012 

Wigan Borough CCG – 1st November 2012 

 
The NHS Greater Manchester Board is asked to note the content of the reports. 
 

 

251



1 

 

CCG Shadow Governing Body Summary Document 
 
NHS Bolton CCG:   26th October 2012 

Chaired by:   Wirin Bhatiani, Chair 

 

Subject Summary Action 

Introductions 
and Chair’s 
update. 

David Wakefield, Chair of Bolton FT was also welcomed to the meeting as an observer.  The Chair 
confirmed that Bolton FT board meetings would, in the future, be held in public and this was welcomed by 
the CCG Board. 
 
The Chair updated the Board on the developments with the appointments to the nurse member and 
secondary care specialist member roles.  The interview process had now been completed for the nurse 
member and an offer letter had been sent.  A response on the offer letter was awaited before the 
appointment could be made official.  Interviews had also been held for the secondary care specialist 
member with further interviews being held in a couple of weeks.  It was anticipated that by the next Board 
meeting both appointments would be made. 
 
A review of all Board member roles was being undertaken by the Chair and this would include a review of 
the time commitment for both current and new members.  The process for appointing an additional lay 
member would also now commence. 
 
The Chair also updated on recent meetings held with the Bolton FT and Local Authority on joint working.  
The meetings had been positive and would continue to be held to develop this vision further. 

 

Minutes of the 
Meeting 
previously 
agreed by the 
Board and 
Action Log from 
28th September 
2012 meeting 
 

The format for the action log had been changed.  The action log now listed the ongoing actions on the first 
three pages with actions completed on the following pages.  It was noted that a date for training the Board 
on the Bribery Act was being progressed with Counter Fraud.  The information requested on the siting of the 
pharmacy department in Bolton One would be followed up with the GM Pharmacy Team via the CCG 
Executive.  It was also noted that discussions were progressing with regard to the variation in contract with 
regard to health trainer numbers.  Any further comments were requested from the Board before a formal 
response was submitted with regard to the draft Health and Wellbeing Strategy before the closing date.  It 
was also requested that where the target date on actions was nearly reached that an actual date for 
completion was included. 

The Minutes were 
agreed as an 
accurate record and 
the action log 
noted.   
 

Update on 18 
Week Referral to 
Treatment, 
specifically 
Orthopaedics 
 

David Furnival and Steve Hodgson from Bolton FT presented a further update to the Board on 18 weeks.  
They had previously presented to the Board in June when the FT had failed to deliver on standards over a 
number of quarters and had presented the action plan to improve performance.   
 
The three core standards were highlighted on admitted, non-admitted pathways and incompletes.  
Performance targets had improved from April to date on the delivery of the aggregate standards month on 

The Board 
reconfirmed to the 
FT that the CCG’s 
priority to achieving 
this target was a 
very high priority.  
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month and the position had been maintained for October.  The focus on the delivery of sustained speciality 
performance was also highlighted.  The FT had failed to reach 90% on admitted pathways, non-admitted 
patients and incompletes.  This was a disappointing picture for the FT who was now monitoring the backlog 
on a weekly basis and, for September, had recorded that more patients had been treated from the backlog 
but were conscious that the requirement was to reach a sustained level. 
 
The 18 week referral to treatment for the orthopaedics speciality was also highlighted.  This was a 
challenging target across Greater Manchester.  The FT had made progress on delivery of non-admitted 
patients and incomplete but further work was required to make significant improvements in performance. 
 
Three key areas for action were presented.  These were to increase orthopaedic capacity for inpatient and 
outpatient levels to maintain the position and improve on this, work with the CCG to ensure choice is offered 
in a more proactive way in areas of specific pressure and work together to further reduce the backlog in 
quarter 4 to get to a sustained position.  The FT acknowledged the need for CCG support and wider to meet 
the demands for admitted patients. 
 
Areas where joint working arrangements could be improved were highlighted as demand management, 
Effective Use of Resources policy, further encouraging the use of choose and book, improving models for 
both pre and post operative care and mitigating the potential impact of urgent care. 
 
Members discussed the issues with the FT and questioned whether the overall activity could be maintained 
across all areas.  David Furnival confirmed that the aggregate position was maintainable, even if pressures 
over winter were to increase, elective volumes would be maintained by working with third party providers 
through the winter period.  The FT would continue to look at the detail on a weekly basis and subject to truly 
exceptional incidents occurring over winter confirmed activity levels would be maintained. 
 
Members discussed that, where third party capacity had been used, it would be useful for the FT to re-
confirm to primary care colleagues that follow up arrangements and recurrence of problems should be 
redirected back to the FT as the original source of the referral. 
 
Members questioned whether the FT was optimising the use of theatres and the issues previously noted on 
the maintenance of theatres/equipment.  David Furnival confirmed that steps had now been taken to deal 
with the generator failure for endoscopy washers that occurred in September and assured the Board that all 
equipment was fully maintained.  The challenge in this particular incident was the sourcing of the part 
required which took 4 days. 
 
The question of what support consultants and primary care could offer to ensure achievement of this target 
was discussed.  The proposal of meeting with consultants to discuss targets and promote initiatives to 
support performance was welcomed by the FT.  It was agreed demand management was an area that 

The CCG needed 
assurance that the 
FT was also 
committed to 
achieving the 
targets.  The offer to 
work together was 
reconfirmed by the 
Board with a 
request that the FT 
notified the CCG of 
any specific 
barriers now to 
enable joint working 
to addressing the 
backlog issues. 
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would benefit from joint working to share the thresholds and benefits to patients.  It was also noted that the 
topic for the December GP education event was to meet with orthopaedic consultants to discuss these 
areas further. 
 
The question of whether the overall 18 week target would be threatened if the issues in orthopaedics were 
addressed was raised.  David Furnival agreed that there reduction of the backlog in orthopaedics may 
threaten the overall target performance.  More proactive sharing of such issues at an early stage through 
contract meetings was requested by Annette Walker. 
 
Annette Walker discussed with David Furnival the need to ensure the CCG was aware of all the issues to 
ensure that jointly performance issues and the delivery of targets could be worked through to mitigate any 
further risks.  This included the sharing of backlog data and attending contract meetings to work through the 
issues further. 
 
Su Long confirmed the CCG’s aim was to uphold the NHS Constitution and strive for 100% achievement, 
ensuring long waiters were reduced and sustain delivery in 18 weeks.  The CCG wished to ensure that the 
plans for quarter 4 were robust and would be ongoing for future quarters and this was acknowledged by the 
FT. 
 
The option of providing an element of demand management in the MSK Tier 2 service was raised and 
members questioned why this had not yet happened.  David Furnival confirmed that the FT had taken 
forward redesign but the full benefits were not yet apparent.  The developments included an audit of the 
triage process. 

Quality and 
Safety Report 
 

An update on quality and safety issues were presented.  Members were asked to note the format of the 
report and to provide feedback on whether the report would assure the Board of the quality of commissioned 
services. 
 
The report highlighted three domains of quality, with a particular emphasis this month on providers’ reports 
and the first Local Authority report, which had been presented previously to the Quality and Safety 
Committee. 
 
The Quality and Safety Committee had now met on two occasions and agreed its terms of reference and 5 
priority action areas, which included patient engagement, development of primary care on CDiff in the 
community, integration of primary and social care including the use of CQUINS. 
 
The information contained in the yellow box within the report was to highlight any main concerns to the 
Board.  For this report, the information highlighted current issues with Bolton FT.  Work was progressing with 
the FT to discuss the areas highlighted and these would be updated to the Board going forward. 
The story on personalised care detailed a patient's experience undergoing a hip replacement.   

The Board noted 
the report and 
agreed to the 
changes to the 
report as discussed 
above. 
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It was also noted that there had been improvements in scores on the CQC inspections on residential care 
homes. 
 
Members discussed the report and raised questions on the number of complaints detailed and whether 
further information on themes and reasons for the complaints could be included in future reports.  Also 
discussed was the possibility of comparing serious incident data from the previous quarter's data to review 
any patterns emerging.  It was agreed the format of the report could include core information with a series of 
topics being highlighted for each report presented and, as discussed, historic trend data would be useful to 
include in future reporting. 
 
With regard to the concerns highlighted in the yellow box within the report, it was reported that a response 
had been received from the Medical Director on the issues raised and these were being actioned.  The need 
to understand the data via the Joint Clinical Group would also be progressed.  The Chair agreed it would be 
useful to highlight action taken on previous issues raised in future reports.  Also requested was a detailed 
report of falls at a future meeting. 

Report of the 
Chief Finance 
Officer 
 

Annette Walker presented the report highlighting the significant pressures being experienced on acute over 
performance and also on continuing healthcare with an overspend of £3.5m being reported.  Appendix 1 of 
the report showed a breakdown of secondary care over performance and the particular pressure at Christie 
which was being followed up through the collaborative commissioning process.   
 
Reserves were being held due to the increase in continuing healthcare pressures.  Further discussions were 
being held with the CCG Executive on a weekly basis to work through action plans to ensure all actions 
available were being put in place. 
 
There were also currently 246 claims on the continuing healthcare restitution cases with an estimated 
pressure of around £2m, which had not been included in the forecasted position at this stage due to the 
number of years it may take before these claims were finalised.  There was an improved position on the 
prescribing budget although this was still volatile.  Good performance was also noted on the cost 
improvement programme.   The CCG would be drawing on contingencies in certain areas and performance 
managing the action plans in place to work with providers through the CCG Executive to improve the 
financial position. 
 
It was noted that an expert on continuing healthcare would be coming to speak to the Board at a future 
development meeting. 

The Board noted 
the month 6 
financial position 
and the level of 
financial risk. 
 

Performance 
Report 
 

The Board received the performance report which highlighted the latest validated data up to August.  
Improvement in targets was noted in the areas of A&E with the exception of an incident involving 2 patients 
who waited longer than 12 hours which Bolton FT had produced a full action plan and confirmed actions to 
the CCG.  Diagnostic waits had improved with no patients waiting over 13 weeks and 6 week waits 
continued to meet the target. 
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A detailed update on 18 weeks had been received by the Board at this meeting.  There had also been a 
breach of the target on mixed sex accommodation and exception report and actions to prevent this 
happening again had been requested from the Bolton FT. 
 
Members discussed NHS dentistry and, although this would be the responsibility of the NHS Commissioning 
Board in the future, this was still a key issue in particular on improving dentistry access in Bolton.  Wirin 
Bhatiani was due to receive an update from the commissioning dental team and would discuss this with the 
team further. 
 
It was noted that there was no data submitted for the stroke target relating to TIA cases.  This was an issue 
for the CCG as the data should be being collected.  This issue would continue to be raised to ensure data 
was included in future reports. 

The Board noted 
the performance to 
date and 
acknowledged the 
sustained 
improvements 
made. 
 

Triple Aim in 
Primary Care – 
Update on 
Ethnicity 
Projects 
 

The Board had previously requested an update on the awareness of ethnic communities and the rest of the 
population.  This was at the forefront of the way the CCG approached the triple aim principle on health 
inequalities. 
 
Dr Liversedge presented an analysis of ethnicity through clustering of practices by practice demographics 
and the measurement of ethnicity on a cluster basis.  Presented were statistics on seven areas of the triple 
aim programme where ethnic communities accessed these services.  The conclusion was that for the 
majority of these areas, people from ethnic communities accessed these services more than the rest of the 
population.  These were in areas such as primary prevention screening, smoking and Audit Cs.  Areas 
where ethnic communities were lower than the rest of the population were in areas of breast, bowel and 
cytology screening and these were the areas were the Triple Aim team would be engaging further with the 
public health team to promote use by ethnic communities. 
 
It was nationally and locally evidenced that diabetes was more prevalent in MBE groups.  Within the six 
areas of best care (atrial fibrillation, coronary heart disease, CKD, COPD, Diabetes and HF), the red cluster 
practices, who had the majority of their patients from ethnic communities, outperformed other cluster 
practices in terms of outcome delivery.  The team had also carried out a specific piece of work on CHD and 
Diabetes to ensure all patients on these registers had an ethnicity code and had applied an analysis on this 
basis which showed that for diabetes best care scores, ethnic communities scored equally with the rest of 
the population for diabetes and were higher for CHD best care scores. 
 
In conclusion, Dr Liversedge confirmed that the quality of care for patients in ethnic communities was as 
good as those for the rest of the population with regard to the triple aim initiatives.  It was acknowledged that 
further detailed work was required to understand why inequalities in health remained and on the uptake on 
bowel and breast screening. 

The Board noted 
the update and 
thanked Dr 
Liversedge for this 
innovative work. 
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CCG 
Commissioning 
Vision 
 

An update on the work developed to build the vision for the future of commissioning healthcare services was 
presented.  A vision for change was needed and health outcomes in Bolton needed to change due to an 
older population, rising public expectations, a drive for better primary care access and clinical quality and the 
availability of services day and night.  The challenge facing the CCG to improve outcomes with a flat budget 
was highlighted. 
   
A presentation was received detailing a typical patient's journey through the health system and how reactive 
the current system was versus the vision for patient centred care for the future, proactively working around 
the patient across various community services, linking closely with secondary care and having integrated IT 
systems to improve the patient's journey further to reach a diagnosis far quicker than before. 
 
The CCG had listened to what the local population had said at the public engagement event held in 2011 
where options had been presented on priorities for the future.  This had highlighted priorities for preventing 
ill health, that patients were willing to travel to regional centres for specialist care and that the public did 
support the use of generic drugs.  Member practices had also agreed the need for change in the way 
general practice traditionally worked, suggesting development of a register for the frail elderly, further public 
awareness of promotion of self care and the continuity of services in and out of hours. 
 
The vision to shift the balance to deliver services in primary and community settings, including in people's 
homes, encouraging more self care, with seamless community and social care services with hospital care 
being for acute needs only was discussed.  The vision had been shared with local partnership agencies, 
including the Health and Wellbeing Board, member practices and secondary care clinicians who were in 
favour of developing this vision further and moving secondary care services out into the community. 
 
This vision would now be developed and shared more widely with the local population to seek views. 

The Board noted 
the update and 
agreed to receive 
routine updates on 
the detail of the 
vision going 
forward. 
 

Board 
Assurance 
Framework 
 

An update on the high level risks included in the Board Assurance Framework was received.  There were 
currently seven high level risks on the risk register and assurance framework.  Four relating to quality of 
care and performance were highlighted.  A new risk was raised regarding the function of the child health 
records department which would become the responsibility of the National Commissioning Board but may 
impact on the strategic objectives of the CCG . 
 
The register had been reviewed by the Governance and Risk Committee in September and the CCG 
Executive had reviewed all risks 12 or above included in the assurance framework in October.  The 
Assurance Framework would be reviewed by the Audit Committee at its meeting in November. 

The Board noted 
the report. 
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Equality, 
Diversity & 
Human Rights 
Strategy 2012-15 
 

The draft strategy outlined the CCG's vision and approach to meeting the Equality Act and statutory 
requirements for equality.  It was noted the Equality Target Action Groups provided a regular sounding board 
and feedback to the CCG for each of the equality strands and had contributed to the development of the 
CCG priorities.  Members were also informed that the CCG would be appointing a Board member to act as 
Equality Champion and this would be discussed in the review on Board roles being undertaken by the Chair. 
 
 

The draft Strategy 
was agreed for 
further monitoring 
and review of 
performance 
through regular 
reports.  Members 
agreed that a 
process should be 
developed for 
monitoring of all 
CCG strategies 
through the 
Executive to give 
assurance that the 
CCG was achieving 
necessary targets, 
with appropriate 
review dates for 
reporting back to 
the Board. 
 

CCG 
Constitution 
 

The Board received an update on the development of the Constitution and extensive consultation that had 
taken place with sign up from the majority of the member practices.  The Constitution was based on the 
national model and had been adapted to suit local circumstances.  The Constitution would become effective 
from 1st April 2013 and would form part of the CCG's submission for authorisation by 1st November 2012. 
 
Key issues had been raised by member practices during the consultation process and feedback had been 
given on where changes could be made or reasons why changes had not been made.  The LMC had also 
confirmed their support to the document and level of consultation that had taken place. 
 
The Chair wished to record the Board's thanks to Joan Leonard for the hard work undertaken by her in 
developing the Constitution. 

The Board 
approved the 
Constitution. 
 

Update on the 
CCG Oversight 
of the Recovery 
of Bolton FT 
 

The report provided the Board with assurance on the joint working in place on actions towards recovery on 
the financial deficit position of Bolton FT.  The report detailed the actions agreed and ongoing work to ensure 
the CCG had the required oversight of any quality impact on cost improvement programmes.  The next 
steps were to ensure joint governance of the recovery plan, that the CCG had the oversight to ensure 
actions fit with the commissioning vision and linking the public into discussions as the recovery plan was 

The Board noted 
the update. 
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developed.   The risks regarding the process were highlighted.  The timescale for the joint vision and 
recovery action plan to be in place by Christmas 2012 was discussed.  It was felt this was an ambitious 
target.  However, Deloitte was undertaking work with the FT and the CCG was awaiting the outcome of their 
discussions and the Joint Clinical Group would also start to develop the CCG's commissioning vision with 
clinicians and the FT to translate the strategy into the cultural changes needed. 
 
The timescale for the action plan to be in place by Christmas was recognised as being ambitious, due to the 
risks caused by leadership changes at the FT and the need for clinicians and the public to be engaged in 
developing these ideas further.  The Board acknowledged that the Health & Wellbeing Board had also 
committed to the joint vision. 

New Governance 
Arrangements – 
Moving to a New 
Executive 
Committee 
Arrangement 
 

The report highlighted the change required to the CCG's committee structure following advice received from 
internal audit on the governance arrangements and the need for stronger operational delivery.  The Board 
had previously discussed this at a recent Board Development meeting on the change to the Clinical 
Executive to a new CCG Executive. 
 
 

The Board 
approved the 
recommendations 
to move to a new 
Executive 
committee 
arrangement with 
immediate effect. 

Minutes from 
GM Clinical 
Strategy Board 
2/10/12 

There was a meeting to be held the following week to discuss governance structures including 
arrangements for collaborative commissioning for the CCGs across Greater Manchester including 
membership and reporting arrangements.  The Board would receive updates at future meetings on these 
developments. 

The Minutes were 
noted. 
 

 
Recommendation 
 

NHS GM Board is asked to: 

 Note the above CCG Shadow Governing Body summary documents from the public board meeting held on 26th October 2012. 

 

 

Wirin Bhatiani, 

Chair, 

NHS Bolton Clinical Commissioning Group 

 

November 2012 

259



 1 

NHS Heywood, Middleton and Rochdale CCG Governing Body Summary Document 
 
NHS HMR:   16th November 2012 

Chaired by:  Dr Chris Duffy, Clinical Chair, NHS HMR CCG 

 

Subject Summary Action 

Governance Declarations and Register of Interests 

The Chairman requested any declarations of interest. 

 

Dr C Duffy, Dr L Hampson, Dr H Platts, Dr P Laker and Dr B Wood declared an interest in 

agenda item 11a – LTC QIPP LES and Business Case. Following discussion the Chair 

agreed that these members could remain in the room, but could not participate in the 

discussion. 

 

The minutes of the September Governing Body meeting were approved with some minor 

amendments. 

 

Use of Chairs Action: 

Chairs Action had been used with regards to the approval of: 

 Amended Clinical Commissioning Committee Terms of Reference 

 Amended Quality and Safety Committee Terms of Reference 

 Amended Service Review Panel Terms of Reference 

 Commissioning for Quality Report 

 

Use of the Corporate Seal 

The Governing Body was informed that the Corporate Seal now sits with NHS GM until 

31/3/13 and this is no longer the responsibility of the CCG. 

 

 

 

The Governing Body agreed 

to note the declarations 

received. 

 

 

 

 

 

 

The Governing Body noted 

Chairs Action on these items. 

 

 

 

 

 

The Governing Body agreed 

to note the change in 

responsibility of the 

corporate seal. 

Items for 

Decision 

The following decision items were received and discussed: 
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 IM&T Strategy 

The Governing Body received a presentation on IM&T. 

- Current situation strengths  
- Current situation weaknesses  
- Current situation opportunities 
- Current situation threats 
- The way forward 
- Inform and empower clinicians 
- Improve e-Services for Patients 
- Patient access to records and information  
- Remote and mobile working 
- Telemedicine and Telemonitoring 
- Business Intelligence 
- Increase efficiency 
- Next steps 

 
Discussions took place regarding the availability of the IM&T DES. 
 

CCG Website 

The Governing Body was informed that the CCG website is expected to be launched in 

January 2013, and that a demonstration will be made available to the Governing Body. 

 

Local IM&T Group update 

Discussions took place regarding the governance arrangements for the Group. The 

Governing Body agreed that a Highlight Report be brought to the Governing Body following 

each IM&T Group. 

 

 

Confirmation of Treatment Advisory Group (TAG) Terms of Reference (ToR) 

The Governing Body reviewed the TAG ToR and was advised that the Clinical 

Commissioning Committee will be responsible for the TAG process and will provide a regular 

update to the Governing Body. 

 

TAG membership, the current process and the CSU section of the process was discussed. 

The Governing Body agreed 

to note the content of the 

presentations provided, and 

to receive the implementation 

plan at the January 

Governing Body. 

 

 

 

 

 

 

 

 

 

 

The Governing Body agreed 

to note the update provided. 

 

 

The Governing Body agreed 

to note the update provided, 

and to receive the report and 

Terms of Reference at the 

January meeting. 

 

The Governing Body agreed 

to formally approve the ToR 

following the amendments. 
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A slight amendment was made to change NED’s to Lay Members within the ToR. 

 

CCG Structures Update 

An update was provided. The staff consultation is now closed and the recruitment process for 

the CCG will commence. 

 

CSU Make Share Buy update 

An update was provided. Following discussions at the October informal Governing Body CSU 
cost reductions are in progress, linked to a reduction in the cost of the TPM, Service 
Redesign and Market Management products following negotiations at North East Sector level 
to buy a NE Sector bespoke model. 
 
