Agenda of the West Suffolk CCG Governing Body
to be held from 0915–1200 hrs on Wednesday 19 November 2014 at
The Lecture Room, St Edmundsbury Cathedral, Bury St Edmunds, Suffolk, IP33 1LS
The Governing Body will be available to meet with members of the public from
0900 - 0915
GENERAL BUSINESS
Dr Christopher Browning

1.

Apologies for Absence

2.

Declarations of Interest
To declare any interests specific to agenda items

3.

Minutes of the previous West Suffolk CCG Governing Body
meeting.
To approve as a correct record the Minutes of the West Suffolk CCG
Governing Body meeting held on 24 September 2014

Dr Christopher Browning

4.

Matters Arising & Action Log

Dr Christopher Browning

5.

General Update
To receive a verbal report from the Chief Officer

All

Julian Herbert

PATIENT AND PUBLIC ENGAGEMENT
6.

Patient Story

7.

Community Engagement Group Minutes
To receive and endorse minutes of the Community Engagement
Group meeting held on 18 September 2014

Anne Nicholls
Report No:
WSCCG14-61

8.

Summer Fair and Market Stalls
To receive and note a report from the Lay Member for Patient and
Public Engagement

Johanna Finn
Report No:
WSCCG14-62

9.

Winter Communications Campaign
To receive and note a report from the Chief Operating Officer

Dr Ed Garratt
Report No:
WSCCG14-63

CLINICAL SERVICES
10.

NHS England – Five Year Forward View
To receive and note a report from the Chief Operating Officer

Dr Ed Garratt
Report No:
WSCCG14-64

11.

Psychiatric Liaison Service
To receive and note a report from the GP lead for Mental Health

Dr Ed Garratt
Report No:
WSCCG14-65
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FINANCE, PERFORMANCE AND SCRUTINY
12.

Quarter One Assurance Report
To receive and note a report from the Chief Officer

13.

Integrated Performance Report
To receive and note a report from the Chief Finance Officer, Chief
Nursing Officer, Chief Contracts Officer and Chief Operating Officer

14.

Financial Recovery Update
To receive and note a report from the Chief Finance Officer

Julian Herbert
Report No:
WSCCG14-66
Carl Goulton/
Barbara McLean/
Wendy Tankard/
Ed Garratt
Report No:
WSCCG14-67
Carl Goulton
Report No:
WSCCG14-68

GOVERNANCE AND CORPORATE BUSINESS
15.

Legislative Reform Order
To receive and approve a report from the Chief Corporate Services
Officer

Amanda Lyes
Report No:
WSCCG14-69

16.

Governing Body Assurance Framework
To receive and endorse a report from the Chief Corporate Services
Officer

Amanda Lyes
Report No:
WSCCG14-70

17.

Freedom of Information Quarterly Update
To receive and note an update on freedom of information requests and
the CCG’s response.

Amanda Lyes
Report No:
WSCCG14-71

18.

Health and Safety
To receive and note an update on health and safety management
activities within the CCG

Amanda Lyes
Report No:
WSCCG14-72

19.

Minutes of Meetings:
To receive a report from the Lay Member for Governance seeking the
endorsement of minutes of West Suffolk CCG Sub Committees, those
being;

Bill Banks
Report No:
WSCCG14-73

(i) Audit Committee

The confirmed minutes of a meeting held on 9 September 2014 and
unconfirmed minutes of a meeting held on 14 October 2014.

(ii) Clinical Executive Committee

The unconfirmed minutes of a meeting held on 29 October 2014

(iii) Remuneration and HR Committee

The unconfirmed minutes of a meeting held on 23 September 2014

(iv) CCG Collaborative Group

The unconfirmed minutes of a meeting held on 2 October 2014

20.

Any Other Business

21.

Date and Time of future Governing Body meetings
0915 - 1300 Wednesday 28 January 2015, The Lounge, The
Athenaeum, Bury St Edmunds, Suffolk
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Questions from the public – Maximum 15 minutes
Please note questions should relate to the items under discussion and
must be a question rather than statement. Where individuals deviate
from this requirement they will be asked to stop and will not be invited to
take any further part in the meeting.
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Minutes of the West Suffolk CCG Governing Body Meeting held in public on
Wednesday 24 September 2014 in the Lecture Room at
St Edmundsbury Cathedral, Bury St. Edmunds, Suffolk
PRESENT:
Dr Christopher Browning
Bill Banks
David Cripps
Dr Emma Derbyshire
Jo Finn
Dr Crawford Jamieson
Peter Knights
Dr Daniel Knowles
Dr Rakesh Raja
Dr Giles Stevens
Dr Rosalind Tandy
Dr Andrew Yager
Dr Ed Garratt
Carl Goulton
Julian Herbert
Amanda Lyes
Barbara McLean
Wendy Tankard

Chair
Lay Member for Governance.
Member
GP Member
Lay Member for Patient and Public Engagement
Secondary Care Doctor
Member
GP Member
GP Member
GP Member
GP Member
GP Member
Chief Operating Officer
Chief Finance Officer
Chief Officer
Chief Corporate Services Officer
Chief Nursing Officer
Chief Contracts Officer

IN ATTENDANCE:
Tessa Lindfield
Jo Mael
Anne Nicholls

Director of Public Health, Suffolk County Council
Corporate and Governance Officer
Chair: Clinical Engagement Group

14/086 WELCOME AND APOLOGIES FOR ABSENCE
The CCG Chair welcomed everyone to the meeting and apologies for absence
were noted from:
Dr Simon Arthur

GP Member

14/087 DECLARATIONS OF INTEREST
No declarations of interest were received.
14/088 MINUTES OF PREVIOUS MEETING
The minutes of the meeting held on 16 July 2014 were agreed as a correct
record.
14/089 MATTERS ARISING AND ACTION LOG
There were no matters arising and the action log was reviewed and updated.
14/090 GENERAL UPDATE
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The Chief Officer reported that the Better Care Fund template which
addressed the pooling of existing resources with the local authority from
2015/16 had been signed off by the Health and Well-Being Board prior to being
submitted to NHS England on 19 September 2014.
A conference call was due to be held with assessors later in the week when
feedback on the submission was likely to be obtained. The next step of the
process would be to seek agreement for management of the fund going
forward which would be subject to approval by the Governing Bodies of both
West Suffolk CCG and Ipswich and East Suffolk CCG.
14/091 COMMUNITY ENGAGEMENT GROUP MINUTES
The Chair of the Community Engagement Group (CEG) presented the minutes
of the Group’s last meeting held on 17 July 2014 in Haverhill.
Key points highlighted included;






That the CEG continued to hold its meetings at different locations within
the CCG area.
The CEG had received a presentation on Suffolk Community Healthcare
which had highlighted that assessing patient satisfaction levels from
Friends and Family Test scores alone, might not be appropriate due to the
number of tests received sometimes being too small to make the test
reliable. Other methods suggested for use alongside the Friends and
Family test, included telephone survey, face to face interviews and webbased surveys.
The CEG had received an update on the CCG’s financial position as set
out within the minutes.
Some CEG members had attended a Health Economics workshop which
they had found very useful and the prevalence of Patient Participation
Groups was to be explored further, with support and involvement offered
for the development of new groups.

The Chief Operating Officer reported that since publication of the report a
further CEG meeting had been held on 18 September 2014 at which the CEG
had received a report from the Ambulance Service Locality Manager. The
minutes of that meeting would be reported to the Governing Body in November
2014.
The Governing Body noted the report.
14/092 HEALTH SERVICES GUIDE
The Governing Body was in receipt of a report from the Chief Operating Officer
which detailed the development of health service guides for towns across West
Suffolk.
It was explained that in line with the CCGs commitment to improving and
raising awareness of health services in local communities, the CCG had been
working closely with local authorities to develop health service guides for local
towns such as the one appended to the report in relation to Brandon.
The Governing Body welcomed introduction of the guides and was pleased to
note that integrated working had enabled acceleration of progress.
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14/093 HEALTH AND CARE REVIEW – COMMISSIONING MODEL
Report WSCCG 14-55 from the Chief Contracts Officer set out for the
Governing Body an update from the system wide health and care review in
respect of the proposed commissioning model and contractual changes
required in order to progress to the next stages.
Current contracting models that the CCG had inherited were a series of
arrangements/contracts with individual providers which typically envisaged a
payment for activity model, or block contract. If CCGs were to be able to
respond effectively to the commissioning challenge presented by an aging
population, increasing cost of health care and ever tightening budgets, that
previous method of contracting and interaction with providers would need to
evolve and change.
Since November 2013 both West Suffolk CCG and Ipswich and East Suffolk
CCG had worked alongside Suffolk County Council, Healthwatch and Suffolk
Congress to engage the wider Suffolk community on the future of health and
social care services. That work had been carried out taking into account
several key developments in relation to national policy such as NHS England’s
Urgent and Emergency Care Review, Care Act 2014, Better Care Fund,
Commissioning Standards for NHS111 and guidance on out of hours’ general
practice.
Key themes identified for progression of the service design were outlined
within paragraph 3.4 of the report with those themes having been incorporated
into the service design and included features as set out with paragraph 3.5 of
the report.
Section 4 of the report detailed a number of commissioning models for
consideration, and advised that the contracts team was in dialogue with
Monitor on potential solutions as well as ensuring that all risks and
opportunities were explored both from a contractual and legal perspective.
It was explained that the Governing Body was being asked to consider and
agree to continue to explore and develop the alliance/collaboration method of
commissioning and contracting, together with considering procurement of a
new short-term community contract and extension of the current out of hours
and 111 contracts.
Recent meetings held with the wider GP membership had seen agreement to
work collaboratively and pursue the alliance/collaboration model. Recent focus
groups held to explain the rational of the commissioning models had been
helpful and provided reassurance. It was felt that an extension to key
contracts such as out of hours and 111 would permit time to further explore the
new commissioning model.
The importance of operating within regulation was emphasized and whilst the
recommended way forward might cost more in the short term, the integrated
system should produce long term benefit.
Although it was noted that the alliance/collaboration model was presently
ground-breaking within the UK, it had been successful in other countries and a
number of CCGs nationally were looking to pursue its use. The Governing
Body recognised that facilitation of a major change to service provision, within
the required legal framework, whilst satisfying all parties was likely to prove
challenging and test relationships. The importance of risk sharing was
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emphasized.
Should the recommendation be approved, the next step would be to set up a
framework for taking discussions forward with the local authority.
After consideration the Governing Body subsequently approved;





The undertaking of procurement for the current community contract (shortterm) as set out within the report.
Extension to the out of hours’ contract as set out within the report.
Extension to the 111 service contract as set out within the report.
Progression of the alliance/collaboration commissioning model.

14/094 COMMISSIONING INTENTIONS 2015/16
Commissioning intentions form part of the yearly planning cycle and signal the
start of the contracting process. Their aim was to share with providers, ahead
of the formal contractual negotiation period, the strategic direction of the CCG.
Report WSCCG 14-56 from the Chief Contracts Officer contained the CCG’s
initial outline commissioning intentions letter for 2015/16 which the Governing
Body was being asked to approve prior to it being sent to providers at the end
of September 2014.
GP leads highlighted key schemes to be progressed within each workstream
as detailed within Appendix 1 of the letter.
The Governing Body approved the Initial Outline Commissioning Intentions
Letter for 2015/16 as attached to the report.
14/095 PROCUREMENT LOG
The Governing Body received a report which detailed complete and ongoing
procurement processes, and noted that it was to receive regular updates going
forward.
The Governing Body noted the content of the report.
14/096 INTEGRATED PERFORMANCE REPORT
The Chief Nursing Officer, Chief Finance Officer, Chief Contracts Officer and
Chief Operating Officer presented the Integrated Performance Report, which
provided members with a summary of performance against national targets,
contractual targets, clinical quality and patient safety issues, financial
performance and acute activity, together with detailing work being carried out
by the CCG’s workstreams.
Clinical Quality and Patient Safety
Key points highlighted during discussion included;




Independent Management Reviews in respect of two Suffolk residents that
were subject to a safeguarding serious case review had been completed.
Report and recommendations from the author of the review were due to be
presented to the Adult Safeguarding Board at the end of 2014 and not the
end of August 2014 as indicated within the report.
Quality Improvement Visits continued with all care homes having actions to
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address but none having been identified as a significant cause for concern.
West Suffolk Hospital was congratulated on having received excellent
scoring and being highlighted as one of the best performing trusts from a
patient survey asking about whether staff had answered patient’s questions
about their operation and procedure.
The Governing Body was asked to note that the seemingly high number of
serious incidents reported by the ambulance service was across six
counties and not just within the West Suffolk area.
There were no reported cases of MRSA year to date and there had been
three cases of C.difficile for the month of July 2014 against a monthly
trajectory of four.
The continuing healthcare position was set out on pages 35-40 of the
report and the Governing Body was advised that work continued to pursue
alternatives to Broadcare in respect of the reporting of retrospective cases.
The safeguarding hub was progressing well and a Professionals
Consultation Line which enabled referrers to talk directly to a social worker
had been introduced.
Fall incidents were reviewed on a weekly basis and whilst an ambitious
target had been set the position continued to improve.

As had been previously highlighted, reduced numbers of completed Friends
and Family Tests had resulted in caution being attributed to information gained
from the tests without their analysis alongside other indicators. It was noted
that GP practices were to use the Test from November 2014 and as no target
response rate had been required it was likely that results would fluctuate.
Having noted that the number of serious incidents reported by West Suffolk
Hospital was lower than the previous year, the robustness of reporting
methods was questioned. The Governing Body was reassured that the CCG
continually scrutinised information gained from the trust and emphasized the
importance of reporting. Visits were undertaken if considered necessary.
Financial and Performance Delivery
Key points highlighted included;
Finance





Month four was the first time that the CCG had declared that it was not on
target to meet financial targets.
Increased activity at West Suffolk Hospital had resulted in a £1.1m
unforeseen adverse variance, non-delivery of the QIPP programme would
have a £2.0m impact and there was continued increased activity in
continuing healthcare £0.4m.
A full year unbalanced position had been reported to NHS England with the
financial risks being £2.5m greater than potential mitigations. It was likely
that the CCG would need to use its entire surplus in order to mitigate the
risks unless other alternatives could be found. This would result in a cost
pressure into 2015/16 and potentially affect the cash position.

The Governing Body was advised that steps to address the financial position
included the commissioning of an external review which would review the
QIPP programme and advise on its delivery, together with recommending
ways to achieve benefits and mitigate risks by highlighting further QIPP and
contracting opportunities.
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The external review sought to ensure that the CCG was taking all steps to fulfill
its requirements, other work included a detailed review by the CCG’s Clinical
Executive which was exploring opportunities, QIPP, primary care and GP
benchmarking, prescribing and access to services. It was anticipated that
following completion of both the external and internal review a list of actions
would be identified to take forward.
Contractual Performance
Key points highlighted during discussion included;








West Suffolk Hospital – contract queries existed in relation to ambulance
arrival to handover times which showed performance to be static with
performance against 60 minutes good and further work required in relation
to achievement of 30 minutes. A meeting had been held with the hospital
and the ambulance service to seek to reduce the delays. The contract
query in relation to the acute oncology service one hour door to needle for
all patients with suspected neutropenic sepsis had been open since
November 2013 and performance in MDU and A&E had been variable.
Work continued with the provider to ensure compliance. MRSA
performance had been sustained. The hospital was expected to be
compliant with the trauma and orthopaedic 18 week referral to treatment
indicator by the end of September 2014. The situation would continue to
be monitored closely.
111 Service – an agreed remedial action plan was in place in respect of
the warning notice issued for failure to meet warm transfer and call back
performance levels. Performance had now improved with compliance
expected by the end of September 2014.
Suffolk Community Healthcare – Serco – two contract queries were in
existence. An action plan was expected on 25 September 2014 in respect
of the pulmonary rehabilitation aspect of the first contract query in relation
to failure to meet data quality and access standards for key services. The
second contract query in relation to equipment provision and collection
standards was now at the review phase and progressing well with
compliance anticipated in October 2014.
Norfolk and Suffolk Foundation Trust (NSFT) – new IAPT waiting time
data was indicating that targets were being met with the contract query
likely to be closed. A first exception notice remained in relation to
performance against non IAPT waiting time targets and staff training levels.
A contract query was in existence in relation to safeguarding issues at the
Wedgewood Unit and improvement work to the ward had commenced.
Whilst performance against the 15% IAPT prevalence target had improved
in July 2014, August 2014 had been poor. A remedial action plan had
been submitted which was being monitored closely.

Having questioned whether contracting reporting mechanisms had identified
any dissatisfaction with the Admission Prevention Service (APS), the
Governing Body was advised that whilst concerns had been raised via the GP
query line nothing had been raised via the formal contracting route as key
performance indicators were being met. The integrated care workstream had
been made aware of concerns with the service and was taking the matter
forward.
The Chief Contracts Officer agreed to investigate APS Service concerns
with the integrated care workstream and Clinical Executive prior to determining
if any action was required.
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Workstreams
The Chief Operating Officer reported that QIPP delivery remained a high risk to
the financial position of the CCG and, as previously reported, a weekly
programme of workshops was taking place to determine an action plan in
October 2014.
Having noted detailed information of the progress of each workstream as set
out within the report, GP Leads were invited to highlight some specific areas of
work as follows;
Planned Care:
 Visits were being carried out to practices in order to maintain engagement.
 15/25 practices had signed up to the tele-dermatology service.
 Work was being carried out to explore out-patient and clinic procedures to
ensure that care was taking place in the most appropriate place.
 Low Priority Procedures (LPP) – the service entailed working with GP
member practices and West Suffolk Hospital to support LPP referral
guidance and best practice.
 The Clinical Executive had approved the procurement of a community pain
service due to commence early 2015.
Integrated Care:
 The workstream had completed some focused work on care homes and
had been working with Suffolk County council in respect of carrying out
visits and offering support.
 Practices had received training as to how the RAIDR risk stratification tool
could be used to view and identify patients with a high risk of admission
and re-admission.
 Practices were being supported to develop multi-disciplinary teams with
progress variable, but improving, across the CCG area.
 Having recognised an increase in respiratory admissions, performance of
the COPD Admission Prevention Service was currently being reviewed.
Mental Health:
 The CCG had met with Suffolk County Council to discuss joint
commissioning arrangements for post diagnostic dementia services.
 A quality improvement visit carried out to the Wedgewood psychiatric
inpatient unit had resulted in those attending being impressed with the
environment and facilities available at the unit following its recent
improvement programme.
Cancer:
 Clinical pathways continued to be reviewed for any improvement.
Children and Young People:
 Asthma and Epilepsy nurses had recently been appointed.
 The workstream was currently reviewing existing children’s specifications
to identify what changes might be made from the re-commissioning of
community paediatric services.
 An Associate GP was working with paediatricians to produce clinical
guidelines for gastro-enteritis, bronchiolitis and fever, based on NICE
guidance.
Prescribing:
 The workstream continued to promote the Prescribing Incentive Plan.
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The Governing Body noted the content of the report.
14/097 GOVERNING BODY ASSURANCE FRAMEWORK
The Chief Corporate Services Officer presented the Governing Body
Assurance Framework (GBAF) for September 2014 and explained that the
document had a new and improved format. The GBAF continued to be
reviewed by the Chief Officers Team every month and by the Governing Body
and Audit Committee at each of their meetings.
The GBAF contained 11 risks, of which, Risk 22 – (Local Service Provider
Contract Cessation), had been downgraded.
Having questioned the implications of Risk 21 – (potential deterioration in
practice viability (and consequent impact on patient care) due to changes in
national contract arrangements from April 2015), it was explained that, in order
to avoid any potential conflict of interest for Governing Body GP members, the
risk was being reviewed by the Local Medical Committee and NHS England
with further information awaited.
The need to sustain recent high performance in relation to infection control was
highlighted in order that Risks 04 and 06 were not adversely affected over
winter with an increase of community cases.
Risk 15 – (resource challenges as a result of having the role of lead
commissioner for the East of England Ambulance Service)
The Governing Body was advised that although the CCG had served notice to
the consortium with regard to its role as lead commissioner, no way forward
had as yet been determined and the matter was to be discussed further at a
meeting with NHS England and consortia accountable officers next week.
The Governing Body noted and endorsed the GBAF as presented.
14/098

MINUTES OF MEETINGS
Presented by the Lay Member for Governance, consideration was given to the
minutes of the following meetings:


Clinical Executive Committee: Unconfirmed minutes of 27 August 2014

The Governing Body received and endorsed the minutes.
14/099 ANY OTHER BUSINESS
No items of other business were received
14/100 DATE OF NEXT MEETING
The next meeting of the West Suffolk CCG in public is scheduled to take place
on Wednesday 19 November 2014 at 09.00 in the Lecture Room at St
Edmundsbury Cathedral, Bury St. Edmunds, Suffolk.
QUESTIONS FROM THE PUBLIC
No questions were received from members of the public.
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EXCLUSION OF PRESS AND PUBLIC
The Governing Body agreed that representatives of the press, and other
members of the public, be excluded from Part Two of the meeting having
regard to the confidential nature of the business to be transacted, publicity on
which would be prejudicial to the public interest; Section 1(2), Public Bodies
(Admission to Meetings) Act 1960.
Part One of the meeting closed at 11.30am.

_____________________________
Chairman

_______________________
Date
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WEST SUFFOLK CCG Governing Body
ACTION LOG: 24 September 2014 (updated)
MINUTE

DETAILS

Meeting of 27 November 2013
13/074
Psychiatric Liaison
Service
Meeting of 16 July 2014
14/081
Freedom of
Information Update

Meeting of 24 September 2014
14/096
Integrated
Performance Report

ACTION

BY WHOM

TIMESCALE/UPDATE

Service evaluation required

Dr Rosalind
Tandy

See agenda item 11

Having noted that a number of requests had
been aligned to the information category of
‘remainder’, the Chief Corporate Services
Officer agreed to explore the feasibility of
providing more information in respect of requests
aligned to that category for future reports.

Amanda Lyes

Update 29/09/14:
The FOI data base has been reviewed and the
categories relating to requester and type of
information requested have been amended to
cover a wider range.
This should result in less requests being recorded in
“other” or unknown.
See agenda item 17 Complete

Contracts
To investigate APS Service concerns with the
integrated care workstream and Clinical
Executive prior to determining if any action was
required.

Wendy
Tankard

Update 13/11/14:
APS was raised at the Integrated Care Workstream
last month and has been discussed at Clinical
Executive.
Weekly meetings are in place,
supported by Chief Officers, GPs and the providers
and an action plan is being progressed. The
service will focus on admission prevention and not
predominantly supporting discharge, agreeing joint
admission
prevention
referrals
between
organisations, developing timely data through a
daily dashboard and ensuring capacity and
promotion/ use of service aligned. Good progress
is being made and the meetings are planned to
continue with regular up-dates to the Integrated
Care Workstream and Clinical Executive Meetings.

Agenda Item No.

07

Reference No.

WSCCG 14-61

From: Anne Nicholls, Chair of Community Engagement Group

COMMUNITY ENGAGEMENT GROUP

1.

Purpose

1.1

This report contains the unconfirmed minutes from the Community Engagement Group
meeting held on 18 September 2014.

2.

Recommendation

2.1

The Governing Body is asked to consider and note the key items of discussion from the
Community Engagement Group.

Author:
Jack Tappin
Engagement and Consultation Officer
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Community Engagement Group
Minutes
Date:

18 September 2014

Venue:

Mildenhall Parish Council – Jubilee Centre

Chair:

Anne Nicholls (AN- Chair)

Present:

Jo Finn (JF – WS CCG Lay Member), Ed Garratt (EG), Michael Simpkin (MS),
David Dawson (DD), Roy Banks (RB), Jon Rapley (JR), Peter Owen (PO), David
Taylor (DT), Dianne Wright (DW),
Geraldine Dougall (GD – Community Action Suffolk)

In attendance Isabel Cockayne (IC – Head of Communications), Carla Pinto (CP – Membership
Officer), Jack Tappin (JT – Engagement and Consultation Officer), Jo John, (JJ –
Communications Manager)
Louis Kamfer (KF), Simon Chase (SC – senior locality meeting – EEAST senior
locality manager west Suffolk
Apologies:

Bob Mynn, Carol Mansell, Warwick Hirst, Phil Worsley (PW), Karen Smith (KS),
Jane Carpenter (JC), Karen Turner (KT)

Absent:

Carol Dalton

Item

Discussion/Action

1.

Welcome, introductions and apologies

2.

Responsible
Officer

Due date

AN welcomed everyone to the meeting and apologies were noted.
Minutes and Actions Arising
The minutes of the July meeting were approved.
AN updated the members in relation to GP recruitment. Vacant posts
were advertised in the British Medical Journal but fewer doctors were
applying. In addition, fewer junior doctors were applying to become GP
registrars as the role of the GP has become less attractive because of the
amount of bureaucracy and other matters. A few years ago practices
would receive 30 to 40 applications per vacancy, but at the moment
getting 1 or 2 is difficult. GP recruitment is a national problem and despite
the difficulties of recruiting new GPs, the doctor quality in Suffolk is very
high. There is rarely involvement of patients in the GP recruitment
process. It was suggested that other attractions about working in West
Suffolk should be promoted and developed.
Most actions from the previous meeting were completed. IC agreed to
liaise with KS about three outstanding matters and update members.
It was agreed that minutes of CEG meetings in future will be a summary
of the discussion instead of individual questions and answers. The actions
log will be sent out 2 weeks after the CEG the meeting.

IC
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Item

Discussion/Action

3.

Matters arising not on the agenda

4.

5.
6.

PPGs – CEG members are enquiring about their GP practice’s patient
participation group (PPG). The CCG will undertake a survey of practice
managers to find out more about the various PPGs and how active they
are. JT and IC agreed to discuss this further with Lois Wreathall (Head of
Practice Support).
East of England Ambulance Service
SC briefed members on the performance of the East of England
Ambulance Trust. He detailed their improvement efforts to date as
recruiting 400 new student paramedics by 15 March, up skilling the
current workforce, trimming management, improving the fleet with new
vehicles and agreeing priorities. There are 40 new and fully kitted
ambulances and 12 of those are based in west Suffolk. Performance still
needs to improve but now the trust has a clear direction and the new
vehicles are a key resource to achieving response time targets.
Staff morale is also improving, helped by the clarity of focus given by the
new chief executive. Previously managers, paramedics and technicians
had different priorities which lead to confusion. The chief executive
provided a clear set of priorities and had introduced a local level of
accountability.