The CCG’s running cost allowance has been confirmed at £5.3 million, which is a small 
increase from the provisional figure previously noted. 
 
It has now also been confirmed that Healthier Together costs will not need to be funded from 
the CCG running costs, but will need financial support from programme budgets. 
 
Mrs L Mort advised that all of these changes mean that the running cost allowance position is 
currently in balance with a small unallocated amount to support contingencies. Further work 
will continue to refine and finalise the overall position. 
 
Confirmation of Integrated Community (ICES) Equipment Store Tender Process 
The Governing Body was advised that the tender process for ICES has been reviewed by the 
Clinical Commissioning Committee (CCC) on two occasions.  
 

 Historically the Local Authority contributed 70% to the overall cost of the ICES service 
and the PCT contributed 30%.  

 Following a review and approval by the CCC it was agreed that both organisations 
would contribute 50% and that any potential increase in recurrent funding would be 
made following a formal review of the service.  

 It was recommended that a procurement exercise is undertaken to identify and 
evaluate potential providers of an outsourced model. A robust service specification 
and supporting tender documents will be required.  

 Discussions took place regarding a procurement exercise and queries were raised as 

 

 

 

The Governing Body agreed 

to note the update provided. 

 

 

The Governing Body agreed 

to note the update provided. 

 

 

 

 

 

 

 

 

 

 

 

 

The Governing Body agreed 

to approve the £389.3k for 

2011/12 and that Chairs 

actions be taken regarding 

the procurement process 

once the queries have been 

resolved. 
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to why the Manchester / Salford Pooled Admin efficiency model was not a suitable 
option. 

 
Discussions took place regarding how this work needs to link into the QIPP Programme. 
 
Long Term Conditions (LTC) QIPP Locally Enhanced Service (LES) and Business Case 
The Governing Body was asked to approve the implementation and ongoing development of 
the LES and related Business Case as part of the Long Term Conditions QIPP programme. 
 
Discussions took place regarding the risk profiling and the tool that will be used to identify a 
list of patients that are a high and medium to high risk of hospital admission. Dr C Duffy 
informed the Governing Body that his practice is currently piloting this scheme. He has seen 
less of his regular patients who are classed as high and medium to high risk of being admitted 
to hospital as they are being treated by more appropriate alternative services. 
 
The Governing Body reviewed the financial implications and noted that the total full year 
recurrent value of the scheme requested is £1,572,025 based on £7 per registered patient per 
GP practice. 
 
A third of all practices across HMR have agreed to sign up to this, which once approved is 
expected that the number of practices engaging with this work will increase. 
 
Queries were made regarding performance measures and it was requested that a trajectory 
be implemented to demonstrate improvements that have been made, particularly with regard 
to acute activity deflection.  
 

 

 

 

 

 

The Governing Body agreed 

to approve the paper and 

agreed to ratify the CCC’s 

decision. 

Items for 

Discussion 

Authorisation Update 

 The Desk Top Summary Report has been received, which highlights 42 red indicators 
and 76 green indicators.  

 A number of the red indicators have been responded to for clarification and it is 
expected that a number of these will be changed to green before the site visit on 
Friday 23rd November.  

 The mock panel assessment with KPMG has been arranged for Tuesday 20th 
November and all Governing Body members are asked to attend. 

 
Discussions took place regarding the site visit presentation, the agenda and the format of the 
day. It was highlighted to the Governing Body that the majority of red indicators will turn green 

The Governing Body agreed 

to note the content of the 

report and the update 

provided. 
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during the presentation. 
 
PCT Closedown – The Governing Body was informed that Mrs K Hurley will be operationally 
leading on the closedown of the PCT, although the accountability will be the Chief Finance 
Officer from the sender organisation in line with NHS GM advice. The CO will be the RO 
Accountable Officer for this programme.  
 
CCG Structure and Staff – A pooling and matching panel has taken place for the HMR CCG 

posts within the structure, and all posts are now ready to be advertised. Further information 

will be shared with the Governing Body as positions are filled. 

 

Public Health Transition Plan 

An update was provided on the Public Health transition, the following key areas were 
highlighted: 

 Finance and contracting - currently still awaiting clarity on the budgets. RMBC 
colleagues are working closely with the finance department to try and understand 
the current allocation and try to understand what this may mean going forward 

 AGMA intends to write to all providers receiving the Public Health contracts 
stating their intentions to maintain system stability, but there are risks to the 
budget and therefore to service continuation from 2013/14 onwards 

 HR – stage 1 staff transfer is complete. Screening and immunisation staff are 
being transferred to Public Health England; this is a risk to staff and the locality. 

 Infection Control – further work is awaited on the arrangements for some 
functions including infection control which is now a significant risk in GM as local 
systems and the loss of staff is very real 

 1 Riverside – the move of Public Health will take place in the New Year 

 
Third Sector Funding Support Business Case 
The Business Case was outlined. The CCG has made a commitment to a non recurrent 
investment to the voluntary sector of up to £1 million. The cost of commissioning an external 
agency to deliver the service is expected to be circa £50k. Discussions have already taken 
place with a provider to source the expertise. The investment supports the Greater 
Manchester work streams, the areas identified as a priority within the Health and Wellbeing 
Strategy as well as the CCGs work stream priorities around urgent care, frail elderly, mental 
health and dementia patients. 

  

 
 
 
 
 
 
 
 
 
 
 

 
The Governing Body agreed 
to the progress to date and 
the update provided. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The Governing Body agreed 
to note the update provided. 
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It was clarified that in future information relating to the third sector will be taken to the CCC for 
approval / information and will only come to the Governing Body if the CCC’s delegated 
financial limit is exceeded. 
 
Finance Report 
The content of the report was outlined and the following areas were highlighted. 
 

 The PCT is currently forecasting to achieve its overall control total of £1,950k surplus 
but the position as at month 7 is a £1,858k under spend.  

 This reflects the delay in starting some of the business cases and the release of some 
of the non recurrent funds until appropriate funding frameworks and memorandums of 
understanding are in place. 

 Frameworks and Memorandum of Understandings (MoU) have been signed off for 
Springhill and Tudor Court along with a restructuring of the S256 agreement with the 
Local Authority. 

 Currently a risk that HMR CCG will not achieve all of its financial duties due to an 
underspend in excess of its control total.  

 In order to mitigate this, work is ongoing and meetings have taken place to progress 
further non recurrent schemes which support the CCGs commissioning agenda and 
joint working with the Local Authority. 

 Large areas of overspend include, acute activity for NHS providers and acute activity 
for non NHS providers.  

 Areas of underspend include, prescribing and CHC. GM CATS utilisation continued 
below the Guaranteed Fixed Value. 

 Currently the biggest risk is slippage on the business cases and the capacity of the 
finance team to support the transformation.  

 It is expected that an additional 6 members of staff will be required to complete the 
transformation work.  

 Queries were raised regarding the overall £5.5 million overspend on North West 
Specialist Commissioning. It was clarified that the overspend is on areas that are not 
included within our contract and therefore is excluded and managed by NHS GM. 

 
Business Case Investment / QIPP Update Report 
There are currently 106 live business cases being tracked and monitored by the Project 
Management Office (PMO). The current forecast assessment of business case expenditure 
for 2012/13 is £10.1 million and £14.4 million recurrently. 
 

 

 

 

 

 

The Governing Body noted 

the risks and the update 

provided. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
The Governing Body agreed 
to note the update provided 
and requested that: 
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All business cases have been RAG rated. There are currently 9 red, 20 amber/red, 31 
amber/green and 46 green. Based on the RAG rating the business case owners are confident 
that £6.4 million will be expended before the end of the financial year 2012/13, and there is 
some confidence that a further £2.5 million will be expended during this time period, which 
amounts to a total of £8.9 million. 
 
Funding for all business cases is held within reserves, and released when it is required. There 
is currently £6.7 million held within reserve. 
 
QIPP 
A letter has been received from NHS GM acknowledging that we are expected to achieve our 
QIPP target. However QIPP savings are not being delivered in relation to two areas, i.e. 
Urgent Care and Pathology which are now RAG rated as red. 
 
Service Review Panel Report 
The Governing Body were advised that the report was for information only. 
 
 
Performance Report 
The following key areas were highlighted: 

 RTT – the target was achieved at aggregate level in August with only one speciality 
failing (General Surgery which achieved 89.7%). A management plan is being rolled 
out by PAHT 

 CDiff – no reported cases in October and the trajectory is being achieved for 
November. Ms S Savage advised the Governing body that whilst the CDiff indicator for 
HMR is green, PAHT are still red. PAHT’s position is improving, but still remains 
above trajectory 

 SCR – 20 sites have now uploaded SCR. Work is currently ongoing to ensure that all 
sites upload by March 2013 

 
Discussions took place regarding the Category A timescales. In September NWAS achieved 
both the 8 and 19 minute performance target. At a local level HMR achieved the 8 and 19 
minute performance target which is an improvement. However high turnaround times continue 
to have an adverse affect on NWAS ability to deliver the performance standard. The 
Governing Body were advised that NWAS have advised that they are implementing a new 
system which should reduce the turnaround times. 
 

 The red and green 
business cases be put 
on separate 
spreadsheets 

 

 

 

 

QIPP be presented as a 

separate report so that the 

detail can be reviewed and 

discussed at each meeting. 

 

 

 

 

The Governing Body agreed 

to note the content of the 

report. 
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Quality Report 

 A number of STEIS incidents have been inherited from the SHA.  

 All incidents from 2009 have been reviewed and are now closed 

 Incidents from 2010/11 are currently being reviewed and are expected to be closed by 
the end of December 2012.  

 Incidents from 2012 have been added to the PCT system and will follow normal 
procedure.  

 An update was provided on the current STEIS incidents.  
 
A new national requirement has been introduced for service providers to report all pressure 
ulcers grades 3 and 4 on STEIS; this is in addition to local arrangements that are in place. As 
a result of this PCFT have seen a significant increase creating a capacity problem for 
performance management of such cases at HMR. 
 
A meeting was held between NHS NW, HMR, PAHT and PCFT to review the STEIS reporting 
requirements and agree a way forward. 
 
NRLS – patient safety incidents are reported by service providers on a 6 monthly basis. 
PAHT are low reporters for an organisation of their size, however this is improving. PCFT 
have a higher than average rate of reporting compared to other Mental Health organisations. 
 
Harm Free Care – is a national programme that has superseded the Safety Express pilot. As 
of September the national “harm free” care score was 67% against a target of 95%, however 
across the providers that HMR CCG commission services from reports are showing 
achievements from 88% to 100%. 
 
Assurance Framework and Risk Register 
The Risk Register was outlined. The Governing Body were advised that all risks are now 
documented in one register, which will be presented to the Governing Body throughout the 
year. 
 

The Governing Body agreed 

to note the content of the 

report. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

The Governing Body agreed 

to note the content of the 

report. 

Communications  Chairs Report 
The following points were discussed: 
 

 Dr Duffy has attended all three Locality meetings and suggested that the GP leads 
might attend each other’s localities from time to time to share good practice and 
knowledge. 

The Governing Body noted 

the update. 
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 Healthier Together promotions and communications have started. Governing Body 
members were advised that there will be a Healthier Together public event at 
Rochdale Town Hall on 3rd December.  It was recommended that Governing Body 
members attend. Mrs Mort and Dr Duffy are attending. 

 
Chief Officer Designates Report 
The following points were discussed: 

 Key policy documents: 

 NHS Outcomes Framework 2013/14 

 Single Operating Framework for Clinical Networks 

 Standards for members / managers of CCGs and other bodies 

 Role of the DPH to support Local Authorities in taking up this new role 

 NHS Mandate: Areas for Improvement 

 David Nicholson letter regarding the Saville allegations and child sexual 
exploitation 

 
Local update: 

 Healthier Together attendance at a future Governing Body 

 The Rochdale Public Service Reform Board (RPSRB) has now been established;  

 Information on the GM transition is now available on the NHS GM website  

 The transfer of staff to the GM CSU and the impact on capacity. 

 Principles of contract transition  

 CCG collaboration proposal  and the formation of the CCG Association (to be 
discussed at the December Strategy session) 

 Board to Board with PAHT 
 
Update from LiNKS 
An update was provided. 
 

 

 

 

 

The Governing Body noted 

the update. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

The Governing Body noted 

the updates. 

Reports of Sub 

Committees and 

Partner Agencies 

Locality Reports were received from Rochdale East, Rochdale West and Heywood & 
Middleton localities. 
 
Highlight Reports were received from: 
i) Clinical Commissioning Committee  
ii) Local Audit Group – item deferred 
iii) Quality and Safety Committee 
iv) Health and Well Being Board 

The Governing Body noted 

the update. 

 

The Governing Body noted 

the update. 
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v) Healthier Together Approach and Framework 
 

Reports from GM 

or NE Sector 

Highlight Reports were received from: 
i) GM Clinical Strategy Board 
ii) NE Sector Commissioning Board 
 

The Governing Body noted 

the update. 

 

 
Recommendation 
 
The Board is asked to: 

 Note the above CCG Governing Body summary 

 

Paul Byrne 

Board Secretary  

NHS HMR 
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Central Manchester CCG Summary Document 
 
NHS Manchester: 7th November 2012  
Chaired by:  Michael Eeckelaers  
Subject Summary Action 

Chair’s Report Update provided on: 

 Central Manchester CCG   

 Greater Manchester issues  

 Healthier Together Programme: The Greater 
Manchester Case for Change.  

The Board noted the content of the Chair’s report and Chief 
Operating Officer’s report.  

Locality Updates  An update on work for each locality was given.  
 

The Board noted the update, for each locality and the on going 
work that is been taken forward.  
 

Patient and Public 
Advisory Group  

The PPAG were joined by Maggie Elsley to look at 
record management and an effective way of 
managing patients.  Going forward the group would 
like to recruit a student representative.  
 

The Board noted the update.   

Central Manchester 
CCG Commissioning 
Plan 2012-2015  

The Board received an updated plan CCG 
commissioning plan, which sets out how CCG will 
meet objectives and outcomes.  It detailed the plans 
and priorities and links to QIPP and financial 
strategies.   

The Board noted the paper.  

Clinical Reform and 
Redesign  

The report provided an update on:  

 Urgent Care and Primary Care Access  

 Planned Care and Long Term Conditions 
Winter Planning & Escalation  

 Stroke Care  

 Care homes 

 Choose well 

 Any qualified provider  

 Dementia  

 Dermatology 

 Joint Commissioning  
 
 
The Board also received an update on:  

 Refresh of Carers strategy 

 Practice Integrated Care Teams  

The Board noted the paper.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The Board noted the paper.  
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 The Board noted the paper.  
 

Clinical Quality  The report provided the Board on an update on 
Clinical Quality, including the work of the Clinical 
Quality group.  
 
An updated was provided for the following: -   

 Primary Care Quality 

 Quality Dashboard  

 Education and learning strategy  

 CQUINS  

 Medicine Optimisation 
 

 
 

 The Board noted the paper.  
 
 
 
 
 
  

Finance Report The report provided a summary of Central Manchester 
CCG and NHS Manchester’s financial performance.   
 
Central Manchester CCG is showing an under spend 
of £0.2m year to date.  
 
The CCG has developed sufficient QIPP schemes to 
meet its initial target but now must ensure the 
schemes are delivered and that additional schemes 
are developed as contingency.  
 
Further updates were received on the following:  

 2013/14 QIPP  

 Risk Share  
 

The Board noted the report.  
 
 
 
 
 
 
 
 
 
 
 
The Board noted the work that had been undertaken and agreed 
that the Board would receive an update at the January 2013 
meeting.  
The Board approved the creation of a risk share across the 3 
Manchester CCGs.  

Performance  The board were informed on the main performance 
areas:  

 A&E   

 RTT targets  

 Long Waits 52 weeks  

 Breast Screening  

 Stroke Services 
 

The Board noted the current performance levels in the identified 
KIPs.  
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Governance and 
Organisational 
Development  

The Board received an update: -  
  

 Transition of staff.  

 Authorisation.  

 Make, share and Buy 

 The CCG Constitution  

 Risk Management Framework 

 Financial Policies  

 Commissioning of Primary Care  

 Governance 
  

 

The Board noted the report.  
 
 
 
 
 
 
  

   

 

 

 

 

 

 

Recommendation 
 
The Board is asked to: 

 Note the above Central Manchester CCG Board update  

 

Julie Ann Murray  

Senior Personal Assistant  

Central Manchester Clinical Commissioning Group  
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North Manchester CCG: 11 October 2012 

Chaired by:   Tim Presswood 

Subject Summary Action 

Chief Clinical Officer 
Report 

Authorisation Update 
Board members were informed that North Manchester CCG had submitted its 
application and evidence towards CCG Authorisation on 1 October 2012.  Members 
were updated on the key areas of work which were ongoing, these included:  using 
360 feedback to engage with practices; revision of the constitution (in line with any 
conditions proposed); QIPP programme; patient and public engagement; risk 
management and ensuring the legacy document was fit for purpose. 
 
Board Self Certification Paper 
Board members were advised that the document provided a declaration of compliance 
against the duties expected to be undertaken by CCGs.   
 
Sustainability Strategy 
Board members were updated on the areas in which the CCG would seek to 
implement the principles of sustainable development, these included – commissioning, 
energy, waste, transport, training and procurement.   
 
Innovation Strategy 
Members noted that the strategy had been developed to promote education and 
research in order to improve the quality of commissioning and delivery of health care.  
North Manchester CCG had ample examples to show this was being undertaken.   
 
Board Arrangements for 2012/2014 
Board members were presented with a proposal for future North CCG Board 
meetings, this included board meetings alternating on a bi-monthly basis between 
public / private meetings.   
 
Nurse / Consultant Lay Board Member Roles 
It was reported that the interviews for the Nurse and Consultant Board Lay Member 
were scheduled to take place on Tuesday, 23 October 2012.   

The Board noted the progress to date and 
delegated authority to the Chief Clinical Officer 
and Chief Officer to agree content of the 
responses required for submission on behalf of 
the Board. 
 
 
 
Members requested that a summary be 
produced for each declaration/domain.  
 
 
The Board approved the direction of travel and 
requested that the action plan be monitored by 
the Finance and Performance Committee on a 
quarterly basis.   
 
The Board acknowledged its responsibility in 
championing innovation and recognised that 
the attitude of the CCG was of a learning 
organisation that had a culture of promoting 
learning   It was agreed that further discussion 
was required to identify lead roles in order for 
the board to approve at its December meeting.  
 
Board members agreed the format requested 
that the revised arrangements be reviewed at 
the February board meeting.   
 

Carer’s Strategy Board members were advised that the document had been refreshed to reflect the 
priorities within the Joint Strategic Needs Assessment and to ensure a consistent 
approach across Manchester.  Key points were outlined and members noted that the 
aim was to identify carers at an early stage to ensure appropriate support was offered.  
CCGs had agreed to contribute £50k to support the funding of carer’s breaks. The 
strategy would be reviewed over the next year.  It was noted that the document was a 
joint strategy between Manchester City Council and NHS Manchester (Joint 
Commissioning Board). 

The Board approved the strategy and 
supported the resource contribution to the 
carer’s scheme. 
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Finance The Board was informed of the financial position as at the end of August 2012.  North 
Manchester CCG was overspending on acute service contracts due to over-
performance at PAHT, CMFT and independent providers.  Members were advised that 
there was a slight overspend in mental health, which was due to high cost placements.  
Members were assured there was a significant amount of rigor to ensure placements 
were appropriate and managed.  There was a significant underspend within 
prescribing which was due to certain drugs no longer being patent.  North Manchester 
CCG, as a standalone organisation, was forecasting a slight overspend, however due 
to the risk reserve across Manchester, CCGs were showing a slight underspend.   
 
Board members were updated on the QIPP position - 7% of schemes had been rated 
as red status.  Savings plans were less than forecast, with prescribing and the urgent 
block contract being the only area where savings were being delivered, however it was 
noted that various clinical activities were due to commence, these were quality driven 
with potential savings. 
   
Members were informed of the discussions that had taken place at the Finance and 
Performance Committee.   

 
 
 
 
 
 
Board members acknowledged that some 
plans would take time to show savings, it was 
essential therefore to be aware of the 
impact/plan over the next two years and review 
plans for next year.  Board members noted that 
the QIPP plan was currently £106k behind 
target and 33% of schemes were currently 
amber/red rated and requested a monthly 
dashboard /exception report be submitted to 
the Board.      
The Board noted the financial position. 
 

Performance Board members received the performance exception report for Pennine Acute 
Hospitals Trust.  Improvements had been made with regard to the referral to treatment 
and cancer targets.  In relation to the A&E 4 hour wait, an action plan had been 
produced which would be monitored at the Clinical Board on a monthly basis.  
Members were uppdated on the 52 week waits, acknowledging that there were still 
risks and although the 18 week target was being met it was felt plans were not robust 
for NMGH.   
 
With regard Central Manchester Foundation Trust, Board Members noted that the 
overall rating, from Connect 4 provider measures, indicated that the Trust had an 
overall rating of green status.  Members were advised that the main risks were referral 
to treatment target and A&E waits at MRI which were problematic.  

Board members noted the update.  The Board 
requested monthly performance data from the 
Joint Commissioning Board on mental health 
with local measures.   
Board members were satisfied with the 
direction of travel and the simplified dashboard 
approach as a reporting mechanism.  The 
Board requested feedback from clinical 
colleagues that the approach was effectively 
monitoring connect 4 measures and if issues 
were not being recognised through the 
reporting format then the board should be 
made aware. 

Quality and 
Governance Update 

Members were updated on progress on quality and clinical governance.  This included 
patient experience (PALS/Complaints), governance and safety (Task and Finish 
Group, Francis Action Plan, NES Quality Leads meeting); CQC visits to NMGH and 
Royal Oldham; GotoDoc; CQIN and quality monitoring – PAHT/MHSCT and 
safeguarding.  The report did not reflect work being undertaken in relation to corporate 
governance, however this information would be included within future board reports.  It 
was noted that one of the highest priorities was the development of a Quality Strategy.   
 
The Board noted the update. 

Board members discussed the outcome of the 
CQC visits to North Manchester General 
Hospital. And requested a copy of the CQC 
report and a summary of  outcome 05 to board 
members. 

Patient and Public 

Advisory Group 

 

 

 

Members were updated on the last meeting.  A presentation outlining the functions of 
the ZEST service had been undertaken.  PPAG members had discussed quality and 
access and requested that the Board ask commissioned services to provide an annual 
report.  It had been agreed to ask C Webster to attend to update the group on equality.  
It was noted that PPAG had received the commissioning strategy.   

The Board noted the update and requested 
that PPAG minutes be included on future 
Board agenda. 
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Appendix 1 – Oldham NHS Clinical Commissioning Group 

 

Oldham NHS CCG Governing Body Summary Document  
 

Oldham NHS CCG:  27 September 2012  

Chaired by:   Riaz Ahmad (CCG Lay Member – Chair) 

Subject Summary Action 

Oldham CCG 
Governing Body 
Briefing 

Update provided on: 

 NHS Greater Manchester Developments, including: 
o Commissioning Support Unit (CSU) update    
o NHS Commissioning Board update 

 Clinical Commissioning Group (CCG) developments, 
including: 

o Update on receipt of feedback report from 
Authorisation site visit on 6 September with a 
formal announcement planned by 31 October 

o Publication of second edition of NHS Oldham 
CCG newsletter ‘In Touch’ 

 General Developments including: 
o Launch of annual Flu Campaign 
o Healthier Together programme asking for public 

assistance in transforming Greater Manchester 
health and care services for the better with 3 
events being held in October 

o Grant from the British Heart Foundation given to 
the CCG to use towards purchasing 15 Automatic 
External Defibrillators to be placed in health 
centres around Oldham 

o National ‘Stoptober’ challenge awareness raising 
exercise before going live on 1 October 2012 

The Governing Body noted the contents of the Oldham CCG 
Governing Body Briefing 

Authorisation Update Denis Gizzi, CCG Managing Director, advised members that 
the report included, for the information of the Governing 
Body, an overview of the site visit of 6 September. 
 
A panel report had been received following the site visit, to 
which the CCG had responded.   The full formal response 
was expected in Mid-November with authorised CCGs 
taking on full statutory responsibility at the beginning of April 
2013.   NHS Oldham CCG only had 6 Key Lines of Enquiry 
(KLOEs) requiring a little more work, these included 
evidencing closer relationships with the CSU and the 

The Governing Body received and noted the Authorisation 
Update 
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regional team of the National Commissioning Board, 
inevitable at this stage in all three organisations’ 
development.   Members were informed that there had been 
good feedback on the Oldham Family. 
 
Mr Gizzi also went through the key CCG appointments 
which were not described in the report and advised that 
appointments into the CCG management system were now 
being made, with people aligned with the corresponding 
roles in the CCG. 
 
Riaz Ahmad and Ian Wilkinson formally thanked all those 
involved in the authorisation panel day on behalf of the CCG 
Governing Body.  

Combating Fuel 
Poverty in Oldham 

Julie Daines advised members that Chief Executives’ 
Management Board which consisted of the Chief Executives 
from public and third sector organisations in Oldham (Denis 
being the CCG representative) had agreed in May that there 
was a business case for developing a partnership 
investment agreement for tackling fuel poverty, and that the 
main signatories would be the Council, Housing Providers 
and the Clinical Commissioning Group (CCG).   These 
organisations had now been working together to identify the 
terms of a headline investment agreement to reduce fuel 
poverty with a view to achieving a formal sign-up by all 
partners by the end of September. 
 
Members were informed that the report provided the CCG 
with a summary of the fuel poverty model, financial model 
and rationale / evidence for the proposals.   The fuel poverty 
project as a whole was being considered as a partnership 
integrated innovation programme to be piloted for 12 months 
initially.   The report set out the mechanism for determining if 
the project continued beyond the initial 12 months. 

 
There was discussion around how best to ensure the people 
in most need were targeted and members were advised that 
an estimated 17,600 households were in fuel poverty in 
Oldham.   This had a significant negative impact on local 
people’s health and wellbeing, for example, fuel poverty was 

The Governing Body resolved: 

 To consider and support the proposed approach to the 
fuel poverty project set out in the report 

 To approve the £45,000 investment in the service and 
£250 per person supported out of fuel poverty be 
committed from the ‘innovation fund’ 

 To confirm the CCG was able to sign-up to the legally 
binding investment agreement at the Chief Executives 
Management Board on 27 September 2012 for an initial 
12 month period 

i)  
ii)  
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a factor in health issues such as winter deaths, respiratory 
diseases, falls and mental health problems. 
 
It was agreed that this was the CCG’s opportunity to take a 
first step into a real piece of innovation in Oldham.   Similar 
work had been done across Greater Manchester, but not to 
the extent that was being proposed in Oldham – there were 
risks involved but the learning from the pilot would bring real 
opportunities to take forward, and it was attracting a lot of 
external interest.   Members agreed to run the fuel poverty 
project as a partnership programme to be piloted for 12 
months and to give consideration later as to whether it 
should be continued for another year following this initial 
period.   A nine-month evaluation of the project for the 
Governing Body was requested, along with quarterly reports 
on progress.    

Oldham Joint Needs 
Assessment and 
Carer’s Strategy and 
Investment Plan 

Kath Wynne-Jones, CCG Head of Programme Delivery and 
Business Operations, informed members that the Operating 
Framework for the NHS in 2012-13 highlighted the need to 
improve the support for carers as a key priority.   Oldham 
CCG was required by the Operating Framework to agree 
policies, plans and budgets to support carers with Oldham 
Council, following a joint assessment of local needs.   The 
plans for investment in carers’ services needed to be 
published on the CCG’s website by 30 September 2012. 
 
Kath confirmed that the Investment in Carers Services 
Report proposed an investment of £469K by Oldham CCG 
and this sum had been allocated to support carers’ services 
in the 2012-13 Oldham CCG budget.    
 
Members were advised that the paper represented a strong 
piece of joint work across two organisations, the CCG and 
the Local Authority, fitting within the Urgent Care arena and 
building on the key themes of shared care.   The paper had 
been taken to Executive Regulation of Finance, 
Performance and Quality (ERFPQ) the previous week, 
where ERFPQ members had discussed it in depth and 
agreed to recommend that the Governing Body endorse the 
Carers Strategy and the Investment Plan. 

After discussion the Governing Body resolved: 

 To receive and note the content of the JSNA 

 To approve the Strategy and Investment Plan 

 To agree that the Strategy and Investment Plan were 
published on the PCT website by 30 September in line 
with NHS Operating Framework requirements 
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There was discussion around the increasing recognition of 
the importance of carers, realising and releasing their 
potential and supporting them to remain mentally and 
physically well, at the same time as recognising the fact that 
they also had a life outside caring. 
 
Currently support for carers was patchy and without further 
actions there was a continued risk of carer breakdown, 
resulting in subsequent need for expensive crisis 
intervention.   Individual carers and carers groups were very 
aware of the requirement placed on Oldham CCG by the 
Operating Framework to publish the Carers Strategy and 
Investment Plan by 30 September and it was highly likely 
that a failure to publish this information would result in 
Freedom of Information enquiries and negative local press 
coverage. 
 
After further discussion members approved the Carers 
Strategy and Integrated Carers Investment Plan which set 
out the detailed investment in carers services for 2012-13.   
Ian M requested updates be brought back to the Governing 
Body on an on-going basis to ensure members were kept 
informed on how this investment was working. 

Practice Based Cluster 
Development Plan 

Dr Ian Milnes advised members that the paper was intended 
to outline to the Governing Body the next steps to be taken 
in relation to practice based cluster development. 

 
The CCG would operate with a clear focus on quality as its 
driving principle, by ensuring that clinical outcomes and 
quality are integral to all commissioning plans and decisions.   
The CCG Governing Body believed that achieving this aim 
would be highly dependent upon the effective development 
of the practice cluster groups. 
 
Over recent years, practice-based clusters had developed 
with differing degrees of formality and commitment.  The 
CCG Governing Body felt that streamlining the cluster 
groups was important and had proposed a number of 
themes which it would like each cluster to consider as 

The Governing Body received and noted the report and 
approved the suggested approach to practice based cluster 
development 
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regular agenda items.  
 
Each cluster group would be supported by an administrator, 
a technical finance/business intelligence expert and a senior 
commissioning manager.  These members of staff would 
attend the cluster meetings and would take forward any 
developments in between meetings. 
 
Ian updated members on the proposal of developing clusters 
through the use of an external facilitator, procured from a 
management consultancy using CCG development 
resources, to pick up on key themes and proposals and 
ensure the collation and dissemination of information and 
innovation from grass roots members.  

Corporate 
Performance Report 

Kath Wynne-Jones referred members to the report which 
updated the Governing Body on the latest corporate 
performance for the period ended 31 July 2012 
 
There was in depth discussion around key performance 
risks in year, including: 

 Mental Health – Early Intervention, Crisis Resolution / 
Home Treatment and Improving Access to Psychological 
Therapies (IAPT) 

 Unplanned Hospitalisations 

 Accident and Emergency 

 NHS Health Checks 
 
Members also discussed the risks associated with the Public 
Health indicators, including: 

 Immunisations 

 Childhood Obesity 

 Chlamydia Screening 

 Teenage Conception 

 Bowel Screening 

 Cervical Screening 

 Mortality 

 Health Checks 
 

Kath advised that the rating for the percentage of patients 
who spent at least 90% of their time on a stroke unit was 

The Governing Body resolved: 

 To remain aware of the key performance risks in 2011/12 

 That actions identified were sufficient to improve 
performance 
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currently RAG rated ‘green’ although the August 2012 
performance was weaker than July with 24 of 29 patients 
spending at least 90% of their time on a stroke unit (82.2%).     
Despite the downturn, the combined July and August 2012 
result of 88.9% suggested that the target of 80% was likely 
to be met for the fourth consecutive quarter.  
 
With regard to Cancer Waiting Times, members were 
informed that the percentage of patients receiving their first 
treatment within 62 days of an urgent GP referral remained 
above the target of 85% in July 2012 (87.5%), although this 
was a decrease from the previous month.  

Infection Prevention 
and Control Annual 
Report 2011/12 

Elaine Flynn, Clinical Lead Infection Prevention and Control, 
informed members that the report outlined the work 
undertaken to control and prevent health care acquired 
infection and communicable diseases.   NHS Oldham had 
seen a fall in MRSA by 71% reduction between 2010/11 and 
2011/12.   This was also the case for Clostridium difficile 
Infection (CDI) which had decreased by 5% during this 
period.   
 
The uptake for immunisation rates for childhood 
immunisation was 95% which was above requirements.  
There had also been continuous improvement in the level of 
antibiotic prescribing and compliance with audits.   

 
Last year’s performance and targets for MRSA and CDI had 
been met for all the commissioned hospital providers.   
     
Mr. Gizzi acknowledged the excellent report and the work 
undertaken in monitoring compliance against national 
reporting schemes. 

The Governing Body received and noted the Infection 
Prevention and Control Annual Report 2011/12  

Independent Sector – 
Harm Free Care 

Kath Wynne-Jones advised that the report was included for 
information to provide the Governing Body with an update of 
the work on ‘Harm Free Care’ and recent selection for the 
NQCF and Department of Health ‘International Rounding’ 
pilot with Oldham’s Independent Sector care homes with 
nursing beds. 
 

This was an interim report pending the full locality picture 

The Governing Body received and noted the report 
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including Pennine Care Foundation Trust and Pennine 
Acute Hospitals Trust which would be available in 
November. 
 

Members were asked to note the positive impact of the 
Harm Free Care work and Kath undertook to keep the 
Governing Body updated when the full locality Harm Free 
Care work report was available. 

Deprivation of Liberty 
Safeguards (DOLs) 
Compliance 

Sharon Wrigley, Case Manager – Mental Health, informed 
the Governing Body that the report provided an update on 
the total number of DOLs applications for Quarter one to 
Quarter four and outlined the continued responsibilities of 
NHS Oldham CCG for 2012 until transfer of responsibility to 
Oldham Council in April 2013.  

 
The DOLs applied to people in England and Wales and 
consisted of a series of assessments which may lead to the 
authorisation of deprivation of liberty where it was in the 
person’s best interests.  Two DOLs were granted during 
2011/12. 
 

Members were advised that the report provided assurance 
to the CCG that there was a system in place to carry out the 
DOLs Supervisory Body function until transfer to the Local 
Authority.    

The Governing Body received and noted the report 
 

Transition 
Arrangements for 
Maintaining and 
Improving Quality from 
2013 

Dr Ian Milnes informed the Governing Body that The 
National Quality Board had published its draft report ‘Quality 
in the new health system – Maintaining and improving 
quality from April 2013’ in August.   This was in order for 
recommendations from the Francis 2 report, due in January 
2013, to be incorporated into the final version. 
 
Members were advised that the NHS Commissioning Board 
(NHS CB) would establish local Quality Surveillance Groups 
(QSGs), based on the areas covered by NHS CB local area 
teams by April 2013.   The CCG was expected to be a 
member of the QSG.   Ian advised members that actions 
had been taken to ensure the recommendations for 
transitional arrangements were met and concrete and robust 
health and safety plans had been put in place.   The paper 

The Governing Body resolved: 

 To develop a workplan monitored by a system of internal 
control to ensure that all recommendations had been 
considered, had associated action plans and that those 
action plans were actively monitored at an Executive 
level. 

 To consider how patients and service users, LINks and 
HealthWatch could be supported in understanding their 
contribution to the recommendations of the NQB draft 
report. 

 To refresh the CCG Quality Strategy and Commissioning 
for Quality framework in light of the NQB reports and the 
Francis public enquiry to provide a strategic focus for the 
CCG to refine and develop fit for purpose assuring 
quality systems and quality improvement programmes. 281
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had been considered by the Executive Regulation of 
Finance, Performance and Quality committee on behalf of 
the Governing Body where a list of actions had been agreed 
to progress the work. 
  

 To ensure the recommendations of the second Francis 
report were reviewed to ensure ongoing compliance as a 
commissioner. 

 To review the CCG resource and Commissioning 
Support Unit offer in relation to quality to ensure CCG 
responsibilities can be met 

Forecast Financial and 
QIPP Delivery Position 
– August 2012 

Members were informed that the paper outlined the forecast 
financial position as at 31 August (Month 5) and highlighted 
the impact of QIPP delivery and management emerging 
financial pressures in relation to performance against the 
PCT’s financial duties.   The report had been discussed in 
detail at the previous week’s Executive Regulation of 
Finance, Performance and Quality committee meeting. 
 
The financial position demonstrated delivery of a year to 
date surplus of £758,000, with a full year projected surplus 
of £2,075m in line with the CCG’s financial plan.   It was 
expected that all the statutory financial duties would be met. 
 
The budget for 2012/13 was £415m.   It was anticipated that 
£9.99m savings would be achieved by 31 March 2013.   This 
was based on the assumption of £2m prescribing and £1.9m 
urgent care savings being delivered as planned and those 
areas were being closely monitored.   Members’ attention 
was drawn to the risks table on page 18 of the report as a 
useful tool for monitoring under / over achievement of risk 
plans, and Paul Hinnigan, Interim North East Sector Director 
of Finance, requested that a total showing the surplus / 
deficit for each scenario be added to the table for future 
reports.   

The Governing Body resolved: 

 To note the current year to date financial position and 
outturn forecast 

 To acknowledge the detailed consideration of the 
financial activity and QIPP positions that had taken place 
at Executive Regulation of Finance, Performance and 
Quality committee 

 To acknowledge the financial risks identified, and support 
any   mitigation actions proposed 
 

Oldham CCG 
Submission to update 
NHS GM Board 
Assurance Framework 

Julie Daines advised members that the report documented 
the NHS Oldham CCG to update NHS Greater Manchester 
Board Assurance Framework.    

 
The Governing Body was asked to note that the 2012/13 
submission demonstrated the CCG’s commitment to 
maintaining NHS Greater Manchester assurance processes.   
Julie advised that the higher level of submission entry detail 
reflected the developing CCG risk management processes 
and overall improvements in the management of risks 

The Governing Body received and noted the report 
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identified by NHS Greater Manchester. 

Draft Minutes of the 
CCG Audit Group 
Meeting held on 23 
August 2012 

The Governing Body received minutes from the recent Audit 
Group for ratification 

The Governing Body 

 Ratified the minutes of the Audit Group meeting held on 
23 August 2012 

Draft Minutes of the 
Executive Regulation 
of Finance, 
Performance and 
Quality Committee 
held on 23 August 
2012 

The Governing Body received minutes from the recent 
Executive Regulation of Finance, Performance and Quality 
Committee for ratification. 

The Governing Body 

 Ratified the minutes of the Executive Regulation of 
Finance, Performance and Quality Committee held on 23 
August 2012 

 
 
 
 

Recommendation 
 

The Board is asked to: 

 Note the above Clinical Commissioning Group Governing Body summary 
 

 

 

Nikki Boaler 

Board Secretary and Corporate Affairs Lead 

NHS Oldham 
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Oldham NHS CCG Governing Body Summary Document  
 

Oldham NHS CCG:  25 October 2012  

Chaired by:   Riaz Ahmad (CCG Lay Member – Chair) 

Subject Summary Action 

Oldham CCG 
Governing Body 
Briefing 

Update provided on: 

 NHS Greater Manchester Developments, including: 
o Commissioning Support Unit (CSU) update  
o Voluntary redundancy / retirement scheme for 

NHS Greater Manchester update   
o Greater Manchester CSU Director of Finance role 

update 

 Clinical Commissioning Group (CCG) developments, 
including: 

o Recruitment to the hospital consultant role and 
advertisement for 3 part time lay member roles 
on the CCG Governing Body 

o Announcement of appointment to the nurse 
Governing Body role 

o Health ‘Question Time’ event in Saddleworth 

 General Developments including: 
o Publication of Self Care Week 
o Launch of national Choose Well campaign  
o Local women encouraged to seek help for 

depression as part of World Mental Health Day 

The Governing Body noted the contents of the Oldham CCG 
Governing Body Briefing 

Programme Updates:  
Urgent Care and 
Prescribing 

Members were advised that the report included an update 
on clinical programme delivery and the clinical programme 
assurance dashboards which were being used to assure the 
delivery of clinical programme outcomes on behalf of the 
CCG through the Clinical Directors.   It also included 
Exception Reports on the Urgent Care and Prescribing QIPP 
areas, both of which remained behind plan, due to the 
variance in QIPP plan versus actual delivery currently being 
seen. 
 
A series of sessions were being held with each Clinical 
Director to understand the intentions and the requirements 
of each clinical programme area for the next 12 to 18 
months.   This would also inform the financial and 

The Governing Body resolved: 

 To receive the report and note the progress made 

 To support the approach to be adopted moving forwards 
with the commissioning process for 2013/14 
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contracting plan of the CCG. The individual sessions would 
be followed up by a workshop in November. 

  
The prescribing budget as at July 2012 was forecast to be 
overspent and work was ongoing with GP practices to 
reduce this risk.   The urgent care budget remains behind 
plan and the Urgent Care Partnership, a group which 
includes local NHS organisations, has put schemes in place 
to help people avoid having to go to hospital and to support 
people with long term conditions.  
 
The main priority for prescribing was to address repeat 
prescribing and to work with pharmacies and GP practices 
to ensure only those repeat prescriptions that were needed 
were ordered.   The three top priorities for urgent care were 
also discussed. 

Dr David McMaster suggested the CCG adopt the model 
successfully implemented in NHS Bury where consultants in 
care of the elderly were going into nursing and care homes 
to visit patients.   This model was also being piloted in NHS 
Heywood, Middleton and Rochdale. 

Finally, members were informed that the attached Exception 
Reports had been shared with NHS Greater Manchester to 
demonstrate the CCG’s ability to get back on track with 
Urgent Care and Prescribing. 

Update on Quality 
Improvement within 
Primary Care 

Dr Ian Milnes informed members that the paper provided an 
overview of the CCG’s approach to quality improvement 
within Primary Care.   An assurance framework was being 
developed to ensure a culture of continuous quality 
improvement amongst its member practices.   As a first 
phase approach, practices had been benchmarked in terms 
of the management of urgent care / non-elective demand 
and prescribing.   A cohort of practices (4) had been 
identified where both prescribing costs and urgent care 
utilisation appeared significantly higher that other member 
practices.   Ian advised that the paper provided an overview 
of the CCG’s approach to practice development and 
assurance in light of this exercise. 

The Governing Body resolved: 

 To support the defined approach to quality improvement 
within Primary Care 

i)  
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It was proposed that for each of these practices direct 
contact would be made by a Clinical Director (for Urgent 
Care or Prescribing).   The practice would be provided with 
the information on which the decision in relation to their 
quality was made and an appointment would be made with 
the practice with one of the relevant Directors and Business 
Intelligence support to enable the practice to discuss issues 
in a developmental context with appropriate data support.   
At this meeting a suite of actions would be agreed with the 
practice that would be regularly reviewed with the Clinical 
Director;  any further issues would be referred to the 
Commissioning Performance Advisory Group for further 
discussion. 
 
Ian advised that the CCG would regularly review the 
learning from this approach and modify where required. 
 
A further 6 practices had also been identified who had high 
prescribing rates;   outlying admission rates but average 
A&E attendance rates or high prescribing rates;  outlying 
A&E attendance rates but average admission rates.   Ian 
advised that these practices would be the suggested next 
tranche of practices prioritised for focussed review. 