Responsible
Officer

Due date

IC/JT

EG suggested that ambulances cannot just be seen as transport to the
hospital, but as part of the wider integrated care strategy. SC said that
there are a number of initiatives in ‘How we engage?’, looking at different
pathways, recognising the ambulance service was not just taking patients
to the hospital but was part of the pre-hospital services pathway which
would get the patient to the best place for their situation. It was noted that
the responsibility for the Haverhill services rested with the Cambridge
locality.
Patient Experience
This item was deferred in the absence of Karen Smith.
Finance
LK went through the CCG’s financial performance. There is a growth in
the demand for emergency services as well as on continuing healthcare,
and any financial shortfall would have to be made up by savings in
2015/16. The CCG spends around £4.7 million on services outside its
area (such as Addenbrooke’s). There is also an increase on the
readmission rates. WS CCG is in a difficult financial position due to the
increased demand for services. There will be difficult decisions to be
made and the CCG is trying to find ways to engage more with the public
to help in making these decisions. The CEG could be very helpful in this
Page 3 of 6

Item

Discussion/Action

Responsible
Officer

Due date

respect.
Schemes and projects are being evaluated, and services that are not
delivering will be cut or the implementation will be slower. There is also
the opportunity to use a recurrent funding and investments portfolios.
The Better Care Fund, which is a pooled fund from NHS and county
council funds, is a catalyst from which services can be commissioned to
increase integration.
7.

Health Service Guides
JT updated the group on the progress of the health service guides, with
the Brandon guide being presented to the governing body on Wednesday
(24 September). There is the opportunity for people to check and request
updates before publishing. Newmarket and Mildenhall guides are also
near to completion and the Haverhill guide is available to view online.
These guides were well received in the community.

8.

Update from Lay Member
JF told the group of the first Health and Care Review focus group, held in
Mildenhall the day before with the second in Moreton Hall held later that
day. The focus group in Mildenhall was very good with much in-depth
discussion. Members can attend the final group in Sudbury on 6
November – click here to book your place.
RB reported about the Cancer Service User groups. This group is not a
support group for patients with cancer but is a way of gathering
feedback/views from patients and family during or after cancer treatments.
This format is suggested as a prototype for consideration by other service
areas to collect information from patients in other specialities.

9.

IC said the Mental Health Conversation events had been so successful
they were being used as a template by Ipswich and East Suffolk CCG.
The feedback and next steps will be shared when available.
Market Stalls Evaluation
JT reported that the 11 market stall and summer fair events had been
successful. Around 400 people stopped for information at the stands
across the events and around 150 new members joined the Health
Forum, which are now around 550 strong. Some towns were busier than
others but overall they were very good.
It was agreed that Health Forum should be an agenda item for the next
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Item

10.

Discussion/Action

Responsible
Officer

Due date

meeting to review the functionality of this forum.
Feedback from CEG members
MS has been speaking with Suffolk County councillors as he seeks to
have a hopper bus from Bury St Edmunds to West Suffolk Hospital. He
has invited an officer from Nottinghamshire to speak about a “kangaroo”
multi-operator ticket run in that area to see if that scheme could be
replicated at west Suffolk.
GD suggested that members may wish to attend – Suffolk Congress/CAS
conference is 24 October and the Volunteering Summit on 19 November.
GD agreed to send out more information to all members.
JR explained to the group about ‘Message in the Bottle’ scheme that was
created to encourage people to keep their personal and medical details in
a bottle in the fridge. If the emergency services are called to the address,
they will know if a patient has a bottle by the two labels displayed – one
on the back of the front door and the other on the fridge door. JR agreed
to bring bottles on our next CEG meeting.

GD

JR

PO attended a cardiology forum which was very successful – the redesign
team ideas are very good. In relation to the dementia forum PO asked if it
was this is a one-off event.
DT suggested that a good way to engage with people is through their
parish council. EG and IC agreed, but there is not the staff capacity to
attend all of the parish council meetings. A report can be sent out and an
offer to attend, although there are limitations. DT said that he is happy to
update the meetings he attends using the headlines sent after CEG
meetings. IC agreed to look for ways to improve relationships with parish
council.
11.

12.
13.

IC

AOB
AN told the members that CP is working on the dates for 2015 CEG
meetings.
Members’ ID cards and will be sent out as soon as the lanyards arrive.
Date of next meeting
18 November 2014, 14:00-16:30, Moreton Hall Community Association
and Club, Symonds Road, BSE, IP32 7EW
Questions from the public
None
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Action Log

DATE

DETAILS

ACTION

BY WHOM

DUE DATE

17/07/14

Patient Demographics –
information about marginalised
groups.

Find out if detailed information is available and send to
CEG members.

KS

30/09/14

17/07/14

Friends and Family Test data

Friends and Family Test data available at WSH to be emailed out to CEG members.

KS

30/09/14

17/07/14

Feedback Tests.

Is the same questions asked to all patients? Questions
raised because of the variability of patients numbers in
slide 9.

KS

30/09/14

18/09/14

PPGs

Liaise with Lois Wreathall

IC/JT

17/11/14

18/09/14

Meeting information

Email more information to all members about the
Suffolk Congress/CAS conference on 24 October and
the Volunteering Summit on 19 November

GD

30/09/14

18/09/14

“Messages in a Bottle”

Bring bottles in the next CEG meeting.

JR

18/11/14

18/09/14

Parish Council meetings

Find new ways to improve relationship with parish
councils.

IC

18/11/14

UPDATE
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From: Johanna Finn, Lay Member for Patient and Public Engagement
SUMMER FAIR AND MARKET STALLS REPORT 2014
1.

Purpose

1.1

To update the Governing Body on the series of summer fair events and market stalls that the
CCG attended throughout summer 2014, primarily to seek feedback on the proposals for the
Health and Care Review.

2.

Background

2.1

West Suffolk CCG is committed to improving services for patients and using patient feedback to
shape our services.

2.2

The CCG attended a number of summer fair events to inform people about the Suffolk-wide
Health and Care Review and to get their feedback on the proposals. It was part of a broader
engagement exercise, drawn up with Suffolk County Council, and working in collaboration with
Healthwatch Suffolk, Suffolk Coalition of Disabled People and Community Action Suffolk.

2.3

The CCG were also present at market days in towns in west Suffolk. Local partners were invited,
including Suffolk Wellbeing Service, Healthwatch Suffolk, Cancer Campaign in Suffolk, Suffolk
Family Carers, Terrence Higgins Trust, Age UK Suffolk, Care UK Suffolk, Headway, South
Suffolk Leisure, the Teenage Cancer Trust, community pharmacies, Suffolk Community
Healthcare and Live Well Suffolk.

2.4

Following feedback from last year’s summer market stall events, this year’s market stalls were
run as half-day events rather than full day (with the exception of Bury St Edmunds) and the
partner organisations that were involved had a face-to-face meeting to discuss the stalls rather
than all correspondence being through e-mail.

3.

Key Issues

3.1

The events took place at the following locations and on the following dates:












Sunday 22 June
Wednesday 25 June
Saturday 5 July
Saturday 12 July
Sunday 20 July
Saturday 9 August
Thursday 14 August
Thursday 21 August
Saturday 23 August
Wednesday 27 August
Friday 29 August

Taste of Sudbury
Stall at Brandon Centre
Newmarket Carnival
Lark in the Park (Mildenhall)
Summer Bash (Haverhill)
Newmarket market stall
Brandon market stall
Sudbury market stall
Haverhill market stall
Bury St Edmunds market stall
Mildenhall market stall
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3.2

A number of dates were chosen for particular reasons – Newmarket as the Saturday was a race
day, Brandon for A Levels results day, Sudbury for GCSE results day and Haverhill for it being a
busier market on a Saturday rather than a Friday.

3.3

It is estimated that over 400 people stopped by the information stall across the 11 events.
Numbers attending varied from very few to around 100.

3.4

The demographics of people attending varied across the events. The summer fair events were
largely attended by young families, while the markets were largely attended by pensioners.

3.5

People were not presented with a set of questions but spoken to generally about their
experience of the health service. They were then informed of some of the proposed changes to
urgent care and asked for feedback on these changes. The feedback from the events was then
fed into the survey on the Health and Care Review.

3.6

The feedback around the Health and Care Review was largely positive, with people seeing one
point of contact, more services being provided locally and neighbourhood teams as worthwhile
goals.

3.7

Concerns about the Health and Care Review included:






Further privatisation of services;
More dependence on volunteers and more administrative work for medical staff;
Longer waiting times for appointments;
Data sharing issues preventing the concept of ‘one point of contact’ from being realised;
Who will make up neighbourhood teams?

3.8

Around 150 people joined the West Suffolk CCG Health Forum as a result of the summer fairs
and market stalls.

3.9

An independent report was compiled and published by Healthwatch Suffolk on 6 November
2014.

3.10

An evaluation of the effectiveness of these events will be undertaken and consideration given to
the best time of year for them to be held in future.

4.

Public Engagement (if appropriate)

4.1

This paper outlines the headline findings from a series of public engagement events around the
Health and Care Review in west Suffolk.

5.

Recommendations

5.1

The Governing Body is asked to note the headline findings from this series of events and the
report upon its publication.

Author:
Jack Tappin, Engagement and Consultation Officer
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From: Dr Ed Garratt, Chief Operating Officer
WINTER COMMUNICATIONS CAMPAIGN
1.

Purpose

1.1

To update the Governing Body on communications activity to support work to ‘winter
pressures’ in the local NHS.

2.

Background

2.1

Health and social care organisations and patient groups in west Suffolk are working to
improve urgent care during winter. This is supported by a seasonal communications plan.

2.2

Last year there was very positive work carried out by communications leads from across
local health, social care and voluntary organisations, using a combination of advertising and
social media (see appendix 1 for impact of the 2013/14 campaign). This network has been
further strengthened this year and, alongside Healthwatch Suffolk, Community Action
Suffolk and Age UK, communications leads will take a united approach to distribute winter
communications and deliver activities with a greater degree of integration, impact and
innovative than in previous years.

3.

Key points

3.1

The campaign is focussed around these key messages:


Call NHS 111, when you need help urgently but it‘s less than an emergency.



A&E departments assess and treat patients with serious injuries or illnesses.



Visit A&E or call 999 only for life-threatening emergencies



You will know your long term condition best, so do plan to talk to your GP.



Colds and flu are viruses. Antibiotics are for bacterial infections.



Pharmacists have items to help you with sprains, bruises, minor cuts and grazes. Keep
well stocked up!
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If you run out of prescription drugs at a weekend, or you’ve forgotten to order your
regular medicine from your GP, contact your local pharmacist. They may be able to
provide an emergency supply. Take your repeat slip or empty pack(s) with you to show
the pharmacist what you usually take.

3.2

The messages above have been agreed by GP leads from across Suffolk. This year there
is an additional slogan of “Good health is infectious – pass it on!”

3.2

Our target audience for this campaign is detailed below. Evidence from hospital visits and
general feedback show people that are frequent users of all health services are in the
following groups:







Group 1 - Families, often with multiple social needs, living near to hospitals
Group 2 - Younger people, 16-25 year olds, often with greater social needs
Group 3 - People over 65, often those who are vulnerable and/or frail
Group 4 - Repeat prescription users
Group 5 - BME groups and migrant communities
Group 6 - General public

4.

Public Engagement

4.1

Summarised below are the main public engagement activities:
Sept-Jan
Sept-Mar
Oct
Oct-Mar
Oct-Mar
Oct-Mar
Oct-Jan
Dec
10th Nov-25th Jan
10th Nov-7th Dec
17th-23rd Nov
12th Nov – Jan
Nov & Dec

4.2

Press adverts (Copies below)
Press releases and articles
Student Fresher’s Week – carried out by Care UK/111
Briefings – partners, GPs and stakeholders for use in newsletters
Websites and social media – Twitter and Facebook
Leaflets and posters – Look after yourself
GP/pharmacy screen ads
Age UK Choices editorial
Radio advertising on Heart and Smooth
Bus adverts across the county
National Self-Care Week
Supermarket awareness (Bury St Edmunds, Sudbury, Haverhill,
Newmarket and Mildenhall)
Cinema ad – Bury St Edmunds, Haverhill & Ipswich

The updated “Look after yourself” leaflet and poster supports the engagement work. The
collateral has a greater focus on mental health – messages which mental health users told
us were missing from last year’s campaign. PDF versions have been made available to
partners and copies of the leaflets can also be requested.

5.

Recommendations

5.1

The Governing Body is asked to note the content of the report. An update to this report will
follow at the meeting in January 2015 and will look at the impact and feedback from this
campaign.

Authors:
Jo John, Communications Manager
Isabel Cockayne, Head of Communications

Appendix 1
Evaluation/Impact of 2013/14 campaign
Name
Cinema

Activity
Hard-hitting 30second ad during
Christmas
fortnight

Location
Cineworld,
Ipswich, Bury St
Edmunds and
Haverhill

Impact/Reach
Week 20.12.13 –
26.12.13
Admissions
Ipswich – 14,110
Bury St Edmunds
– 7,868
Week 27.12.13 –
02.01.14
Admissions
Ipswich – 13,452
Bury St Edmunds
– 7,009
Week 10.01.14 –
16.01.14
Admissions
Ipswich – 16,864
Bury St Edmunds
– N/A
Week 17.01.14 –
23.01.14
Admissions
Ipswich – 16,208
Bury St Edmunds
– 8,425
Haverhill – 2,670
Admissions
Week 24.01.1430.01.14
Ipswich – 13,893
Bury St Edmunds
– 6,860
Haverhill – 2,327

ARCHANT
advertising
campaign:
audited figures

Front page ad

EADT

Health
Supplement

EADT (East
Anglian Daily
Times)/Evening
Star (ES)
EADT/ES

Classified ads

Inserted four
times with
opportunity to be
seen 285,212*
times
One insertion
with opportunity
to be seen
97,487* times
Appeared 55
times with
opportunity to be

Notes

seen 2,793,690*
times
Digital advert
EADT/ES
Delivered
websites
100,000 times
Advertorial
EADT/ES
Appeared six
Relevant health
times with
information is
opportunity to be placed next to an
seen 584,922*
ad giving a similar
times
or same message
Sports ad
EADT/ES
Appeared in each
title three times
with opportunity
to be seen
292,461* times
*Figures are based on average daily readerships and audited by jicreg. Daily readership for
the EADT is 71,303 and for the Ipswich Star is 26,184
SOCIAL MEDIA

Eight blogs by
WSCCG
Chairman Dr
Christopher
Browning

WSCCG website

104 unique page
views since its
launch on
September 13,
2013 with interest
rising on the day
of publication.
Two-fold
increase in the
number of
WSCCG Twitter
followers since
campaign started
2,955 (as at
07/04/14) hits
since its launch
with 4 “likes”

EADT article on
avoiding A&E
came about
through a blog

Twitter

127 Tweets
agreed and
scheduled

Youtube

Cinema ad
adapted to online
use

Jigsaw
Newsletter

Collaborative
“system-wide”
newsletter
highlighting
integrated care

WSCCG staff,
SCH, WSH,
NSFT, Suffolk
Family Carers

TRANSLATED
MATERIALS

Self-care
messages

National
newspaper for
Portugese living
in Britain

2,000 distributed
locally, 20,000
nationally

Take care of
yourself leaflets
with offer to
translate insert

200 inserts
printed, to be
distributed to
migrant
communities via
cafes, agencies,
MVA service as
well as
mainstream
avenues
including libraries

Free newspaper
for people to read
in various outlets
including corner
shops
Inserts requested
by practices to go
on the website to
download as and
when they needed
them.

As part of the
joined-up plan, we
regularly re-Tweet
messages from
partners and vice
versa.
Tweeted and
retweeted and
added to
Facebook pages
Feedback from
SCH
communications
lead is that staff
find it very useful.

All materials were
gratefully received
and seen as
valuable by the

and on the
WSCCG website
for download.

communities in
which they were
distributed ie
convenience
stores as well as
those listed to the
left.
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From: Dr Ed Garratt, Chief Operating Officer
NHS ENGLAND FIVE YEAR FORWARD VIEW
1.

Purpose

1.1

To inform the Governing Body on the NHS Five Year Forward View published in October.

2.

Background

2.1

The NHS Five Year Forward View was published in October (http://www.england.nhs.uk/wpcontent/uploads/2014/10/5yfv-web.pdf) and articulates the shared vision for the NHS over the
next five years. It sets out how the health service needs to change, arguing for a more engaged
relationship with patients, carers and the public to promote health and wellbeing and prevent illhealth.

2.2

The Forward View represents the shared views of the NHS’ national leadership, and reflects the
emerging consensus amongst patient groups, clinicians, local communities and frontline NHS
leaders.

2.3

It sets out the vision for the NHS of the future and the steps that need to be taken to ensure a
sustainable health service which continues to provide comprehensive and high quality care for
all.

3.

Key Issues

3.1

The key points of the Five Year Forward View are set out in the NHS Confederation’s
presentation at Appendix ‘A’

4.

Recommendations

4.1

The Governing Body is asked to note the vision articulated in the Five Year Forward View.

Author:
Andrew Eley, Deputy Chief Operating Officer
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NHS England Five Year
Forward View

Summary for NHS
Confederation
members

Appendix A

Five Year Forward View (5YFV) at a glance
• Sets out NHS England’s strategy for the NHS for the next five years
• Monitor, NHS Trust Development Authority, Care Quality Commission, Public Health
England and Health Education England all endorse
• New relationship with patients and public: prevention and self management key
• Outlines seven models for service provision. NHS England want local areas to choose
from these
• Sets out other things the NHS needs to do to be fit for the future
• Says £30bn funding gap cannot be closed without more funding, alongside further action
on demand and efficiency
• Reflects most - but not all - asks in the 2015 Challenge, a campaign led by the NHS
Confederation with 20 other health and care organisations

Principles behind the new care models
• Build on our excellent hospital, community, mental health and ambulance
services
• Avoids a ‘national blueprint’, instead NHS England will work with local areas to
work out what is right for them, and be more flexible about how national rules
are applied
• Models - in advance of the Dalton Review - suggest appetite for change and
improvement (but no mention of FT pipeline). However, contribution of
significant parts of the service needs to be clearer:
• Says little about the future and role of mental health, community and ambulance
providers in leading change
• The independent sector is absent from much of the vision, and private providers are
not mentioned

• All areas need to expand and strengthen primary and ‘out of hospital’ care

Overview of the new care models
1. Multispecialty Community Providers
• Extended group of GP practices
• Focal point for wide range of care
• Could employ, or partner with, consultants
• Could take over community hospitals and in time have budgets
delegated
2. Primary and Acute Care Systems:
• Single organisation providing primary care, hospital, mental health
and community services
• Potential for delegated capitated budget

Overview of the new care models (contd.)
3. Urgent and Emergency Care Networks
• Integrate between A&E departments, GP out-of-hours, urgent care
centres, NHS 111, and ambulance
4. Viable smaller hospitals
• Look at adjusting payment regime
• Examine sustainable staffing and cost structures
• New organisational models building on Dalton Review:
• Hospital chains
• Other providers on same site
• Form integrated provider

Overview of new care models (contd.)
5. Specialised care
• Consolidation where there is strong evidence for this
• Networks of services ‘over a geography’
6. Modern maternity services
• Review future models of maternity units – report by summer 2015
• Ensure tariff supports mothers’ choices
• Make it easier for groups of midwives to set up NHS funded
services

7. Enhanced health in care homes
• New models of in reach support – working with local NHS, local
authorities and care homes

Funding
• Challenge to next Government: £30bn funding gap cannot be closed
without more funding, alongside further action on both demand and
efficiency
• NHS England to design model to ‘pump prime’ new models of care;
backed by NHS property assets but will need Government funding
• Opposes any arbitrary commitment to expand Better Care Fund before
evaluating impact of funding shift in 15/16

• But missing two key things to enable change:
• Faster development of new payment mechanisms
• Longer term approaches to funding

Commissioning
• No wholesale reorganisation of commissioning structures
• Option for CCGs of more control over wider NHS budget

• Work with ambitious local areas on limited number of models of joint
commissioning between the NHS and local government, including:
• Integrated Personal Commissioning
• Better Care Fund-style pooled budgets for specific services where appropriate
• Possible full joint management of social and health care commissioning, perhaps
under the leadership of Health and Wellbeing Boards.

• NHSE to develop new risk-based CCG assurance regime
• Lighter quality assurance reporting for high performing CCGs
• New ‘special measures’ support regime for struggling CCGs

Workforce
• HEE to address gaps and identify education and training needs
• Invest in CPD to equip staff with skills and flexibility to deliver new models of
care
• Shape of Training Review and Shape of Care Review to also help address this
• Recognises working patterns, pay and terms and conditions need to evolve
• Invest in primary care workforce:

• Expand as fast as possible number of GPs in training
• Training more community nurses and other primary care staff
• Increase investment in new roles, and in returner and retention schemes; ensure
current rules are not putting off potential returners

• NHS employers should support own staff health and wellbeing

Other helpful elements
• Stresses must avoid nationally imposed reorganisation
• Commits to improve the alignment of NHS England, Monitor and NHS Trust Development
Authority assurance and intervention – though this omits Care Quality Commission
• Emphasises parity of esteem for mental health (though no new commitments)
• More influence for Clinical Commissioning Groups over wider NHS budget
• Health Education England lead on developing existing and future workforce for new
models
• Faster adoption of innovations that add value, though more detail needed on how
• Commits to support more patients to self-manage
• Raises prevention up the agenda, also emphasises empowering patients and engaging
communities
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From: Dr Roz Tandy, GP Lead
PSYCHIATRIC LIAISON SERVICE
1.

Purpose

1.1

To update the Governing Body on the evaluation of the Psychiatric Liaison pilot run by
Norfolk and Suffolk Foundation Trust (NSFT) at West Suffolk Hospital Foundation Trust
(WSFT).

2.

Background

2.1

There is a significant body of national evidence that suggests Psychiatric Liaison models
in acute hospitals are both clinically and cost effective. In addition, there is an increase in
emphasis from the Government which may make psychiatric liaison a mandatory element
of acute care (Closing the Gap, Parity of Esteem, MH Crisis Care Concordat (all providers
signed up to)).

2.2

The psychiatric liaison service for adults and young people from the age of 13 upwards
has developed at WSFT as follows:
Time period
Pre 2012/13
2012/13
2013/14

2014/15

2.3

Psychiatric liaison input to WSFT
Limited psychiatric input into A&E when requested to avoid
4 hour breaches
Suffolk PCT, through CQUIN, funded a pilot of a fixed team
in A&E
CCG expanded the scheme to cover ward areas as well as
A&E – this commenced in Q3 of 2013/14. As part of this
set up, the CCG was successful in negotiating with WSFT
to use part of their CQUIN funding to contribute to the
service.
Expanded scheme extended for one additional year to
enable evaluation to take place. As in 2013/14, the CCG
successfully negotiated with WSFT to contribute to the cost
of the pilot.

NSFT fulfilled their CQUIN obligation to provide a detailed evaluation at the end of August
2014.
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3.

Review

3.1

The pilot in both West Suffolk is part funded through historic baseline funding and part by
non-recurrent CQUIN funding from the CCG. The current cost of the pilot is £590k.

3.2

The evaluation reaches the following conclusions:

Factor

Inference

Evidence

Evaluation Finding

Referrals to
Psychiatric
Liaison

Increasing

Strong

Most referrals were from emergency areas
within the Trust (A&E/CDU/F7/F8). As the
capacity grew and the awareness grew referrals
grew.

MH Breaches
in A&E

Reducing

Strong

The evaluation shows a significant reduction in
breaches of A&E waiting times for MH patients

Re-referrals
and
readmissions

Reducing

None

The service has not been operational
sufficiently long to obtain sufficient data to draw
any firm conclusions

Length of stay

Reducing

Some

7 day reduction in average length of stay of
mental health patients. However, there are a
multitude of initiatives in WSFT at the moment
designed to reduce length of stay. Establishing
cause and effect is difficult.

Staff
experience and
knowledge

Increasing

Strong

Staff surveys of WSFT staff show strong
evidence of reduced problems with patients with
MH needs and increased staff confidence to
care for this cohort of patients

3.3

To support the above, NSFT produced 6 case vignettes to demonstrate the impact the
service was having:

Case
study

Overview of PL input

Estimated improvement

1

Pregnant woman, potential domestic abuse. Referred
to psychiatric liaison service and treatment given
(medication). Anticipated that using PL avoided a 6-8
week admission to a mother and baby unit and ongoing secondary mental health and social care.

6-8 weeks in a mother and
baby unit

83 year old woman, confused with hallucinations.
Referred to PL. PL diagnosed dementia contributing
to delirium and were able to prescribe treatment.

Reduced hospital length of
stay

2

12 weeks secondary care
mental health input

Avoided need for residential
care.
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3

Young woman with lacerations – referred to PL
urgently before transfer for plastics. Potential PTSD
diagnosed, CBT support arranged.

Underlying mental health
need addressed alongside
treatment for physical
problem.

4

Older woman, history paranoid schizophrenia. PL
able to liaise with husband and arrange for home
treatment team visit, avoiding admission.

Admission avoidance.

5

Elderly man, dementia, aggressive behaviour. Not
referred to PL but picked up by PL when visiting
another patient. Able to arrange for discharge to the
Wedgewood unit.

Reduced length of stay

6

14 year old boy, small overdose. PL able to take time
to advise boy and parents and avoid admission.

Admission avoidance.

Potential readmission
avoidance.

Potential readmission
avoidance.
3.4

The Psychiatric Liaison Service has not yet reached its full potential; however there are
future opportunities to consider:

3.5

Psychiatric Liaison has the potential to support the whole system by reducing the impact
on other services for instance by targeted support for people with long term physical health
conditions or early recognition of mental health needs for people with medically
unexplained symptoms.

3.6

The service is currently going through the accreditation programme with the Psychiatric
Liaison Accreditation Network (PLAN) which is endorsed by the Royal College of
Psychiatrists. The data is currently being collated and it is a six month process and
achievement of accreditation would increase assurance of service quality.
Next Steps

3.7

The CCG Executive has considered the Evaluation Report and has recognised the early
positive impact of the service. However, the service has not been operational for a
sufficient length of time to draw firm conclusions on its full impact on admissions and
readmissions and the opportunities for developing systematic support for people with long
term conditions or medically unexplained systems.

3.8The Executive is exploring commissioning options with WSFT to potentially extend the service
for a further year to allow the service to bed down further and enable a more robust
evaluation. This would include reviewing the service model going forward to determine
whether it should be operational across the whole acute hospital or be focused on key
service areas such as the Emergency Admissions Unit.
3.9

The deadline to make a decision on the future service model is the end of November
2014.
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4.

Conclusion

4.1

The report and feedback from various stakeholders leads to the conclusion that there has
been a positive impact on quality and some evidence of reduced length of stay for
patients.

4.2

Due to the short term that the service has been operational the data on the service is
limited and extending the length of the pilot would offer the opportunity to more
conclusively demonstrate service impact.