 
There was discussion and it was agreed that early learning 
was essential to allow the CCG to understand whether 
outliers were there as a result of ‘normal cause’ variation, or 
‘special cause’ variation.   It was also confirmed that findings 
and outcomes would be shared at GP Cluster level, and 
agreed that all quality improvement workstreams would be 
channelled through Cluster groups. 

Revised Corporate 
Governance 
Framework 

Julie Daines informed the Governing Body that the original 
evidence portfolio submitted as part of the CCG assessment 
process relied on documents already in existence reflecting 
Oldham CCG under shadow arrangements, and the 
Governing Body as a sub-committee of the NHS Greater 
Manchester Board.   This reflected the arrangements at a 
point in time. 
 

After discussion the Governing Body resolved: 

 To receive and note the content of the Oldham CCG 
Updated Standing Orders, Prime Financial Policies and 
Scheme of Reservation and Delegation 

 To approve the proposed Standing Orders 

 To approve the proposed Prime Financial Policies 

 To approve the proposed Scheme of Reservation and 
Delegation 286
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As a result the threshold for authorisation for criteria 4.1a 
remained red and would imply a condition would be applied 
to the NHS Oldham CCG authorisation if not remedied 
before the final decision on authorisation was determined by 
the NHS Commissioning Board Decision Panel, planned for 
5 December 2012. 

 
Julie advised that the proposed updated Standing Orders, 
Prime Financial Policies and Scheme of Reservation and 
Delegation needed approval.   She confirmed that there 
were still changes to be incorporated into the documents, 
following feedback received after the Governing Body 
papers had been circulated.   She advised that feedback 
was also awaited from NHS Greater Manchester.   She 
asked members to check the documents for clarity. 

 
There was discussion, and some further minor amendments 
were requested.   Tthe Governing Body was requested to 
approve the amendments to these key governance 
documents. 

Corporate 
Performance Report 

Kath Wynne-Jones referred members to the report which 
updated the Governing Body on the latest corporate 
performance for the period ended 31 August 2012 
 
There was in depth discussion around key performance 
risks in year, including: 

 Mental Health – Early Intervention, Crisis Resolution / 
Home Treatment and Improving Access to Psychological 
Therapies (IAPT) 

 Unplanned Hospitalisations 

 Smoking quitters 

 NHS Health Checks 
 
Members also discussed the risks associated with the Public 
Health indicators  
 
Kath went through key areas where improvements had been 
seen:  
 
Stroke – Provisional results for quarter 2 2012/13 provided a 

The Governing Body resolved: 

 To remain aware of the key performance risks in 2012/13 

 That actions identified were sufficient to improve 
performance 
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strong indication that the 80% target would be surpassed for 
the fourth consecutive quarter – 60 of 68 stroke patients 
(88.2%) reported so far spent at least 90% of their time in 
hospital on a stroke unit. 
Ambulance Indicators – For the second consecutive month, 
North West Ambulance Service (NWAS) was ranked 2nd out 
of 12 ambulance trusts in August 2012 with 78.4% of calls 
receiving a response within 8 minutes against a national 
target of 75%.   The national average for this indicator was 
77.8%. 
Cancer waiting times – The percentage of patients receiving 

their first definitive treatment within 62 days of an urgent GP 
referral improved in August 2012 to 90.9% following two 
consecutive months of decline.   The target of 85% had now 
been achieved for 5 consecutive months.    

Infection Prevention 
and Control – Quarter 
2 

Alan Higgins, Director of Public Health, went through the 
report which supported the CCG Assurance Process by 
demonstrating that NHS Oldham had systems in place to 
enable quality improvement. 

 
Members were advised that the purpose of the paper was to 
inform the CCG on the performance summary of current 
Infection Prevention and Control issues and report on 
progress against the associated work plan.   It provided 
assurance to the CCG that NHS Oldham was meeting its 
statutory and NHS obligations and was a requirement of the 
Care Quality Commission and Health and Social Care Act 
(2008). 

 
Assurance was provided to the CCG that providers of care, 
including Pennine Care NHS Foundation Trust, had 
demonstrated full compliance with the Health Care 
Associated Infection Framework and accordingly with the 
Health and Social Care Act (2008) for quarter 2. 

 
NHS Oldham had improved the position relating to 
Clostridium difficile Infection (CDI) and had had no breaches 
in the monthly CDI set target during this quarter.   It 
remained one of four PCTs rated as ‘green’ in the twenty 
four North West PCTs in relation to antibiotic prescribing for 

The Governing Body received and noted the Quarter 2 
Infection Prevention and Control Report 
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cephalosporins and Quinolones, which Mr. Higgins advised 
was a substantial improvement. 

Winterbourne – abuse 
of learning disability 
patients 

At the invitation of the Chair, Tanya Roberts, Head of Quality 
and Safeguarding, reminded members that the report of the 
South of England SHA into the abuse suffered by adults with 
learning difficulties at Winterbourne View Hospital (owned by 
Castlebeck Ltd) revealed in a BBC programme highlighted 
the risks of not taking a whole system view of provider 
performance and quality.   The commissioners involved 
relied on a care programme approach (at person level) 
evaluating care and progress on an individual basis and not 
considering the wider systematic quality and performance of 
the provider for instance safe recruitment, incident reporting, 
whistleblowing processes, training and patient experience 
metrics.    
 

An assessment of current state in Oldham CCG in light of 
the review revealed that there were a number of spot 
purchases where no contract was in place, or there was a 
non-standard contract.   Tanya advised that the paper 
provided the Governing Body with an overview of the 
Winterbourne report, its recommendations and the 
implications for Oldham CCG.   It provided an analysis of 
where action was required and recommendations for the 
strategic approach the CCG should take to safeguard 
vulnerable adults and commission care for people with 
learning disabilities. 
 

There was discussion and members noted that the 
Commissioning Support Unit (CSU) was not currently 
offering Continuing Healthcare (CHC) Contracts 
management, hence the need for the CCG to continue to 
have an in-house service.   Members were informed that 
discussions were on-going with the CSU around the 
extension of the offering from CSU to included CHC 
Contracting. 
 
The need to engage with other CCGs in a joint approach 
was stressed and it was confirmed that this was a piece of 
work being looked at across the North East Sector to ensure 

After discussion the Governing Body resolved: 

  That the CCG should include the current approach to 
contracting and monitoring spot purchases for patients 
with mental health or learning disabilities within the 
stabilisation plan (contract transition) 

  That the CCG should adopt a standard procurement 
process for learning disability and mental health 
placements with the associated governance to assure 
that providers have met required performance and quality 
standards 

  That the CCG should ONLY make placements within 
providers that have signed up to the standard 
procurement approach, providing a degree of 
accreditation before standards contractual monitoring is 
utilised 

  That the CCG should ensure that each provider was 
issued with a standard NHS contract with agreed 
governance in terms of the contractual arrangements 
including contract monitoring arrangements  

  In order to support a reduction in duplication of 
monitoring the CCG should engage with the 
Commissioning Support Unit to ensure a product will be 
available to provide this accreditation/monitoring 
mechanism 

  That the Executive Regulation of Finance, Performance 
and Quality (ERFPQ) receives a quarterly update on 
progress and areas of risk 
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a standardised approach, for example with care homes.   It 
was agreed that a standard approach supported by CSU 
would be beneficial. 

Safeguarding Children 
Strategy 

Members were advised that this report, along with the 
safeguarding vulnerable adults’ strategic framework, were 
first versions of the CCG’s safeguarding strategies to be 
considered by the Governing Body.   The Safeguarding 
Children Strategy had been presented to the Local 
Safeguarding Children’s Board where the vision, 
governance, outcomes and mechanisms of delivery were 
welcomed.   Tanya Roberts informed members that the 
strategy included a challenging workplan, and that this 
would be delivered within existing resource. 
 

Julie confirmed that this had been one of the remaining ‘red’ 
criteria in the CCG Assessment process, and the report was 
part of a suite of documents which would be re-submitted as 
part of the process.   Members were asked to note that the 
CCG’s vision was to ensure that safeguarding children was 
everybody’s business – to achieve this, the CCG would 
commission services to promote and protect the human 
rights of each individual child, their independence and their 
well-being.   The CCG would also secure assurance from all 
service providers that the CCG commissioned from on 
behalf of the population of Oldham that any child identified 
as being at risk was effectively safeguarded against abuse, 
neglect, discrimination, embarrassment or poor treatment, 
and was treated with dignity and respect. 
 

The report had been discussed in detail at the Executive 
Regulation of Finance, Performance and Quality (ERFPQ) 
the previous week, and members agreed that ERFPQ 
should receive a quarterly update on progress and areas of 
risk on behalf of the Governing Body. 

The Governing Body Resolved: 

  To support the implementation of the Safeguarding 
Children’s Strategy 

  To agree that Executive Regulation of Finance, 
Performance and Quality receive a quarterly update on 
progress and areas of risk on behalf of the Governing 
Body 

 

Safeguarding 
Vulnerable Adults 
Strategy 

Members were informed that this paper provided the 
Governing Body with the first version of the CCG 
Safeguarding Adults Strategy to be considered by the 
Governing Body.   This version had also been presented to 
the Local Safeguarding Adults Board where it had been well 
received and welcomed.    Again, the workplan included in 

The Governing Body resolved: 

  To support the implementation of the Safeguarding 
Vulnerable Adult’s Strategy 

  To agree that Executive Regulation of Finance, 
Performance and Quality receive a quarterly update on 
progress and areas of risk on behalf of the Governing 290
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the strategy would be delivered within existing CCG 
resources. 
 

The Governing Body was advised that there were no 
statutory obligations in place for the safeguarding of adults, 
unlike those for children.   This report had also been 
discussed in detail at the Executive Regulation of Finance, 
Performance and Quality (ERFPQ) the previous week. 

Body 

 

Safeguarding Children 
Plan Update 

Tanya Roberts informed members that the paper provided 
an update specific to the recommendations made by the 
CQC following the OFSTED / CQC inspection undertaken 
during January 2012.   She advised that this report should 
be read in conjunction with the safeguarding children 
strategy which described a workplan to support the delivery 
of the CCG vision and incorporated actions for the CCG in 
light of the CQC report. 
 

Members were advised that this report had been discussed 
in detail at the ERFPQ meeting held on Thursday 18 
October. 

The Governing Body resolved: 

 To note the progress with the CQC action plan 

 To agree to the actions being embedded into the 
safeguarding workplan 

 

Forecast Financial and 
QIPP Delivery Position 
– September 2012 

Members were informed that the paper outlined the forecast 
financial position as at 30 September (Month 6) and 
highlighted the impact of QIPP delivery and management 
emerging financial pressures in relation to performance 
against the PCT’s financial duties.   The report had been 
discussed in detail at the previous week’s Executive 
Regulation of Finance, Performance and Quality committee 
meeting. 
 
The financial position demonstrated delivery of a year to 
date surplus of £952k (YTD Budget £1,008k), with a full year 
projected surplus of £2,075m in line with the CCG’s financial 
plan.   It was expected that all the statutory financial duties 
would be met. 
 
Members were reminded that the report had been 
scrutinised in detail at the previous week’s Executive 
Regulation of Finance, Performance and Quality (ERFPQ)  

The Governing Body resolved: 

 To note the current year to date financial position and 
outturn forecast 

 To acknowledge the detailed consideration of the 
financial activity and QIPP positions that had taken place 
at Executive Regulation of Finance, Performance and 
Quality committee 

 To acknowledge the financial risks identified, and support 
any   mitigation actions proposed 
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The Board is asked to: 

 Note the above Clinical Commissioning Group Governing Body summary 
 

 

 

Nikki Boaler 

Board Secretary and Corporate Affairs Lead 

NHS Oldham 
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Oldham NHS CCG Governing Body Summary Document  
 

Oldham NHS CCG:  29 November 2012  

Chaired by:   Riaz Ahmad (CCG Lay Member – Chair) 

Subject Summary Action 

Oldham CCG 
Governing Body 
Briefing 

Update provided on: 

 NHS Greater Manchester Developments, including: 
o Update on first appointments to the 

Commissioning Support Unit (CSU) 

 Clinical Commissioning Group (CCG) developments, 
including: 

o Recruitment to the hospital consultant role and 
advertisement for the Chair and 2 part time lay 
member roles on the CCG Governing Body 
currently underway 

o CSU template Service Level Agreement and 
guidance published on 5 November 

 General Developments including: 
o New Haemodialysis Unit being built in Oldham 
o Healthier Together programme update 
o Maternity and children’s unit at Royal Oldham 

Hospital to open on 3 December 

o European Antibiotics Awareness Day 

o Pressure Ulcer Awareness Week 

o CCG to continue to commission IAPT services for 
Military Veterans as part of an exercise across 
Greater Manchester 

The Governing Body noted the contents of the Oldham CCG 
Governing Body Briefing 

Health and Wellbeing 
Strategy 

Alan Higgins, Director of Public Health, advised members 
that the Health and Wellbeing Strategy was the tool through 
which the Health and Wellbeing Board set out its priorities 
for action to improve health and wellbeing in Oldham.   Its 
purpose was to communicate the priorities of the Health and 
Wellbeing Board to the public of Oldham, stakeholders in 
health and social care services and to the commissioners 
with responsibilities for improving health and wellbeing in 
Oldham. 

 
Members were appraised that the strategy was ambitious in 
aiming to transform the environment in Oldham (social, 

After discussion, the Governing Body resolved: 

 To note the implications of the Oldham Health and 
Wellbeing Strategy for the CCG’s commissioning 
intentions 

 To support the implementation of the Strategy with 
additions as discussed  
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economic and physical) to support good health outcomes.   
Links were made to the agenda for a cooperative Oldham, 
active engagement of citizens, innovation as a necessity, 
integration of health and social care services and a focus on 
reducing inequalities in health. 
 
Three themes had been identified to communicate the 
priorities of the Board to improve health and wellbeing – 
Giving every child the best start in life;  Living, learning and 
working well;  and Ageing well and later life.   Alan advised 
that work was ongoing to develop much more detail behind 
these themes.   This would go back to the Health and 
Wellbeing Board, before being shared with commissioners 
for comment.   Members were reminded that the CCG had 
already had input into the Strategy through Governing Body 
members who sat on the Health and Wellbeing Board. 
 

Questions and comments were invited and there was in-
depth debate.   It was agreed that the Strategy would 
influence the Clinical Directors’ Plans on a Page and the 
Commissioning Intentions for 2013/14 and Kath Wynne-
Jones undertook to share the document with Clinical 
Directors to identify any gaps, after which the Strategy could 
be linked into workstreams going forward. 
 
Julie Daines added that the JSNA had been used to inform 
the Health and Wellbeing Strategy and evidenced in the 
CCG authorisation process.   This would continue to be built 
on as the CCG evolved.  

Public Health Charter Alan Higgins advised members that in completing the 
transition of public health responsibilities to Oldham Council, 
the council was expected to produce a vision for public 
health in Oldham.   The council had produced a Public 
Health Charter which described its vision.   
 
The charter included the council’s ambition to improve 
health, the approach that would be adopted and the use of 
resources to achieve the ambition.   The proposed approach 
focused on working collaboratively with residents, 
communities and partners in current available resources 
 

The Governing Body resolved: 

 To receive and support the Oldham Public Health 
Charter 

i)  
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Ian W informed the Governing Body that he and Alan had 
recently been in Wigan presenting the work being done in 
Oldham to Duncan Selby, Chief Executive Designate of 
Public Health England, who had been very impressed with 
the joint integrated working around the commissioning 
agenda.   He added that the transition of Public Health was 
not an easy one nationally, however this was not the case in 
Oldham where there was an underlying good working 
relationship to take forward.   Zuber suggested taking the 
paper to the Integrated Commissioning Partnership to make 
it more ‘real’ and owned by the partners. 

Authorisation Update 
and Additional 
Evidence Portfolio 

Denis Gizzi reminded the Governing Body that the NHS 
Commissioning Board (NHS CB) Conditions Panel 
considered the CCG application for authorisation on 2 
November. The CCG Governing Body had considered a 
response to the proposed conditions, as part of the final part 
of the process for authorisation of the CCG to operate as a 
statutory body.   Further supporting evidence to mitigate the 
proposed conditions was submitted on 19 November.    A 
final decision on the application for authorisation would be 
made by the NHS CB Authorisation sub-committee on 5 
December.   

The Governing Body received and noted the Authorisation 
Update 

Clinical 
Commissioning 
Planning Process 
2013/14 
 

Kath Wynne-Jones informed members that a key report had 
been produced on the CCG’s approach to planning for 
2013/14.   This included the process for informing providers 
of its intentions, agreeing internal priorities and detailing how 
its intentions were best implemented. 
 
She went through a presentation which detailed the planning 
process. 

After discussion, the Governing Body resolved: 

 To agree the suggested approach and the proposed 
prioritisation tool to support this and future planning 
processes 

Corporate 
Performance Report 

Kath Wynne-Jones referred members to the report which 
updated the Governing Body on the latest corporate 
performance for the period ended 30 September 2012 
 
There was in depth discussion around key performance 
risks in year, including: 

 Mental Health – Early Intervention and Improving Access 
to Psychological Therapies (IAPT) 

 Unplanned Hospitalisations 

 Smoking quitters 

 NHS Health Checks 

The Governing Body resolved: 

 To remain aware of the key performance risks in 2012/13 

 That actions identified were sufficient to improve 
performance 
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Members also discussed the risks associated with the Public 
Health indicators and it was noted that childhood obesity 
was included in the Health and Wellbeing Strategy as a 
priority area. 
 
Kath went through key areas where improvements had been 
seen, including: 
Stroke – Provisional Pennine Acute NHS Hospitals Trust 
(PAHT) data for October 2012 showed that 100% of Oldham 
stroke patients (24 of 24) had spent at least 90% of their 
time in hospital on a stroke unit.   This followed a result of 
89.3% in quarter 2 2012/13 which was the fourth 
consecutive quarter of the target (80%) being surpassed. 
Ambulance Indicators – Despite the fact that performance 
was ahead of the national average (75.6%), the result 
represented a slight decline in performance following two 
consecutive months where NWAS was ranked 2nd out of the 
12 Trusts. 
Cancer waiting times –The percentage of patients receiving 

their first definitive treatment within 62 days of an urgent GP 
referral improved in September 2012 to 93.3% (90.9% in 
August 2012).   The target of 85% had now been achieved 
for 6 consecutive months.    

 
The percentage of patients receiving their first definitive 
treatment within 62 days of a Consultant upgrade also 
improved with 100% of patients treated within 62 days 
(target 90%). 

Forecast Financial and 
QIPP Delivery Position 
– October 2012 

The Governing Body was informed that the paper outlined 
the forecast financial position as at 31 October (Month 7) 
and highlighted the impact of QIPP delivery and 
management of emerging financial pressures in relation to 
performance against the PCT’s financial duties.   Members 
were reminded that the report had been discussed in detail 
at the previous week’s Executive Regulation of Finance, 
Performance and Quality committee meeting. 

 
The financial position demonstrated delivery of a year to 
date surplus of £1,154k (YTD Budget £1,201k), with a full 
year projected surplus of £2,075k in line with the PCT’s 

The Governing Body resolved: 

 To acknowledge the detailed consideration of the 
financial activity and QIPP positions that had taken place 
at Executive Regulation of Finance, Performance and 
Quality committee 

 To acknowledge the financial risks identified, and support 
the mitigation actions proposed 
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(managed by the CCG) financial plan.   It was also 
anticipated that all the statutory financial duties would be 
met.  

Board Assurance 
Frameword 

Wayne Neal, Risk Manager, gave the background to the 
Board Assurance Framework, advising that the supporting 
13 risk registers were updated on a weekly basis making 
this a ‘live’ document and ensuring it was both in line with 
recommended good practice and reflected material 
organisational risks. 
 
Mr. Neal also informed the Governing Body that a Risk 
Management Closedown Register was required, detailing 
legacy issues which would be handed over to new 
organisations, including the CCG.   He undertook to keep 
the Governing Body updated around progress and any 
issues arising. 

The Governing Body resolved: 

 To receive and note the contents of the report 

 To receive, review and agree the October 2012 Board 
Assurance Framework as providing sufficient assurance 
around the management of strategic risks 

 To receive and note the delivery progress of the 
Assurance Framework Action Plan 

 
 
 
 

Minutes of the 
Executive Regulation 
of Finance, 
Performance and 
Quality Meeting held 
on 18 October 2012 

The Governing Body received minutes from the recent 
Executive Regulation of Finance, Performance and Quality 
Committee for ratification. 

The Governing Body: 
Ratified the minutes of the Executive Regulation of Finance, 
Performance and Quality Committee held on 18 October 
2012 

Minutes of the NHS 
Oldham Locality Audit 
Group Meeting held on 
21 November 2012 

The Governing Body received minutes from the recent 
Locality Audit Group for ratification. 

The Governing Body: 
Ratified the minutes of the Locality Audit Group held on 21 
November 2012 

 
 
 

 
Recommendation 
 

The Board is asked to: 

 Note the above Clinical Commissioning Group Governing Body summary 
 

 
 
Nikki Boaler 
Board Secretary and Corporate Affairs Lead 
NHS Oldham 
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NHS Salford Shadow Clinical Commissioning Group Board Meeting Summary Document (Part 1) 
 
NHS Salford CCG: 28 November 2012 

Chaired by: Dr Clive Boyce  

 

Subject Summary Action 

Chair’s 
communication  

Dr Boyce updated about the recent strategic event attended by 98% of 
member practices where neighbourhood priorities were explored.   

Dr Boyce advised on the appointment of a Lay Secondary Care Clinician, 
Chief Operating Officer and Chief Finance Officer. 

The board noted the chair’s 
communication. 

Interim Chief 
Operating Officer’s 
Leadership Report 

Mr Campbell introduced the report, which provided a summary of key issues 
facing the organisation or points relevant to the organisation.  This covered: 

 the launch of Healthwatch England 

 standards for members of NHS board and CCG governing bodies 

 running cost allocations 

 authorisation site visit 

Board members supported the board member standards saying that this 
needs to remain a living document for the board. 

The board noted the report. 

 

Performance 

a) Finance 
Performance 

Mr Lowe introduced the report with included key financial performance 
dashboard, operating costs statements, directorate performance exception 
report, agency spend and reserves.  He highlighted the additional information 
on the capital programme and risks.  He advised the organisation was in a 
strong position and forecasting to over achieve by £8m.  It was proposed that 
the following items would be an alternative use of this funding:  

 Up to £1m to support service redesign of pathology; 

 Up to £1m to support winter pressures and performance targets; 

 Approximately £1m to be set aside for Public Health transition 
costs. 

The board discussed an increased control figure, agency spend and the 
Midwifery Led Unit.   

The board noted the contents of the report, 
approved the proposals in relation to the 
use of available resources and agreed to 
develop a plan which identified an 
alternative use of slippage on committed 
developments of approximately £5m. 

 

Performance 

b) Quality, Innovation, 

Mr Lowe introduced the paper highlighting the planned savings were likely to 
be above £3.3m for the year which would put the organisation in a strong 

The board noted the contents of the report 
and the risks and actions identified within 
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Productivity and 
Prevention Programme 
(QIPP) Commissioning 
Best Value Update 

position moving forward. the report. 

Performance 

c) Organisational 
Performance 

Mr Campbell introduced the report advising this addressed organisational 
performance against key performance indicators for NHS Salford.  The report 
showed that performance had been maintained from last month and the North 
of England dashboard rated the CCG as green in all areas in October 2012.  
Alan Campbell noted that generally performance on healthcare access and 
capacity were doing well, however, public health outcomes required 
improvement. 

The board discussed health checks, 52 week waiters (in particular asking for 
detail on the waiting periods less than this), hospital admissions for alcohol 
and the Sexual Health Service . 

The board recognised the progress in 
achieving the targets, approved the actions 
set out for the targets currently rated red.  
The Board also noted Monitor’s risk ratings 
for Salford Royal NHS Foundation Trust 
and Greater Manchester West Mental 
Health NHS Foundation Trust for quarter 
one 2012/13 and required an update when 
the quarter two ratings where available. 

 

Performance 

d) Performance on 
Quality 

Mr Campbell presented this paper which covered: 

 Salford Royal NHS Foundation Trust (SRFT) and Greater Manchester 
West NHS Foundation Trust (GMW) and Oaklands Hospital quality 
performance including CQUIN performance 

 Transformation of Pathology Services in Greater Manchester 

 Supra District Audit 

 Advancing Quality 

 Patient safety (incident reporting, central alert system, Coroners rules 
[rule 43], prison health and safeguarding) 

 Patient experience (mixed sex accommodation, commissioner walk 
rounds and friends and family test) 

 Quality handover  

 Provider assurances regarding Francis 1 

 Winterbourne View Care Home  

The Board discussed the heart failure AQ performance and incident reporting 
at SRFT. 

The board noted the contents of the report 
and accepted the assurance that 
mechanisms were in place that monitor the 
safety, quality and effectiveness of 
commissioned services for Salford patients.  
The Board also noted that due to 
organisational transition a number of 
operational and report changes were taking 
place associated with the quality agenda. 

 

Performance 

e) Report of 
Performance Group 

This paper was presented by Dr Tankel and summarised the work undertaken 
by the NHS Salford Clinical Commissioning Quality and Outcomes Group.  

The board noted the contents of the report. 
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Process 

a) Locality Audit Group 

Mr Lowe presented the paper which provided an update on decisions made 
and risks identified at the Audit Group meeting held on 25 September 2012 
and the minutes from 31 May 2012 meeting of the Group.  There were no 
major concerns at the Audit Group meeting held on 22 November 2012 when 
the risk assurance and risk register were reviewed.   

The board discussed the processes from April 2013 in particular with regard 
to board member membership and aligning audit work to the key issues for 
the organization.  The issue of cause of death and the indicators that revolve 
around it, as well as communication regarding transition workstreams and the 
risk management process were also raised. 

The board noted the contents of the report. 

Process 

b) Scheme of 
delegation 

Mr Lowe advised the Scheme of Delegation had been reviewed, the outcome 
of which was there were no changes to be made to the document and he 
assured the Board the current Scheme of Delegation was still valid. 

The board noted the information provided. 

Process 

a) Declaration of 
Interests Register  

The report provided the Declaration of Interests Register. The board noted the register of 
declarations of interests. 

 

Annual Reports 

a) Real Accountability:  
Annual engagement 
Report April 2011-
March 2012 

Mr Campbell provided an overview of this report which covered the 
engagement work carried out during 2011/12 and service changes made as a 
result. 

Mr Wroe reported that he had been working with the engagement team and 
was keen to support them working more at a neighbourhood level with 
partners. 

The board considered and commented on 
the actions taken during 2011/12 and 
actions planned for the immediate future to 
comply with legislation.  The Board agreed 
the final report for publication. 

 

Minutes/Reports of 
Partnership 
Boards/Sub 
Committees 

 

The Board received the following for information which relate to delegated and 
other arrangements: 

 Report from the PCT Transition Programme Board minutes (October 
2012) 

 Minutes from NHS Greater Manchester Cluster Board minutes 
(September 2012)  

 Pathfinder Health and Wellbeing Board Minutes (September 2012) 

 Integrated Care Board for Older People Board summary (September 
2012) 

 Salford Children and Young People’s Trust Board minutes (September  

2012) 

The board noted the recent policy 
developments in the PCT Transition 
Programme and confirmed it was satisfied 
with the progress made under the 
programme. 

 

The board noted the minutes. 
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Recommendation 
 
The Board is asked to: 

 Note the above NHS Salford Shadow Clinical Commissioning Group Board summary (Part 1) 

 

Hannah Dobrowolska 

Associate Director of Policy 

NHS Salford  
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Governing Body Document – Part 1 
 
NHS Stockport shadow Clinical Commissioning Group: 11 September 2012 

Chaired by: Ms Jane Crombleholme 

 
 Subject Summary Action 

1 Matters Arising from 

the previous minutes 

To make the Access Policy for Elective Care more public-friendly, to 
share this, to inform SNHSFT that we are doing so, and to monitor 
progress. M Chidgey confirmed that he has now informed SNHSFT, 
and the members agreed that this item can be removed 
 
To prioritise the list of proposals for the IM&T capital spend. G Jones 
offered to take responsibility for this action 
 
To welcome formally the four clinical associate directors at SNHSFT. 
R Gill informed the members that he has done this. 
 
To bring the options to address or mitigate threats to the QIPP plan. 
The members agreed that this has been completed and can be 
removed 
 
To raise with SNHSFT the cost implications of new drugs for chronic 
hepatitis C. M Chidgey informed the members that he has written to 
the Trust and will follow this up in contract meetings.  
 
To write to SNHSFT with the concern regarding mortality from gastro-
intestinal disease. V Owen-Smith informed the members that SNHSFT 
have done a lot of work on upper-gastro intestinal mortality. The 
indicator has now reduced to below-average mortality so this is no 
longer a concern. 
 
The Clinical Policy Committee to review the provision of services for 
epilepsy. V Owen-Smith informed the members that this is included 
with today’s Policies Awaiting Final Approval report and so can be 
removed from the list. 

The Governing Body noted these updates. 
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2 Quality Report 
 

M Chidgey presented the monthly Quality Report. He explained that 
this is comprised of a summary assurance report and the full report 
which was provided to the Quality and Provider Management 
Committee. It is proposed that this is the last time that the Governing 
Body receives the full report. 
 
M Chidgey provided the members with the following key messages: 
 

- Quality concerns with SNHSFT are now routinely being 
followed up.  

- There is good work underway by both the provider and 
commissioner on this year’s CQuIN indicators.  

- BMI: The Alexandra are making good progress towards both 
their quality and CQuIN targets. 

- At the September meeting of the Quality and Provider 
Management Committee it is intended to discuss 
commissioner walkarounds. It is hoped that these could be 
carried out in conjunction with LINk so as not to duplicate what 
is already taking place.   

The Governing Body supported the actions being 
taken to address provider quality issues and 
agreed that the revised reporting provides 
adequate assurance. 
 

3 Contract and 

Performance Report 

 

M Chidgey presented the monthly Contract and Performance Report. 
He provided the members with an update on the following areas of 
under-performance: 
 
Emergency Department: the four hour target was not achieved by 
SNHSFT for quarter one and it will not be achieved for quarter two. 
We have now issued SNHSFT with a performance notice for this. We 
have requested from them a root cause analysis (RCA) of why this 
target is not being met. This RCA is to encompass our own analysis, 
an external review of the data, SNHSFT’s implementation of the new 
model of care, and will cover both hard and soft data. 
 
Cancer 62 days: this target is likely to be achieved for the second 
successive quarter. 
 
Clostridium Difficile: we are marginally over our ‘year to date’ target. 
Analysis of the recent cases is showing that there is no outbreak. 
 

The Governing Body received the contract and 
performance report and supported the proposed 
approach to performance turnaround. 
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Stroke/TIA: performance for TIAs continues to be poor and will be the 
focus of turnaround actions. 
 
Contracts: we are experiencing over-performance by both University 
Hospital of South Manchester NHS Foundation Trust and Central 
Manchester NHS Foundation Trust. The causes of this include some 
‘high cost’ patients and an increase in Emergency Department 
attendances. The activity reports for July show a high level of GP 
referrals. 

4 Report of the Chief 

Operating Officer 

 

G Mullins gave the following update to the members: 
 
i) There has been a review of the PCT’s information governance 

documentation. The Records Management and Lifecycle 
Policy and the Safe Haven Guidance have both been revised. 
The members are asked to approved these revised documents 

ii) The CCG has discussed with Stockport Metropolitan Borough 
Council the section 75 arrangements which provide a pooled 
arrangement for funding a range of services such as services 
for people with a learning disability, older people, mental health 
services, and equipment services. She asked the Governing 
Body to support confirming formally to the local authority that it 
is the intention of the CCG to continue to work with Stockport 
Metropolitan Borough Council in jointly delivering and funding 
the existing section 75 commitments which are within the remit 
of the CCG. 

iii) There is work continuing on the proposed organisational 
structure for the NHS Stockport CCG. The intention is for the 
structures to be finalised in the next two weeks. The 
Commissioning Support Unit (CSU) held a briefing session 
with staff last week and we are meeting with the Head of the 
CSU to finalise our commissioning intentions for 2013/14 

iv) The authorisation documentation was uploaded successfully at 
the end of August. We will be organising a mock panel day 
ahead of our actual panel visit on 31 October 

v) The members were informed of the sad news of the recent 
deaths of Vivienne Hallworth, a practice manager, and of Dr 
Kevin Higginbotham-Jones, a GP. On behalf of the Governing 

The Governing Body noted this update. The 
members approved the amendments to the 
Records Management and Lifecycle Policy and 
to the Safe Haven Guidance. The members also 
formally stated it is their intention to continue 
with the joint commissioning arrangements with 
SMBC under the section 75 agreement 
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Body she expressed sincere condolences to their families and 
colleagues. 

5 Patient Story This month’s patient story featured a patient and his mother 
recounting their experiences of being a patient with complex needs 
and his carer.  

The Governing Body noted this patient story and 
agreed it raised many important points. 

6 Annual Report for 
Safeguarding 
Vulnerable Adults 

S Gaskell presented the Safeguarding Vulnerable Adults Annual 
Report 2011/12. She informed the members that this report provides 
only limited assurance for some providers for their services to 
vulnerable adults, although the report demonstrates that progress has 
been made.  

The Governing Body noted the contents of the 
Annual Report and the limited assurance that it 
provides, and supported the outlined priorities for 
the coming year. They approved the revised 
Safeguarding Children and Vulnerable Adults 
Policy and Training Schedule.  

7 Update on Care 

Quality Commission/ 

OFSTED Report 

S Gaskell provided a verbal update on the action plan which resulted 
from the joint inspection earlier in the year by the Care Quality 
Commission and OFSTED. 
 
She informed the members that the two immediate actions are 
complete. Of those actions which are remaining twelve are to be 
completed in the next three months and one is to be completed in the 
next six months. The action plan is being monitored by the North of 
England Strategic Health Authority. 

The Governing Body noted the progress being 
made on the action plan following the joint Care 
Quality Commission and OFSTED inspection. 
 

8 Complaints Annual 
Report 

T Ryley presented the Complaints Annual Report. He explained to the 
members that the future of the service is uncertain. It may be that the 
CCG will need to scale back its in-house service if complaints 
pertaining to independent contractors move to the NHS 
Commissioning Board. 
 
It was suggested that a six-monthly report be brought to the 
Governing Body. 

The Governing Body noted the contents of the 
report and requested the next report be brought 
back in six months’ time. 
 

9 Joint Strategic Needs 

Assessment Update 

V Owen-Smith presented an update to the Joint Strategic Needs 
Assessment. She explained that good progress has been made in 
reducing deaths from circulatory disease although this now leaves 
cancer as the biggest overall killer. She added that lifestyles continue 
to drive significant and enduring health inequalities, and alcohol-
related harm admissions continue to rise from all localities. 
The overall population is ageing although birth rates are increasing in 
some communities. 

The Governing Body noted the contents of the 
report and supported the 2012 and 2013 activity 
plans. 
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10 Wet Age-related 
Macular 
Degeneration 
Pathway 
 

V Owen-Smith presented a report to update the members on the 
current issues surrounding the commissioning of the wet age-related 
macular degeneration pathway. 
She explained that, in addition to the issues outlined in the report, she 
has this week received a letter from Mike Cheshire, Medical Director 
of the North of England SHA, noting that this use of Avastin is not in 
compliance with the NICE technology appraisals and also that he has 
issues with our patient advice letter. 
 
V Owen-Smith explained to the members that the recent publication of 
‘A Safety Review and Meta-analyses of Bevacizumab and 
Ranibizumab: Off-label versus Gold Standard’ has given her concern. 
 
She informed the members that NHS Bury has now changed its 
pathway so NHS Stockport is the only locality in Greater Manchester 
left using Avastin in this pathway. She stated that she does not yet 
have an estimate of the cost implications of changing from Avastin but 
it could be in the region of £1M annually.  
She asked the members if they are comfortable with continuing to use 
Avastin. 

The Governing Body noted the contents of the 
report and supported the continued offer of 
Avastin subject to clear, informed patient choice. 
They requested the Clinical Policy Committee to 
monitor the clinical safety of Avastin and 
requested the financial modelling. 
 

11 Reports of the 
Locality Council 
Committee Chairs 

S Johari informed the members that the next locality meeting is being 
held on 19 September. 
 
A Johnson explained that he is preparing for his second Locality 
Council Committee meeting, and will be discussing with C Briggs 
inter-practice working. 
 
H Procter informed the members that she is preparing for the locality 
meeting and also providing support to Manor practice. 

The Governing Body noted these updates. 
 

12 Report of the 
Accountable Officer 

R Gill informed the members of the following: 
 
i) He welcomed Dr S Woodworth to the meeting. He is here to 

support the quality agenda and will be working with the 
Governing Body until at least December 2012 

ii) The interviews for the role of secondary care doctor on the 
Governing Body have now been held and an offer has been 
made 

The Governing Body noted the update and 
approved delegated authority to R Gill for the 
patient transport service re-procurement 
exercise. 
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iii) On 10 September there was a preparatory meeting for the 
Cancer Summit. This will look at service provision across 
Greater Manchester and will consider the London model of 
having two networked hospitals. It will focus on commissioning 
for outcomes and have an emphasis on collaborative 
arrangements. The aim is for this work to commence in 
October 

iv) It has been decided that the CCGs should take on the 
governance responsibility for the Healthier Together 
programme and, as a result of this, the costs of the programme 
will need to be met by the CCGs. R Gill added that his view for 
Healthier Together is for a radical reshape of primary care as 
well as expanding the hours of work within primary care. We 
need the hospitals to be able to discharge patients into a 
resilient primary care system 

v) There is a new version of Graphnet available with real-time 
patient data. It is anticipated that it would be available to 
support with the management of medication and social care to 
older people by Christmas 2012. R Gill added that NHS 
Manchester is ahead of us on this implementation 

vi) R Gill explained the letter which has been circulated with 
today’s papers regarding the Patient Transport Service Re-
procurement exercise and asked for delegated authority to be 
able to make a decision on this re-procurement.  

13 Policies Waiting Final 
Approval 

V Owen-Smith presented a report informing the members of the new 
policies which have been agreed at the Clinical Policy Committee. 
 
She informed the members that, included within this, is a report 
reviewing the service provision for epilepsy. This is as a result of the 
discussion at the August meeting of the Governing Body.  
 
It was suggested it would be helpful if the Clinical Policy Committee 
could prioritise the list to inform the next year’s organisational plans, 
and to include costings. 

The Governing Body approved the additions and 
amendments to the treatment list, and noted the 
gap analysis of the NICE clinical guidance on 
epilepsy. 
 

14 Finance Report G Jones presented the monthly finance report. He drew the following 
key points to the members’ attention: 
 

The Governing Body noted the financial position 
as at month 4. 
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i) He emphasised that the PCT is required to deliver its target 
surplus 

ii) There has been a reduction of £0.5M in our contribution to the 
redundancy costs across Greater Manchester. This has taken it 
from £2.7M to £2.2M 

iii) The PCT faces an ‘exposure’ of £6.5M which is made up of 
secondary care over-performance, readmissions, and non-
delivery of QIPP. He informed the members that he will bring to 
the October meeting a plan of how we will meet the ‘unfunded’ 
£1.1M 

iv) In December 2012 we should be informed of our 2013/14 
allocation and we can then compare our 2013/14 commitments 
against this figure  

v) We have not yet made all of the investments which we had hoped 
to make during 2012/13. The detail of this will be included in the 
October Finance Report. 

15 Risk Report 
 

T Ryley presented to the members for approval the latest NHS 
Stockport CCG submission against the NHS Greater Manchester 
Board Assurance Framework. He explained that this is a summary of 
the CCG’s position, and should reflect the messages which the 
members have heard in today’s other reports.  

The Governing Body approved the July 2012 
submission to the NHS Greater Manchester 
Board Assurance Framework. 
 

16 Additional Business There were no items of additional business.  

 

 

Recommendation 

 

The Board of NHS Greater Manchester is asked to note the above NHS Stockport Clinical Commissioning Group September 2012 Governing Body – 

Part 1 meeting summary. 

 

Paul Pallister 

Head of Corporate Governance and Risk 

NHS Stockport shadow Clinical Commissioning Group 
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Governing Body Document – Part 1 
 
NHS Stockport shadow Clinical Commissioning Group: 10 October 2012 

Chaired by: Ms Jane Crombleholme 

 
 Subject Summary Action 

1 Matters Arising from 

the previous minutes 

To bring the revised Risk Management Strategy. This will be brought 
to the November meeting following its review by the Audit Group 
 
To bring a project plan for transitioning contracts to their new 
commissioners. It was agreed that this will be followed up by the 
Operational Executive and so this item can now be removed 
 
To prioritise the list of IM&T capital proposals. It was agreed that this 
item should be removed as it is no longer relevant 
 
To bring the vision statement from the Transformation Board. G 
Mullins informed the members that she will be tabling this today and 
therefore this item can be removed 
 
To share the consultation document with the members. G Mullins 
agreed to circulate the interim structure 
 
To finalise the details of the Influenza Enhanced Scheme. C Briggs 
informed the members that R Roberts is making some slight 
amendments to the scheme and will then be arranging for this to be 
presented to the Direct Commissioning Board (or one of its sub-
committees) next week  
 
To look into the CCG obtaining authority to be able to agree its own 
local enhanced schemes. G Mullins informed the members that she 
has contacted the NHS Greater Manchester Director of Finance 
regarding this 
 
To arrange for the Influenza Enhanced Scheme to be taken to the 

The Governing Body noted these updates. 
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NHS GM DCB. C Briggs explained that this is expected to happen 
next week 
 
To conduct trend analysis on malignant melanomas. It was agreed 
that the due date for this action would be moved back to December 
2012 
 
To provide financial modelling of the cost implications of the wet age-
related macular degeneration pathway. It was agreed that the due 
date for this item would be moved back to December 2012. V Owen-
Smith informed the members that new issues and concerns have 
been identified with the pathway and that NICE have issued revised 
guidance on macular oedemas; she suggested that an update on this 
could be included in the financial modelling report  
 
To bring a plan for meeting the unfunded £1.1M. G Jones informed 
the members that this will be included within today’s finance update. 

2 Patient Story The members viewed a video of a patient discussing her experiences 
of living with myalgic encephalopathy. 
 

The Governing Body noted the contents of the 
patient story, and agreed to continue with this at 
the start of each of their meetings. 

3 Quality Report 
 

M Chidgey presented the monthly Quality Report. This is comprised of 
the key messages from the Quality and Provider Management 
Committee meeting, an update from the CQC unannounced 
inspection of Stockport NHS Foundation Trust, Emergency 
Department performance, and progress against the action plan 
following the CQC/OFSTED inspection of Safeguarding Children and 
Looked After Children. 
 
M Chidgey explained that progress is being made regarding the 
monitoring of this year’s CQuIN schedules although he is not yet in the 
position of being able to assess the likely end of year performance. 
 
M Chidgey informed the members that Monitor have requested the 
Foundation Trust commissions a review of Board effectiveness and 
risk management in order to provide assurance that their Board is 
aware of and is responding appropriately to risks within the 
Foundation Trust particularly with reference to the recent Emergency 

The Governing Body supported the actions being 
taken to improve the quality of services. 
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Department performance.  
 
He added that we are experiencing an issue with the lack of timely 
investigation reports and action plans for serious incidents. 
 
He summarised the key issues as being the emergency department 
performance and weekend mortality rates at Stockport NHS 
Foundation Trust, and safeguarding assurances for across the health 
economy. 