4.3

The extension of the service will also give the opportunity to explore approaches to
develop support for people with long term conditions and medically unexplained
symptoms.

4.3

The CCG Executive has recommended that discussions continue with WSFT to explore
options for commissioning the service for 205/16.

5.

Recommendation

5.1

The Governing Body is asked to note the positive impact the service has had so far, and
the proposals for its future commissioning.

Author:
Karen Wood,Transformation Lead
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From: Julian Herbert, Chief Officer
QUARTER ONE ASSURANCE REPORT
1.

Purpose

1.1

To provide the Governing Body with the report from NHS England Area Team
following the Quarter 1 Assurance meeting on 3rd September 2014.

2.

Background

2.1

The CCG assurance process has been designed to provide confidence to internal
and external stakeholders and the wider public that CCGs are operating
effectively to commission safe, high-quality and sustainable services within their
resources. The Assurance Framework sets out six broad ‘assurance domains’
(see below) under which this assessment will be made – allowing for
sophisticated conversation to take place locally which results in an assessment
which meets statutory requirements but also contributes to on-going ambitions for
development.








Are patients receiving clinically commissioned, high quality services?
Are patients and the public actively engaged and involved?
Are CCG plans delivering better outcomes for patients?
Does the CCG have robust governance arrangements?
Are CCGs working in partnership with others?
Does the CCG have strong and robust leadership?

3.

Key Issues

3.1

The CCG were commended on the strong improvement in Community C.difficile
rates and in the continued delivery of the NHs Constitution targets. It was also
noted that the CCG had robust plans to address Improving Access to
Psychological Therapies (IAPT) access throughout 2014-15.

3.2

However, the Area Team highlighted the risks to the forecast outturn position
resulting from under delivery of QIPP year to date, resulting in activity and
finance over performance on the acute contract.

3.3

In view of the financial risks outlined above, the Area Team assessed the CCG
as ‘assured with support’.
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3.4

The Area Team noted that once the financial recovery plan is in place and the
impact can be seen in financial reports, the expectation is that the CCG will be
returned to full assurance.

4.

Recommendation

4.1

The Governing Body is asked to note the assurance report from NHS England
Area Team and the headline assessment therein.

Author:
Andrew Eley
Deputy Chief Operating Officer
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Our Ref:
Mr Julian Herbert
Accountable Officer
West Suffolk Clinical Commissioning Group
Rushbrook House
Papermill Lane
Bramford
Ipswich
IP8 4DE

East Anglia Area Team
West Wing, Victoria House,
Capital Park
Fulbourn
Cambridge
CB21 5XA
Email address: areed1@nhs.net
Telephone – 0113 825 4948
20 October 2014

Dear Julian
I would like to thank you and your team for the open discussion we had at the
Quarter 1 Assurance meeting which took place on 9th September 2014.
We outlined the changes to the assurance framework for 2014-15, in particular
the changes since 2013-14, including the requirements that CCGs make
progress to address health inequalities, to ensure parity of esteem, and to
provide assurance on the commissioning of primary care out of hours services.
We had a detailed discussion about the six domains of assurance and I would
like to highlight in particular your strong improvement in Community C Difficile
rates, where we have asked for a report outlining the work undertaken so that
others can learn from this. The overall performance against the Constitution
standards is also strong and the CCG has robust plans to address IAPT access
throughout 2014-15.
We also discussed some of the challenges and risks which your CCG is facing, in
particular the risks to the forecast outturn position resulting from poor delivery of
QIPP year to date, resulting in activity and finance over performance on the acute
contract. It is reassuring that the CCG recognises the issues and is
commissioning external support to assist with taking the required corrective
actions. The Area Team would like access to this consultancy support and to
assure the resulting recovery plan. We will also need to oversee the delivery of
the recovery plan.
In view of the financial risks outlined above, the Area Team assesses the CCG as
‘assured with support’. The CCG is taking the expected actions, which is
reassuring. The Area Team will need to oversee this work closely. Once the
recovery plan is in place and the impact can be seen in financial reports we
would expect to return the CCG to full assurance.

I attach a copy of the assurance summary grid and notes from the meeting.
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Please can you read them through to ensure they are a fair representation of our
conversations, and respond with any updates by Friday, 24th October 2014 to
jackie.campbell4@nhs.net.
Yours sincerely

Andrew Reed
Area Director

Copy : Dr Christopher Browning
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Summary Report for Quarterly Assurance Review
West Suffolk CCG Assurance Report
Qtr. 1 2014/15 Headline assessment – Assured with Support
Focus / Domain

Assurance
level

1. Are patients receiving
clinically
commissioned, high
quality services?

Assured

2. Are patients and the
public actively
engaged and
involved?

Assured

3. Are CCG plans
delivering better
outcomes for
patients?

Assured

4. Does the CCG have
robust governance
arrangements?

Assured with
support

Particular achievements noted /
examples of good practice
Overdue SIs reducing at WSH

Issues identified
CCG needs to launch Sign up to
Safety

Falling Cdiff rates
Good evidence of actions and
board oversight. The CCG is
looking at different community
ambassadors for hard-to-reach
groups, and looking at patient user
groups learning from the cancer
one. The CCG also outlined how it
is introducing new specialities into
the Shared Decision Making work,
and impact analysis over different
time periods.
Strong delivery across all
constitution areas in Qtr. 1.

Good risk mgmt. and review
process established.

Issues identified requiring further
action, and actions agreed

CCG to provide paper outlining key
actions taken to reduce community
Cdiff

IAPT is behind plan but CCG
confident of YE delivery.

AT to support IAPT delivery through
clinical leads.

Delivery of the dementia target
remain challenging. CCG is
engaging GPs, implemented a
LES and are developing post
diagnosis services.
CCG still predicting 1% surplus
delivery, but net risks equate to
nearly 1%. QIPP schemes only
delivering 30% of requirement.
CCG investigating why electives

CCG to bring in external support to
strengthen QIPP delivery.
Refocus redesign team on QIPP
delivery and in depth review of
activity variances.
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are up 7%, while referrals are
level and NE activity up 10%

5. Are CCGs working in
partnership with
others?

Assured

Good evidence of system wide
working.

6. Does the CCG have
strong and robust
leadership?

Assured

Continuation of GP education
events, and leadership training for
Governing Body including Yale
training course. Some staff were
moving to West Suffolk House to
facilitate working on common
issues with the council. GP health
coaching is strong in West Suffolk
and there is particular support
going into one practice which may
be rolled out further.

AT to have direct access to external
support. Recovery plan to be shared
with AT and AT will need to oversee
delivery of this.

CCG to continue work to ensure
BCF completed by 19th Sept
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Agenda Item No.
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Reference No.

WSCCG14-67

From: Carl Goulton, Chief Finance Officer, Barbara McLean, Chief Nursing Officer, Wendy
Tankard, Chief Contracts Officer and Ed Garratt, Chief Operating Officer
INTEGRATED PERFORMANCE REPORT
1.

Purpose

1.1

This report provides members with a summary of performance against national targets,
contractual targets, clinical quality and patient safety issues, financial position and
workstream activity.

2.

Public Engagement
Not applicable.

3.

Recommendations

3.1

It is recommended that members:
 note the position regarding financial and service performance;
 review the actions being taken with regard to patient safety and clinical quality
issues; and
 note any actions to mitigate risks or poor performance.

Author:
Carl Goulton
Chief Finance Officer
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Integrated Performance Report
October 2014
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Executive Dashboard

Overall CCG position:

Previous 6
months

Current
month

Clinical Quality & Patient Safety….

Var

Financial position against plan……

M6

QIPP delivery (* see note below)…..…

M6

Local Quality Premium Indicators ..

Var

NHS Constitution/national targets..

Var

CQUIN…………………………….

Q3

Headlines:
Clinical Quality & Patient Safety
• Quality Improvement Visits have continued. All care homes have had actions
to take but none have been identified a significant cause for concern. Further
information is provided under CQC and QIV action.

•

West Suffolk Clinical Commissioning Group have reported 5 cases of C diff
infection for the month of September against a monthly trajectory of 4. This
number is broken down to 2 Community (Non-Acute) cases and 3 acute cases
(WSH). West Suffolk Hospital (WSH) has a YTD total of 12 cases against an
end of year trajectory of 25 cases (Acute). For West Suffolk Clinical
Commissioning Group, there is a YTD total of 23 cases against a yearly
trajectory is 58 cases.

•

Safeguarding SCR –The Independent Management Reviews for both Suffolk
residents have been completed. A delay in finalising the report has been noted
by the Author. This is now due end of calendar year

Quality Premium
• Please refer to page 54 for the latest quality premium information. Due to the
quality premium’s being a mix of annual and monthly measures there will be
further performance information available in future reports.

Notes:
Please note that the RAG scores above should be read from right (latest
month) to the left. This was amended in the March-14 report.
(*) Based on delivery of agreed suite of QIPP KPI’s
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Executive Dashboard (continued)

Overall CCG position:

Previous 6
months

Current
month

West Suffolk hospital…….

Var

Care UK (OOH)..…………

M6

Care UK (‘111’)……………

M6

Serco……………………….

M6

NSFT……………………….

M6

Notes:
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Headlines:
Finance, QIPP & Activity
• At Month 6 the CCG is forecast to deliver a planned surplus of £2.8m;
• Key areas of over performance are WSH £1.2m and Continuing Healthcare
£0.6m;
• QIPP under delivery at Month 6 is £3.2m.
• These adverse variances are partly offset by a favourable variance on
Transformation funding and the use of contingency.
Provider Performance
• West Suffolk NHS Foundation Trust (WSFT) (p82-85) performance is overall
good. Contract Queries (CQ) open for performance escalation all have agreed
Remedial Action Plans (RAP). Delivery of the RAP for 18 weeks (trauma and
orthopaedics) is on track and performance in the Acute Oncology Service and
Methicillin-resistant Staphylococcus Aureus (MRSA) is improving. Ambulance
Handover Times are also improving and work is underway with the provider
and the ambulance service to agree actions for further improvement.
• Care UK ‘111’ (p86) remains at the highest level of contractual escalation, and
a Warning Notice has been issued to address serious concerns with
performance. August performance is expected to show a recovery in key
areas.
• Community Services (Serco Ltd) (p88-90) are generally performing well
against their Key Performance Indicators ( KPIs). They have two Contract
Queries (CQ) open relating to their performance against their Priority KPIs and
their Community Equipment Service (CES). Compliance is generally good,
however, some slippage has been agreed for a short period of time to ensure
full compliance for both RAPs;
• Mental Health Services (Norfolk and Suffolk Foundation Trust (NSFT) (p9193) have CQs open for Improving Access to Psychological Therapies (IAPT)
activity, access to non-IAPT services, mandatory training and completion of
important improvements to the Wedgewood Unit. IAPT waiting time
performance has improved significantly and the Contract Query has been
closed.

Part 1
Detailed Clinical Quality & Patient Safety
Report
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Executive Dashboard – Clinical Quality & Patient Safety
Current
position

Quality Improvement Visits…………

Headlines:
•

Quality Improvement Visits have continued. All care homes have had actions to take but none
have been identified a significant cause for concern. Further information is provided under
CQC and QIV action.

•

West Suffolk Clinical Commissioning Group have reported 5 cases of C diff infection for the
month of September against a monthly trajectory of 4. This number is broken down to 2
Community (Non-Acute) cases and 3 acute cases (WSH). West Suffolk Hospital (WSH) has a
YTD total of 12 cases against an end of year trajectory of 25 cases (Acute). For West Suffolk
Clinical Commissioning Group, there is a YTD total of 23 cases against a yearly trajectory is
58 cases.

•

Safeguarding SCR –The Independent Management Reviews for both Suffolk residents have
been completed. A delay in finalising the report has been noted by the Author. This is now due
end of calendar year.

SIRIs…………………………………
Never Events…………………………
Infection Control (HCAI)…………….
Falls…………………………………..
Pressure Ulcers………………….......
Patient Advice & Liaison Service…..
Contract Query Log…………………
Net Promoter Score (NPS)…………
Complaints…………………………..
Safeguarding Children ……………..
Safeguarding Adults…………………

Notes:
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6

SHMI - WSH

Key:
OD LL - Over dispersion lower limit
OD UL - Over dispersion upper limit

The Summary Hospital-level Mortality Indicator (SHMI) is an indicator which reports on mortality at trust level across the NHS in England using a
standard and transparent methodology. It is produced and published quarterly as an official statistic by the Health and Social Care Information Centre
(HSCIC) with the first publication in October 2011. The SHMI gives an indication of whether the mortality ratio of a trust is as expected, higher than
expected or lower than expected when compared to the national baseline (England).

The SHMI is the ratio between the actual number of patients who die following hospitalisation at the trust and the number that would be expected to die
on the basis of average England figures, given the characteristics of the patients treated there. The number of deaths is the total number of finished
provider spells for the trust which resulted in a death either in-hospital or within 30 days (inclusive) of discharge from the trust. If the patient is treated
by another trust within 30 days of discharge, their death is attributed to the last non-specialist acute trust to treat them.
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Quality Improvement Visits (QIVs)
A spreadsheet of the visits and the reports and action plans are maintained by an administrator in the quality team, the reports are for the 29 care
homes visited in each CCG are available to be viewed on request, as well as the QIV to NHS Providers.
NHS Provider QIVs completed
IHT
• Stroke Pathway 6th May 2014
• Maternity Pathway – 3rd June 2014
• Care of the Elderly wards – 1st July 2014
• Medical and Surgical Assessment units – 26th August 2014.
• Oncology Unit – 23rd September 2014.
WSH
• Stroke Pathway - 21st May 2014
• Care of the Elderly Wards – 9th July 2014
• Maternity Pathway - 20th august 2014.
• Medical and Surgical Assessment Units – 24th September 2014.
Suffolk Community Healthcare
• Bluebird Lodge - 16th July 2014.
• Newmarket Community Hospital – 6th August 2014.
• Aldeburgh Community Hospital - 2nd September 2104
Norfolk and Suffolk Foundation Trust
• Wedgewood – Northgate, Southgate and Abbeygate wards – 17th September 2014.
Key areas:
• The reports to NHS providers have identified areas for development where the CCG and the NHS provider may want to consider.
• Recruitment of nurses is a key issue in all areas, as well as therapists in the Suffolk Community Healthcare.
• The community hospitals believe that the acute hospitals have a poor understanding of their role and that they do manage patients with complex
needs.
• The first of the NSFT visits took place this month, the CQC are due to complete a whole service review (Norfolk and Suffolk) at the end of
October, we are planning to visit Woodlands in early October as part of the planned schedule.
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Quality Improvement Visits (QIVs) - continued

QIVs to Care homes with Nursing.
Ipswich and East Suffolk CCG
• Mill Lane Care Home, Felixstowe
• Leopold Care Home, Felixstowe
• Friars Hall, Hadleigh
• Montague Care Home, Felixstowe
• Chilton Meadows Care Home, Stowmarket
• Monmouth Court Care Home, Ipswich
• Rendlesham Care Home
• Barking Hall, Barking
• Aldringham Court - unannounced
• Broad Acres – unannounced
• Alice Grange, Kesgrave
• Highcliffe House , Felixstowe
• 248 Sidegate Lane, Ipswich
• Anglesea Heights Nursing Home, Ipswich
• Chantry House, Saxmundham
• Witnesham nursing Home
• Asterbury Place, Ipswich
West Suffolk CCG
• Mabbs Hall Care Home, Mildenhall
• Northcourt Care Home, Bury St Edmunds
• Kingfisher Care Home, Newmarket
• Brandon Park Care Home, Brandon
• Stowlangtoft Care Home
• Risby Park Care Home
• Kentford Manor
• Chilton Croft, Sudbury
• Ashmore Care Home, Stanton
• Catchpole Court, Sudbury
• Beech House (Private Hospital)
• Melford Court Nursing Home
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Key points:
• Many homes have difficulty, or do not see it as a priority, in providing
clinical updates for the nurses – e.g. diabetes, tissue viability,
management of neurological disorders.
• Clinical treatment rooms where medicines are stored are poorly
maintained, often untidy and not always temperature controlled, on the
whole CDs are managed well.
• The recruitment of RNs is a problem in all by 2 of the homes, many
of the homes try to avoid using agency staff so existing staff will work
extra shifts.
• Beech House is a secure private hospital commissioned by Specialist
Commissioning for the assessment and treatment of adults with
learning disabilities and /or challenging behaviour.

Quality Improvement Visits (QIVs)
Care Home/Hospital Date of visit Issues raised

Actions

Review

Beech House
Hospital, Newmarket 10-Sep-14

Observations made by the assessors include the following: The GPs
complete health screening and complete annual health checks as
well as the required metabolic screenings; All the nurses are either
RMN or LD trained; Medications are served from a locked room off
the dining room which has a split door; Any small wounds are
dressed on the ward, for more complex wounds the patient will go
to the GP surgery to see the practice nurse; There is a display at
the entrance to the ward and one in the dining room which have
been made by the patients, these are the only wall furniture
observed, all the walls are a neutral colour; the hospital has
recently introduced a Skype facility to support patients to keep in
touch with families; There is active use of the DH “See, Think, Act”
programme; The hospital has an on-site kitchen which provides
meals for patients and staff who eat together; The kitchen
achieved 5 Stars again this year in August 2014; New staff have
new ideas and a commitment to change.

The key points raised for consideration were as follows: To
support the development of links with nurse training to
support having student nurses and to have junior doctor
placements; To encourage further training sessions with other
Police bases on MH and LD awareness; To consider how the
wards can be made less stark, without causing safety and
security problems; There is an area which could be converted
into an all weather area for activities; the Specialist
Commissioners should share any serious incident reports with
the CCG.

The provider has
been advised of
recommendations
and will report
back to West
Suffolk CCG as the
Commissioner.

Wedgewood Unit,
NSFT

Observations made by the assessors include the following: All units
now have improved CCTV coverage with improved quality; The
nearest beds for Tier 4 CAMH are in Colchester and Cambridge Earlier this year there was a period when there were no beds
available both locally and nationally. Northgate ward: A key piece
of work is on the retention of staff which includes development, onduty rosters and improving standards; The refurbishment is being
completed to a high standard with the required anti-ligature
assessments; In the main corridor there are notice boards with
recovery stories; The activity room is open all day; a member of
staff is always present when the room is in use by patients.
Southgate ward: The ward has a patient mix which is stressful to
manage, a particularly complex patient mix, there has been a high
level of activity for several weeks; The manager reported that in
June there had been 56 admissions in 30 days, the average number
is 40 – 45 a month. Abbeygate ward: There is a social worker for
the 'Functional' service, for the 'Organic' service, social work
support is from Customer First, there is often a 2 week delay with
placements; OT and psychology cover has improved.

The key points raised for consideration were as follows:
Development of a Home Treatment Service for CAMH; To
encourage the frequency of the Children’s Health and
Wellbeing Board meetings; To support the training of
Education and GPs on the management of child psychosis; To
develop the Liaison services in A/E to cover later on a
Saturday and to include Sundays, by ensuring sufficient
establishment; The ligature risk has been considerably
reduced on Northgate ward, but does remain a risk until all
the refurbishment work has been completed, it is unclear if
this will also include the area currently used for decant; The
staffing levels on Abbeygate ward have not had an uplift in 5
years and do not have an identified social worker on the
'Organic' service of the ward; they are managing patients
with complex behavioural problems and are difficult to place,
as there are a limited number of care homes which can
accommodate this group of patients with challenging
behaviour; To jointly assess the Wedgewood pilot 333
scheme and the future viability of the beds.

The provider has
been advised of
recommendations
and will report
back to West
Suffolk CCG as the
Commissioner.

10

17-Sep-14

QIVS and CQCs Information Sharing

An internal Information sharing via teleconferencing occurs between SCC and the CCG fortnightly to discuss new or on-going concerns raised
during Quality Improvements Visits to care homes or concerns raised through Continuing health care assessments.
This will also include information raised through complaints, serious incidences, adult safeguarding referrals or general soft intelligence.
A more formal quarterly information sharing forum occurs to enable Suffolk County Council, the Care Quality Commission, the Suffolk Clinical
Commissioning Groups (CCGs), Environmental Health, Fire Service, and Healthwatch Suffolk to share information about their own organisations,
and to work collaboratively to share information concerning all registered Health, Care and Support Services (and the providers of these services),
that are commissioned by Suffolk County Council or CCGs within Suffolk.
The purpose of sharing this information is to:
Ensure commissioning authorities, CQC and other regulatory organisations have a shared oversight of the quality of Health, Care and Support
being delivered within Suffolk
Provide a forum to share learning points from investigations/inspections
Allow representatives from each organisation to provide an update on any issues with individual providers, where necessary a strategy can be
agreed to ensure a co-ordinated response
Act as an early warning system to identify any shared concerns about providers
Provide a forum to share good practice
Provide a forum to agree thematic and shared approach to improve quality
Develop methods for informing members when suspensions or enforcement actions are put in place or are lifted.
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Care Quality Commission (CQC)

Care Home/Hospital Date of visit Issues raised

North Court Care
Home

Mabbs Hall Care
Home
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Actions

Review

08-Aug-14

People's care records showed that care and treatment was planned
and delivered in a way that was intended to ensure people's safety
and welfare; staffing levels were being maintained in accordance
with people's assessed needs which meant staff were able to meet
people's needs; The staff interactions observed were kind and the
CQC found staff responded appropriately to people's requests and
needs; call bells were answered promptly and people's needs were
responded to quickly; complaints were dealt with effectively and
recorded in line with the provider's complaints policy. However,
there was one complaint that was still being dealt with and had
also been referred to the Care Quality Commission who will
continue to monitor this complaint to its conclusion. There were
regular audits of the quality of the service and the care provided to
people. This meant there were systems in place to identify where
the service was meeting regulations and where it needed to
The provider was meeting the standards being assessed and
improve.
therefore there were no actions.
None set.

28-Aug-14

People told the CQC that they felt safe living in the service. People
did not have concerns about the staffing levels. They saw that
there were enough staff to ensure that people received the care
they needed in a timely way; People's care records showed that
care and treatment was planned and delivered in a way that was
intended to ensure their safety and welfare; there were enough
trained, skilled and experienced staff to meet people's needs; staff
interacted with people who used the service in a caring and
respectful manner; People who used the service, their relatives,
friends and other professionals involved with the service completed
an annual satisfaction survey. Where shortfalls or concerns were
raised, these were addressed; People who used the service were
provided with the opportunity to participate in activities which
interested them; The service worked well with other agencies and
services to make sure people received their care in a joined up
The provider was meeting the standards being assessed and
way.
therefore there were no actions.
None set.

Patient Survey programme – Survey of adult inpatients

West Suffolk NHS Foundation Trust
To improve the quality of services that the NHS delivers, it is important to understand what patients think about their care and treatment. One way of
doing this is by asking patients who have recently used their local health services to tell the CQC about their experiences.
For each question in the survey, the individual (standardised) responses are converted into scores on a scale from 0 to 10. A score of 10 represents
the best possible response and a score of zero the worst.
Good practice
In asking about whether a member of staff answered a patient’s questions about their operation and procedure and whether a member of staff
explained how the operation or procedure had gone, WSH have received excellent scoring (9.3/10 and 9/10) and were highlighted as one of the best
performing trusts.
The Trust also received a high score (9.3/10) around communication in asking about the question ‘Did hospital staff discuss with you whether
additional equipment or adaptations were needed in your home?’ as well as whether the letters were written in a way that patients could understand.
Patients rated their inpatient stay as an 8/10 ‘a good experience’ and felt they were treated with respect and dignity throughout their admission.
Improvements to be made
When the question was posed ‘Did you ever use the same bathroom or shower area as patients of the opposite sex?’, WSH have scored as the worst
performing trust in this area with a score of 6.2/10.
All breaches of the national guidelines on ‘Mixed Sex Accommodation’ by the Trust are reported to the CCG as an incident for investigation. There
have been 0 year to date. A plan of mitigation is required in all cases to ensure privacy and dignity are maintained in service provision.
Actions are being progressed through WSH Quality Review Group.
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West Suffolk Hospital – Serious Incidents
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Serious Incidents Requiring Investigation (SIRI)

West Suffolk Clinical Commissioning Group
Provider

No of
SIRIs

WSH

2

•
•

1
1

Slips/Trips/Falls
Unexpected death (general)

SCH

3

•
•

2
1

Grade 3 - Pressure Ulcers
Grade 4 – Pressure Ulcer

0

EVOLUTIO

1

• 1

Outpatient Appointment Delay

0

NSFT

0

2 (stop the clock’s)

HARMONI
- 111
HARMONI
- OOH
WEST
SUFFOLK
CCG

0

0

0

0

0

0

REGIONAL
EEAST
16

15

Category

•
•
•

8
7
1

Ambulance Delays
Ambulance (general)
Confidential Information Leak

Overdue 45
reports up until
30 September
2014 in total
0

29

Never Events

•

No never event this month.

Infection Control - MRSA

In September, West Suffolk Clinical Commissioning Group (WSCCG) reported 0 cases of MRSA bacteraemia. The total number of
reported cases is 1 against a YTD trajectory of 0.
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Infection Control – C.difficile

C.difficile Cases 2014-2015
Aug-14 Sep-14
Oct-14 Nov-14

Apr-14

May-14

Jun-14

Jul-14

Dec-14

Jan-15

Feb-15

West Suffolk CCG Acute Actual

0

2

3

2

2

3

0

0

0

0

0

Mar-15
0

West Suffolk CCG Acute Target

2

2

2

2

1

3

2

1

2

3

2

3

West Suffolk CCG Non Acute Actual

0

1

2

2

4

2

0

0

0

0

0

0

West Suffolk CCG Non Acute Target

2

2

2

2

3

1

4

5

4

3

2

3

West Suffolk CCG Total

0

3

5

4

6

5

0

0

0

0

0

0

West Suffolk CCG Target

4

4

4

4

4

4

6

6

6

6

4

6

West Suffolk CCG YTD Acute Actual

0

2

5

7

9

12

12

12

12

12

12

12

West Suffolk CCG YTD Acute Target

2

4

6

8

9

12

14

15

17

20

22

25

West Suffolk CCG YTD Non Acute Actual

0

1

3

5

9

11

11

11

11

11

11

11

West Suffolk CCG YTD Non Acute Target

2

4

6

8

11

12

16

21

25

28

30

33

West Suffolk CCG YTD Total

0

3

8

12

18

23

23

23

23

23

23

23

West Suffolk CCG YTD Target

4

8

12

16

20

24

30

36

42

48

52

58

Note: Non Suffolk patients who have a sample taken at a Suffolk Hospital are excluded from this calculation whilst Suffolk patients with a
positive sample taken at an out of county hospital are included.