4 Contract and 

Performance Report 

 

M Chidgey presented the monthly Contract and Performance Report. 
He informed the members of the following key points: 

- Emergency Department performance was not achieved during 
quarter 2 (and quarter 3 performance is also currently below 
target) 

- Clostridium Difficile numbers are above trajectory 
- TIA performance is significantly below target 
- There is financial over-performance at SNHSFT and 

CMNHSFT. 
 
M Chidgey explained that the current quarter 3 Emergency 
Department performance is already below target. There have been 
improvements made regarding capacity and the flow of patients but 
this has not yet had the desired impact on performance. He informed 
the members that he can provide no assurance that performance will 
be achieved overall for quarter 3. He added that demand has 
increased at the Emergency Department, and that the CCG needs to 
consider the impact of our activity management plans. 
 
He explained that we are currently one case above trajectory for 
Clostridium Difficile. There is no specific outbreak, and the local 
enhanced scheme is providing better information on the use of some 
medications. 
 
M Chidgey provided an update on the transition of contracts, 
explaining that most contracts are moving from a single commissioner 
to another single commissioner. There are a small number of high-
cost patients which is impacting specifically on the contract value with 

The Governing Body supported the actions being 
taken to improve performance. 
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Central Manchester. 
 
M Chidgey informed the members that the Continuing Healthcare 
Team are nearing the end of reviewing the retrospective claims. He 
explained that he will bring an update to the next meeting of the likely 
financial impact of these. 

5 Finance Report 

 

 

G Jones presented the monthly Finance Report. He informed the 
members that he is still forecasting an underspend of £917,000 for the 
year. He added that the prescribing budget is currently forecasting an 
underspend of £536,000 which is a 4.6% reduction on last year. 
 
He informed the Governing Body that he will bring to a future meeting 
a revised plan for meeting the current £2.237m shortfall in our cost 
improvement plans. He explained that this revised plan will also 
include the likely impact of the Continuing Healthcare retrospective 
claims. 

The Governing Body noted the financial position 
at month 5 and supported the actions being 
taken to deliver the target surplus. 
 

6 Board Assurance 
Framework 

T Ryley presented a report reminding the members of the purpose of 
the Board Assurance Framework and informing them of its current 
content. He explained how the Board Assurance Framework supports 
the Governing Body in its core responsibility to manage the 
organisation’s strategic risks.  
 
He asked the members to review the framework to approve this as 
being the correct set of strategic risks, and also to approve the 
proposed current ratings. 

The Governing Body agreed the contents of the 
Board Assurance Framework, approved the 
current risk assessments, and approved the 
proposals for future reporting. 
 

7 Reports of the 
Locality Council 
Committee Chairs 

S Johari informed the members that, at their Locality Council 
Committee meeting on 19 September, his locality discussed GP 
referrals, and there was the willingness to engage in peer reviews with 
the preference that these be external to each practice. There were 
concerns raised about time pressures with members willing for their 
referrals to be reviewed but less willing to receive others’ referrals for 
reviewing. A concern was raised regarding the number of cancelled 
hospital appointments. 
 
A Johnson provided an update from his Locality Council Committee 
meeting of 19 September. His locality preferred the option of a 
centralised referral review function. They reviewed data from 

The Governing Body noted these updates by the 
Locality Council Committee chairs. 
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Emergency Department attendances and observed the consistent 
themes of alcohol-related attendances, young children with head 
injuries, and people who had already been seen by their GP earlier in 
the day. There was a generally-positive response following a 
discussion of the Stockport One pilot although concerns were raised 
regarding the potential increase to workloads. 
G Mullins asked A Johnson to send her his locality’s thematic analysis 
of emergency department attendances. 
 
H Procter informed the members that the Stepping Hill and Victoria 
Locality Council Committee had also preferred the option of inter-
practice peer review of referrals. They would particularly appreciate 
this for the specialities of ear nose and throat, neurology and 
orthopaedics. 
 
V Mehta provided an update from the Cheadle and Bramhall Locality 
Council Committee meeting. His locality is also supportive of the peer 
review process but has concerns about the resources this would 
require. V Mehta also informed the members that he has attended a 
meeting of the South Sector Leadership Board which was well-
represented by CCGs although there was only representation from 
one hospital. 
 
G Mullins acknowledged the resource implications of peer reviews and 
explained that she would be discussing this next week with C Briggs. 

8 Report of the 
Accountable Officer 

R Gill provided his update to the members. He reminded them that 
during the last month he had circulated to them: 
- Details of the successful providers following the Any Qualified 

Provider tender processes for podiatry and for direct access 
diagnostics 

- Details of the Greater Manchester Academic Health Science 
Network 

- The Christie 20:20 Vision strategy 
- Minutes of the Health and Wellbeing Integrated Commissioning 

Board of 8 August 2012 
- Minutes of the shadow Health and Wellbeing Board of 8 August 

2012. 

The Governing Body noted the contents of the 
update and congratulated R Gill on his 
appointment. 
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He also provided the following updates: 
- The Cancer Summit has concluded that the model should be of a 

single hospital network delivering both secondary and tertiary 
care services 

- He has been appointed as the Accountable Officer for the 
shadow NHS Stockport Clinical Commissioning Group following 
another recruitment process 

- He has attended a training session for Authorisation panel day 
assessors 

- A draft constitution setting out how the Greater Manchester CCGs 
will work together has been written and will be considered at the 
next Clinical Strategy Board on 30 October  

- He has been facilitating joint-working by Stockport NHS 
Foundation Trust and Pennine Care NHS Mental Health Trust on 
reducing four hour breaches at the Emergency Department. He 
explained that everyone is committed to making improvements 

- The Transformation Board has considered the implications if 
SNHSFT fail the quarter 3 Emergency Department target, and 
explained that this could jeopardise the siting of hyper-acute 
stroke services at Stepping Hill  

- There is a Memorandum of Understanding being developed 
between Stockport NHS Foundation Trust, University Hospital of 
South Manchester NHS Foundation Trust and East Cheshire 
NHS Trust for collaborative working. He suggested that 
collaboration could consider the area of urgent care. 

 Report of the Chief 

Operating Officer 

 

G Mullins provided the members with the following updates: 
- CCG Operating Model. The consultation is still open regarding 

the proposed CCG structures and the ‘make’ model. There is still 
work ongoing with the Commissioning Support Unit regarding 
working up the service specifications for those products which the 
CCG may wish to ‘buy’. It is also becoming clear that there are 
some exclusions as to what is to be counted as within the £25 per 
head running costs. She agreed to share the detail of this with the 
members before the panel day 

- She tabled a high-level overview of the Stockport One pilot, and 
explained that D Jones will be joining the next meeting to provide 

The Governing Body noted the update and 
congratulated G Mullins on her appointment. 
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further detail 
- She has now been appointed as Chief Operating Officer of the 

shadow NHS Stockport Clinical Commissioning Group. 

9 Policies Waiting Final 
Approval 

V Owen-Smith presented a report informing the members of the new 
policies that have been agreed at the Clinical Policy Committee. She 
explained that most of these result from guidance from the Greater 
Manchester Medicines Management Group. 

The Governing Body ratified the new policies. 
 

10 Sustainability 
Statement 
 

T Ryley presented a paper setting out a draft policy statement for the 
CCG’s corporate social responsibility and sustainability. 
With reference to the appendix he suggested that it should be only 
major papers which are taken to the Governing Body that are required 
to include an assessment of the potential economic, social, and 
environmental impacts, and regarding ‘buildings and estates’ he 
reminded the members that the CCG will be the tenant rather than the 
premises owner. 

The Governing Body agreed the draft policy 
statement subject to the above amendment and 
supported the suggested actions. 
 

11 Committee 
Membership 

T Ryley presented a report informing the Governing Body of the 
membership of each of its committees. He asked that the members 
note who is on which committee, and that the chairs of each 
committee takes the steps necessary to recruit to any vacant 
positions. He explained that both he and P Pallister are available to 
support this. 

The Governing Body noted the contents of the 
update. 
 

12 Reputation Report T Ryley presented the Reputation Report which provides a summary 
of media coverage, Freedom of Information enquiries, and other 
output by the Communications Team. 
 
He explained that a future development for this report is to incorporate 
the views and opinions of our key stakeholders.  

The Governing Body noted the content of the 
report and agreed that it will provide the 
appropriate level of assurance with the addition 
set out above. 
 

13 Additional Business C Briggs asked for some clarity as to the arrangements post-1 April 
2013 regarding local enhanced schemes and Any Qualified Provider 
tender process. R Gill explained that for 2013/14 any existing local 
enhanced scheme will continue but any new services will be 
developed using the Any Qualified Provider process. 
M Chidgey informed the members of the requirement to write out and 
extend the current local enhanced schemes for a six month period and 
then the Operational Executive will consider when to instigate the Any 
Qualified Provider process. 
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Recommendation 

 

The Board of NHS Greater Manchester is asked to note the above NHS Stockport Clinical Commissioning Group October 2012 Governing Body – 

Part 1 meeting summary. 

 

Paul Pallister 

Head of Corporate Governance and Risk 

NHS Stockport shadow Clinical Commissioning Group 
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Tameside and Glossop CCG Governing Board Summary Document 
 
   November 21st 

    

Chaired by:  Dr. Raj Patel 
 
 

(To note that the Board day was taken over by the Mock Panel Authorisation Session and therefore the Standing Items were 

emailed to Board members for ‘virtual’ agreement) 
 
 
 
 
Subject Summary Action 

  

   

 

 

 

 

 

   

 

   

  

 

 

 

Minutes of the 

Governing Board 

Meeting Held on 

October 17
th

 2012 

 

 

 
 

 

 

Agreed as a correct record of the meeting 
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Performance 

Update 

 

 

 

 

 

 

 

 

 

 

 

 

Finance Update 

 

 

 

 

The Governing Board received the 

performance update, which 

highlighting that the October 2012 

NoE scorecard showed NHS 

Tameside and Glossop with an 

overall RAG risk rating of AMBER, 

and were placed 27
th 

of 51.  

 

The Governing Body were asked to 

particularly note the following key 

areas:- 

 

High level Overview 
 Performance Improvement 

 C. diff 

 

Performance under review  

 NoE Performance Overview 

 Activity against plan and 

previous year 

 

Performance under scrutiny  

 Cancer 62 day waiters 

 
 

 

The Governing Board received the 

finance report, and the CCG 

Financial overview. 

The Governing Body noted the 

content of the report that focussed 

particularly on financial risks 

associated with:- 

 Continued growth in activity 

 

 

The Governing Board received the update, and endorsed the 

approach which is being taken to manage the issues raised.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

The Governing Board received the Finance report. 
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at Tameside FT over and 

above seasonal plan which is 

placing increased pressure on 

QIPP plans to delivery 

expected savings. 

 

 Continuing Healthcare (CHC) 

restitution claims. 

 

Potential growth in prescribing, with 

particular emphasis on the increased cost of 

Epanutin, as the current prescribing under-

spend is mitigating pressures in other areas 

 

 

 

Finance and QIPP 

Minutes 

 

 

 

The Governing Board received the Finance and QIPP Minutes of 

the meeting held on November 7
th

 2012.  

 

PIQ  

 

 

 

Quality 

Committee 

 

 

 

 

 

The Governing Board received the minutes of the meeting held on 

10
th

 October 2012. 

 

 

 

 

 

The Governing Board received the minutes of the meeting held on 

October 11
th

. 
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GM Clinical 

Strategy Board 

Summary Report 

 

 
 

 
 The Governing Board received the Summary Report of the 

meeting held on October 30
th

 2012. 

 
 

 

Date and Time of 

Next Meeting – 
  

 

 December  19
th

 at 1.p.m. 

 

 

 

  
 

 
1.  

 

 
 

 

 
 

  

 
 

 

 
 

   
 

   

 

 

Non   
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CCG TAMESIDE AND GLOSSOP:   December 2012 

 

Chaired by:  Dr. Raj Patel 
 
 
 

Subject Summary Action 

 

Chairs News 

 

Dr. Foster Hospital Guide 

 

Dr. Raj Patel briefed the Governing 

Board on the Dr. Foster Hospital 

Guide 2012 .  The Governing Board 

was assured that the Report was 

being presented to the next 

Quality Committee meeting for 

further scrutiny. 

 

  GM Local Area Team 

 

It was noted that at a recent 

workshop, the LAT set out how 

CCGs and the LAT would work 

differently.  The vision was for a 

joint collaborative commissioning 

approach.  A further session was 

being held to address planning 

and allocations.  
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Fellowship of the Royal College of 

General Practitioners 

 

The Governing Board 

congratulated five local GPs who 

had been recognised recently for 

going the extra mile in their clinical 

work and their professional roles, 

by being awarded the Fellowship 

of the Royal College of General 

Practitioners; they were Dr Joanne 

Rowell; Dr Richard Bircher; Dr Raj 

Patel Dr Joanna Bircher; and Dr 

Stuart Murray.  

 

 

Provost of the North West England 

Faculty of the Royal College of 

General Practitioners 

 

Dr. Vikram Tanna was recently 

elected as the Provost of the 

’North West England Faculty’ of 

the Royal College of General 

Practitioners.  
 

The Governing Board noted that 

this was an honour and a privilege, 

noting there were over 2,000 GPs 

in the North West who are 
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members of the RCGP. 
 

Business Finance Awards 2013 for 

the Finance Team of the Year, 

Public Sector 

 

The Governing Board wished the 

finance team the best of luck 

having been shortlisted for the 

above award.  The awards 

ceremony would be taking place 

on March 6th in London. 
 

  

 

Minutes of the 

Meeting  

 

Minutes of the Meeting Held on 

November 21st 2012 
 

 

The Minutes were agreed as a correct record of the 

meeting. 
 

 

 

Authorisation 

Update 

Including 

Panel Report 

Response  

 
 

 

Steve Allinson updated on the 

panel response, which was felt to 

be very positive overall, 

particularly noting that our 

commitment to public and  

patient engagement and the 

close working relationships 

between clinicians and managers,  

were seen to be areas of 

significant strength.   

 
 

 

 

The Governing Board received an outline of key 

next steps against each outstanding action, and 

requested to oversee progress against each action 

in order to achieve successful authorisation. 
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Governance 

Framework 
 

 

 

 

Association of Greater Manchester 

CCG’s 

 

The Governing Board received a 

draft constitution for the 

proposed Association of Greater 

Manchester CCGs.  It was noted 

that the purpose of the 

Association was:- 
 

- To support CCGs in sharing 

information and good 

practice and offering each 

other support when necessary 

and possible. 

 

- To provide a focus for the 

development and reporting 

of joint work across the CCGs 

and reducing unnecessary 

duplication of effort. 

 

- To provide a properly 

constituted forum for issues 

where CCGs consider it 

beneficial to their own 

objectives to have a 

collective decision of the GM 

 

 

 

The Governing Body discussed this issue at length 

and the following comments were made:- 

 

 In terms of the membership, the Governing Board 

discussed this issue at length, particularly in terms 

of the Local Area Team’s involvement. There was 

a collective view from the Governing Board about 

wanting the Association to be an Association of 

12 CCG’s.  

 

 In terms of voting, the Governing Board  stated 

that they did not feel the LAT should have a vote. 

 

Board also noted a potential for some CCG’s to 

be disadvantaged (ie. CCG’s who have a 

population below the national average). 

 

 The Governing Board also asked for further clarity 

on devolved accountabilities and how the CCG 

would have early warning of issues being raised 

so as to be more actively involved in the decision 

making. 

 

 The Governing Board asked to see the 

‘statements’ of the nominees for the Chair of the 

Association.  There would also be expressions of 

interest coming out for the 2 Vice Chairs (1 clinical 

1, managerial). 
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CCGs in the spirit of mutuality, 

or to address issues 

necessitating formal 

agreement by the GM CCGs. 

 

- To provide a basis for 

Collaborative Commissioning 

between CCGs in Greater 

Manchester consistent with 

the intentions of the Health 

and Social Care Act 2012. 

 

Dr. Raj Patel stated that it was 

important to note that the 

Clinical Strategy Board, that 

currently exists, will transfer over 

to the ownership of the 12 

CCG’s, however, each CCG will 

retain its sovereignty for local 

decision making. 

 

 

 

 Amir Hannan specifically stated that patient 

involvement ought to be strengthened within the 

arrangements. 

 

In summary the CCG Governing Board approved 

the mandate for CCG engagement in the 

emerging Association of Greater Manchester 

CCGs, with a caveat that the Chair and COO 

relay the comments made by the Governing 

Board above. 
 

 

Healthier Together  
 

 

The Governing Board received 

slides showing the proposed 

governance through which 

CCGs would work together to 

deliver the emerging programme 

of strategic reform Healthier 

Together. 

 

The Governing Board discussed the proposed 

(CCG) HT Governance arrangements in detail 

and the following comments were noted:- 

 

 Communications and engagement were 

discussed and it was noted that there was a 

vision for a co-ordinated approach to this 
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across the economy. 

 

 In terms of public engagement, the 

Governing Board was assured that patient 

engagement would be embedded at every 

step of the process. 

 

 Clare Watson reinforced this stating that 

there was a GM approach, and also our 

local approach with assurances through 

Planning, Implementation and Quality and 

the Public and Patient Impact Committee. 

 

The Governing Body considered the proposed 

governance arrangements for collegiate working 

and decision making and mandated the Chair 

and COO to agree the proposed arrangements 

with modification where needed. 
 

 

Draft Terms of 

Reference – 

Governing Board 

Committees 

 

The Governing Board received 

the draft Terms of References for 

the following Committees:-  

 

Finance and QIPP Assurance 

Committee 

 

Integrated Governance, Audit 

and Risk Committee 

 

Planning, Implementation and 

Quality 

 

 

The Governing Board agreed to adopt the above ToR’s, 

for immediate governance purposes, however, the 

Board advised that each Committee review the Terms of 

Reference again, and where any changes were 

required to be made, those particular Terms of 

Reference only would be re-presented to the Governing 

Board for final ratification. 
 

327



 

 

Quality Committee 

 

Public and Patient Impact 

Committee 

 

Remuneration and Terms of 

Service Committee 
 

 

 

 

Policies for 

Ratification:- 
 

 

Complaints 

 

The Governing Board noted that 

the NHS Tameside and Glossop 

Complaints Policy had been 

approved in November 2011.  

It was further noted that the Policy 

had recently been reviewed by the 

Complaints Manager and updates 

had been incorporated to reflect 

the revised NHS organizational 

arrangements, and also to take 

account of guidance updates and 

ongoing development of local 

procedures. 

The review did not identify that any 

significant changes to procedures 

were necessary, given that the 

policy continues to reflect the 

 

 

Ceila Poole (Lay governing Board member) offered 

a suggestion on the flow chart. She stated that there 

was a need to alert the Communications and 

Marketing department, of any potential PR risks.  She 

therefore suggested aligning this to the ‘response to 

complainant’ box on the Action Flowchart. 

 

The Governing Board also asked about how ‘soft 

intelligence’ is picked up.  It was noted that the 

CCG was creating a customer facing service to 

capture and deal with these types of issues. 

 

The Governing Board approved the draft CCG 

Complaints Policy with the above comments 

captured, and with a caveat that it is made 

available to the public; is disseminated internally 

with appropriate training for staff as required and is 

uploaded on the Knowledge Management System 
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relevant Regulations (The Local 

Authority Social Services and 

National Health Service Complaints 

(England) Regulations 2009).  

 

Safeguarding 

 

 

It was noted that for Authorisation, 

the CCG is required to have a 

safeguarding policy, a 

safeguarding training strategy and 

a declaration of safeguarding 

compliance on the web site. 

 
 

 

 

 

 

 

 
 

The Governing Board reviewed the Safeguarding 

guidance.  

 Dr. Richard Bircher made a comment about an 

inaccuracy on page 103 (consistent to be replaced 

with inconsistent). Julie Bell would feed this 

information back to the Safeguarding Team. 

 

Clare Symons would also meet with the 

Safeguarding Team to clarify the outstanding issues 

which were presented to the Governing Board in 

‘Red’. 

 

With the above amendments, the Governing Board 

was assured that the draft policies fulfilled the 

statutory requirements. 

 
 

 

Healthier 

Together 
 

 

 

Clare Watson briefed the 

Governing Board on how we will 

engage, influence and lead the 

agenda locally, with the Greater 

Manchester Healthier Together 

Programme. 

 

The Governing Board discussed Healthier Together 

at length and the following comments were noted: 

 

 It was felt that the report was very much 

based on a national model. The challenge 

would be for the CCG and its hospital 

colleagues to feed into the process to 
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It was noted that the final two 

cases for change documents –

Urgent, Emergency and Acute 

Medicine and Primary Care had 

been published by the Central 

team, which make up a the set of 8 

work programmes, with a further 

one, mental health, being 

developed following initial 

feedback from stakeholders.  Clare 

Watson explained the programmes. 

 

The Governing Board noted the 

importance for the CCG to fully 

engage in the Healthier Together 

agenda in order to influence the 

next stages of the programme’s 

development.   
 

develop a local vision. 

 

 There was a local issue relating to the frail 

and elderly. 

 

 With regard to the ‘vision of best care for 

patients’, it was agreed that ‘self care’ was a 

fundamental vision that was missing in the 

document. 

 

 The Governing Board recognised that a great 

deal of work had taken place on the urgent 

care agenda that could be fed back into the 

wider arena. 

 

 It was noted that our structures did not map 

well with the primary care programmes and 

this would be addressed though the 

Governance Committee. 

 

 Integration of IT systems would be a 

challenge. 

 

In summary the Governing Board:- 
 

- Recognised that each of the proposed cases 

for change has considerable implications for 

the health and social care services in 

Tameside and Glossop, and that the 

Governing Body would need to embrace the 

opportunity to engage with the agenda and 

influence how the vision for each programme 
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will be delivered locally. 

 

- Would continue to drive the integration 

programme with our partners across Tameside 

and Glossop, and lead the work as our local 

vision for Healthier Together. 

 

- Recognised that each of the nine work 

programmes is equally important in their own 

right and collectively.  

 

- Supported the Greater Manchester vision for all 

areas of healthcare. 

 

 

In conclusion the Governing Board received the 

update, noting that Healthier Together was work in 

progress. 

 

 

 

 

 

 

 

 

 

 

 

System 

Transformation 

Update 

 

Clare Watson stated that It was 

agreed at the August Board 

meeting that the health and social 

 

The Governing Board received the Ernst and Young 

Discussion Document.  The Governing Board asked 

when it would receive financial information and 
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care economy cannot stand still 

and needs to work differently in 

order to improve outcomes and 

pathways, and deliver ‘industrial 

scale’ efficiencies.   

 

A number of meetings had taken 

place with partner organisations 

over the past 4 weeks to work 

through the governance, some 

very early financial modelling and 

plans for the integration 

programme.  
 

 

 

what would be the contributions from other 

stakeholders.  It was noted that the Case for 

Economic Change Heads of Agreements were 

currently being written and would be presented at 

the January or February Board meeting, to offer 

further clarity. 

 

Kathy Roe (Finance Director) stated that the 

implications, acknowledged at November Board 

meeting by the Governing Board (following the 

Local Authority’s presentation on ‘Working Together: 

Opportunities going forward’’) were being discussed 

at the Local Authority’s Board meeting. The outcome 

would be shared with the Governing Board. 

 

The Governing Board stressed that locality plans for 

integration must demonstrate improved outcomes, 

engagement and patient impact. 

In terms of Glossop, the Governing Board was 

assured that through engagement at the Health and 

Wellbeing Board in Derbyshire, CCG representatives 

would actively encourage that the integration work 

in Derbyshire, dovetails with Tameside’s work. 

 

The Governing Board supported the next steps to 

develop the full business case, and ensured full CCG 

Board engagement in addition to Locality GP’s (via 

invitation to the Planning, Implementation and 

Quality Groups). 
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Public Health 

Annual Report 
 

 

 

 

Angela Hardman stated that the 

Report had been to the Locality 

Transition Group and will be 

presented to the Health & 

Wellbeing Boards in Tameside and 

Derbyshire. 

 

The aim of the Report was to:- 

 

 Celebrate Success across the 

whole system by focusing on 

the improvements in 

outcomes and access to 

health improving services over 

the last year.  This uses 

“nudge” theory by 

highlighting positive health 

behaviours.   It also 

showcased the collaborative 

work that is in place.   

 

 The Top Tips section provided 

advice on how to protect and 

improve health with links to 

supportive services and 

further information to enable 

people to make positive 

choices.  

 

 

 

 

The Governing Board welcomed the Annual Report, 

and particularly thanked Elaine Michel for her hard 

work and dedication in pulling the compelling, yet 

easy reading Annual Report together.   The 

Governing Board further applauded Elaine Michel’s 

10 tips for better health. 

 

In summary the CCG Governing Board received the 

Annual Report and was assured that it was intrinsic 

to the CCG’s Commissioning Strategy.  

 

Governing Board members would circulate as 

widely as possible through their networks to patient 

groups and colleagues in their localities.  Angela 

Hardman would also clarify which 

stakeholders/Committees the Public Health Annual 

Report had already been circulated to, to avoid 

duplication. 

 

 It was further noted that 3 local GPs were already 

taking the lead in promoting early intervention and 

prevention across the patch.  Angela Hardman was 

pleased to note this stating that the way for success 

was to have local champions to work, mobilise and 

be good advocates for public health across the 

patch. 
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 The Cost Effectiveness section 

demonstrated the potential 

for cost savings to both the 

health system and the wider 

economy from public health 

interventions. 

 

 Shaping the Future outlined 

the public health approaches 

to protecting and improving 

health within the context of 

the wider impacts of a 

shrinking public sector.  The 

section defined some of the 

plans and interventions which 

will have a positive impact on 

health including the wider 

determinants, health and 

social care systems and direct 

support for lifestyle 

programmes. 

 
 

 

 

Contract 

Transition – Shift 

Plan 
1.  

2.  

 

The paper summarised the latest DH 

guidance in relation to PCT 

closedown requirements and 

progress specifically relating to the 

transfer of contracts from the PCT to 

future ‘receiving’ organisations 

 

The Governing Body noted that an enormous 

amount of work had been undertaken by staff in 

dissecting the Contracts and that a more 

comprehensive suite of reports will be presented to 

the January meeting covering all areas of work on 

closedown;   noted progress against the transfer 
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(CCG’s , Local Authorities, Local 

Area Teams). 

 

The briefing included a chart of 

who is accountable for all work 

streams and timelines regarding the 

‘transfer’ scheme. 
 

 

 

requirements and noted assurance that the CCG is 

compliant with these timelines.   
 

 

GM Academic 

Health Science 

Networks AQUA 

Paper 
 

 

Steve Allinson informed the Board 

that there was a proposal to 

develop Academic Health Science 

Networks. The aim is to strengthen 

links between technological and 

service innovation, and to promote 

more rapid spread and adoption of 

proven best practice.  This is to 

demonstrate that we are fulfilling 

our duty to innovate and to 

promote research.  

 

The paper made proposals to be 

considered by the GMAHSN’s NHS 

membership.  It addressed how 

improvement capacity can best be 

secured for the various AHSN 

workstreams, how AQuA’s existing 

work with its members can be built 

upon, and critically how a workable 

model for membership subscriptions 

 

After a lengthy discussion the Governing Body 

supported CCG membership of both AQuA and the 

AHSN. 
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can be developed.   

 

 
 

 

GM Clinical 

Strategy Board 

Summary 

Report 
 

 

The Governing Board received the 

GM Clinical Strategy Board 

Summary Report from the meeting 

held on December 4th. 

 
 

 

The Governing Board particularly focussed on 2.4 – 

Major Trauma, noting the Clinical Strategy Board’s 

confirmation of it support for the use of the GM Safe 

and Sustainable facility to fund the 2012-13 ‘’top up’’. 

Further discussion would take place with the CCG 

CEO’s in terms of how the costs will be picked up in 

the following years. 

 

The Governing Board received the Summary Report. 
 

 

Finance and 

QIPP Update   
 

 

Kathy Roe tabled a new style of 

financial reporting, stating that this 

could be refined for the next Board 

meeting, following comments from 

the Governing Board. 

 

The Governing Board felt the report 

was an easy read, focussing on a 

number of key areas more 

elaborately and would start to 

expand the Board’s knowledge of 

understanding the CCG’s business 

far more intensely. 

 

 
 

 

The Governing Board focussed on the following key 

issues:- 

 

 GP Referrals  

 

This was a major concern for the CCG.  It 

was agreed that this issue would be raised 

at the Locality meetings. Clare Watson also 

stated that a ‘deep dive’ had been 

commissioned to interrogate the data. 

 

 NWAS 

This was a cause for concern and was 

impacting on the 4 hr A & E waits.  The 

Governing Board would await next month’s 

performance report for improvement. 
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 Outpatients  

 It was noted that this performance area 

was increasing and would need careful 

scrutiny. 
 

 Elective Activity 

This performance area was decreasing and 

further work would be undertaken to 

interpret what is happening. 

 

A general discussion ensued and it was noted that 

there had been no clinical input at the Finance 

Committee earlier in the day.  This would be 

addressed in the New Year to ensure clinical 

perspectives on all performance issues. 

 

In terms of Cardiology, Dr. Amir Hannan asked if 

there was a protocol in place to start to enable 

patients back into the community.  He stated that 

this issue required activating, as the Locality GP’s 

now knew the status of the patients. 

 

In terms of patient experience from our Providers, 

Dr. Raj Patel urged CCG members to encourage 

colleagues to share ‘soft intelligence’, so as to 

inform powerful patient stories to include as part of 

a regular update for the Governing Board. 
 

Performance 
 

The Governing Board noted that 

the November 2012 North of 

England scorecard showed NHS 

The Governing Board scrutinised the following key 

areas, noting the action plans in place, behind the 

performance under review and performance under 
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Tameside and Glossop with an 

overall RAG risk rating of AMBER, 

and were now placed 21st out of 

51.  

 

 
 

scrutiny. 

 

High level Overview 

 

 Performance Improvement 

 C. dif 
 

Performance under review  

 NoE Performance Overview 

 Activity against plan and previous year 

 MRSA 

 NWAS CAT A 

 

Performance under scrutiny  

 

   Cancer 62 day waiters 
     NHS GM Audit 

 

GP referrals were further discussed. It was noted that 

this was an item at the last Quality Committee where 

it appeared that many referrals related to Care UK.  

The Governing Board was re-assured to note that a 

clinical lead would be working with practices from 

January, and the outcome would be shared with the 

Governing Board. 

Louise Roberts stated that there was a new update 

and that in November 2012 an internal auditor from 

NHS GM CCG, met with NHS Tameside and Glossop 

CCG to conduct an audit into our CCG’s Board 

reporting structure around all KPI’s. The audit aims to 

ensure that we have adequate and effective 

internal controls in place to achieve five key 
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objectives.  

The draft report showed that significant assurance 

can be given that there is a generally sound system 

of internal control, designed to meet the 

organisation's objectives, and that controls are 

generally being applied consistently at the time of 

our audit. 

The Governing Board discussed the key issues 

highlighted by the Audit  and were asked to review 

the governance reporting process going forward to 

ensure CCG Board have full ownership of all 

measures that they are responsible for. This was also 

discussed in depth at Quality Committee and Dr 

Alan Dow made a series of recommendations to 

address the issues raised. 

NHS Tameside and Glossop will attend a meeting 

the first week in January to discuss the draft report 

and will also provide a verbal update at the next 

Governing Board meeting. 

The Governing Board received the performance 

update. 

 

 
 

Finance and QIPP 

Minutes 
 

  

The Governing Board received the Finance and 

QIPP Minutes held on 13th December 2012. 
 

PIQ  Minutes 
 

  

It was noted that there had been agreement at PIQ 

to commence the Diabetes Re-design.  The 

implications of which would be presented to the 

339



Governing Board in due course. 

 

Dr. Tina Greenhough stated that local GP’s had 

started to attend the PIQ meetings and this has 

been both positive and helpful. 

 

The Governing Board received the PIQ Minutes held 

on November 14th 2012. 

 
 

Medicines 

Management 

Committee 

Minutes 
 

 

  

The Governing Board received the Medicines 

Management Committee Minutes held on 29th 

November 2012. 
 

 

GM Heads of 

Commissioning 

Minutes 
 

 The Governing Board received the GM Heads of 

Commissioning Minutes held on 23rd October 2012. 
 

 

 

Any Other 

Business 

 

 

There was no further business to discuss 

 

 

Date and Time 

of Next 

Meeting 

 

 

 

January 9th 2012 at 12.30 
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Clinical Commissioning Group Committee Summary Document  
 
NHS Trafford:  30th October 2012  

Chaired by: Dr Kath Sutton    

 

Part 1 Agenda Summary  

 

Subject/Agenda 

Item 

Summary Action  

Declarations of 

Members 

Interests   

The report provided an update on the Register of Interests declared by NHS Trafford 

Pathfinder Clinical Commissioning Group Committee members. 

 

It was noted that the declaration of interests for the recently appointed members of the 
Committee were detailed within the report including the interests for Dr M Jarvis, Dr M 
Gregory and Mrs J Langton. 
 
Mrs S Sherrington reported that she was the Clinical Commissioning Group Lead Nurse for 
Trafford, Salford and Bolton and an employee of NHS North West which would also need to 
be documented as part of the Register of Interests. 

The NHS Trafford Pathfinder 
Clinical Commissioning Group 
Committee noted the update to the 
Register of Interests for current 
Committee members.  
 

 

 

 

 

Financial and 

Contracting 

Report   

The Locality Director of Finance, Contracting & Performance presented the latest Finance 
and Contracting Report for six months ending 30th September 2012. It was reported that as 
at the 30th September 2012, the PCT was under-spending by £26k against budget and the 
forecast outturn was a surplus of £1,900k. It was highlighted that the forecast outturn of 
£1.9m was after accounting for additional savings of £3.5m against schemes agreed within 
the financial contingency plan. 

 
The Locality Director of Finance, Contracting & Performance informed members that the 
NHS Acute Providers Budget was showing a forecast over spending of £1,650k at month 6 
which was an increase of £342k although the rate of overspending had decreased since 
month 5. The performance of individual trusts as at month 5 was outlined which included an 
overspend at the Trafford Division at Central Manchester Foundation Trust (CMFT) 
equating to £670k, an under spend at University Hospital of South Manchester Trust 
(UHSM) of £258k, an overspend at Central Manchester Foundation Trust (CMFT) of £533k. 

The NHS Trafford Pathfinder 
Clinical Commissioning Group 
Committee noted the content of the 
report. 
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It was reported that the main reason for the over-spending at the Trafford Division of CMFT 
was a result of non-elective admissions being over plan by 7% (£188k). In spite of this, 
there was an underperformance of 1% in Accident and Emergency attendances. It was 
noted that the Trust had responded to a formal query raised by the Clinical Commissioning 
Group regarding this matter but had been unable to supply a satisfactory answer. It was 
highlighted that the Trust had indicated that there was no clear trend and as a result it had 
now been agreed that there will be an audit on a sample of admissions to determine their 
appropriateness. 

 
In terms of the QIPP/CRES plans, it was reported that as at the 30th September 2012, the 
PCT had delivered £4.5m of savings against a full-year savings requirement of £10.9m. It 
was noted that whilst the savings delivered to date represented good progress, the actual 
savings were now £700k behind the internal plan of £5.2m and nearly £1m behind the pro-
rata savings target of £5.45m. It was reported that whilst the actual savings to date against 
the CRES/QIPP plan had been factored into the current financial position, actions would 
need to be taken to ensure that any further slippage does not impact on the forecast year-
end position. It was highlighted that the savings schemes that represented the highest risk 
were the ones that have been agreed in respect of Utilisation Management/Scheduled Care 
and the Unscheduled Care schemes. 

 
The Locality Director of Finance, Contracting & Performance referred to item 2.4 of the 
report commenting that as at month 5, the Clinical Commissioning Group was overspending 
by £200k against the CMFT excluded drugs plan of £1.3m and the majority of this related to 
patients receiving Lucentis.  It was reported that the Commissioning Team was currently 
undertaking further work within this area in conjunction with the Greater Manchester 
Medicines Management Group in an attempt to improve on this position.  

 
The Locality Director of Finance, Contracting & Performance reminded members that the 
PCT remained statutory responsible for delivering a surplus of £1.9m and the latest position 
against National Commissioning Board Commissioned budgets shows an over-spending of 
£276k as at 30th September 2012 against a planned surplus of £243k. 
 

 

 

 

 

 

 

 

 

 

 

Commissioning 

Update  

 

The Director of Commissioning presented an update report outlining the key commissioning 

issues. The report considered three key areas namely locality specific issues, NHS Greater 

Manchester and national issues.   

The NHS Trafford Pathfinder 
Clinical Commissioning Group 
Committee noted the report. 
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Integrated Care  

 

 

 

 

 

The Director of Commissioning provided a Powerpoint presentation in relation to the 
integrated care agenda in Trafford. The presentation included: - 
 

 Background information from 2010/11 regarding the development of integrated care 
in Trafford.  

 The Tests of Change undertaken in August and October 2012. 

 Details of the Programme Office that had been developed to support the integrated 
care programme. 

 The Governance and Reporting Structure including the   assurance framework.  

 The Workplan for 2012/2014 and actions undertaken. 

 The Transformation of Unscheduled Care work undertaken and next steps 

 An update on the Nursing and Residential Reform. 

 Outcomes of the Telehealth Evaluation 

 An Update on Mental Health Service Redesign and Dementia.  

 Details of the work undertaken regarding the Transformation of Primary Care 
including a focus on Productive Practices 

 Details of the work undertaken regarding the Transformation of RBMS including a 
focus on a Coordinated Care Centre 

 

The NHS Trafford Pathfinder 
Clinical Commissioning Group 
Committee noted the presentation. 
 
 
 
 
 
 
 
 
 

Interim Chief 

Clinical Officer’s 

Report 

The Locality Director of Finance, Contracting & Performance tabled an update report in the 
absence of the interim Chief Clinical Officer that outlined locality specific, NHS Greater 
Manchester and national issues.  
 

The NHS Trafford Pathfinder 
Clinical Commissioning Group 
Committee noted the report.  
 

Performance 

and Quality 

Report  

 

 

 

 

The Locality Director of Finance, Contracting & Performance presented the latest 
Performance and Quality report to the Committee. The report provided an overview of 
performance against the 2012/13 Operating Framework targets and update on the work 
underway in preparation for winter. The report also provided an update on the assurances 
the Pathfinder Clinical Commissioning Group Committee has in relation to the quality of 
commissioned services and highlighted any current issues or actions. 
 
It was reported that similar to last year, the Trafford Health Economy had been engaged 
with stakeholders across the system, more recently leading the winter planning / resilience 
process for CMFT and UHSM Trusts. It was noted that a table top exercise was taking 
place today and on the 31st October 2012 to test these plans.  
 

The Locality Director of Finance, Contracting & Performance referred to item 8.0 of the 
report and outlined the progress made by providers against CQUIN targets for quarter 1. It 

The NHS Trafford Pathfinder 
Clinical Commissioning Group 
Committee supported the work 
ongoing to maintain and improve 
performance and quality in 2012/13. 
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was reported that the Clinical Commissioning Group had the ability to withhold payment 
from providers should specific CQUIN targets not be met. The Acting Assistant Director – 
Quality & Compliance commented that assurances had been sought from Providers on 
areas where issues had been identified which formed part of the data completeness 
exercise.  
 
The Acting Assistant Director – Quality & Compliance referred to section 10.0 of the report 
and updated members on the clinical audit and best practice work that had been 
undertaken with Providers including the North West Falls Audit for 2011.  It was noted that it 
was not compulsory for Trusts to take part in this audit and it was therefore extremely 
positive that UHSM had taken part in this work. 
 
The Acting Assistant Director – Quality & Compliance updated members on the 2011/12 
National Cancer Patient Experience Survey outlined at section 10.2 of the report.  It was 
noted that the Clinical Commissioning Group would be requesting a formal response from 
CMFT in relation to the areas of concern arising from the survey which were similar to the 
issues raised as part of the Patient Survey. 
 

Update on the 

Joint Health and 

Wellbeing 

Strategy  

 

The Consultant in Public Health presented an update report in relation to the Joint Health 
and Wellbeing Strategy in Trafford. The report outlined how the strategy was developed 
and the next steps. The Consultant in Public Health discussed the priorities for 2013/14 with 
Committee members. 
 
 
 

The NHS Trafford Pathfinder 
Clinical Commissioning Group 
Committee: - 

 
(i) supported the 
recommendations of the JHWS and 
the  partnership approach.  
(ii) encouraged further clinical 
participation and input into the 
JHWS and the actions. 
(iii) supported the phase 3 
consultation utilising the summary 
document with GP’s, elected 
members and local residents. 
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Wigan Borough CCG Summary Document 
 
Meeting Date 27 November 2012 
Chaired by:   Tim Dalton 
 
Part I – Public Section 

 

Subject 
 

Summary Actions 

Early Warning System To inform the CCG Governing Body the Committees and 
Sub Groups of the NHS Early Warning System (EWS) 
 
It is recommended that: 
 

1. An EWS Working Group is established as a sub 
group of the Clinical Governance Committee.  

2. The EWS Working Group should also be tasked with 
the development of an EWS dashboard. The 
dashboard will provide a high level oversight in 
relation to key areas as noted in section 5 in relation 
the main provider organisations.  

3. The Clinical Governance Committee will be tasked 
with setting the Terms of Reference (ToR) for the 
EWS Working Group, and should also review again 
its ToR to ensure that future challenges are met. 

4. The Governing Body is requested to support the 
actions specified within the document and identify 
any further actions required as/if necessary. 

 

 
 
 
 
 
 

1. The Localities may be able to provide 
data for the dashboard from patient 
care feedback. 

2. Detailed reports will go through 
Clinical Governance Committee who 
will then provide an update report to 
this Board. 

3. The Working Group will have a 
substantial clinical representation. 

 

Avoidable Infections Report 
– Update 
 

Progress made in the areas of : 
 Clostridium difficile Infections 
 MRSA bacteraemia 

 
To date there have been 4 MRSA bacteraemias, I pre 
(community acquired) and 3 post 48hrs. The post 48 hour 
infection occurred at Christies Hospital, Royal Albert Edward 
Infirmary and Royal Bolton Hospital.  There have been an 
equal number of cases in Acute Care and Community 

1. Asks for further information around 
the use of probiotics. 

2. Asks the Infection Control team to 
investigate methodology from those 
areas that are doing exceptionally 
well. 

3. Asks for a further report to December 
Board. 
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Subject 
 

Summary Actions 

Healthcare. 
 
To date there have been 67 CDI’s reported this is 14 over 
our set trajectory. 
 
A paper has been released recommending the use of 
probiotics to promote gut health. A small pilot is to be 
undertaken in care homes.  
 
 
 

Substance Misuse 
Commissioning Update 
 

Overview of the current and future commissioning 
arrangements for substance misuse in Wigan Borough.   
 
All existing drug and alcohol contracts expire on 31st March 
2013, and a new integrated drug and alcohol outcome 
focused will replace the current approach from 1st April 
2013.  Further updates with practical feedback from April will 
be provided to the Board following contract award.   
 

To receive future reports with practical 
feedback. 

NHS Mandate – A mandate 
from the Government to the 
NHS Commissioning Board: 
April 2013 to March 2015 
 

Board asked to receive the mandate 1. Agrees to be aligned to the mandate. 
2. Asks for any future changes to the 

mandate to be brought to Board. 
 