West Suffolk Clinical Commissioning Group have reported 5 cases of C diff infection for the month of September against a monthly trajectory of 4.
This number is broken down to 2 Community (Non-Acute) cases and 3 acute cases (WSH).
West Suffolk Hospital (WSH) has a YTD total of 12 cases against an end of year trajectory of 25 cases (Acute).
For West Suffolk Clinical Commissioning Group, there is a YTD total of 23 cases (upto the end of September 2014) against a yearly trajectory is 58 cases.

Please note: The figures above are validated by the HPA up to 20th September 2014 and therefore may result in change. The CCG extract the
information above from the HPA data capture system every month.

17

Falls
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Pressure Ulcer Incidents

This chart shows the year to date figures for West Suffolk Hospital

This chart shows the latest pressure ulcers reported by NSFT, SCH
and WSH.
NB: NSFT and SCH data is IESCCG and WSCCG combined
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Harm free care - Pressure Ulcers and Falls

The Pressure ulcer ambition and falls reduction has now been underway in Suffolk for over 2 years. Each provider has participated in driving
forward improvements which has been incentivized through CQUIN schemes. Benchmarking information is limited for pressure ulcers apart from
point prevalence data through the safety thermometer. The safety thermometer data has too many health warnings applied to be used as a
robust tool for measurement against other providers and the national steer is that it should not be used in this way. A regular review of
improvements made through the pressure ulcer ambition was measured using the Safety thermometer data which was provided by the Strategic
Health Authority in the past but is no longer readily available.
Presentation to each provider and CCG leads took place in May 2014, which enabled each stakeholder to take stock of the good work
progressed to date and for the forum to agree further improvement strategies. The data was able to steer them towards particular ward areas
where high incidents of falls and pressure ulcers occurred. The impact of falls and Pressure ulcers on the system will also become evident as
each incident is being tracked at patient level, this will assist in driving improvements with the care home sector. This will be reported through the
Clinical Executive and Integrated Care Work streams.

The work will:
• Analyse each provider to understand baselines (and below) and statistically demonstrate improvement around Pressure ulcers and falls
(using 2 years’ worth of data). A summary report has just been received and early indications of the previous years data show most falls are
low harm. The full report will be available in November.
• Use this analysis to reinvigorate the “Harm Free care” agenda
• To challenge and improve the way data is used to inform quality improvement
• Help develop more robust data requests for the next round of contract negotiations with providers to ensure on-going quality improvements.
• A report/update on the learning and development taken forward by each provider, as a result of improved analysis, is being developed for
Provider Boards and the CCGs workstream, to demonstrate progress from this work.
• Delays have been experienced in reporting on this work due to staff absences in the Quality and Patient Safety Department. Interim cover is
now in place enabling progress.
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Patient Advice & Liaison Service (PALS)
Total PALS activity across both CCG’s for September 2014 showed 735 compared with 533 for September 2013.
For locality breakdown, the overall figure for September for West Suffolk CCG was 210 and for queries out of the CCG area was 5.

Primary Care
Primary Care
Primary Care
Primary Care

Dental
GP query
Optical
Meds/Pharmacy

CCG
CCG

Continuing Care
Individual Funding
Requests

210
1
0
0

These PALS figures include the emergency dental appointments, orthodontics
and general dental queries around treatment and charges. The dental figures
for West Suffolk CCG were 210 and Out of Area 5.

1

The appeals process for hospital transport continues to be managed by PALS
which has seen a slight increase during September.

0

The miscellaneous figures were both signposting to appropriate services.
Public Health

Public Health
WSFT
WSFT

Screening bowel/breast/
cervical
Child Weight Mgt

0
0

Acute
PALS - other
provider

0

SEPT
SERCO

Podiatry
Physiotherapy

0
0

SERCO
SERCO

Med cert/recs
Continence

0
0

SERCO
SERCO

0

Care UK
NSFT

Equipment
Community
Hospitals
Out of hours
Mental health

PTCAAS
N/A

Transport
Miscellaneous

10
2

21

0

0
0
1

Example of good patient outcome with PALS intervention:
With the sudden death of a dentist in Bury St Edmunds, PALS worked closely
with the Local Area Team at NHS England and with dental practices in Bury St
Edmunds to ensure patients registered with his practice had access to
emergency treatment and any follow up appointments they had arranged with
him, offered at alternative practices.

Patient Advice & Liaison Service (PALS)
Provider data for August (validated)
West Suffolk Hospital
WSHFT recorded 93 PALS contacts in August 2014. Trust-wide the most common problem areas are as follows:
Information / Advice
All Aspects if Clinical Treatment
Other
Appointments, Delay / Cancellation (outpatient)
Attitude of Staff

21
20
23
21
8

Norfolk and Suffolk Foundation Trust
NSFT recorded a total of 42 PALS contacts across Suffolk during August 2014, 8 of these were recorded as specifically within the West Suffolk area
and many were recorded as N/A or unknown. A breakdown of the contacts is as follows:

PALS issue
Access
Information
Communication
Environment
Quality of Care
Other

Specifically the West
2
3
2
1
Total

22

8

Total
2
24
10
1
2
3
42

Complaints
CCG data for July (validated)
4 complaints were received in July 2014 for the West Suffolk CCG.

West

Number of
complaints
3
1

Complaint Category and Details

CCG
CCG Access to NHS services
Unhappy with waiting times for treatment under the hip
pathway and doesn’t feel the system is working cohesively
CHC Admissions, discharge and transfer arrangements
Untimely cancellation of carer caused a delay to patients
discharge
Finance All aspects of clinical treatment
Unhappy that despite providing bank details in May to
receive a CHC payment, still not received any payment
Various
Care UK – Attitude of staff
111 Contacted 111, advised call handler of where is safe for
EEAST ambulance to park however call handler 'knew better'.
Ambulance arrived and driver would not move ambulance
to safer spot and refused to turn off flashing lights at
patients request
TOTAL

1

1

1
1

4

CCG data for September (validated)
2 complaints were received in September 2014 for the West Suffolk CCG. A breakdown of those complaints is shown below:
East

Complaint Category and Details

Serco
Occupational
Therapy and
District
Nurses
Phlebotomy

23

Communication/Information to patients
Very unhappy with care and treatment received both services

All aspects of clinical treatment
Patient unhappy with way in which blood test was carried out
TOTAL

Number of
complaints
2
1

1
2

Complaints

24

Complaints

Breakdown for your area
CCG data for September (validated)
2 complaints were received in September 2014 for the West Suffolk CCG. A breakdown of those complaints is shown below:

West
Serco
Occupational
Therapy and
District
Nurses
Phlebotomy
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Complaint Category and Details
Communication/Information to patients
Very unhappy with care and treatment received both services

All aspects of clinical treatment
Patient unhappy with way in which blood test was carried out
TOTAL

Number of
complaints
2
1

1
2

Complaints
:
East of England Ambulance Service
2 complaints were received during August 2014 for the Ambulance Service (West Suffolk). The recording of complaints is currently being reviewed by
the Trust’s Complaints Manager as a concern was raised as to the definition between ‘complaint’ and ‘concern’ and how this judgement is made. The
breakdown for these complaints by subject type is as follows:

Recording of
contact
Complaint

Primary Subject of complaint
Delay

Sub-category
999 Emergency delay

2

Norfolk and Suffolk Foundation Trust
4 complaints were received during August 2014 for Norfolk and Suffolk Foundation Trust in the West Suffolk area. The breakdown for these complaints
by subject type is as follows:

Subject of complaint
All aspects of clinical treatment
Communication
Appointments / Delay (outpatients)
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Number of complaints
2
1
1

Complaints

Care UK
6 complaints were received by Care UK in August 2014 for the Suffolk area, 3 of these were specifically regarding West Suffolk. The subject type of
these complaints, are as follows:
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Friends and Family Test
Net Promoter Score
Friends and Family Test results
"How likely are you to recommend our ward/A&E department/maternity service to friends and family if they needed similar care or treatment?“
The Friends and Family Test aims to instigate a culture of continuous improvement in the NHS by providing a simple, headline metric which, when
combined with follow-up questions, can provide insight into good practice and lead to improvements in the quality of NHS care. It will enable the
views of patients and their families to be heard and provides a platform to shape and deliver better services. The implementation of the FFT across
all NHS services is an integral part of Putting Patients First, NHS England’s Business Plan for 2013/14 – 2015/16.
The score is calculated using the proportion of patients who would strongly recommend the service, minus those who would not recommend or who
are indifferent. Patients are given a six-point scale to answer questions with the following response categories: 1) Extremely likely, 2) Likely, 3)
Neither likely nor unlikely, 4) Unlikely, 5) Extremely unlikely and 6) Don’t know. The calculation is therefore;
(extremely Likely ÷ total number of respondents) MINUS (neither likely nor unlikely, unlikely and extremely unlikely ÷ total number of respondents).
This calculation gives a score of between -100 and +100. While ‘likely’ responses are not mentioned in the calculation, they will of course form part of
the total (as the denominator for both parts of the calculation), and the number of ‘likely’ responses are therefore highly influential on the final score.
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Friends and Family Test

West Suffolk hospital

There is a requirement to ask the Friends and Family question four times across Maternity Services; at the 36 week antenatal appointment, following
birth in the delivery suite or birthing unit, post-natally on discharge from the post natal ward and lastly at the time of discharge in the community.
Results for August 2014 are shown in the table below.

Antenatal Care

Birth

Post Natal Ward

78

85

87
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Post Natal
Community
Care
83

Friends and Family Test (Continued)

Serco

The combined score for Suffolk Community Healthcare for August 2014 is 79.
The decrease in the overall FFT score for SCH in August is due to a decrease in patients answering ‘extremely likely’ along with an increase in
patients answering ‘likely’ to the FFT question (the number of ‘likely’ responses is excluded from the FFT calculation). The decrease in the
percentage of patients who would be likely to recommend SCH is due to an increase in the number of patients answering ‘don’t know’ to the FFT
question (1 in July and 7 in August). An analysis of the comments left by patients who answered ‘don’t know’ indicates that they were very satisfied
with the service they received and may have misunderstood/misinterpreted the question, which has been found to be a common issue nationally.
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Contract Query Log

Number of queries per
month
Number closed per month
Overall number outstanding
on system
Care UK
IHT
N&N
CUFT
Papworth
Queries by
Provider
WSFT
NSFT
Serco
Private
Other

March April May June July Aug Sept
2014 2014 2014 2014 2014 2014 2014
23
8
15
27
15
30
30
5
25

2
19

4
19

12
30

7
26

15
36

6
55

1
3
0
3
0
4
5
3
0
4

0
3
0
0
0
1
2
2
0
0

0
6
0
0
0
1
4
4
0
0

1
9
0
0
0
2
5
9
0
2

3
3
0
0
1
0
0
3
0
3

4
3
2
3
0
3
5
8
0
2

1
5
1
0
0
4
2
14
1
2

Please note the increase in the overall outstanding number of queries is due to the delays in the receipt of responses received from Ipswich
Hospital. This is the total of charts 1, 2 and 3.
Queries received by the Patient Experience Team are passed to the Contract Team. Where specific patient identifiable information is required
consent is requested from both the practice in the first instance and then directly from the patient. This is facilitated by the Patient Experience Team.
Responses to the GP/Clinician who have raised the query should be provided within 20 working days. The Contract Team are provided with a
monthly breakdown of issues to address.
Queries to the GP Contract Log should be sent to the following e-mail address to be raised with the provider service:
wsccg.gp-contract-query@nhs.net
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Contract Query Log (continued)

Please see table below for breakdown of queries in September 2014.
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Contract Query Log (continued)
There have been long delays in responses from Ipswich Hospital (IHT) which the Patient Experience Team have highlighted and escalated due to the
timescales breaching and GPs not receiving a response to their concerns. The outstanding issues are currently being addressed and a new system put
in place which will be rolled out in October 2014. This will ensure the queries raised are investigated and resolved within the 20 working day response
time.
The chart below provides details of the issues which remain outstanding at IHT which it is planned to be resolved during October 2014.
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Contract Query Log (continued)
The table below shows the outstanding queries prior to September 2014 in relation to all other providers.

Requesting patient identifiable information and consent has proved to delay responses and is not always accessible, making some queries difficult to
take forward. In these cases a generic response is provided. However, the new system will reduce this level as the Patient Experience Team is able to
process patient identifiable information and pass to the provider for investigation.
The Patient Experience Team works directly with providers in order to resolve queries quickly and will ensure the Contracts Team are kept informed
of trends and themes throughout the month.
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Continuing Health Care
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Continuing Health Care
CHC Finance and Performance Report
Demand and Performance
000 = WSCCG. 000 = IESCCG
•
•
•
•
•

September 2014 - CHC referrals received = (27/41) and Fast Track referrals = (32/61)
Cases that achieved a CHC funding decision = (93/181)
The CHC Team have a 2012/13 Backlog of 190 claims (58/132)
Retrospective application case load = 340 (104/236)
82 FNC eligible cases new this period

Quality
•
•
•

The CHC Team have completed an average of 56 CHC decisions per week
21/45 cases were processed within the 28 Day Target
Equity and Choice Policy has been developed to add transparency to care package costs and equity for the people of Suffolk

Finance
•
•
•
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CHC QIPP – Project report plan has been developed shown in next slide reporting
Joint CCG and Suffolk County Council domiciliary care approved provider procurement has been agreed by the CCG GB, expected
implementation September 2015
Nursing home and specialist nursing care home and home care providers are increasing charges to the CCG

Continuing Health Care
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Continuing Health Care (Continued)

Retrospective Cases
•
•

•
•

•

•
•

Broadcare remains not fit for the purpose of reporting on retrospective claims.
The retrospective team is staffed as follows: 1 WTE Band 7 team manager, 3 WTE Band 6 Nurse Coordinators and 1 WTE Band 4 Business
Support Officer. One Band 4 WTE Business Support Officer is currently seconded to a Band 5 role and we are investigating additional
resources to support the Retrospective team administratively.
The retrospective team remains a high financial risk for the CCG
The retrospective team have had 2 new cases in September 2014; One from another CCG where we are the responsible commissioner, one
case which had been closed in error prior to the current retrospective team being in post.

The retrospective team have ensured we have a complete priority list with every case assigned a number in the “queue” dependent on
variables/date of application submitted. We are now offering patients and their representatives information about how many cases are ahead of
their case on our list.
The Retrospective team have closed 2 cases in September, and had a high level of annual leave during this month.
The retrospective team are experiencing delays in allocation of social workers for cases, and have escalated this issue to SCC cluster manager.
We have received reassurance that this will be addressed.

Comments and plan
•
•
•
•
•
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QIPP has been prioritised above 28 day target.
The CHC Team have introduced an average cost per case at £700 per week per Patient for the cost of a full nursing home care package, to
secure best value for our patients.
The CCG are supporting IHT to develop a systemised approach to the discharge of Patients who may be eligible for CHC funding to improve
Patient experience with the secondment of a CHC assessor.
CCG CHC Operational Policy is in circulation.
If you require any further comment please contact j.hanratty@suffolk.nhs.uk

Children and Young Peoples’ Complex Cases

The Complex Case Panel for West Suffolk CCG in September did not consider any cases but received updates on two existing and one new case. The
new case is a 4 month old baby currently in Great Ormond Street hospital requiring significant ventilation who will require a substantial package within
the community on discharge.

No of
Children and
Young
People with
packages in
Suffolk
Estimated
spend per
month (£)
Average cost
per
case/month
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2013/14

Apr 14

May 14

June
14

July 14

Aug 14

Sept
14

10

9

9

9

9

9

9

5,971

3,782

3,386

2,991

3,386

4,573

3,485

592

420

376

332

376

508

387

Children and Young Peoples’ Complex Cases

The Inter Agency County Panel was cancelled in September. All young people currently placed out of Suffolk are Looked after Children and are in
education placements.

No of
Children
and Young
People
placed
outside
Suffolk
Estimated
spend per
month (£)
Average
cost per
case/month
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2013/14

Apr14

May
14

June
14

July
14

Aug
14

Sept
14

8

6

6

6

5

5

5

30,908

22,356 22,541 22,356 16,806 16,806 16,806

3,785

3,726

3,757

3,726

3,361

3,361

3,361

Safeguarding Adults
Cawston Park – Winterbourne cohort
The Cawston Park review completed and an action plan has been developed and will be reported separately to each clinical Executive and
governing body. The action plan will be progressed through the already existing forums in place for Winterbourne Review. Feedback will be
provided through each mental health work streams. No current safeguarding referrals are active for Suffolk residents (not including Waveney).
There are currently 9 Suffolk Residents which have all been reviewed and still require acute treatment although all have planned discharge
dates and community based provision is being progressed in partnership with SCC. An inspection report from the Care Quality Commission
has been published and the provider has been found compliant in all areas.
SCR
The Independent Management Reviews for both Suffolk residents are completed and with the author. Early learning has been identified and will
be progressed with each provider. This will be reported to the clinical executive and governing body. The author has requested some additional
clarity relating to the IMRs and we anticipate delivery of the report accompanied by recommendations by December 2014.
PREVENT
A review of the prevent training has been completed. We have been instructed by the Home Office that this will be in the format of WRAP3 with
a generic overview to be delivered followed by division specific module. A training event has been provided for current approved trainers for
16th October. Further roll out for new trainers is anticipated for early 2015 with information being passed to the CCG during November
regarding further training dates.
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Safeguarding Adults (continued)
DoLS following Cheshire West ruling
Following the Supreme Court ruling on March 19th 2014, there have been changes to the way in which assessments of Deprivation of Liberty
(DoL) are made. Briefly, the judgement requires that any individual who does not have the capacity to make decisions regarding their safety is
subject to restrictions to maintain their safety. This case is then referred to the LA Team to assess DoL and give authority for the restrictions to
be implemented. Historically this only occurred when the individual objected and this is the change to legislation which has resulted in the
increase of referrals.
The ruling has implications for both formal (Hospital, Care Home) settings, with or without Nursing care. The judgement is far more wide
reaching than any seen before and includes care delivered in the community, from patients own homes to supported living projects. In these
cases application of DoL legislation would be inappropriate and an application to the Court of Protection (CoP) is required under the new ruling.
This will have significant resource implication for the Continuing Health Care Team, including financially, as the application to CoP is estimated
at £1500 per application.
Assessment of number of clients affected and the potential cost. The new ruling applies to all patients who lack capacity under the Mental
Capacity Act and who require, “constant supervision and control”.

Month
Jan
Feb
Mar
Apr
May
June
July
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Received referrals
7
15
12
136
170
207
130

Allocated referrals
7
15
12
98
57
55
42

Part 2
Financial and Performance Delivery Report
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FINANCIAL PERFORMANCE SUMMARY – Month 6
OVERALL POSITION
• The YTD surplus position is £0.7m adverse to plan. The CCG is still expecting to achieve its planned full year surplus.
INCOME & EXPENDITURE (Page 47)
Key adverse variances in the overall position are:
• West Suffolk Hospital – over performance of £1.2 m against the pre QIPP plan (£2.8 m Post
QIPP).
• CHC - overspent against the pre QIPP plan by £0.6m due to an increased in backlog cases
(£1.1m Post QIPP)

ACUTE ACTIVITY SUMMARY
The key areas of over performance against Post QIPP plan at West Suffolk Hospital are:
- Elective 28%
- Emergency Non-elective 20%
- A&E 9%
- Outpatients 4%
Elective activity variances are mainly driven by the following:
Daycase – Dermatology and Gynaecology
Elective – T&O, Urology and Gynaecology
Whilst there is over performance in T&O, there has also been a drive to reduce 18 week RTT wait
times which has increased activity further.
Non-Elective activity variances are mainly driven by Respiratory Medicine, T&O and Geriatric
Medicine.

RISKS & OPPORTUNITIES (Page 49)
The CCG is showing an imbalance in Risks & Opportunities by £2.7m. See details on Page 49
The full year key risks are:
• QIPP Operational £5.7m
• West Suffolk over performance £1.9m
• Continuing Healthcare £1.1m
• Prescribing £1.1m
• QIPP (unidentified) £1.2m
The risks are partially mitigated by the following opportunities:
• Non Recurrent Funding £3.8m
• Contingency £1.4m
• Acute NHS £1.8m
• Prescribing Contingency £1.1m

INVESTMENT TRACKER (Page 50)
• Non Recurrent Funding is underspent by £1.7m YTD due to projects being frozen.
• Recurrent investments are underspent by £0.3m YTD due to the phasing of projects .
• QIPP Investment has also not been spent giving a favourable variance of £0.1m YTD
See Investment tracker for details (Page 50)
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QIPP SUMMARY (Page 51)
Month 6 shows QIPP delivery £0.9m against a plan of £4.1m, made up as follows;
• Activity data up to month 5 for WSFT (£576K) and a provision for month 6 (£123K).
• Addenbrookes QIPP delivery has been assumed at £168K YTD.
• Prescribing & Continuing Healthcare have not delivered any QIPP in the month.
See QIPP summary for more detail see Page 51

STATEMENT OF FINANCIAL POSITION (Page 52)
At 30th September 2014 Total Assets less Liabilities were (£6.8m) / 31st August 2014 (£8.5m). At 31st
March 2014 Total Assets less Liabilities were (£13.8m).
At 30th September 2014 significant liabilities were as follows:Prescribing Creditor - £6.5m
Payables and Accrued Expenditure with NHS Bodies - £2.6m
Payables and Accrued Expenditure with Non NHS Bodies - £6.1m
Continuing Healthcare Provision - £2.4m

CASHFLOW STATEMENT (Page 52)
West Suffolk CCG closed the month with a balance of £2.9m in the bank account at 30th September
2014. This has been adjusted to £2.0m on the Statement of Financial Position after accounting for
unpresented cheques and BACS payments that clear in the following month.
The CCG's Maximum Cash Drawdown (MCD) control total for 2014/15 has been restated from
£275.2m at 31st August 2014 to £274.9m at 30th September 2014. The net adjustment incorporates
the cash effect of agreed reductions to the CCGs resource limit and a topsliced amount of £1.044m;
being the CCGs contribution to the NHS England Continuing Health Care Risk Pool.
A review of the cash flow forecast would suggest that the CCG has insufficient cash resource to meet
its obligations for the year based on current spending patterns and the present MCD control total.
The cash Flow March 2014 forecast data indicates that there is a shortfall of approximately £2.8m.
There will be opportunities for the CCG to influence the value of the MCD before the final value is
set towards the end of the financial year, however a change will not be possible until the CGG
changes its financial forecast.

Information & Financial Performance Summary – Month 6

Information & Financial Performance Summary
The M06 Surplus YTD position is £0.7m, which is £0.7m adverse variance to plan.
Within the overall position there are significant variances, mainly:
West Suffolk Hospital – Over performance of £2.8m against post QIPP plan: £1.2m over performance against pre QIPP
plan and £1.6m of QIPP under delivery.
The key areas of over performance against post QIPP plan are:
•
Elective 28% - £1.4m
•
Emergency Non-Elective 20% - £1.9m
•
A&E 9% - £0.2m
•
Outpatients 4% - £0.1m
Offset by Emergency threshold adjustment as a result of QIPP under delivery: £1.0m
QIPP under delivery, £3.2m, consists of:
• £1.6m West Suffolk Hospital
• £0.2m Addenbrookes Hospital
• £0.5m Continuing Healthcare
• £0.3m Prescribing
• £0.6m Unidentified
CHC continues to be overspent against post QIPP plan £1.1m. £0.5m due to QIPP under delivery and £0.6m increase in
the backlog cases.
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YTD Financial Summary – Month 6
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Financial Summary – Month 6
West Suffolk CCG
Finance report for the six months ended September 2014
September

YTD

Full Year
Budget

Forecast
Position

0.0
0.0
0.0

268.1
6.0
1.6

268.1
6.0
1.6

137.6

0.0

275.7

275.7

50.5
14.3
11.7
4.0
13.6
12.1
5.9
20.8
0.7

51.6
14.3
11.1
4.0
13.8
11.9
6.5
20.2
0.7

(1.2)
0.0
0.7
0.1
(0.2)
0.2
(0.6)
0.5
0.0

102.4
28.7
23.7
8.1
27.2
24.1
11.8
41.7
1.4

102.4
28.7
23.7
8.1
27.2
24.1
11.8
41.7
1.4

0.7

133.5

134.1

(0.5)

269.0

269.0

1.4
(0.1)
0.5
0.0

(0.3)
0.2
(0.0)
0.1

3.9
0.4
3.0
0.7

2.2
0.1
2.7
0.0

1.7
0.3
0.3
0.7

6.7
0.8
6.0
1.4

6.7
0.8
6.0
1.4

1.7

1.8

(0.1)

8.0

5.0

3.0

14.9

14.9

Pre QIPP Operating Surplus/(Deficit)

(0.7)

(0.1)

0.6

(3.9)

(1.5)

2.4

(8.2)

(8.2)

QIPP
QIPP Investment
Surplus B/F (1%)

0.7
(0.0)
0.2

0.0
0.0
0.2

(0.7)
0.0
0.0

4.1
(0.1)
1.3

0.9
0.0
1.3

(3.2)
0.1
0.0

8.5
(0.2)
2.6

8.5
(0.2)
2.6

0.2

0.2

(0.0)

1.4

0.7

(0.7)

2.8

2.8

£M

Budget

Actual

Variance

Budget

Actual

Variance

Allocation of Income
Running Cost Allowance
In Year Adjustments

22.6
0.5
0.0

22.6
0.5
0.0

0.0
0.0
0.0

133.8
3.0
0.8

133.8
3.0
0.8

Total Income

23.1

23.1

0.0

137.6

8.4
2.3
1.9
0.7
2.2
2.0
1.0
3.4
0.1

8.2
2.2
1.9
0.7
2.3
2.0
1.0
2.9
0.1

0.2
0.1
0.0
0.0
(0.1)
0.0
(0.1)
0.5
0.0

22.1

21.3

Non Recurrent Funding
Recurrent Investment
Total - Running Costs
Contingency

1.1
0.1
0.5
0.1

Non Recurrent & Running Costs

West Suffolk Hospital
Addenbrookes
Other Acute Services
Ambulance
Mental Health & LD Services
Community Health services
Continuing Care Services
Prescribing & Primary Care
Other Programme services

Recurrent Operational Costs

Mandate Surplus for 14/15

1.
2.
3.
4.
5.

6.
7.
8.
9.
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See financial Summary (Page 45)
Other Acute services: favourable variance £0.7m, driven by the variance on the
Commissioning Reserve.
Mental Health &LD: adverse variance of £0.2m due to Section 12 assessments and
additional cases not budgeted for.
See Financial Summary (Page 45)
Prescribing & Primary care: favourable variances due to prior year benefits from
Prescribing incentive schemes £0.1m, PPA differences £0.2m, contingency £0.6m &
£0.1m due to primary care QIPP LES. This is partially offset by adverse variance in GPs
Prescribing £0.5m.
See Financial summary (Page 45) and Investment tracker (Page 50)
Recurrent investments: favourable variance due to phasing of projects. (Page 50)
Corporate running Costs: favourable timing variance of £0.3m
See the QIPP summary for more details.

Note

1
2
3
4
5

6
7
8

9

Provider Level – All Workstreams

Plan figures are post QIPP
West Suffolk Hospital
August continues to show over performance on Elective which is adverse by £1.4m and Emergency Non Elective is adverse by £1.9m
Outpatient First, Follow Up and Telephone continue to be adverse with Procedures favourable. Overall net position on Outpatients is adverse
by £64k which is an improved position on last month (was £118k adverse).
A&E is £196k adverse .
The Month 6 provision has provided for £0.2m over performance, making the total YTD position £2.8m adverse.
Addenbrookes
The position above has been taken from the contract monitoring statement. YTD is adverse by £0.2m.
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Risk Analysis – Month 6
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Investment Tracker – Month 6
Full Yr
Budget

Forecast

YTD
Predicted
Variance

Budget

Actuals

Variance

25,000
35,425
20,000
5,000
10,000
25,000
10,000

360
25,388

180,500
513,069
40,130

24,640
10,037
20,000
5,000
10,000
25,000
1,844
(43,718)
190,500
10,000
(44,000)
5,000
5,000
5,000
223,000
87,931
(15,130)

250,000
(56,682)

56,682
726,075
(82,907)
473,000

WORKSTREAM PROVIDER NON-RECURRENT INVESTMENT
Planned Care
Planned Care
Planned Care
Planned Care
Planned Care
Planned Care
Planned Care
Investments
Integrated Care
Cancer
Other
CYP
CYP
CYP
Transformation
LES
Transformation
Other
Other
Other

Pain
Dermatology
Diabetes
T&O
CMS/Practise Referral Support
Ophthalmology
Clinical Thresholds
GP MAP of Medicine
WSH/Add Reduction Admissions >65's
WSH/Add Risk Stratification
CHC Risk Pool
WSH/Add Paediatric Urgent Care Pathway
Maternal Mental Health
Speech & Language Therapy Service
EEAST
Ambulance
Primary Care >75's LES
District Nursing Training
WSH - Prepayment
WSH - Reduction in admissions
2013/14 Projects - Costs/savings carried forward
WSH/Add
WSH/Add
WSH/Add
WSH/Add
WSH/Add
WSH/Add
WSH/Add

Transformation
Contract Contingencies
Transformation
Winter Initiatives
Transformation
Resilience Contingencies
T INVESTMENT---2013/14 Projec2013/14 Projects - Costs/savings carried forward
NON-RECURRENT FUNDING

Integrated Care
CYP
CYP
Mental Health
Mental Health
Mental Health
Investments

Planned Care
Planned Care
Planned Care
Planned Care
Integrated Care
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SERCO
WSH
SERCO
NSFT
NSFT
NSFT

WSH/Add
WSH/Add
WSH/Add
WSH/Add
WSH/Add

50,000
70,850
40,000
10,000
20,000
50,000
20,000
381,000
20,000
1,000,000
10,000
10,000
10,000
807,000
1,202,000
50,000
500,000

40,000
2,000

30,000
105,084
25,300
1,000,000

361,000
1,202,000
40,130
500,000
(56,682)

1,452,150

6,703,000

3,248,832

160,000
88,634
80,941
147,000

160,000

68,033
250,000

RECURRENT INVESTMENT TOTAL

10,000
10,000
10,000
446,000
9,870

190,500
10,000
1,000,000
5,000
5,000
5,000
403,500
601,000
25,000
250,000

56,682
1,452,150

1,000,000

RECURRENT INVESTMENT (Non-QIPP)
Reduction Admissions >65's - Interface Geriatrics
Paediatric Long Term Conditions - Epilepsy & Asthma Nurses
Looked After Children
Enhanced Memory Assessment - Saving
NHSE
MASH (Multi-Agency Safeguarding Hub)
Stroke ESD

50,000
30,850
40,000
8,000
20,000
50,000
(10,000)
(105,084)
355,700
20,000

8,156
43,718

1,044,000

726,075

1,000,000

500,000

82,907
27,000

3,454,168

3,851,500

2,158,546

1,692,954

80,000
44,317
40,471
73,500

82,500

(2,500)
44,317
40,471
73,500

115,000
27,288
200,000

88,634
40,470
147,000
(115,000)
40,745
50,000

34,017
125,000

13,718

20,298
125,000

794,608

542,759

251,849

397,304

96,218

301,086

QIPP INVESTMENTS
Pain
Dermatology
Ophthalmology
Irritable Bowel Syndrome
Falls and Fragility

106,250
40,750
13,000
30,000
10,000

30,000
46,000
7,000

76,250
(5,250)
6,000
30,000
10,000

53,125
20,375
6,500
15,000
5,000

QIPP INVESTMENT TOTAL

200,000

83,000

117,000

100,000

TOTAL INVESTMENTS

7,697,608

3,874,591

3,823,017

4,348,804

40,471

53,125
20,375
6,500
15,000
5,000
2,254,764

100,000
2,094,040

WSCCG QIPP Summary – Month 6
WSCCG QIPP Summary Report
Full Year QIPP Plan
Workstream
Cancer
CYP
Integrated Care
Mental Health
Planned Care
Prescribing
Continuing Healthcare
Unidentified QIPP
Emergency Threshold
Total
Month 6 Provision
Total YTD excluding Addenbrookes
Total YTD including Addenbrookes

Activity
151
449
2,890
450
6,534
10,475

Finance
(£k)
49
364
3,805
374
3,084
500
1,096
1,255
(2,595)
7,931

QIPP Plan
YTD
63
154
1,227
189
1,994
3,626

Activity
QIPP
Delivery
YTD
2
97
29
1,564
1,691

QIPP
QIPP Plan
Variance
YTD
YTD
(61)
20
(57)
126
(1,198)
1,588
(189)
156
(430)
1,039
208
457
523
(1,067)
(1,935)
3,050
691
3,741
4,058

Finance (£k)
QIPP
QIPP
Delivery
Variance
YTD
YTD
4
(16)
40
(85)
364
(1,224)
(156)
405
(633)
0
(208)
(457)
(523)
(238)
828
576
(2,474)
123
(568)
699
(3,042)
867
(3,191)

Comments:
Plan YTD is post QIPP. Workstream data excludes Addenbrookes.
Month 5 data shows QIPP delivery aimed at West Suffolk Hospital of £576k against a plan of £3,050k. A number of lines due to be impacted by QIPP are seeing significant
over performance.
July data shows that Prescribing is not delivering QIPP and this has therefore also been used for the YTD position.
The assumption used is that Continuing Healthcare has also not delivered any QIPP YTD.
The Month 6 provision takes the total QIPP delivery to £699k QIPP. The Addenbrookes QIPP provision YTD is £168k, taking the overall QIPP position to £867k
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Statement of Financial Position & Cash Flow Forecast – Month 6

NHS West Suffolk CCG

West Suffolk CCG
Statement of Financial Position 2014/15

Better Payment Practice Code - Measure of Compliance
13/14
14/15
FY Actuals YTD Actuals
Mar 14
Sep14
Period 12
Period 06
£000
£000

Total Assets

14/15
Forecast
Mar 15
Period 12
£000

3,555

11,356

4,045

Net Current Liabilities

-17,388

-18,145

-18,515

Total Assets Less Current Liabilities

-13,833

-6,789

-14,470

Financed By: Taxpayers' Equity
General Fund & Reserves
General Fund

13,833

6,789

14,470

Total Taxpayers Equity

13,833

6,789

14,470
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The Better Payment Practice Code requires the CCG to pay all valid non-NHS invoices by the due date or within 30 days of
receipt of goods or a a valid invoice, which ever is later, unless other payment terms have been agreed with a supplier.
Performance against this target features within the table below.
Number
£000
Number
£000
Year to Date Year to Date Year to Date Year to Date
At Month 6
At Month 6
At Month 5
At Month 5
Non-NHS Payables
Total Non-NHS Trade Invoices Paid
Total Non-NHS Trade Invoices Paid Within Target
Percentage of Non-NHS Trade Invoices Paid Within Target
NHS Payables
Total NHS Trade Invoices Paid in the Year
Total NHS Trade Invoices Paid Within Target
Percentage of NHS Trade Invoices Paid Within Target
Combined Performance
Total Trade Invoices Paid in the Year
Total Trade Invoices Paid Within Target

4,686
4,525
96.56%

32,268
31,754
98.41%

3,864
3,718
96.22%

27,920
27,406
98.16%

1,111
1,049
94.42%

95,633
95,619
99.99%

835
797
95.45%

80,178
80,164
99.98%

5,797
5,574
96.15%

127,901
127,373
99.59%

4,699
4,515
96.08%

108,098
107,570
99.51%

System Wide View – Month 6
“The Income and Expenditure position for August 2014 is a deficit of £0.6m, against a planned deficit of £0.05m, resulting in an unfavourable variance of £0.5m in August (£0.15m YTD). Whilst
there is a YTD overspend of £0.4m on pay and £0.3m on non-pay, this is largely balanced by clinical and non-clinical income overachieving plan by £0.6m.

West Suffolk
Hospital

The budgets for 2014-15 have been revised to reflect the improved forecast, which is a deficit of £6.3m. The budget includes £1.5m contingency, none of which has been used to date.
Non-clinical income is £0.2m ahead of plan YTD which reflects CCG funding for sub-acute, medically fit and enhanced early intervention teams.
Key risks: Managing the cash against the background of an adverse financial position.”
(Source: West Suffolk Hospital Board Report from 26th September 2014)
“At the end of month 5 the Trust had a YTD deficit of £10.3m, which was £4.4m adverse to plan. Clinical Income was £5.5m behind the YTD plan and total expenditure was overspent by
£0.4m.

Addenbrookes
(CUHFT)

The Trust’s cash position stands at £46.7m, £0.3m less than budget, which enabled the Trust to achieve its Continuity of Service Risk Rating (CSSR) rating of 2.
The capacity constraints experienced in quarter one continues to be an issue. “
(Source: CUH Integrated report to August 2014)

Ipswich
Hospital

“Month 5 returned a deficit position of £1.7m, £0.7m adverse variance against a planned deficit of £1.0m. The Trust is now reporting a deficit position YTD of £4.7m, an adverse YTD variance
of £1.3m. The in-month deficit is primarily driven by income falling back from the high level in Month 4 (although still £0.5m above plan in-month).
The key overspends are: Pay £0.4m, Drugs £0.2m, Clinical Supplies £0.3m and a shortfall of CIP delivery £0.35m.”
(Source: Ipswich Hospital Trust Board Meeting 25th September 2014)
“The Trust is reporting a deficit of £0.4m for the month and £0.8m YTD. This YTD variance is now adverse against the Annual Plan by £0.6m.

Norfolk &
Suffolk
Foundation
Trust (NSFT)

Temporary Pay expenditure levels have risen again this month to £2.4m with total YTD expenditure of £8.5m (compared to £4.7m YTD previous year).
Despite the continued adverse position, the Continuity of Service Risk Rating remains at 3, which is above the 2 that was originally planned for in July. This is driven by an increase in cash
held by the Trust this month, £5.4m higher than planned. This is more of a timing issue rather than a long tern benefit to the cash position.
Given the current run rate of expenditure reflected in the YTD position, there is a significant risk that the Trust will not achieve the plan for this year and not achieve a COSRR of 3, unless
action is taken to address this position over the remainder of the year.”
(Source: NSFT Board Minutes 28th August 2014)
“Financial Surplus for the month of £0.4m against the planned deficit of £0.04m. YTD deficit now stands at £1.7m (against the original planned deficit of £0.2m).

East of
England
Ambulance
Service Trust
(EEAST)

Principle adverse variances: Non-achievement of CIPs £2.1m, PAS £2.7m, Performance Penalties £2.7m, No CQUIN Income secured £1.8m.
Principle favourable variances: Additional income from over-activity £2.0m, Pay underspends £3.1m, Income from Health Education England £1.3m.
The current forecast prepared by the Finance Team indicates a potential variance of £16.2m against the original Trust plan. The Trust has agreed a financial recovery plan with the Board and
the TDA which addresses these issues. M5 shows early progress against that plan with a £2m improvement across the cost forecast for HCRT and CIP, plus additional activity and HEE
income.”
(Source: EEAST Financial Position report for Meeting 24th September 2014)
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Quality Premium Indicators

Quality Premium Performance measures - 14/15 - West Suffolk CCG
Indicator
Ref

Description

Quality
Premium

Contractual
Measure

Current
Period

Current
Period Target

Y 15%

N

14/15

1,806

Q1 14/15

3.82%

Y 15%

Y

Current
Period
Actual

Latest
applicable
target

YTD Actual

Comments/Next
refresh date

Potential Value

Probability of
Success

Potential QP
Achievable

WS CCG Available Nov
15

£180,465.75

Likely

£180,465.75

£180,465.75

Deliverable
With Effort

£0.00

WS CCG Available Nov
15

£300,776.25

Unlikely

£0.00

WSH - Target
AVE 13/14
activity
WSH - Target
AVE 13/14
activity
WSCCG Available Oct
15

£180,465.75

Deliverable
With Effort

£0.00

West Suffolk CCG Quality Premiums
1

EA1

63

Potential years of life lost (PYLL) from causes
considered amenable to healthcare
EA3 IAPT Roll-Out

EA3
64

EAS2 IAPT Recovery Rate

WC2.1

110

EA6a

Composite measure of emergency admissions for
EA4a-EA4d

Y 25%

Y

Friends and family test - A&E

Q1 14/15

50.0%

Q1 14/15

601

Aug-14

69

3.2%

50.4%

94
2

EA6b

Friends and family test - Inpatients

EA6c

Friends and family test - GP out-of-hours service

EA9

Improving the reporting of medication-related
safety incidents

Local 1

Estimated diagnosis rate for people with
dementia

West Suffolk CCG Quality Premiums - Potential reductions
The percentage of Referral to Treatment (RTT)
5
EB3 pathways within 18 weeks for incomplete
pathways

Y 15%

Y 15%
Y 15%

50.0%

3.2%

50.4%

66

Y
111

3.82%

83

Change in formula
going forward

WS CCG

WS CCG

Aug-14

80

N

14/15

62%

Y

14/15

WSH

£180,465.75

Likely

£180,465.75

14/15

WSH Available Oct15

£180,465.75

Deliverable
With Effort

£0.00

N

67%

Sub-Total
Y (redn
25%)

Y

Aug-14

92%

96.8%

92%

97.7%

WS CCG

29

EB5

A&E waiting time - total time in the A&E
department

Y (redn
25%)

Y

Sep-14

95%

96.1%

95%

95.3%

WS CCG

67

EB6

All Cancer 2 week waits

Y (redn
25%)

Y

Aug-14

93%

96.4%

93%

97.5%

WS CCG

30

EB15a

Ambulance clinical quality – Category A (Red 1) 8
minute response time

Y (redn
25%)

Y

Aug-14

75%

73.5%

75%

69.1%

WS CCG

£1,203,105.00

£360,931.50

Potential Reduction in QP

£90,232.88

Total Potential Quality Premium

£270,698.63
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NHS constitution and outcome measures
Indicator Ref
14/15

Description

Framework

Quality
Premium

Latest
applicable
target

YTD Actual

Comments

118

640

679

WSH

5

80

95

WSH

254

203

1270

1,172

WSH

13

4

65

28

WSH

Aug-14

69

66

WSH - Target AVE
13/14 activity

Y

Aug-14

80

83

WSH - Target AVE
13/14 activity

Reporting
Frequency

Contractual
Measure

Current
Current
Period Period Target

Monthly

Y

Aug-14

128

Monthly

Y

Aug-14

16

Monthly

Y

Aug-14

Monthly

Y

Aug-14

Y

Current
Period
Actual

Dir.Of
travel

2. Enhancing quality of life for people with long term conditions
27

EA4a

Unplanned hospitalisation for chronic ambulatory care sensitive conditions (WC2.2)

83

EA4b

Unplanned hospitalisation for asthma, diabetes and epilepsy in under 19s (WC2.1)

NHS EC Annex A
Y (pt. 25%)
Measure
NHS EC Annex A
Y (pt. 25%)
Measure

3. Helping people to recover from episodes of ill health or following injury
28

EA4c

Emergency admissions for acute conditions that should not usually require hospital admission (WC2.3)

84

EA4d

Emergency admissions for children with Lower Respiratory Tract Infections (LRTI) (WC2.2)

NHS EC Annex A
Y (pt. 25%)
Measure
NHS EC Annex A
Y (pt. 25%)
Measure

4. Ensuring that people have a positive experience of care
110

EA6a

Friends and family test - A&E

NHS EC Annex A
Measure

Y 15%
111

EA6b

Friends and family test - Inpatients

Monthly

NHS EC Annex A
Measure

5. Treating and caring for people in a safe environment and protecting them from avoidable harm
WS CCG - Aug-14
Unvalidated
WS CCG - Aug-14
Unvalidated

91

EAS4

Healthcare acquired infection (HCAI) measure (MRSA)

NHS EC Annex A
Support Measure

Monthly

Y

Aug-14

0

0

0

0

92

EAS5

Healthcare acquired infection (HCAI) measure (clostridium difficile infections)

NHS EC Annex A
Support Measure

Monthly

Y

Aug-14

4

6

20

18

Monthly

Y

Aug-14

90%

88.9%

90%

92.8%

WS CCG

Monthly

Y

Aug-14

95%

97.4%

95%

98.0%

WS CCG

Monthly

Y

Aug-14

92%

96.8%

92%

97.7%

WS CCG

Monthly

Y

Aug-14

1%

0.56%

1%

0.40%

WS CCG

Referral To Treatment waiting times for non-urgent consultant-led treatment
3

EB1

The percentage of Referral to Treatment (RTT) pathways within 18 weeks for completed admitted pathways

4

EB2

The percentage of Referral to Treatment (RTT) pathways within 18 weeks for completed non-admitted pathways

5

EB3

The percentage of Referral to Treatment (RTT) pathways within 18 weeks for incomplete pathways

NHS EC Annex B
Measure
NHS EC Annex B
Measure
NHS EC Annex B
Measure

Y (redn
25%)

Diagnostic test waiting times
6

EB4

Diagnostic test waiting times

NHS EC Annex B
Measure

A&E waits
29

EB5

NHS EC Annex B
Measure

Y (redn
25%)

Monthly

Y

Sep-14

95%

96.1%

95%

95.3%

WSH

All Cancer 2 week waits

NHS EC Annex B
Measure

Y (redn
25%)

Monthly

Y

Aug-14

93%

96.4%

93%

97.5%

WS CCG

Two week wait for breast symptoms (where cancer was not initially suspected)

NHS EC Annex B
Measure

Monthly

Y

Aug-14

93%

98.8%

93%

96.7%

WS CCG

A&E waiting time - total time in the A&E department

Cancer waits - 2 week wait
67
68

EB6
EB7



Cancer waits - 31 days
69

EB8

Cancer day 31 waits: Percentage of patients receiving first definitive treatment within one month of a cancer diagnosis

NHS EC Annex B
Measure

Monthly

Y

Aug-14

96%

98.9%

96%

99.5%

WS CCG

70

EB9

Cancer day 31 waits: 31-day standard for subsequent cancer treatments-surgery

NHS EC Annex B
Measure

Monthly

Y

Aug-14

94%

96.0%

94%

95.3%

WS CCG

71

EB10

Cancer day 31 waits: 31-day standard for subsequent cancer treatments-anti cancer drug regimens

NHS EC Annex B
Measure

Monthly

Y

Aug-14

98%

100.0%

98%

100.0%

WS CCG

72

EB11

Cancer day 31 waits: 31-day standard for subsequent cancer treatments-radiotherapy

NHS EC Annex B
Measure

Monthly

Y

Aug-14

94%

97.8%

94%

97.2%

WS CCG

NHS EC Annex B
Measure

Monthly

Y

Aug-14

85%

80.0%

85%

87.3%

WS CCG

NHS EC Annex B
Measure

Monthly

Y

Aug-14

90%

100.0%

90%

96.6%

WS CCG

NHS EC Annex B
Measure

Monthly

Y

Aug-14

89.3%

100.0%

89.3%

100.0%

WS CCG

Cancer waits - 62 days
Cancer 62 day waits: Percentage of patients receiving first definitive treatment for cancer within two months (62 days)
73
EB12
of an urgent GP referral for suspected cancer
Cancer 62 day waits: Percentage of patients receiving first definitive treatment for cancer within 62-days of referral from
74
EB13
an NHS Cancer Screening Service
Cancer 62 day waits: Percentage of patients receiving first definitive treatment for cancer within 62-days of a consultant
75
EB14
decision to upgrade their priority status
Category A ambulance calls

Y (redn
25%)

30

EB15a

Ambulance clinical quality – Category A (Red 1) 8 minute response time

NHS EC Annex B
Measure

Monthly

Y

Aug-14

75%

73.5%

75%

69.1%

WS CCG

31

EB15b

Ambulance clinical quality – Category A (Red 2) 8 minute response time

NHS EC Annex B
Measure

Monthly

Y

Aug-14

75%

54.6%

75%

55.0%

WS CCG

Cancelled Operations

NHS EC Annex B
Support Measure

Monthly

Y

Aug-14

0

0

0

0

WSH

Mental Health Measure – Care Programme Approach (CPA)

NHS EC Annex B
Support Measure

Quarterly

Y

Q1 14/15

95%

98.6%

95%

98.6%

WS CCG

Cancelled Operations
7

EBS2

Mental Health
65

EBS3
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NHS National and Acute Contractual Performance Measures 2014/15 - @ 15/10/14

Indicator Ref
14/15

Description

Framework

Quality
Premium

Reporting
Frequency

Contractual
Measure

NHS EC Annex A
Measure

Y 15%

Annual

N

NHS EC Annex A
Support Measure

Y 15%

Annual

N

Monthly

Current
Current
Period Period Target

Current
Period
Actual

Dir.Of
travel

Latest
applicable
target

YTD Actual

Comments

NHS Outcomes Framework - Preventing People from Dying Prematurely
1

EA1

Potential years of life lost (PYLL) from causes considered amenable to healthcare

1,806

Available Nov-14

14/15

67%

WSH - Available Oct15

Y

Aug-14

90%

88.9%

90%

92.8%

WS CCG

Monthly

Y

Aug-14

95%

97.4%

95%

98.0%

WS CCG

CCG Local Priority (Quality Premium) Indicators
2

Local Priority Estimated diagnosis rate for people with dementia

Planned Care Clinical Workstream
3
4
5
6
7
8

EB1
EB2
EB3
EB4
EBS2
EBS4

The percentage of Referral to Treatment (RTT) pathways within 18 weeks for completed admitted pathways

NHS EC Annex B
Measure

The percentage of Referral to Treatment (RTT) pathways within 18 weeks for completed non-admitted pathways

NHS EC Annex B
Measure

The percentage of Referral to Treatment (RTT) pathways within 18 weeks for incomplete pathways

NHS EC Annex B
Measure

Monthly

Y

Aug-14

92%

96.8%

92%

97.7%

WS CCG

Diagnostic test waiting times

NHS EC Annex B
Measure

Monthly

Y

Aug-14

1%

0.56%

1%

0.40%

WS CCG

Cancelled Operations

NHS EC Annex B
Support Measure

Monthly

Y

Aug-14

0

0

0

0

WSH

Number of 52 week Referral to Treatment Pathways

NHS EC Annex B
Support Measure

Monthly

Y

Aug-14

0

1

0

4

WS CCG

NHS EC Annex B
Support Measure

Monthly

Y

Aug-14

0

0

0

0

WSH

Y (redn
25%)

9

EBS6

Urgent operations cancelled for a second time

16

WC4.6

A maximum two-week wait standard for rapid access chest pain clinic

WSH Contract

Quarterly

Y

Q1 14/15

100%

100.0%

100%

100.0%

WSH

17

WC4.7

Provider to ensure compliance with a maximum 18 week referral to treatment wait for non-consultant led services

WSH Contract

Monthly

Y

Aug-14

95%

100.0%

95%

100.0%

WSH

18

WC5.9

Direct Access Diagnostics

WSH Contract

Monthly

Y

Aug-14

0

0

0

1

WSH

19

WC5.21

Current ratios of OP procedure to day case for agreed list

WSH Contract

Monthly

Y

Aug-14

89.84%

89.69%

89.8%

90.00%

WSH

21

WC5.23a

Excess bed days: All elective

WSH Contract

Monthly

Y

Aug-14

0.125

0.185

0.125

0.119

WSH

22

WC5.25

Provider failure to ensure that “sufficient appointment slots” are made available on the Choose and Book system

WSH Contract

Monthly

Y

Aug-14

3%

2.5%

3%

4.3%

WSH

56

56

NHS National and Acute Contractual Performance Measures 2014/15 - @ 15/10/14
Indicator Ref
14/15

Description

Framework

Quality
Premium

Reporting
Frequency

Contractual
Measure

Current
Current
Period Period Target

Current
Period
Actual

Dir.Of
travel

Latest
applicable
target

YTD Actual

Comments

Integrated Care/End of Life
27

EA4a

28

EA4c

Unplanned hospitalisation for chronic ambulatory care sensitive conditions (WC2.2)

NHS EC Annex A
Y (pt. 25%)
Measure

Monthly

Y

Aug-14

128

118

640

679

WSH

Emergency admissions for acute conditions that should not usually require hospital admission (WC2.3)

NHS EC Annex A
Y (pt. 25%)
Measure

1,172

WSH

Monthly

Y

Aug-14

254

203

1270

Y (redn
25%)

Monthly

Y

Sep-14

95%

96.1%

95%

95.3%

WSH

Y (redn
25%)

Monthly

Y

Aug-14

75%

73.5%

75%

69.1%

WS CCG

Aug-14

75%

54.6%

75%

55.0%

WS CCG

29

EB5

A&E waiting time - total time in the A&E department

NHS EC Annex B
Measure

30

EB15a

Ambulance clinical quality – Category A (Red 1) 8 minute response time

NHS EC Annex B
Measure

31

EB15b

Ambulance clinical quality – Category A (Red 2) 8 minute response time

NHS EC Annex B
Measure

Monthly

Y

32

EB16

Ambulance clinical quality - Category A 19 minute transportation time

NHS EC Annex B
Measure

Monthly

Y

Aug-14

95%

80.7%

95%

80.9%

WS CCG

33

EBS5

Trolley waits in A&E - 12 hour waits

NHS EC Annex B
Support Measure

Monthly

Y

Sep-14

0

0

0

0

WSH

Ambulance handover time - 1) Handover delays over 30 minutes

NHS EC Annex B
Support Measure

Monthly

Y

Aug-14

0

57

0

294

WSH

NHS EC Annex B
Support Measure

34

EBS7a

35

EBS7b

Ambulance handover time - 2) Handover delays over 1 hour

Monthly

Y

Aug-14

0

4

0

26

WSH

41

WC3.1

Proportion of Patients admitted to an acute stroke unit within 4 hours of hospital arrival