STEIS and SUI Process 
 

Lynn Mitchell, Head of Risk Management informed the 
Board of the organisational arrangements in place for the 
reporting of Serious Untoward Incidents that may occur 
within NHS Ashton Leigh and Wigan/WBCCG services and 
also the responsibility for the performance management 
arrangements in relation to Provider SUIs. 
 

1. Any incidents are regularly reviewed 
with providers through the Clinical 
Governance Committee and then 
reported to Board. 

2. There is ongoing discussion around 
the restructuring of the organisation’s 
sub-committees to enable smarter 
reporting. 

 

Finance 
Month 07 Finance Update 

At month 07 the Organisation is forecasting to achieve its 
statutory duties in 2012/13, and achieve a surplus of 

Accepted by Board 
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Subject 
 

Summary Actions 

 £2,807k. The Year to Date surplus of £1,638k is in line with 
the projected planned surplus. 
 

Month 07 QIPP Report Total expected savings in month 7 were £3,528k, compared 
to actual savings reported as £5,560k.  Forecast full year 
savings remain the same at £18.2m. The over achievement 
in month is due to the budget baseline review which 
highlighted a number of areas that are underspent. These 
areas have now been removed directly from the budgets. 
 

Accepted by Board 

Month 06 Performance 
Report 
 

As at Month 06, one domain is assessed as Green, four are 
Green/Amber, two are Amber/Red and two are Red. One 
shows an improving trend, five show a static trend and three 
show a declining trend. 
 

1. Issues in Public Health around 
smoking quitters were discussed at 
the Finance & Performance 
Committee.  

2. Performance in diagnostics, 
particularly in endoscopy, is showing 
a declining trend. In context, the target 
is red due to over performance 
following more people being tested in 
reaction to the recent cancer 
awareness campaign. 

3. The two cases of 52+ week waiters 
are serious cases which are regularly 
reviewed and have been delayed 
following specific requests from 
parents. 

 

Locality & Committee 
Updates 

Locality Updates for October 2012, Corporate Governance 
Committee October 2012 and Finance and Performance 
Committee for October 2012 updates were on the agenda 
for information and were received. 
 

Accepted by Board 

Designate Chief 
Accountable Officer 
Monthly Report November 
 

1. The PCT staff is receiving destination letters and 
will have clarity on their future destination by 31st 
December 2012. 

2. There is limited-time period protection for travel 

Accepted by Board 

348



Subject 
 

Summary Actions 

costs for any staff assigned a post in 
Manchester. 
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Minutes 

Page 1 of 1  

  

NHS Greater Manchester Remuneration and Terms of Service 
Committee 
(Part 1) 
 
Date: 8 November 2012 
Venue: St. James House, Salford  
 
Present:  Mr Terry Atherton – Non-Executive Director (Chair) 

Mr Alan Stephenson – Non-Executive Director 
Professor Eileen Fairhurst – Chairman  
Ms Evelyn Asante-Mensah – Non-Executive Director 
Mr Paul Horrocks – Non-Executive Director 
 

In Attendance: Dr. Mike Burrows - Chief Executive 
Mr Kevin Moynes - Director of Human Resources 
Mr Rob Bellingham - Board Secretary  

 

Agenda 
Item No 

Item 

1. Apologies for Absence 
Mr David Edwards – Non-Executive Director 
Mr Michael Greenwood – Non-Executive Director  
Dr Kailash Chand – Associate Non-Executive Director 
Mr Riaz Ahmad – Non-Executive Director 

2. Declaration of interest 
No items were declared 

3. 
 

Minutes of previous meeting held on 13 September 2012 
These were approved as a correct record. 

4. Matters Arising 
 
There were no matters arising. 

5. Date and Time of Next Meeting  
13 December 2012, St. James House. (prior to Board meeting) 
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North of England Specialised Commissioning Group    1 
Minutes of Meeting 14 September 2012  
 
The North of England Specialised Commissioning Group comprises the former North East SCG, North West SCG and 
Yorkshire and the Humber SCG 

Minutes of the North of England Specialised Commissioning Group 
Held on Friday 14 September 2012 

Members Present  

North East  

NHS North of Tyne and Chair Chris Reed 

NHS South Tyne & Wear  Karen Straughair 

NHS Tees  Pat Keane (proxy vote) 

NHS County Durham & Darlington Pat Keane (Deputy)  

North West  

NHS Greater Manchester Mike Burrows 

Yorkshire and the Humber  

NHS South Yorkshire and Bassetlaw  Matt Neligan (proxy vote) 

NHS Airedale, Bradford and Leeds Matt Neligan (Deputy) 

NHS Humber Caroline Briggs 

NHS Yorkshire and York Bill Redlin (Deputy) 

NHS Calderdale, Kirklees and Wakefield District Matt Neligan (proxy vote) 

In Attendance  

Interim Chief Operating Officer Jon Develing 

Interim Director of Quality and Clinical Engagement Kevin Smith 

Head of Governance Trish Styles 

North East Specialised Commissioning Sue Cornick 

North West Specialised Commissioning Dr Alison Rylands 

Yorkshire & the Humber Specialised Commissioning Cathy Edwards 

Apologies for Absence  

NHS County Durham & Darlington  Yasmin Chaudry 

NHS Tees Chris Willis 

NHS Cheshire, Warrington & Wirral Kathy Doran and Moira Dumma 

NHS Cumbria  Sue Page 

NHS Lancashire Janet Soo-Chung 

NHS Merseyside Derek Campbell 

NHS South Yorkshire and Bassetlaw Andy Buck 

NHS Yorkshire and York Christopher Long 

NHS Airedale, Bradford and Leeds John Lawlor 

NHS Calderdale, Kirklees and Wakefield District Mike Potts 

NHS North West Richard Barker 

Non-Executive Director (non voting) Alan Foster 

Interim Director of Finance & Information (in attendance) Phil Heywood 

351



 
 

North of England Specialised Commissioning Group   2 
Minutes of Meeting 14 September 2012  
 
The North of England Specialised Commissioning Group comprises the former North East SCG, North West SCG and 
Yorkshire and the Humber SCG 

 

 WELCOME 

 The Chief Executive of NHS North of Tyne welcomed members to the meeting.   

The meeting was not quorate so no decisions will be made.  Any issues that 
have to be shifted will be taken under Chair’s action.  Later note – the meeting 
became quorate at 2pm. 

 

066 APOLOGIES FOR ABSENCE 

 Apologies were taken as those already noted on page 1. 

 

067 DECLARATIONS OF INTEREST 

 There were no declarations of interest. 

 

068 MINUTES OF THE MEETING HELD 13 JULY 2012 

 The minutes of the meeting were approved, with one minor amendment, by the 
members and duly signed by the Chair. 

 

069 ACTION POINTS FROM PREVIOUS MEETING AND MATTERS ARISING 

There were no matters arising from the previous meeting. 

 

 CRITICAL BUSINESS ITEMS – FOR DECISION 

070 CHAIR’S REMARKS 

Members should now have seen the Operating Directorate structures and be 
aware that there will be three specialised commissioning Local Area Teams in 
the North of England.  The teams will work through the one operating model of 
the NHS Commissioning Board.  

The NoESCG would continue to meet until the end of transition however it was 
suggested that only two meetings would be needed, one in December to look 
at the proposed specifications, finances and contracting round and a second 
meeting in March 2013 to close down and sign off before hand over to the NHS 
Commissioning Board.  Chair’s action would be taken if any decisions are 
required between meetings.   

Cathy Edwards advised members that at the beginning of October 2012 the 
national group would be making a recommendation to all SCGs in relation to 
Ivacaftor, a cystic fibrosis drug.  Due to the sensitivity of the recommendations 
it was agreed that, if necessary, members would be asked to support a specific 
teleconference to make the decision.  Formal meeting minutes will be taken. 

Staffing updates:  The Chair has been appointed as the Interim Local Area 
Director for Cumbria and Northumbria, and Jon Develing has been appointed 
as Director of Operations and Delivery for the regional team.  Jon Develing 
advised members that there was a strong senior management team and local 
specialised commissioning operating group arrangements that would ensure 
specialised commissioning arrangements are managed during the transition. 
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North of England Specialised Commissioning Group   3 
Minutes of Meeting 14 September 2012  
 
The North of England Specialised Commissioning Group comprises the former North East SCG, North West SCG and 
Yorkshire and the Humber SCG 

 

071 INTERIM CHIEF OFFICER BRIEFING 

Jon Develing presented his report and highlighted the following key issues: 

 

Operating Model:  this section on page 1 describes, at the time of writing the 
report, the latest position of the operating model,   As previously described it is 
now known that there will be three specialised commissioning teams in the 
North of England. 
 

Prescribed Services: The Clinical Advisory Group report has now been 
published and this will be considered by the NHS Commissioning Board.  The 
report describes prescribed services and is the definitive list of specialised 
services that will be commissioned by the NHS Commissioning Board.  There 
are still some areas to be looked into for example the codes and building up of 
the baseline contract.  Members were asked to share the report with their 
clinical commissioning groups.  Kevin Smith reminded members that the report 
identifies those services that will not be commissioned by clinical 
commissioning groups as these are reserved for the NHS Commissioning 
Board.  

 IVF services will return to clinical commissioning groups. 

 All cancer chemotherapy and cancer drugs will be commissioned by the 
NHS Commissioning Board 

 All radiotherapy will be commissioned by the NHS Commissioning 
Board 

This means that a lot of services will be taken out of clinical commissioning 
groups however sensible chunks of services will be left for clinical 
commissioning groups for example neurology will be commissioned locally by 
GPs but once in the centres this will become a specialised service.  If the 
service is on the prescribed list then clinical commissioning groups cannot 
commission that service, this is different to previous decisions that primary care 
trusts could make commissioning services. 

The overall budget for specialised services is circa £12.5 billion 
 

Convergence: The Clinical Reference Groups are working on 130 service 
specifications to bring about national consistency.  Where relevant NICE 
Technical Appraisals have been used as the point of reference.  All policies 
and specifications will be submitted to the PPE steering Group and an impact 
assessment is being undertaken to understand the financial and service risk of 
implementing standard specifications and policies. 
 

Clinical Networks: The NHS Commissioning Board has confirmed its plans to 
establish Strategic Clinical Networks with initial areas identified as: 

 Cancer  

 Cardiovascular disease (including cardiac, stroke, diabetes, and renal 
disease)  

 Maternity and children's services  

 Mental health, dementia and neurological conditions 
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North of England Specialised Commissioning Group   4 
Minutes of Meeting 14 September 2012  
 
The North of England Specialised Commissioning Group comprises the former North East SCG, North West SCG and 
Yorkshire and the Humber SCG 

 

Resilience: The Operations Directorate structure has now been published 
however there is still uncertainty as CSU posts associated with specialised 
commissioning have not yet been identified.  There is also limited information 
on how clinical effectiveness, communication, information and financial support 
will be operate across the Local Area Teams.  There is also concern about the 
low number of case managers in the structure as this is an area where 
continuous and significant savings are incorporated into QIPP plans.   

There is a risk that staff may start to look for recruitment opportunities outside 
of specialised commissioning and the loss of skills, knowledge and expertise 
will be difficult to replace particularly in the short term.  Whilst these risks are 
being mitigated by the use of secondments and agency staffing. 

An initial mapping exercise has been undertaken to compare existing and new 
structures across the North of England.  The percentage match between 
specialised commissioning functions, grades, and whole time equivalent is in 
single figures.  As a consequence there are significant business continuity 
risks.  There followed a general discussion about the transfer of functions and 
the role of the sender and receiver organisations.  

 

Paediatric Cardiac Surgery: A brief overview is included in the briefing and 
since the report was produced  Leeds Teaching Hospital has announced the 
intention to request a formal review. 

An implementation plan has been developed, which will be overseen by a 
project board. 

 

Paediatric Epilepsy: In May 2012 it was announced that there will be one 
Children’s Epilepsy Surgery Service in each SCG Cluster.  These are:  

 Birmingham Children’s Hospital NHS Foundation Trust  

 North Bristol NHS Trust with University Hospitals Bristol NHS 
Foundation Trust  

 Great Ormond Street Hospital for Children NHS Trust (GOSH)  

 Alder Hey Children’s NHS Foundation Trust with Central Manchester 
University Hospitals NHS Foundation Trust  

In establishing such centres it is anticipated that referrals, notwithstanding 
patient choice, will be directed within the new networks to ensure compliance 
with the principles and standards set out within the national review.  From 
November 2012 it is planned that referrals made by provider trusts within the 
North of England will be directed to the North of England centre, as indicated 
above.   This message needs to be given through the networks and into the 
systems. 

 

Specialised Healthcare Alliance: The Specialised Healthcare Alliance and 
the North of England SCG are holding a joint workshop on convergence on 30 
October 2012, at 3 Piccadilly Place, Manchester.   

The Chair thanked Jon Develing for his report. 
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072 NORTH OF ENGLAND SCG FINANCE REPORT UPDATE 

The finance paper is a composite report from the three operational groups and 
is produced in the new national template.  There is more detail than in previous 
reports and papers have been fully discussed by each of the Specialised 
Commissioning Operating Groups.  

The overall budget for the North of England SCG is £2,206m with a current 
forecast overspend, based on early contract data, of £21m broken down as: 

 North East office - £439k 

 North West office - £9,587k 

 Yorkshire & the Humber office - £11,011k 

Full reports for each area office were attached to the finance report and a 
summary of the actions being taken to mitigate the risks are included in the 
paper.  It is important to note that significant elements of the variances relate to 
rebasing of the baseline, and incorporation of dilapidation and potential 
redundancy costs. 

There was a general discussion about affordability and sign up from 
Specialised Commissioning Operating Group members to support 
commissioners in understanding pressure points and working with trusts and 
primary care trusts to manage over performance and financial risks.  The 
fragmentation of budgets results in significant financial risks and it was 
considered a cluster responsibility to ensure a balanced year end position or 
agreement of the actions needed. 

The Chair requested that the three team directors brief the local 
Specialised Commissioning Operating Group members on plans to bring 
the year end position back to a balanced position.  If this cannot be 
achieved then all Chief Executives and Directors of Finance are to be 
made aware of plans to mitigate risks. 

 

 DELIVERING TODAY / DEVELOPING TOMORROW 

073 TRANSITION DELIVERY PLAN 

The national template has been revised since last presented to members.  The 
revised categorisations are now more meaningful in terms of identifying where 
there is a significant risk as opposed to a shift in delivery timescales. The 
report incorporates the latest position with regard progress against the 
transition delivery plan and as at September 2012 the overall transitional plan 
for the North of England is on track.  51 tasks have been completed and 7 are 
amber, which means that actions and work is progressing to get the milestone 
back on track. 

The Chair thanked Trish Styles for the report. 

  

074 ASSURANCES AND RISK REPORTS 

The senior management team has enhanced the current risk and assurance 
reports and developed a suite of reports that support both local area office, 
regional and national requirements.   
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In summary: 

 Transition Delivery Plan (as reported in agenda item 0073) supports a 
nationally prescribed North of England SCG risk register.  The risk 
register consists of actions required to bring the completion of the 
designated task back on track. 

 Sub regional specific service and contract issues can be found in each 
of the area office risk registers. 

 Service developments/ cost pressures, procurements and legacy issues 
are all incorporated into specific logs which now include an estimation of 
the financial implications.  

There are no high level risks identified against delivery of the transition plan 
and there are seven medium risks which relate to: 

a) Migration of services with the “minimum take” which may not be 
achieved within the timescales due to the complexity of some contracts. 

b) Future developments, with potential revenue implications, may not be 
fully mapped and understood. 

c) Financial pressures could result from the convergence of policies and 
development of standard specifications. 

d) Stakeholders are not aware of the on-going work to develop 
identification rules for specialised services. 

e) Financial assurances and CRG work streams may fail to jointly identify 
specific QIPP opportunities. 

f) Staffing capacity and potential loss of knowledge and skills to other 
areas of the health system that are currently recruiting staff. 

Each office risk register is attached for information and members can be 
assured that these risks are discussed at the operating group meetings. 

 

Procurement: The procurement log has been updated to reflect future revenue 
expenditure however it is important that members focus on the principles for 
on-going procurements, whilst awaiting national guidance.  There was a 
general discussion and confirmation of the following principles: 

a) Continuity of patient care is paramount. 

b) Alignment with national strategy, which means that service 
developments and new services should not be commissioned unless 
these follow national guidance. 

c) Contracts cannot legally be extended further. 

d) Contain activity and funding within the current agreed budget. 

e) Acute providers are made aware that savings will need to be delivered. 

 

Specific discussions followed in relation to: 

North East office: there is a business case in the North East for radiotherapy 
services.  The procurement relates to existing plans, is contained within current 
budget and is a primary care trust priority. 
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North West office: women’s secure services in the North West, for which the 
framework expires in June 2013 and other secure services framework, which 
expires in December 2013.  Both frameworks have already been extended to 
the maximum duration.  It was recommended that an Any Qualified Provider list 
would be managed, following tendering guidelines, as this did not commit 
contracts values to specific providers, should the system change once the NHS 
Commissioning Board procurement strategy is known. 

North of England SCG members agreed that the: 

 North East office should proceed with the radiotherapy business 
case. 

 North West office should proceed with re-establishing an Any 

Qualified Provider list for secure services.  Richard Barker would be 
made aware that this action has been taken to maintain patient services 
post the contract expiry dates. 

 

075 PAEDIATRIC NEUROSURGERY 

The Safe and Sustainable team has, since 2009, been working on setting 
national standards / framework and the consultation process is now complete.  
There are currently 14 Children’s neurosurgery Centres in England and of 
these five are in the North of England. 

The future proposal is for eight regional networks which will comprise of two or 
more centres.  The core aim is to provide care as close as possible to the 
child’s home, whilst ensuring the best outcome for the child.   

The networks will be required to develop formal pathways and identify key 
processes for routine, urgent and emergency care, including the critical 
transition points along the pathway of care.  There was a general discussion 
about patient flows and how rare conditions may be provided at specific 
centres e.g. hydrocephalous, children’s’ cancer, trauma etc.  It was confirmed 
that there will be a peer review process, which will involve relevant 
professionals to ensure that national standards are met. 

Each specialised commissioning group has been asked to submit a pro-forma 
to the Safe and Sustainable team for the proposed Children’s Neuroscience 
Network for their region.  The rational was set out in pro-formas for the two 
North of England Networks which give greater detail about the reasons for 
proposing these specific networks: 

 North West – based on Alder Hey Children’s NHS Foundation Trust and 
Central Manchester University Hospitals NHS Foundation Trust , and 

 North East and Yorkshire and the Humber including Newcastle 
Hospitals NHS FT, Leeds Teaching Hospitals NHS Trust and Sheffield 
Children’s NHS Foundation Trust. 

North of England SCG members approved the proposals. 
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076 CYSTIC FIBROSIS POLICY AMENDMENT 

The existing policy has been previously signed off by the North of England 
Specialised Commissioning Group however this did not include the routine 
funding of dry powder inhalers.  Cathy Edwards highlighted the general risks 
and confirmed that there was no financial consequence.  Having considered 
the issues and risks of this recommendation, on balance the Clinical Reference 
Group recommends that dry powder inhalers are routinely funded as long as 
these are no more expensive that their equivalent nebulas. 

North of England SCG members accepted the proposed amendment to 
the national commissioning policy for high cost drugs for cystic fibrosis. 

 

077 IVACAFTOR 

Ivacaftor is a significant new drug for a defined sub group of cystic fibrosis 
patients.  The drug acts on underlying cause rather than symptomatic 
management and costs circa £180,000 per patient per annum.  Nationally this 
is expected to cost between £40 and £45 million per annum. 

The national Clinical Priorities Advisory Group will receive all evidence and 
make recommendations to the four specialised commissioning groups on the 
clinical and cost effectiveness, appropriateness and relative priority for 
Ivacaftor.  It was agreed that a teleconference or alternative method of bringing 
members together would be explored, if a decision is required before the next 
scheduled meeting. 

 

North of England SCG members: 

 endorsed the approach to decision making in respect of agreeing a 
national commissioning policy for the potential use of Ivacaftor in 
Cystic Fibrosis, and  

 established a means to discuss the recommendations and outputs 
from CPAG during October / November 2012. 

 

078 STEREOTACTIC RADIOSURGERY AT NOVA HEALTHCARE 

Nova Healthcare Ltd received interim designation to provide a limited range of 
procedures including brachytherapy, radiotherapy, chemotherapy, 
haematology and stereotactic radiosurgery.   

North of England SCG members approved the start of the treatment of 
NHS patients with arterio-venous malformations using stereotactic 
radiosurgery by Nova Healthcare, from 1 October 2012. 

 

079 ANNUAL REPORT 

The annual report is a reflection of the work undertaken within each local office 
and an insight into the NoE SCG since its inception in January 2012.   

North of England SCG members agreed the content and the format of the 
report and suggested that this is presented at boards in October 2012. 
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ITEMS FOR INFORMATION 

080 MINUTES OF SPECIALISED COMMISSIONING OPERATING GROUPS 

Minutes of the Specialised Commissioning Operating Groups were noted for 
information, as follows: 

North East – Ratified minutes of the meeting held on 19 June 2012 

North West – Ratified minutes of the meeting held on 25 June 2012 

Yorkshire & the Humber – ratified minutes of the meetings held on 27 July 
2012. 

 

081 DATE AND TIME OF NEXT MEETING 

 The next meeting will follow the Chief Executive meeting at Blenheim House, 
and start at 1.30pm on Thursday 6th December 2012. 

Please note that this is a change to the scheduled meetings as it was agreed 
that due to the new organisational arrangements the last two North of England 
SCG meetings will be in December 2012 and March 2013. 

Member representatives should send details of any agenda items for the next 
meeting, to the Chair (and copy to the Head of Governance) by 22 November 
2012 and papers by the 27 November 2012. 

 

 

Signature: ……………………………………………………………………………………… 
  Chair to the North of England Specialised Commissioning Group 
 

 

Date:  ………………………………………………………………………………………. 
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