WSH Contract

Monthly

Y

Aug-14

90%

95.2%

90%

90.4%

WS CCG

42

WC3.2

Proportion of Patients in Atrial Fibrillation, presenting with stroke, receiving anti-co-agulation

WSH Contract

Monthly

Y

Aug-14

60%

66.7%

60%

82.8%

WS CCG

43

WC3.3

Proportion of Stroke Patients with access to a brain scan within 24 hours

WSH Contract

Monthly

Y

Aug-14

100%

100.0%

100%

99.2%

WS CCG

44

WC3.4

Proportion of Stroke Patients and carers with a joint health and social care plan on discharge

WSH Contract

Monthly

Y

Aug-14

100%

100.0%

100%

100.0%

WS CCG

45

WC3.5

Stroke - % of Stroke patients needing an URGENT brain scan getting access within 60 minutes

WSH Contract

Monthly

Y

Aug-14

100%

88.9%

100%

95.2%

WS CCG

46

WC3.6

Stroke - ->80% people treated on a stroke unit >90% of their stay

WSH Contract

Monthly

Y

Aug-14

80%

100.0%

80%

93.3%

WS CCG

47

WC3.7

Stroke->60% people who have a TIA and are high risk are scanned and treated within 24 hours of contact but not admitted

WSH Contract

Monthly

Y

Aug-14

60%

81.8%

60%

83.0%

WS CCG

48

WC3.8

Stroke - 65% of Patients with low risk TIA have access to MRI or carotid scan within 7 days

WSH Contract

Monthly

Y

Aug-14

65%

100.0%

65%

97.9%

WS CCG

49

WC3.9

Stroke - % of Patients, eligible for Thrombolysis, Thrombolysed within 4.5 hours (9A)

WSH Contract

Monthly

Y

Aug-14

100%

100.0%

100%

100.0%

WSH

50

WC4.1a

Unplanned re-attendance rate at A&E within 7 days (excluding patients where the reattendance does not relate to the same
condition) This includes those patients referred back by a Health Professional

WSH Contract

Monthly

Y

Aug-14

5%

2.0%

5%

2.0%

WSH

51

WC4.1b

Left department without being seen [rate]

WSH Contract

Monthly

Y

Aug-14

5%

1.8%

5%

1.7%

WSH

52

WC4.2

Time to treatment in department (median) for all patients arriving by ambulance

WSH Contract

Monthly

Y

Aug-14

01:00

01:12

WSH

53

WC4.3

Single longest total time spent by Patients in the A&E department, for admitted and non admitted Patients (excluding
patients transferred to the CDU)

WSH Contract

Monthly

Y

Aug-14

06:00

11:39

WSH

54

WC4.4a

Number of admissions for cellulitis per head of weighted population

WSH Contract

Monthly

Y

Aug-14

27

31

55

WC4.4b

Number of admissions for DVT per head of weighted population

WSH Contract

Monthly

Y

Aug-14

2

0

56

WC4.5

Percentage of Patients presenting at type 1 and 2 (major) A & E sites in certain high risk categories who are reviewed by
an emergency medicine consultant before being discharged

WSH Contract

Monthly

Y

Aug-14

14%

76.9%

57

WC4.8

Emergency Assessment Unit (EAU) Advice and Guidance Service

WSH Contract

Monthly

Y

Aug-14

10%

4.5%

58

WC5.2

Threshold for admission via A&E

WSH Contract

Monthly

Y

Aug-14

27%

62

WC5.23b

Excess bed days: Non-elective

WSH Contract

Monthly

Y

Aug-14

0.937

137

WSH

12

11

WSH

14%

66.8%

WSH

10%

4.2%

WSH

23.1%

27%

23.8%

WSH

0.450

0.937

0.355

WSH

129

57
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Indicator Ref
14/15

Latest
applicable
target

YTD Actual

Comments

3.2%

3.82%

3.2%

WS CCG

50%

50.4%

50%

50.4%

WS CCG

Q1 14/15

95%

98.6%

95%

98.6%

WS CCG

Y

Aug-14

93%

96.4%

93%

97.5%

WS CCG

Monthly

Y

Aug-14

93%

98.8%

93%

96.7%

WS CCG

Monthly

Y

Aug-14

96%

98.9%

96%

99.5%

WS CCG

Monthly

Y

Aug-14

94%

96.0%

94%

95.3%

WS CCG

Framework

Quality
Premium

Reporting
Frequency

Contractual
Measure

IAPT Roll-Out

NHS EC Annex A
Measure

Y 15%

Quarterly

Y

Q1 14/15

3.82%

IAPT Recovery Rate

NHS EC Annex A
Support Measure

Quarterly

Y

Q1 14/15

Mental Health Measure – Care Programme Approach (CPA)

NHS EC Annex B
Support Measure

Quarterly

Y

All Cancer 2 week waits

NHS EC Annex B
Measure

Monthly

Two week wait for breast symptoms (where cancer was not initially suspected)

NHS EC Annex B
Measure

Cancer day 31 waits: Percentage of patients receiving first definitive treatment within one month of a cancer diagnosis

NHS EC Annex B
Measure

Description

Current
Current
Period Period Target

Current
Period
Actual

Dir.Of
travel

Mental Health/Leaning Difficulties
63
64
65

EA3
EAS2
EBS3

Cancer
67
68
69

EB6
EB7
EB8

Y (redn
25%)

70

EB9

Cancer day 31 waits: 31-day standard for subsequent cancer treatments-surgery

NHS EC Annex B
Measure

71

EB10

Cancer day 31 waits: 31-day standard for subsequent cancer treatments-anti cancer drug regimens

NHS EC Annex B
Measure

Monthly

Y

Aug-14

98%

100.0%

98%

100.0%

WS CCG

72

EB11

Cancer day 31 waits: 31-day standard for subsequent cancer treatments-radiotherapy

NHS EC Annex B
Measure

Monthly

Y

Aug-14

94%

97.8%

94%

97.2%

WS CCG

73

EB12

Cancer 62 day waits: Percentage of patients receiving first definitive treatment for cancer within two months (62 days) of
an urgent GP referral for suspected cancer

NHS EC Annex B
Measure

Monthly

Y

Aug-14

85%

80.0%

85%

87.3%

WS CCG

74

EB13

Cancer 62 day waits: Percentage of patients receiving first definitive treatment for cancer within 62-days of referral from an
NHS Cancer Screening Service

NHS EC Annex B
Measure

Monthly

Y

Aug-14

90%

100.0%

90%

96.6%

WS CCG

75

EB14

Cancer 62 day waits: Percentage of patients receiving first definitive treatment for cancer within 62-days of a consultant
decision to upgrade their priority status

NHS EC Annex B
Measure

Monthly

Y

Aug-14

89.3%

100.0%

89.3%

100.0%

WS CCG

80

WC1.1

WSH Contract

Monthly

Y

Aug-14

100.0%

100.0%

100.0%

69.6%

WSH

Acute oncology service - 1 hour door to needle for all patients presenting with suspected neutropenic sepsis

Childen & Young People/Maternity
83

EA4b

Unplanned hospitalisation for asthma, diabetes and epilepsy in under 19s (WC2.1)

NHS EC Annex A
Y (pt. 25%)
Measure

Monthly

Y

Aug-14

16

5

80

95

WSH

Emergency admissions for children with Lower Respiratory Tract Infections (LRTI) (WC2.2)

NHS EC Annex A
Y (pt. 25%)
Measure

Monthly

Y

Aug-14

13

4

65

28

WSH

84

EA4d

85

WC1.2

Breastfeeding initiation rates

WSH Contract

Monthly

Y

Aug-14

80%

76.7%

80%

74.4%

WSH

87

WC5.15

Maintain the proportion of births that are undertaken as caesarean sections

WSH Contract

Monthly

Y

Aug-14

22.7%

21.5%

22.7%

21.4%

WSH

88

WC5.16

Maintain maternity 1:30 ratio

WSH Contract

Monthly

Y

Aug-14

01:30

01:30

89

WC5.17

Access to Maternity services (VSB06)

WSH Contract

Quarterly

Y

Q1 14/15

90%

95.9%

90

WC5.18

1:1 care in established labour

WSH Contract

Monthly

Y

Aug-14

100%

100.0%

WSH
90%

95.9%

WSH
WSH
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Indicator Ref
14/15

Description

Framework

Quality
Premium

Reporting
Frequency

Contractual
Measure

Current
Current
Period Period Target

Current
Period
Actual

Dir.Of
travel

Latest
applicable
target

YTD Actual

Comments

Other - Clinical Quality
91

EAS4

Healthcare acquired infection (HCAI) measure (MRSA)

NHS EC Annex A
Support Measure

Monthly

Y

Aug-14

0

0

0

0

WS CCG - Aug-14
Unvalidated

92

EAS5

Healthcare acquired infection (HCAI) measure (clostridium difficile infections)

NHS EC Annex A
Support Measure

Monthly

Y

Aug-14

4

6

20

18

WS CCG - Aug-14
Unvalidated

95

WC1.3a

Clinical and executive leadership identified to ensure implementation of the checklist

WSH Contract

Quarterly

Y

Aug-14

100%

97.1%

100%

97.6%

WSH - Q3 available
Nov 14

99

WC5.4

Ambition One a) Eliminating avoidable Grade Two, Three and Four pressure ulcers. Reduce category 3 and 4 ‘avoidable’
pressure ulcers.

WSH Contract

Quarterly

Y

Q1 14/15

0

1

0

1

WSH

100

WC5.5

Ambition One b) Eliminating avoidable Grade Two, Three and Four pressure ulcers. Reduce category 2 ‘avoidable’
pressure ulcers

WSH Contract

Quarterly

Y

Q1 14/15

0

0

0

0

WSH

101

WC5.10

Reduce serious injury and deaths avoidable from falls

WSH Contract

Quarterly

Y

Q1 14/15

0

2

0

2

WSH

102

WC5.11a

MRSA emergency screening

WSH Contract

Monthly

Y

Aug-14

100%

96.0%

100%

96.3%

WSH

103

WC5.11b

MRSA elective screening

WSH Contract

Monthly

Y

Aug-14

100%

98.3%

100%

97.6%

WSH

104

WC5.12

Appropriate prescribing of antibiotics

WSH Contract

Quarterly

Y

Q1 14/15

98%

97.0%

98%

97.0%

WSH

105

WC5.13.1

Maintain the assessment and monitoring of nutrition in hospital and prior to discharge

WSH Contract

Monthly

Y

Aug-14

95%

98.2%

95%

96.2%

WSH

106

WC5.13.2

Nutritional screening and assessment within 24 hours for 95% of all inpatients to identify service users at risk of
malnutrition

WSH Contract

Monthly

Y

Aug-14

90%

100.0%

90%

100.0%

WSH

108

WC5.26

MRSA Decolonisation

WSH Contract

Monthly

Y

Aug-14

95%

95.0%

WSH

109

WC5.27

Isolation Compliance

WSH Contract

Monthly

Y

Aug-14

90%

98.0%

WSH

Y

Aug-14

69

66

WSH - Target AVE
13/14 activity

Y

Aug-14

80

83

WSH - Target AVE
13/14 activity

89.9%

95.0%

Other
110

EA6a

Friends and family test - A&E

NHS EC Annex A
Measure

Y 15%

Monthly

111

EA6b

Friends and family test - Inpatients

NHS EC Annex A
Measure

160

WC5.6

Discharge Summaries: Outpatient

WSH Contract

Monthly

Y

Aug-14

95.0%

161

WC5.7

Discharge Summaries: Inpatient

WSH Contract

Monthly

Y

Aug-14

95.0%

92.1%

95.0%

90.6%

WSH

162

WC5.8

Discharge Summaries: A&E

WSH Contract

Monthly

Y

Aug-14

95.0%

97.3%

95.0%

97.1%

WSH

90.9%

WSH
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CCG Integrated “Plan on a Page”
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Dr Rakesh Raja

Clinical Work stream Dashboard – Planned Care
Current
position

Headlines:
•

QIPP – As per QIPP Summary on Page 53, Planned Care delivered QIPP of £405k against a
pre threshold target of £1039k. Please note this view currently excludes Addenbrookes.

•

Primary Care Engagement: QIPP LES. WSCCG has developed and created an innovative
LES scheme in 14/15 whereby all 25 WSCCG Practices are engaged with to review with peer
GP Practices referral behaviour and practice via a series of audit(s). All 25 visits will be
completed by the end of November 2014. The meetings support CCG lead clinicians
communicating with member practices to discuss local pathways and identify other
opportunities.
Map of Medicine (MoM). Map of Medicine (MoM) is an IT system that gives GPs up to date
material to make clinical decisions that are supported by the best practice and local
information. The first batch of 26 quick start pathways have been uploaded and are ‘live’. In
addition to this other pathways that currently appear on the WSCCG website are being
transcribed intro MAP format and loaded onto MOM. The majority of training dates that have
been offered to GP practices before 31 December have been booked and further dates are
being offered.
Trauma and Orthopaedic pathways. Physio practice visits are continuing with 10/25
practices visited so far. Feedback from GPs has been generally positive. The GPs in Brandon
were particularly enthusiastic about the pathways following the launch of AHPS physio clinics
at the local leisure centre. An MSK procurement moderation day was held on 1st October with
the preferred bidder being announced in early November. Hip and knee referrals are under
review through the clinical thresholds work and redesign is working with the physio providers
to ensure completeness of LPP information and links with the agreed pathways.
Outpatient Procedures vs Day Case recording. Meetings have been held with WSFT on
colposcopy and dermatology that make up 90% of the project. WSFT have acknowledged the
coding differences in Colposcopy. Further opportunities in other specialities currently being
scoped.
Pain Pathway. The evaluation of the tenders was completed in October. Approval of the
contract is due in November. Service mobilisation is 1st March 2015. Five new pain threshold
policies (LPPs) are with Public Health following feedback. Revised WSCCG Pain Ladder was
finalised in May 2014. An educational event for GPs was held in October to formally launch
the Pain Ladder, with a presentation from specialists from WSFT on the management of pain.

QIPP delivery……………………….
(Based on delivery of QIPP KPIs)

Local Quality Premium Indicators ..

•

NHS Constitution/national targets..
Contractual performance targets:
West Suffolk hospital…….…

•

Serco………………………..

•

•
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Clinical Workstream Dashboard – Planned Care

Dr Rakesh Raja

Headlines:
•

Tele-dermatology: The contract has been awarded to Vantage Ltd. Three locality meetings have been attended to promote the service to GPs,
resulting in 20 practices now engaged (with a further two potentials). Equipment is now with the provider with the first two installations completed in
October. An on-going schedule of visits is in progress during November.

•

Clinical Forums: Three new Clinical Forums with WSFT have been established in West Suffolk (namely; Diabetes, Cardiology and Respiratory) as
part of the 2014/15 CQUIN programme of work. The three forums met for the first time in April 2014 and have agreed to focus on 1) Diabetes
development of an urgent foot pathway/clinic and refresh of the Adult Diabetes Community Nursing Service specification; 2) Cardiology- a focus on
Heart Failure and scoping of how b-TYPE Natriuretic Peptide (BNP) blood testing could be utilised as a new diagnostic test and 3) Respiratory- a
focus on Sleep Apnoea and development of a community based service. Discussions continuing with WSFT to ensure that the projects in scope
focus sufficiently on financial QIPP savings.

•

Low Priority Procedures (LPP) Clinical Threshold Service: Clinical Threshold Service (CTS) started as a pilot in June to prospective review of
evidence for meeting the clinical thresholds developed by the CCG. The CTS comprises of two parts; prior to first OP and pre-procedures.
Retrospective audits have taken place and early indications show a small opportunity across the LPPs. Current refreshed clinical threshold polices
and checklists are on the CCG website and the contracting team have advised the acute providers along with Practice Support linking with GPs.
The scoping of further clinical thresholds such as YAG lasers, patella resurfacing and hallux valgus are in progress. Further opportunities are being
scoped by reviewing policies across the country and with NHS England.

•

Ophthalmology: Data dashboard for WSFT is under development, indicating high activity/ cost for tomography (used for numerous conditions) and
injection into vitreous body (WAMD). Meeting took place with Evolutio data team on 10th October to produce referral dashboard. Comparing both
dashboards will allow more accurate evaluation to see impact of existing pathways, issues/blockages and highlight future opportunities. Public
Health have completed a review on glaucoma community pathways, which includes the use of pachymetry; this may be developed further
dependent upon activity. Public Health has also completed a literature review on cataract/YAG. The CCG information team have requested
additional data from WSFT to track time delay between each procedure to accurately compare WSFT activity to national data to assess whether
WSFT is an outlier. Additionally, the CCG is looking at opportunities with children’s and dry eyes pathways. Primary care QIPP LES has shown
improvement.
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Clinical Workstream Dashboard – Planned Care

Dr Rakesh Raja

Headlines contd:
National Targets – The following targets have not been achieved;
•

The percentage of Referral to Treatment (RTT) pathways within 18 weeks for completed admitted pathways was only 88.9% for August (1229/1383)
against a target of 90%. Year to date the measure is being achieved (page 58 ref. EB1)

•

Number of 52 week Referral to Treatment Pathways were 1 in August and 4 year to date, this is against a target of zero (page 58 ref. EBS4)

Contractual Targets – The following targets have not been achieved;
•

Direct Access Diagnostics – This measure requires results to be dispatched within 3 working days of test being undertaken. Year to date
performance is 1 against a target of zero (page 58 ref WC5.9)

•

Current ratios of OP procedure to day case for agreed list – August performance was 89.69% against a target of 89.84% (7183/8009) (page 58 ref.
WC5.21) Year to date is on target

•

Excess bed days: All elective – August performance was 0.185 against a target of 0.125 (58/313) (page 58 ref WC5.23.a) Year to date is on target

•

Provider failure to ensure that sufficient appointment slots are made available on the Choose and Book system – August performance was 2.5%
(105/4252) against a target of 3%. Year to date is on target (page 58 ref WC5.25)
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Dr Rakesh Raja

Clinical Workstream Dashboard – Planned Care

Indicator Ref
14/15

Description

Framework

Quality
Premium

Reporting
Frequency

Contractual
Measure

Current
Current
Period Period Target

Current
Period
Actual

Dir.Of
travel

Latest
applicable
target

YTD Actual

Comments

Planned Care Clinical Workstream
3

EB1

The percentage of Referral to Treatment (RTT) pathways within 18 weeks for completed admitted pathways

NHS EC Annex B
Measure

Monthly

Y

Aug-14

90%

88.9%

90%

92.8%

WS CCG

4

EB2

The percentage of Referral to Treatment (RTT) pathways within 18 weeks for completed non-admitted pathways

NHS EC Annex B
Measure

Monthly

Y

Aug-14

95%

97.4%

95%

98.0%

WS CCG

5

EB3

The percentage of Referral to Treatment (RTT) pathways within 18 weeks for incomplete pathways

NHS EC Annex B
Measure

Monthly

Y

Aug-14

92%

96.8%

92%

97.7%

WS CCG

6

EB4

Diagnostic test waiting times

NHS EC Annex B
Measure

Monthly

Y

Aug-14

1%

0.56%

1%

0.40%

WS CCG

7

EBS2

Cancelled Operations

NHS EC Annex B
Support Measure

Monthly

Y

Aug-14

0

0

0

0

WSH

Number of 52 week Referral to Treatment Pathways

NHS EC Annex B
Support Measure

Monthly

Y

Aug-14

0

1

0

4

WS CCG

NHS EC Annex B
Support Measure

Monthly

Y

Aug-14

0

0

0

0

WSH

8

EBS4

Y (redn
25%)

9

EBS6

Urgent operations cancelled for a second time

16

WC4.6

A maximum two-week wait standard for rapid access chest pain clinic

WSH Contract

Quarterly

Y

Q1 14/15

100%

100.0%

100%

100.0%

WSH

17

WC4.7

Provider to ensure compliance with a maximum 18 week referral to treatment wait for non-consultant led services

WSH Contract

Monthly

Y

Aug-14

95%

100.0%

95%

100.0%

WSH

18

WC5.9

Direct Access Diagnostics

WSH Contract

Monthly

Y

Aug-14

0

0

0

1

WSH

19

WC5.21

Current ratios of OP procedure to day case for agreed list

WSH Contract

Monthly

Y

Aug-14

89.84%

89.69%

89.8%

90.00%

WSH

21

WC5.23a

Excess bed days: All elective

WSH Contract

Monthly

Y

Aug-14

0.125

0.185

0.125

0.119

WSH

22

WC5.25

Provider failure to ensure that “sufficient appointment slots” are made available on the Choose and Book system

WSH Contract

Monthly

Y

Aug-14

3%

2.5%

3%

4.3%

WSH
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Dr Emma Derbyshire

Clinical Workstream Dashboard– Integrated Care/EoL
Current
position

Headlines:
•

QIPP –As per QIPP Summary on Page 53,Integrated Care delivered QIPP of £364k against a
pre threshold target of £1,588k. Please note this view currently excludes Addenbrookes

•

QIPP delivery……………………….
(Based on delivery of QIPP KPIs)

Local Quality Premium Indicators ..
NHS Constitution/national targets..

Contractual performance targets:
West Suffolk hospital…….
Care UK (OOH)……………
Care UK (‘111’)……………
Serco……………………….

Project 35 Care Homes: CCG is coordinating the Suffolk Care Homes Group which meets on
a monthly basis with a wide range of work on-going across the integrated system. The group
has agreed to form two separate sub groups - operational pathways and quality function.
Operational Pathways:
• Enhanced Service: 539 shared care plans submitted to date (approx. 1930 beds). 3 practices
are yet to submit evidence of shared care plans. Redesign will work with Practice Support to
promote the ES and encourage the submission of timely information. CCG sessional
pharmacists continue to support the ES. Medicines Management continue to work with
redesign and care home providers to develop UTI guidelines to support care home staff in the
prevention, detection and management of symptoms.
• Pathway mapping: Three pathway mapping workshops are taking place in October/November
to track interactions between care home residents & their families with health/social/voluntary
services, highlight blockages and instigate solutions. The outcomes of these workshops will
be fed back to the Suffolk Care Homes Group in November with the intention of feeding key
actions areas into on-going transformation work with stakeholders.
• Data Dashboard: The West Suffolk care homes data dashboard has been updated with July
data from WSFT. CCG redesign & quality teams and SCC met in late October to share data
collected by each organisation with a view to creating a useful, monthly data report for the
Suffolk Care Homes Group, which identifies system wide issues, training opportunities and
maintains focus for the Group moving forward.
•
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Quality Function:
Implementation Planning Group (operational sub group of Suffolk Care Homes Group): Led by
SCC, the second Implementation Planning meeting took place on 13th October involving CCG
redesign and quality reps, SCC quality team and SAICP representatives; V3 of action plan for
quality improvement drafted and leads allocated. Current actions include combined Health
and Social Care quality teams, collating system wide patient/customer experience surveys,
joint quality visits to care homes, integrated training opportunities for care home staff,
development of joint assessment tool and self-assessment processes for care homes. The
Group are meeting again in early November.
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Headlines (contd):
•

Project P36 LTC: Complex range of projects including:

•

Interface Geriatrics: SCH reported IG/CGA Operational Group has been reconvened;. Concerns continue to be raised re delivery of Interface
Geriatrics and the impact the contractual dis-agreement between the two providers is having on full implementation. Dr Emma Derbyshire to present a
proposal to a future Executive meeting re future options for service. Dr Emma Derbyshire to present a proposal to a future Executive meeting re future
options for service.

•

Tele-health pilot: Meeting with key stakeholders took place in September. Draft Service specification produced. SCH advised they will require
additional finances to implement and deliver the project (£10k previously agreed for Medtronic costs by CCG Exec in March 2014 no longer sufficient).
SCH producing outline paper for implementation to include additional associated costs.

•

Risk Stratification - Implementation: 14 practices have RAIDR accounts but only 6 have logged into RAIDR (Victoria, Christmas Maltings and Angel
Hill signed up RAIDR this month). Of the remaining 11 practices, 2 (Woolpit and Market Cross) have indicated they do no not want to use RAIDR and 3
(Forest Group, Guildhall & Barrow and Swan) are waiting to see how Mount Farm get on before making a decision. A decision is awaited from
Christmas Maltings and Clements, Long Melford and Glemsford regarding their intentions regarding RAIDR.
Q2 reports received from 3 practices (Rookery, Reynard and Mount Farm) show a total of 455 care plans of a total of 554 completed to date; 42
patients have declined Care Plans being completed; therefore of the identified top 2% for these 3 Practices 57 care plans still to be completed.
All practices have had 1:1 training on the RAIDR risk stratification tool - continued support is available directly and will also be available in the form of
WebEx sessions

•

Neighbourhood Teams:
Alignment with ACS, NSFT, & SCH
Teams physically aligned and colocation options being progressed in Haverhill and Sudbury . Senior organisational leads from SCH and SCC
producing Action Plan to inform the development of the next phase of the implementation plan across all localities – meeting held 30th September with
expectation to share the Plan at the Integrated Care Steering Group on the 20th October. Adult Social Care (ACS) are facilitating Neighbourhood Team
Meetings for operational staff to align the SLCC plan with SCH and NSFT - ACS has agreed to facilitate Learning Lunches for operational staff going
forward, successful EOL session held on the session 1st October 2014.
Workforce development: CQUIN in place led by SCH to extend the integrated approach to development of care leadership skills and other training.
Initiative also supported by the wider Health and Independence workstream. 65 (planned for 43) of SCH band 6 clinical staff have now completed case
management training
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Headlines (contd):
•

Sudbury ‘Alliance’: Initial scoping meeting was held on 7th October 2014 including representatives from WSCCG and the Suffolk County and District
Councils. This meeting worked through an approach to the project including a vision, overarching aims and principles. The project to move the
Sudbury locality forward as a fully integrated neighbourhood system will align with the Health and Social Care review and encapsulate the specific
elements of the Health and Independence work streams. Sudbury will be an early implementer site for wider Suffolk with the framework forming a
footprint for other locality developments. Detailed planning to approach this project has commenced with a planned project briefing being developed
which will include the governance framework, project team, specific Sudbury overview and implementation plan. This plan will be developed in
consultation with all key stakeholders to ensure early buy-in to the project both locally in Sudbury and across Suffolk.

•

Multi-disciplinary Teams (MDTs):
MDT process across primary care in place (phased roll out in line with best practice principles)
Audit in June of MDTs highlighted significant variation between practices and redesign team now offering to support practices in getting them
established. Six Practices visited to date - Guildhall and Barrow, Christmas Maltings , Oakfield House, Stourview, Lakenheath, Christmas Maltings and
Clements. A further 5 planned during October/November - Woolpit, Guildhall Clare, Hardwicke, Angel Hill and Botesdale. This process is being
facilitated by Practice Support. Information is being collated from the MDTs to inform a best practice protocol for MDTs.
Implementation of shared care plans
CQUIN in place led by WSFT, working group identified and action plan in progress. Shared Care Plans for each Practice's top 2% are being
developed.

•

Pull Based Discharge:
Implementation- front end of acute (EIT, EAU, sub acute, medically fit)
PBD operating effectively in A&E through the EIT service. Trigger Tool in use by EIT. (Also current review on APS / Sub Acute and EIT is incorporating
PBD element see P40).
Implementation- community hospital (beds)
Post available in Discharge Planning Team - WSFT is linking with SCH with a view to the post being filled by an SCH Therapist. Post will support PBD
by expediting the discharge of patients from acute to Community beds & will link with Community Beds Manager. Post will also help expedite
discharges to the community - linking with the medically fit team. Discussions between WSFT and SCH with regard to staff contract issues are ongoing
post the October meeting.
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Headlines (contd):
• Family Carers:
Respite on prescription
The project has enabled Family Carers to attend medical appointments on 29 separate occasions. The GP Family Carers Advisers will continue to
promote in GP Surgeries and information will also be included in GP Bulletin and discussed by the Redesign Team members attending MDTs as
appropriate.
Family Carer GP Advisers
Between 1st April and the 30th September 2014, 532 Family carers have been identified and supported. Attendance at Flu Clinics by the Family Carer GP
Advisers in partnership with Age UK Suffolk is in progress – early responses have been positive to the initiative.
•

Condition Management: Analysis of LTC admission data has shown the top outlier pathways that require further analysis and scrutiny and possible
pathway improvement. Out of the top ten the following appear at first glance to need this additional focus - Urinary Tract Infection, Tendency to fall,
Respiratory – COPD. Work is on-going to address these presenting long term conditions ensuring that services are in place to meet the needs of this
demand along with adequate access and capability.

•

Admission Prevention Service / Early Intervention Team / Sub-Acute integration: A system wide approach to review and enhance admission
prevention services through closer EEIT/APS and sub-acute integration has commenced across West Suffolk with senior managers from each
organisation signing up to an approach to rapidly review and enhance performance and access to services.. An Admission Prevention Service Plan
has been developed detailing key areas of focus, accountable organisations and key actions. Weekly meetings are in progress to closely review
progress against the agreed actions

•

Over 75 year old £5 per head funding to primary care: Initial data on practice performance has been received with some practices being identified
as showing improvement in this area. The CCG has asked these practices for feedback on their activity in order to share with the other West Suffolk
GPs.

•

Evaluation and review of Acute Medical Unit (AMU) consultant telephone advice line: The CCG received a wide range of data from WSFT in
relation to patient coding activity for the AMU in association with the consultant telephone line service. Analysis of this data by the CCG resulted in
required clarification by WSFT particularly around how patients are coded and how tariffs are applied. This has been escalated by the CCG’s Contract
Team. To date, limited clarification has been received from WSFT and this has been escalated by the CCG’s Contract Team with a final deadline for
receipt of 15 November 2014.
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Headlines (contd):
•

Local Quality Indicators – When available performance for the West Suffolk CCG quality premium of estimated diagnosis rate for people with
dementia will be reported within this section.

•

National Targets - Performance against a number of national targets is not being achieved:

•

Unplanned hospitalisation for chronic ambulatory care sensitive conditions. This was below target for August with performance of 118 being
reported against the target of 128. However, year to date this is above target with performance of 679 against the 640 target (page 74. EA4A);

•

East of England Ambulance Trust (EEAST) did not achieve the national clinical quality indicators for response times in August for CCG patients
(page 74. refs EB15a,b & EB16).
•
•
•

•

Category A (Red 1) 8 minute response time – August performance dropped to 73.5% (36 responses in 8 mins out of a total of 49) and year
to date performance is only 69.1% (163 responses in 8 mins, out of a total of 236). The national target is 75%;
Category A (Red 2) 8 minute response time - August performance dropped to 54.6% (442 responses in 8 mins, out of a total of 810). Year
to date performance is 55.0% (2,333 responses in 8 mins, out of a total of 4,241). The national target is 75%;
Category A 19 minute response time – August performance dropped to 80.7% (689 responses in 19 minutes, out of a total of 854). Year to
date performance is 80.9% (3,611 responses in 19 minutes, out of a total of 4,462). The national target is 95%.

Ambulance handover delays continue to exceed targets. National requirements specify that all ‘turnarounds’ between ambulance and A&E must
take place within 30 minutes. During August, there were 57 delays exceeding 30 minutes, 4 of which then exceeded 60 minutes. Year to date there
have been 294 delays exceeding 30 minutes, 26 of which then exceeded 60 minutes. (page 74. EBS7a & b). Please refer to page 84 for the
contractual details.
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Headlines (contd):
•

The following contractual targets were not achieved for August (where available):

•

Percentage of Stroke Patients needing an URGENT brain scan getting access within 60 minutes. Only 88.9% was achieved in August (8 out of 9
patients) against the 100% target and year to date this target is not being achieved with performance of 95.2% (40 out of 42 patients) (Page 74. ref
WC3.5);

•

A&E - Time to treatment in department (median) for all patients arriving by ambulance. West Suffolk hospital exceeded this target for August with
performance reported of 01:12 (target 01:00) (page 74. ref WC4.2);

•

A&E – Single longest total time spent by Patients in the A&E department, for admitted and non admitted Patients. West Suffolk hospital continue to
exceed this measure reporting a single longest wait of 11:39 (target 06:00) (page 74. ref WC4.3);

•

A&E - Number of admissions for cellulitis per head of weighted population. This measure was above target for August with performance of 31
being reported against the target of 27. Year to date this measure is also above target with performance of 137 being reported against the target of
129 (page 74. ref WC4.4a);

•

A&E - Acute Medical Unit (AMU) Advice and Guidance Service. This measure was below target for August with performance of 4.5% (23/507)
(target 10%). Year to date this measure is also below target with performance of 4.2% (107/2561) (page 74. ref WC4.8).
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Indicator Ref
14/15

Description

Framework

Quality
Premium

Reporting
Frequency

Contractual
Measure

Current
Current
Period Period Target

Current
Period
Actual

Dir.Of
travel

Latest
applicable
target

YTD Actual

Comments

Integrated Care/End of Life

72

27

EA4a

Unplanned hospitalisation for chronic ambulatory care sensitive conditions (WC2.2)

NHS EC Annex A
Y (pt. 25%)
Measure

Monthly

Y

Aug-14

128

118

640

679

WSH

28

EA4c

Emergency admissions for acute conditions that should not usually require hospital admission (WC2.3)

NHS EC Annex A
Y (pt. 25%)
Measure

Monthly

Y

Aug-14

254

203

1270

1,172

WSH

Y (redn
25%)

Monthly

Y

Sep-14

95%

96.1%

95%

95.3%

WSH

Y (redn
25%)

Monthly

Y

Aug-14

75%

73.5%

75%

69.1%

WS CCG

29

EB5

A&E waiting time - total time in the A&E department

NHS EC Annex B
Measure

30

EB15a

Ambulance clinical quality – Category A (Red 1) 8 minute response time

NHS EC Annex B
Measure

31

EB15b

Ambulance clinical quality – Category A (Red 2) 8 minute response time

NHS EC Annex B
Measure

Monthly

Y

Aug-14

75%

54.6%

75%

55.0%

WS CCG

32

EB16

Ambulance clinical quality - Category A 19 minute transportation time

NHS EC Annex B
Measure

Monthly

Y

Aug-14

95%

80.7%

95%

80.9%

WS CCG

Monthly

Y

Sep-14

0

0

0

0

WSH

Monthly

Y

Aug-14

0

57

0

294

WSH

33

EBS5

Trolley waits in A&E - 12 hour waits

NHS EC Annex B
Support Measure

34

EBS7a

Ambulance handover time - 1) Handover delays over 30 minutes

NHS EC Annex B
Support Measure

35

EBS7b

Ambulance handover time - 2) Handover delays over 1 hour

NHS EC Annex B
Support Measure

Monthly

Y

Aug-14

0

4

0

26

WSH

41

WC3.1

Proportion of Patients admitted to an acute stroke unit within 4 hours of hospital arrival

WSH Contract

Monthly

Y

Aug-14

90%

95.2%

90%

90.4%

WS CCG

42

WC3.2

Proportion of Patients in Atrial Fibrillation, presenting with stroke, receiving anti-co-agulation

WSH Contract

Monthly

Y

Aug-14

60%

66.7%

60%

82.8%

WS CCG

43

WC3.3

Proportion of Stroke Patients with access to a brain scan within 24 hours

WSH Contract

Monthly

Y

Aug-14

100%

100.0%

100%

99.2%

WS CCG

44

WC3.4

Proportion of Stroke Patients and carers with a joint health and social care plan on discharge

WSH Contract

Monthly

Y

Aug-14

100%

100.0%

100%

100.0%

WS CCG

45

WC3.5

Stroke - % of Stroke patients needing an URGENT brain scan getting access within 60 minutes

WSH Contract

Monthly

Y

Aug-14

100%

88.9%

100%

95.2%

WS CCG

46

WC3.6

Stroke - ->80% people treated on a stroke unit >90% of their stay

WSH Contract

Monthly

Y

Aug-14

80%

100.0%

80%

93.3%

WS CCG

47

WC3.7

Stroke->60% people who have a TIA and are high risk are scanned and treated within 24 hours of contact but not admitted

WSH Contract

Monthly

Y

Aug-14

60%

81.8%

60%

83.0%

WS CCG

48

WC3.8

Stroke - 65% of Patients with low risk TIA have access to MRI or carotid scan within 7 days

WSH Contract

Monthly

Y

Aug-14

65%

100.0%

65%

97.9%

WS CCG

49

WC3.9

Stroke - % of Patients, eligible for Thrombolysis, Thrombolysed within 4.5 hours (9A)

WSH Contract

Monthly

Y

Aug-14

100%

100.0%

100%

100.0%

WSH

50

WC4.1a

Unplanned re-attendance rate at A&E within 7 days (excluding patients where the reattendance does not relate to the same
condition) This includes those patients referred back by a Health Professional

WSH Contract

Monthly

Y

Aug-14

5%

2.0%

5%

2.0%

WSH

51

WC4.1b

Left department without being seen [rate]

WSH Contract

Monthly

Y

Aug-14

5%

1.8%

5%

1.7%

WSH

52

WC4.2

Time to treatment in department (median) for all patients arriving by ambulance

WSH Contract

Monthly

Y

Aug-14

01:00

01:12

53

WC4.3

Single longest total time spent by Patients in the A&E department, for admitted and non admitted Patients (excluding
patients transferred to the CDU)

WSH Contract

Monthly

Y

Aug-14

06:00

11:39

54

WC4.4a

Number of admissions for cellulitis per head of weighted population

WSH Contract

Monthly

Y

Aug-14

27

31

129

137

WSH

55

WC4.4b

Number of admissions for DVT per head of weighted population

WSH Contract

Monthly

Y

Aug-14

2

0

12

11

WSH

56

WC4.5

Percentage of Patients presenting at type 1 and 2 (major) A & E sites in certain high risk categories who are reviewed by
an emergency medicine consultant before being discharged

WSH Contract

Monthly

Y

Aug-14

14%

76.9%

14%

66.8%

WSH

57

WC4.8

Emergency Assessment Unit (EAU) Advice and Guidance Service

WSH Contract

Monthly

Y

Aug-14

10%

4.5%

10%

4.2%

WSH

Threshold for admission via A&E

WSH Contract

Monthly

Y

Aug-14

27%

23.1%

27%

23.8%

WSH

Excess bed days: Non-elective

WSH Contract

Monthly

Y

Aug-14

0.937

0.450

0.937

0.355

WSH

58

WC5.2

62

WC5.23b

WSH
WSH

Clinical Workstream Dashboard – Mental Health & Learning Disabilities
Current
position

Dr Roz Tandy

Headlines:
QIPP –As per QIPP Summary on Page 53, Mental Health has not delivered any QIPP against a
pre threshold target of £156k. Please note this view currently excludes Addenbrookes

•

Mental Health Joint Commissioning Strategy: CCG are members of the bi-monthly MH &
LD JCG Meetings (with SCC) – this group is leading on development of the Mental Health
strategy and LD strategy (due to be completed by the end of 31.03.15). Four mental health half
day ‘conversations’ have now taken place to engage users and providers in support of the
strategy development. Further events planned for November 2014 and February 2015.

•

Psychiatric Liaison Service. Service evaluation now received to be considered by CCG
commissioners and WSFT. CCG’s and WSFT and NSFT will meet in the next few weeks to
agree how to take forward recommendations.

•

Dementia: CCG currently at 45% dementia diagnosis rate (target 67% at 31/03/15). 20
practices signed up to Dementia LES to review and update registers. Initial reports being
received. Dr James Hewlett planning visits to GP practices to discuss potential barriers to
referrals. Paper to Integrated Care Steering Group (24/9/14) to seek comment on proposed
Joint commissioning officers’ group (JCOG) with I&ESCCG and SCC to review post-diagnostic
pathway and to propose future commissioning model. Meeting held on 19/9/14 to plan review
of short term funded post-diagnostic services and support business case for continuing funding
2015/16 pending development and procurement of future commissioning model.

•

Mental Health Pooled Fund – current Pooled Fund contracts come to an end March 2015, but
there is an opportunity to roll over for two further years. Commissioning Officers’ Group (COG)
including Health and Social Care Commissioning, has reviewed all MH housing provision
including services procured through Pooled Fund with recommendations to extend current
contracts for two further years from 2015. This decision will need to be taken to CCG Clinical
Executive. COG will also review other Pooled Fund services for value for money and
outcomes.

QIPP delivery……………………….
(Based on delivery of QIPP KPIs)

Local Quality Premium Indicators ..

n/a

NHS Constitution/national targets..
Contractual performance targets:
NSFT……………………….
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Indicator Ref
14/15

Dr Ros Tandy
Latest
applicable
target

YTD Actual

Comments

3.2%

3.82%

3.2%

WS CCG

50%

50.4%

50%

50.4%

WS CCG

95%

98.6%

95%

98.6%

WS CCG

Framework

Quality
Premium

Reporting
Frequency

Contractual
Measure

IAPT Roll-Out

NHS EC Annex A
Measure

Y 15%

Quarterly

Y

Q1 14/15

3.82%

IAPT Recovery Rate

NHS EC Annex A
Support Measure

Quarterly

Y

Q1 14/15

Mental Health Measure – Care Programme Approach (CPA)

NHS EC Annex B
Support Measure

Quarterly

Y

Q1 14/15

Description

Current
Current
Period Period Target

Current
Period
Actual

Dir.Of
travel

Mental Health/Leaning Difficulties
63
64
65

EA3
EAS2
EBS3

National Targets –
•

IAPT Roll out has not been achieved in the CCG for Quarter 1, with performance of 3.2% against a target of 3.82%. Only 741 people entered
treatment from a total of 23,254.
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position

QIPP delivery……………………….

•

QIPP - As per QIPP Summary on page 53, Cancer workstream is currently delivering £4k
QIPP against a pre-threshold plan of £20k. Please note this view currently excludes
Addenbrookes.

•

Cancer: AOS. The Door To Needle Time (DTNT) target of 100% is still not being consistently
met within the A&E department. However the MDU are more compliant and for the month of
August (most recent data) the Macmillan Day Unit achieved 100% (3 patients). No patients
went through ED during August.
RCA Investigation Reports are required monthly via the usual reporting process for every
breach. Due to the previous poor quality of these reports it has now been requested by
contracting that they use the NPSA ‘concise’ Investigation Report as the format as the
headings support the recording and standardisation of information within the investigation
report.
The Contracting Team are now communicating directly with WSHFT Director of Nursing in
order to provide support to improve the quality of the CIAs and RCAs completed on the new
template. Failure to do so may result in further contractual escalation.
The AO Nurse has now returned from sick leave but as a result there remains some delay
with the data being sent to the CCG monthly as requested. The Contracting Team are in close
liaison with WSHFT and GP Cancer lead aware.
The outcome of a recently submitted Macmillan bid for an additional nurse to further support
the AOS out of hours has been approved. However, due to the recruitment process, the
individual will not be in post until early 2015.
In addition, there is a possibility of involvement in a pilot with the EEAST to further support
achievement of the DTNT target. This will progresses by ambulance crews administering IV
antibiotics en-route to the acute for those individuals conveyed in this way. An Expression of
Interest has been submitted by WSHFT AOS Clinical Lead to EEAST.

•

(Based on delivery of QIPP KPIs)

Local Quality Premium Indicators ..

Headlines:

n/a

NHS Constitution/national targets..
•

Contractual performance targets:
West Suffolk hospital…….

•

•

•

•
•
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National targets. West Suffolk CCG did not achieve the following national cancer target in
August;
Cancer 62 day waits: Percentage of patients receiving first definitive treatment for cancer
within 62 days of an urgent GP referral for suspected cancer was only 80.0% in August (28 of
35 patients) (page 78. ref EB12)

Dr Andrew Yager
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Latest
applicable
target

YTD Actual

Comments

96.4%

93%

97.5%

WS CCG

93%

98.8%

93%

96.7%

WS CCG

Aug-14

96%

98.9%

96%

99.5%

WS CCG

Y

Aug-14

94%

96.0%

94%

95.3%

WS CCG

Monthly

Y

Aug-14

98%

100.0%

98%

100.0%

WS CCG

Monthly

Y

Aug-14

94%

97.8%

94%

97.2%

WS CCG

Monthly

Y

Aug-14

85%

80.0%

85%

87.3%

WS CCG

Monthly

Y

Aug-14

90%

100.0%

90%

96.6%

WS CCG

Monthly

Y

Aug-14

89.3%

100.0%

89.3%

100.0%

WS CCG

Monthly

Y

Aug-14

100.0%

100.0%

100.0%

69.6%

WSH

Current
Current
Period Period Target

Current
Period
Actual

Y

Aug-14

93%

Monthly

Y

Aug-14

Monthly

Y

Monthly

Framework

Quality
Premium

Reporting
Frequency

Contractual
Measure

All Cancer 2 week waits

NHS EC Annex B
Measure

Y (redn
25%)

Monthly

Two week wait for breast symptoms (where cancer was not initially suspected)

NHS EC Annex B
Measure

Cancer day 31 waits: Percentage of patients receiving first definitive treatment within one month of a cancer diagnosis

NHS EC Annex B
Measure

Cancer day 31 waits: 31-day standard for subsequent cancer treatments-surgery

NHS EC Annex B
Measure

Cancer day 31 waits: 31-day standard for subsequent cancer treatments-anti cancer drug regimens

NHS EC Annex B
Measure

EB11

Cancer day 31 waits: 31-day standard for subsequent cancer treatments-radiotherapy

NHS EC Annex B
Measure

EB12

Cancer 62 day waits: Percentage of patients receiving first definitive treatment for cancer within two months (62 days) of
an urgent GP referral for suspected cancer

NHS EC Annex B
Measure

EB13

Cancer 62 day waits: Percentage of patients receiving first definitive treatment for cancer within 62-days of referral from an
NHS Cancer Screening Service

NHS EC Annex B
Measure

75

EB14

Cancer 62 day waits: Percentage of patients receiving first definitive treatment for cancer within 62-days of a consultant
decision to upgrade their priority status

NHS EC Annex B
Measure

80

WC1.1

WSH Contract

Indicator Ref
14/15

Description

Dir.Of
travel

Cancer
67
68
69
70
71
72
73
74

EB6
EB7
EB8
EB9
EB10

76

Acute oncology service - 1 hour door to needle for all patients presenting with suspected neutropenic sepsis

Clinical Workstream Dashboard – Children & Young people & Maternity
Current
position

QIPP delivery……………………….

Headlines:
•

QIPP - As per QIPP Summary on page 51, Children & Young People & Maternity work
stream is currently delivering £40k against a plan of £126k. Please note this view currently
excludes Addenbrookes.

•

Joint working with Suffolk County Council (SCC);

•

SEND - Health offer for SEND led by Patient Safety and Clinical Quality. Redesign support
as required. CCG attended Pathway to Excellence Transition Workshop (25/09/14).
Serco/SEPT Re-procurement– issues identified in relation to new service model; meeting
planned with Contracting and Finance to look at Audiology pathway in West Suffolk and
future requirements for commissioning. Flagged ADHD provision anomaly in West Suffolk
for Specification Development Tracker.
Speech & Language Therapy - agreement between Health and SCC; that paediatric SALT
could be jointly commissioned through the Children’s Community Paediatric Service reprocurement.
LD Strategy – SCC leading on development of LD strategy. We will support the lead as
appropriate.

•

(Based on delivery of QIPP KPIs)

Local Quality Premium Indicator ..
NHS Constitution/national targets..
Contractual performance targets:

Dr Dan Knowles

n/a

•

•

West Suffolk hospital…….
•

Attended second Making Every Intervention Count Workshop (MEIC) in September
representing Health to help plan future service model on delivery. Will continue to support
as required.
• Children’s Autism Pathway – adult pilot service to be reviewed by July 2015. This will be
an opportunity to look at whole pathway. Has been flagged on Paediatric Community
Services Specification Development Tracker
• Children’s Emotional Health and Well Being. Meeting taking place with SCC, NSFT and
police on 16/10/14 to clarify current pathway for referring to Primary Mental Health Workers
(PMHW’s) and linkages to the Multi-Agency Safeguarding Hub (MASH)
•
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West Suffolk Hospital successfully recruited to one Asthma and one Epilepsy Paediatric
Community Nurse in August 2014. The posts will work to keep young people with these
conditions out of the hospital where clinically appropriate (go operational by end of
November.

Dr Dan Knowles

Clinical Workstream Dashboard – Children & Young people & Maternity
National Targets – The following target is not being achieved;
•

Unplanned hospitalisation for asthma, diabetes and epilepsy in under 19s. Year to date this measure is above target with performance of 80 against
the target of 95 (See below ref EA4b);

Contractual targets – The following target is not being achieved;
•

Breastfeeding initiation rates. The measure was below target for August with performance of 76.7% (138/180) against the 80% target. Year to date
this measure is also below target reporting performance of 74.4% (652/876) (See below ref WC1.2);

Indicator Ref
14/15

Latest
applicable
target

YTD Actual

Comments

5

80

95

WSH

13

4

65

28

WSH

Framework

Quality
Premium

Reporting
Frequency

Contractual
Measure

Unplanned hospitalisation for asthma, diabetes and epilepsy in under 19s (WC2.1)

NHS EC Annex A
Measure

Y (pt. 25%)

Monthly

Y

Aug-14

16

Emergency admissions for children with Lower Respiratory Tract Infections (LRTI) (WC2.2)

NHS EC Annex A
Measure

Y (pt. 25%)

Monthly

Y

Aug-14

Description

Current
Current
Period Period Target

Current
Period
Actual

Dir.Of
travel

Childen & Young People/Maternity
83

EA4b

84

EA4d

85

WC1.2

Breastfeeding initiation rates

WSH Contract

Monthly

Y

Aug-14

80%

76.7%

80%

74.4%

WSH

87

WC5.15

Maintain the proportion of births that are undertaken as caesarean sections

WSH Contract

Monthly

Y

Aug-14

22.7%

21.5%

22.7%

21.4%

WSH

88

WC5.16

Maintain maternity 1:30 ratio

WSH Contract

Monthly

Y

Aug-14

01:30

01:30

89

WC5.17

Access to Maternity services (VSB06)

WSH Contract

Quarterly

Y

Q1 14/15

90%

95.9%

90

WC5.18

1:1 care in established labour

WSH Contract

Monthly

Y

Aug-14

100%

100.0%

78

WSH
90%

95.9%

WSH
WSH

Linda Lord

Integrated Performance Report – Prescribing
Project description

Expected QIPP
savings 2014-2015

P31
Prescribing Recommendations
(PRs)

£490,000

Key achievements for October 2014

Practice reports for 2014-2015 are available within the Prescribing and Medicines
Management section of the WSCCG website that track progress made in implementation of
PRs. Ahead of ePACT data, activity reports from medicines management technicians show
593 PRs implemented from 2nd September to 3rd October 2014.
Many further interventions made by medicines management technicians working in GP
practices, e.g. drug quantities altered, review letters sent, medicines archived.
All GP practices are encouraged to implement the Prescribing Intervention Payment (PIP)
scheme metrics, which are designed to deliver the £490,000 QIPP savings for 2014-2015.
The scheme was launched in July 2014 and ePACT data is now available for July. This
shows that the year to date 12-month savings for the WSCCG from the PIP scheme are
-£18,627. Strategies to maximise implementation of the PIP scheme metrics have been
discussed by the Clinical Executive.
Further additions made to the WSCCG ScriptSwitch profile.

P32
Complex Medication Reviews

£10,000

P34
Supporting Pathway Redesign

Total

Adherence to pain ladder promoted. Educational event to formally launch the pain ladder
planned for 23 Oct 2014.

£500,000
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Number of interventions recommended for patients following complex medication reviews
carried out by sessional pharmacists from 2nd September to 3rd October 2014: 674
Involvement of sessional pharmacists in medication reviews promoted in Care Home ES.

Part 4
Contractual Performance, by provider, reported
by exception only
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West Suffolk Hospital – Summary of contractual levers (contd.)
Performance Issue

Ambulance arrival to
handover:

Contract Notice Stage

Key Actions within RAP

Contract Query
(CQ 201213-06)

Overall performance and the number of breaches
remains at a fairly consistent level with a slight
improvement showing for August.

- Target is 90% of patients
within 15 minutes or 100%
within 30 minutes and 60
minutes

It has been identified that the Tripartite Agreement
between the CCG, WSFT and EAAST regarding
protocols/recording of ambulance turnaround times
would benefit from a review and refresh with a view
to ensuring that there are robust and accurate
mechanisms in place to record relevant data in line
with national technical guidance.
Number of 30 minute breaches (August 2014) was
57. Number of 60 minute breaches (August 2014)
was 4.

Latest Performance

EBS7.1 - 30 Minute
Handover
SLA Standard
RAP Trajectory
Actual Performance

Current Status

Feb-14

Mar-14

Apr-14

May-14

Jun-14

Jul-14

Aug-14

100%
N/A
94.85%

100%
N/A
94.00%

100%
N/A
95.03%

100%
N/A
94.67%

100%
N/A
94.87%

100%
N/A
92.56%

100%
N/A
94.48%

Feb-14

Mar-14

Apr-14

May-14

Jun-14

Jul-14

Aug-14

EBS7.2 - 60 Minute
Handover
SLA Standard
RAP Trajectory
Actual Performance
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100%
N/A
99.58%

100%
N/A
98.55%

100%
N/A
99.11%

100%
N/A
99.90%

100%
N/A
99.71%

100%
N/A
99.16%

100%
N/A
99.61%

West Suffolk Hospital
hospital –– Summary of
of contractual
contractual levers (contd.)
(contd.)
Performance Issue

Contract Notice
Stage

Acute oncology service: 1 hour
door to needle for all patients
presenting with suspected
neutropenic sepsis.

Contract Query
(CQ1314-04)

Contract target 100%

Key Actions within RAP

Current Status

An agreed RAP with a trajectory to
reach 100% compliance by March
2014 for G1 (cancer ward)/MDU and
A&E. Other key actions:

A Contract Query was issued in November 2013
with compliance set to be met by March 2014.

Submission of concise RCA review
with thematic analysis to address all
out standing RCAs.
Requirement to submit all future
individual RCAs on the 10th
Operational Day of each month after
occurrence of any such incidents.
Range of support actions to support
delivery particularly in A&E. Including
training, triage processes, and
monitoring implementation of
Patient Group Directive (PGD).

Latest Performance

WC1.1 - 1 hour door to needle for all patients presenting with suspected
neutropenic sepsis.
SLA Standard
RAP Trajectory G1-MDU
Actual Performance G1-MDU
RAP Trajectory A&E
Actual Performance A&E
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Feb-14

Mar-14

Apr-14

May-14

Jun-14

Jul-14

Aug-14

100%
90%
100.00%
80%
60.00%

100%
100%
75.00%
100%
83.33%

100%
100%
100.00%
100%
50.00%

100%
100%
64.29%
100%
20.00%

100%
100%
100.00%
100%
75.00%

100%
100%
80.00%
100%
NA

100%
100%
100.00%
100%
NA

Performance in both MDU and A&E has been
variable and whilst patient numbers are small
A&E remains of concern.
The CCG has emphasised with the Trust the
requirement to ensure the following:
Assurance that the chemotherapy alert cards
are being issued to ALL patients on
chemotherapy (staff education);
Education for patients – the importance of
carrying the chemo alert card and producing this
if an emergency admission whether in or out of
hours;
If a patient calls G1 Macmillan Unit OOHs – the
staff on the ward should always advise A&E of
potentially septic patient will be arriving;
Review of the IT alert system to identify not just
Cancer patients but those on chemotherapy
specifically.

West Suffolk Hospital – Summary of contractual levers (contd.)
Performance Issue
Methicillin-resistant
Staphylococcus aureus
(MRSA)

Contract Notice Stage
Contract Query
(CQ 201314-03)

Contract Target 100%

Key Actions within RAP

Key actions include:
-audit of all wards to ensure
100% hand gel use
-review of recording of IV
cannulisation
-more rapid escalation of
compliance issues at ward level
- inclusion of swabs in ward
admission packs

SLA Standard
RAP Trajectory
Actual Performance

The Trust had one incidence of MRSA last year and a
RAP had been agreed to put actions in place to avoid
reoccurrence. The RAP required improved
compliance with levels of emergency and non
elective MRSA screening to reach 100% by December
2013.
Current figures for August show a slight
improvement in performance against both screening
targets for MRSA.
The Trust have recently identified an issue regarding
labelling of samples on wards F7/F8. An action plan is
in place and at the SLA meeting on 20 August 2014 it
was confirmed by the CCG this RAP will remain open
until such time that evidence is supplied that this is
remedied.

Latest Performance

WC5.11 MRSA
Elective screening.

Current Status

Feb-14

100%
N/A
97.08%

Mar-14

100%
N/A
96.18%

Apr-14

May-14

Jun-14

Jul-14

Aug-14

100%
N/A
97.88%

100%
N/A
96.14%

100%
N/A
97.63%

100%
N/A
97.96%

100%
N/A
98.33%

Apr-14

May-14

Jun-14

Jul-14

Aug-14

WC5.11 MRSA Emergency NonElective screening.
SLA Standard
RAP Trajectory
Actual Performance
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Feb-14

100%
N/A
96.87%

Mar-14

100%
N/A
96.18%

100%
N/A
96.22%

100%
N/A
96.63%

100%
N/A
96.96%

100%
N/A
95.76%

100%
N/A
95.96%

West Suffolk Hospital – Summary of contractual levers
Performance Issue

Contract Notice Stage

Trauma & Orthopaedics:
18 weeks Referral to
Treatment (RTT) admitted
waiting list.

Contract Query
(CQ201415_01)

Key Actions within RAP
Agreed RAP outlines actions
being undertaken to reach
compliance with target by the
end of August 2014, namely:
 Recruitment of additional
consultant to undertake
foot/ankle surgery.

Contract Target 90%

Current Status
First report received from the Trust confirms all
actions in place with no risks or mitigating actions
required.
T&O admitted performance for the month of August
remains below the contractual target (90%) v
(71.12%) as expected as the Trust undertakes
additional activity to clear the waiting list backlog.

 Ring-fenced cover on
planned holidays.
 Additional paediatric OP
clinics/lists
Latest Performance
EB1 - 18 weeks Admitted Completed Pathways (Trauma & Orthopaedics)
Number

Action:

Current status (09 Sept 2014)

i)

Visiting Consultant from Colchester Hospitals Foundation trust (CUHFT)

In place

ii)

Recruitment of additional Consultant for Foot & Ankle Surgery

In place

iii)

Ring fenced cover on planned lists

In place

iv)

Additional paediatric OP clinics/lists

In place
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Comments

CQ201415_01 - The Trust shall be
compliant with the contractual
standard of 90% by no later than
the end of August, namely
compliance will be achieved for
the month of September 2014

Care UK ‘111’ – KPI Dashboard

Headlines:
August data (shown below) shows performance against three of the KPIs was unsatisfactory. However, performance against the 60 second call answer KPI has
improved significantly and fully met the KPI requirements. The un-validated September position also indicates full compliance and the Contract Notice will be closed.
A revised trajectory for Warm Transfer, Call backs within 10 mins and Call Transfer time has been agreed and actions for improvement have been set out. Recovery is
required by mid October. In the last two weeks (end of Sept/early Oct) some performance improvements have been noted. These are mostly related to week days.
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Care UK ‘Out of Hours’ – Quality Dashboard

Headlines: The Provider fully met the KPI requirements in August.
There are no major risks or issues to report.
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Community Services (Serco) – Service Quality & Performance

Headlines:
Overall, Serco is generally performing well against contract KPIs
Contract Queries;
There are two on-going Contract Queries;
1. Not achieving KPIs thresholds or accurate reporting for 10 KPIs (priority KPIs). The majority of the Remedial Action Plan Milestone
requirements have been fully met.
Serco have indicated concerns with the ability to achieve one of the KPIs. This relates to the to the % of patients that complete a
Pulmonary Rehabilitation course within 12 weeks from initial referral. Serco have provided a document for CCG review and further
discussion. Both parties continue to understand the factors impacting performance and this will be discussed further at the October
contract meeting.
2. Community Equipment Service –compliance is required by 1st September 1st 2014. There are no known risks to achieving the RAP
Milestones and progress to date is good.
The CCGs are reviewing the current areas within the contract;
• Looked after Children – Initial Health Assessments – reviewing a trajectory to clear the current waiting list as a result of additional
clinical resource to support the pathway.
• SARC service
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Summary of Contractual Levers – Serco
Performance Issue
Serco
Failure to meet data
quality and access
standards for key
services

88

Contract Notice Stage
Contract Query

Key Actions within RAP
(1) Care lead availability
• KPI compliance March 2014
(2) Care plans shared with GP practice
• KPI compliance March 2014
(3) Care lead availability and reporting
for specific patient groups, i.e.
palliative care
• KPI compliance March 2014
(4) Pulmonary rehabilitation complete
within 12 weeks
• Q4 – 125 patients offered a course
and 63 completed
• KPI compliance by June
(5) Stage 2 falls assessments
• Monthly clinical audit began to
check compliance in Jan 2014
(6) Joint community rehabilitation care
plan
• Data collection in Feb 2014 and
compliance by April 2014
(7) Reduction in acute hospital length
of stay
• Quality requirements agreed with
the CCG by Dec 2013, with
compliance by March 2014
(8) Care co-ordination centre response
times – compliance by Jan 2014
(9) Referrer satisfaction – compliance
by Jan 2014

Current Status
Remedial Action Plan
agreed

Latest Performance
(1) Complete and achieved
(2) Complete and achieved
(3) Complete and achieved
(4) Number of PR courses
offered and completed –
complete and achieved
% of PR courses complete
within 12 weeks – 17%
(data and performance
being reviewed)
(5) Complete and achieved
6) Complete and achieved
(7) Complete and achieved
(8) Complete and achieved

9) To be circulated at GP
Practice Education Events.

Summary of Contractual Levers – Serco
Performance Issue

Serco – failure to achieve
equipment provision and
collection standards and
Infection Control standards
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Contract Notice Stage

Contract Query

Key Actions within RAP

Current Status

Latest Performance

Analysis and Review phases
built in the RAP timetablefull compliance was
required by the end of June
2014, however due to
development issues with
Microsoft the compliance
date has been extended till
July.

A Final RAP has now been
agreed.
The analysis phase
completed on 1st April.
The review phase
completed on 3rd May.
The testing phase is now
complete and plans are on
track and progressing well.

August - delivery times,
98% threshold for all
standards; 4 hrs. – 85.86%,
Next Working Day –
85.42%, 2 Working Days –
86.14% and 7 Working Days
75.32% and collections
within 10 Working Days,
98.83% (standard 98%) This
measure is compliant.

Mental Health Services (Norfolk & Suffolk Foundation Trust) – Service Quality & Performance

Exception reporting of NSFT’s Contractual KPI’s
Contract Queries
1. Non IAPT waiting times and data quality
A first Exception Notice was issued to the Provider on 21 February 2014. A Remedial Action Plan was agreed 28 March 2014.Performance is below
agreed trajectory threshold for domain 4 KPI 2c.
Initial performance data for August shows 28 day waiting times under target at 92.8%. The Trust is undertaking a validation exercise and expects the
final position to be above 95%. NSFT have refreshed the data for Early intervention in psychosis. June is now showing below target, but August
figures have improved. A review will take place to understand the impact of the Trust’s Service Strategy changes on this metric and consideration
given as to whether this metric is still a valid Key Performance Indicator
Feb
14
target
3.3a

3.3b

3.3c

3.3d

3.3a

90

Agree and implement improvement
trajectory for Domain 4 KPI 1:
Early Intervention in psychosis
Agree and implement improvement
trajectory for Domain 5 KPI 2a: 4
hours for emergency assessment
Agree and implement improvement
trajectory for Domain 5 KPI 2b: 72
hours for urgent assessment
Agree and implement improvement
trajectory for Domain 5 KPI 2c: 28
days for routine assessment
Agree and implement improvement
trajectory for Domain 4 KPI 11:
CAMHS 15 week maximum wait

Feb 14
actual

March
14
target

March
14
actual

April
14
target

April
14
actual

May
14
target

May 14
actual

June
14
target

June 14
actual

July
14
target

July
14
actual

August
14
target

August
14
actual

100%

100%

100%

100%

100%

100%

100%

89%

100%

66.7%

100%

66.7%

100%

87.5%

100%

100%

100%

100%

100%

96.8%

100%

100%

100%

100%

100%

100%

100%

100%

N/A

96%

94%

95.7%

95%

91.8%

96%

100%

97%

96.6%

98%

98.6%

98%

98.2%

N/A

77%

67%

72.9%

74%

69.8%

81%

75.2%

88%

89.5%

95%

94.7%

95%

92.8%

N/A

97.6%

87%

96.3%

89%

97.8%

91%

93.3%

93%

95.1%

95%

95.5%

95%

95.2%

Mental Health Services (Norfolk & Suffolk Foundation Trust) – Service Quality & Performance

2. Staff Training
A First Exception Notice was issued on 30 May 2014 as the Trust had failed to meet the agreed trajectories set out in the Remedial Action Plan
(RAP) of 21 February 2014.
The Trust is below trajectory for August for MCA and DOLS training. 20 staff are booked in September and October and the Trust expects to be
compliant from then.

Training Area

March 14
target

March
14
actual

April April 14 May 14
actual
target
14
target

May 14
actual

June 14 June 14
target
actual

July 14
target

July 14
actual

Aug 14
target

Aug 14
actual

% of relevant staff who have up to date DOLs training

50%

49%

60%

54%

70%

64%

80%

81.8%

95%

90.1%

95%

93.9%

% of relevant staff who have up to date MCA training

70%

61%

75%

65%

80%

71%

85%

83.9%

95%

88.8%

95%

89.9%

% of relevant clinical staff working in C F & Y pathway
who have up to date Safeguarding Level 3 training

70%

64%

70%

71%

90%

92%

90%

100%

90%

100%

90%

100%

3. Ligature works – Wedgewood unit, Northgate Ward
A contract query was issued on 28 May 2014. A RAP was agreed 27 June 2014. The improvement work to Northgate Ward commenced as advised
by the Trust on 4 August 2014. An update was provided by the Trust on 30 September as follows:
Phase 1 of the work (male end) has been completed ahead of schedule
Phase 2 has now commenced which is the swing beds and bathroom. The project is currently expected to come in a month ahead of schedule with
a completion date of December. NSFT are sourcing another supplier for mirrors as there were some problems with the brand that were purchased
for Southgate
Decant remains in use and admissions are being managed
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Mental Health Services (Norfolk & Suffolk Foundation Trust) – Service Quality & Performance

Wellbeing Service
IAPT 15% prevalence target
A contract query was issued 19 June 2014. NSFT submitted further revisions to the RAP action plans which have been agreed by CCGs. August
was a poor month (although further validation work is expected to improve the position). The CCG and NSFT will monitor the agreed RAP closely
and the CCG will consider contractual escalation if performance remains off track in September.
Contract requirement

April
14
target

April 14
actual

May
14
target

The % of people who have anxiety/depression who receive psychological
therapies

1.25%

0.8%

1.25%

Number of people who have anxiety/depression who receive
psychological therapies

East

520

336

West

291

215

Underperformance against target - cumulative
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May 14 June 14 June 14 July 14 July 14 Aug 14 Aug 14
actual target actual target actual target actual

0.9%

1.25%

1.1%

1.25%

1.1%

1.25%

0.89%

520

407

520

502

520

534

520

330

291

267

291

288

291

319

291

196

East

-184

-298

-316

-302

-492

West

-76

-99

-120

-74

-168

Agenda Item No.
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Reference No.

WSCCG 14-68

From: Carl Goulton, Chief Finance Officer
FINANCIAL RECOVERY UPDATE
1.

Purpose

1.1

To provide the Governing Body with details of the actions aimed at mitigating the financial
risk for 2014/15.

2.

Background

2.1

Based on the 2014/15 allocations and after allowing for demographic growth, nondemographic growth and tariff adjustments, the CCG needed to find efficiency savings of
£8.3m in 2014/15. A large proportion (£7.1m) of efficiency savings were identified at the
start of the year while the remaining £1.2m unidentified savings were mitigated through
ring-fenced non-recurrent transformation funds, until such point as additional savings were
identified.

2.2

Early in the year (June) and based on Month 2 results, the CCG identified that there was a
significant risk that the planned surplus may not be delivered given increases in activity and
traction on the QIPP schemes.

2.3

Since June, the CCG has been working through a clear programme of communication and
improvement to ensure NHS England was fully aware of the situation and that a recovery
plan was ready to be enacted should the adverse trend continue. The timeline for this
activity is in para. 4.2 below.

3.

Current Financial Situation

3.1

As at Month 6, the CCG is £0.7m adverse to plan year-to-date (against a planned surplus
of £1.4m), and based on a ‘do-nothing’ scenario, would forecast a breakeven position
based on results to date.
West Suffolk Hospital Foundation Trust (WSFT) over-performance against contracted
activity (pre-QIPP) is £1.2m year-to-date, and forecast to be £1.9m at year end.
Additionally the CCG is forecasting an under-delivery on its Acute QIPP programme (see
para. 3.4 below)

3.2

3.3

Continuing Healthcare continues to over-perform due to an increase in case load, with a
year-to-date adverse to plan variance of £0.6m, and a forecast year end position (preQIPP) of £1.1m adverse to plan.
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3.4

QIPP (operational) under-delivery is predicted to be £5.7m at year end (including
Continuing Healthcare and Acute) partly due to delays in implementation and partly due to
schemes not having the anticipated impact on activity.

3.5

The CCG was required to set aside 2.5% of its annual allocation for non-recurrent
transformation investments of which £3.8m (full year) has been ring-fenced to partially
offset the impact of the over-performance described above and the original QIPP gap.
Additionally, Contingency of £1.4m will be fully utilised. Further detailed analysis of the
mitigating opportunities is shown in the Integrated Performance Report.

3.6

The CCG has not yet declared a change to its original planned surplus as, prior to any
change, the CCG is required to have completed the NHS England process as outlined in
para. 4.1 below.

4.

Recovery Timeline/ Process

4.1

New guidance issued by NHS England requires that a CCG should follow a number of
steps before changing its year end forecast position as follows;








4.2

Revised position has been fully investigated and is owned by the Chief Financial
Officer (CFO);
CFO has formally appraised the CCG Executive of the movement in positions;
CCG prepare an in-year Financial Recovery Plan (FRP);
NHS England should prepare a brief paper that builds on the CCG FRP outlining
the assurance steps undertaken. The NHS England Area Team should confirm
their support for the revised forecast outturn (FOT) as the most likely outcome;
A formal review meeting will need to take place between the Area Team
Finance Director, the CCG’s CFO and the Regional Director of Finance (DoF)
shortly thereafter to agree next steps. This may be supplemented by additional
meetings with the NHS England Regional Director. The meeting will reach a
formal agreement and approve a revised position without the need for continual
movement in the FOT. This agreed position may differ from the original CCG
proposal;
Unless all the above steps have been completed, the CCG cannot move its
FOT. It can however, communicate a potential movement by reflecting the likely
impact through risk/mitigation reporting, but the formal FOT remains the agreed
number.

In line with the above (and even prior to NHS England guidance been issued), the CCG has
been working through a clear programme of communication and improvement to ensure
NHS England was fully aware of the financial situation and that a recovery plan was ready
to be enacted should the adverse trend (identified in June) continue:
11th Jun:

NHS England Area Team Annual Assurance meeting feedback to the CCG:
“Strong QIPP plan 14-15. Needs to be matched by strong delivery”.

18th Jun:

CCG’s Executive made aware of over-performance at WSFT in Months 1 and
2. WSFT Weekly Activity Report becomes substantive item on Executive
agenda.

25th Jun:

CCG’s Clinical Executive advised that the “position submitted to NHS England
for Months 1 and 2 was that QIPP delivery was on track, the situation was
likely to alter in Month 3 due to under-delivery on QIPP, increased Continuing
Healthcare cases and over-performance by WSFT. Clinical Executive asked to
take a view as to whether rapid external support to facilitate identification of
further opportunities and current plans would support a recovery approach.

26th June

Informal conversation with NHS England on CCG financial position and
outlook, and discussion on recovery plan and external support.

9th Jul:

CCG’s Executive agreed to commission external support related to financial
sustainability on the back of CFO paper and recommendation.

July

Month end reports to NHS England and CCG’s Governing Body identified
QIPP shortfall and unbalanced risks/opportunities of £2.5m.

August

Procurement process for external support occurred across numerous potential
providers.

September External support work completed (8th September – 6th October).
3rd Sep –
8th Oct:

Weekly ‘Financial Challenges & Mitigations’ Executive Workshops, covering:
 Re-scoping of QIPP schemes & Investment Appraisal;
 GP Engagement & Benchmarking;
 GP Prescribing;
 Clinical Policy Review;
 External Support feedback.

5.

Recovery Principles and Recommendations

5.1

Given the priority attached to the financial recovery, the Clinical Executive have acted as
Programme Board.

5.2

The CCG’s principles and objectives that underpin its financial recovery were agreed to
ensure quality and service standards would be sustained, as follows;
 to maintain service quality and patient safety;
 to achieve savings of £8.3m resulting in a forecast surplus of £2.8m in 2014/15;
 to push savings further and faster and develop a pipeline of ideas to be scoped and
defined at pace;
 to deliver the CCGs strategic objectives without compromise;
 to deliver national targets set out in the NHS Constitution;
 to ensure transparency of accountability;
 to adhere to good governance including holding to account for delivery of projects,
development of an effective project management office which will provide assurance
that projects have clear and measurable objectives;
 to manage risk effectively, for example, requiring delivery of mitigation plans for
each project where any slippage occurs, to provide transparency of reporting
sufficient for the Governing Body to understand the impact on the overall financial
position.

5.3

The recommendations and next steps agreed at the workshops detailed in para. 4.2 are set
out below:
 Executive agreed to the re-scoped QIPP schemes, with due consideration to
opportunities identified in external support feedback;
 Executive agreed to ‘freeze’ all ‘uncommitted’ investments. Approval for all future
funding requests is at the agreement of the Executive;
 Executive agreed to the deployment of staff to provide immediate support for
running MDTs; focus on QIPP LES/Peer review & Map of Medicine as priority areas
to support delivery;

 Executive agreed to implement/further develop the practice-profiling & reporting of
Prescribing patterns; additional support and peer review;
 Clinical workstreams to review spend by provider; undertake prioritisation and
resource appraisal;
 Clinical workstreams continue to scope and review commissioning policies;
5.4

In addition to the areas outlined above, the CCG has also identified further opportunities
that will support financial recovery, although the impact of these are yet to be fully
quantified. These include:
•
•
•
•
•

Map of Medicine (enabler);
GP Prescribing – enhanced practice profiling and reporting;
GP Prescribing – GP support and peer review;
GP QIPP LES and referral management;
Mental Health Resilience Monies - improving crisis care and early intervention in
psychosis;
• Further work to review and align commissioning policies.
5.5

The impact of the work undertaken so far has resulted in a further £1.4m of savings after
factoring in additional risk of over performance at WSFT and additional spend on
Continuing Healthcare based on the latest data received. This would leave the CCG £1.3m
short of its planned and constitutionally required surplus.

6.

Recommendation

6.1

The Governing Body is requested to note the actions aimed at mitigating the financial risk
for 2014/15.

Authors:
Louis Kamfer, Deputy Chief Finance Officer
Andrew Eley, Deputy Chief Operating Officer
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WSCCG 14-69

From: Amanda Lyes – Chief Corporate Services Officer
LEGISLATIVE REFORM ORDER (LRO) AND CONSEQUENT CHANGES TO THE
CCG CONSTITUTION
1.

Purpose

1.1

To ensure that as provided for by the Legislative Reform Order (LRO), the
West Suffolk CCG is appropriately prepared to establish joint committees with
other CCGs, Local Authorities or NHS England when exercising joint
commissioning functions.

2.

Background

2.1

The Health and Social Care Act 2012 set out the Government’s policy
intention to create an NHS more responsive to patients achieving better
outcomes through increased autonomy and accountability at every level. The
legislation established the NHS England and CCGs from 1 April 2013.

2.2

However, since their establishment, the Department of Health and NHS
England have identified a significant burden placed on CCGs by the omission
of explicit provisions within the NHS Act 2006, as amended by the Health and
Social Care Act 2012. The current provision within the NHS Act 2006 allows
CCGs to exercise their commissioning functions jointly under section 14Z3.
However, there is no express provision within the Act to enable CCGs to
exercise functions jointly by way of a joint committee. This means that CCGs
are unable to create a binding joint decision making body such as the ones
Primary Care Trusts (PCTs) previously used.

2.3

The Department of Health was aware of the practical problems that CCGs
were experiencing in being unable to form joint committees. For example,
facing practical challenges in working together on issues that cut across
boundaries such as commissioning continuing healthcare. It also had an
effect on the ability to make effective decisions in relation to service design or
provision.

2.4

In the interim, CCGs were forming “committees in common” in order to
exercise their functions jointly. In practice, the representatives of two or more
CCGs were required to seek separate ratification on any of the matters
discussed at these committees. This was an administrative inconvenience
and an obstacle to efficiency, productivity and value for money. It was also a
barrier to CCGs fulfilling their duty under section 14Q of the NHS Act 2006 to
exercise their functions effectively, efficiently and economically.
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2.5

There was also an identified need for a CCG (or CCGs) to create a joint
committee with NHS England to exercise a CCG function. Previously, NHS
England could exercise on behalf of a CGG any of the CCG’s functions
(under section 3 or 3A of the NHS Act), where the CCG requested it.
However, there was no provision for a CCG and NHS England to create a
joint committee to carry out CCG functions jointly.

2.6

There has always been the policy intention for CCGs to form joint committees
and the changes make the provision not only to reduce the administrative
burden of having to ratify decisions through two or more separate governance
channels, but to improve the quality of decision making. Joint decision making
should lead to decisions which take into account the effects across the wider
health economy, rather than being focused on an individual CCG.

2.7

In order to address this oversight the Department of Health, further to
consultation with CCGs at the end of 2013, introduced the reform by means
of a LRO under section 1 of the Legislative and Regulatory Reform Act 2006
(LRRA).

3.

Key Points
(i)

The Legislative Reform (Clinical Commissioning Groups) Order 2014
(LRO) came into force on 1 October 2014. The LRO amends the NHS
Act 2006 (NHSA) to enable:




Joint commissioning arrangements with other CCGs.
Joint commissioning arrangements with NHS England in
relation to CCG functions.
Joint commissioning arrangements with NHS England in
relation to NHS England functions.

(ii)

Any CCG wishing to establish a joint committee will need to establish
a committee of the CCG for that purpose and not a committee of the
CCG’s Governing Body. A template terms of reference document for
joint commissioning arrangements has also been developed by NHS
England for CCGs to use. This establishes a joint committee and sets
out the things that would need to be considered and addressed when
establishing such a committee.

(iii)

CCGs will be required to amend their Constitutions setting out the
arrangements for appointing new CCG committees so that they can
establish these as and when required.

(iii)

The West Suffolk CCG will need to submit its proposed amendments
to NHS England by 6 January 2015 in order for them to be considered
in the designated approval round.

(iv)

As the Constitution changes apply to all CCGs, the law firm Capsticks
has been working with NHS England to develop a template
constitution amendment and this is now attached.
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4.

Recommendations

4.1

In order to ensure compliance with the 6 January deadline for submitting the
amended CCG Constitution for approval to NHS England it is proposed that:
(i)

The Governing Body approve the form of words as set out in the NHS
England template attached.

(ii)

The CCG Constitution is then amended in line with the template.

(iii)

Once amended, Capsticks, as co-authors of the template, are
requested to review the amended CCG Constitution to ensure that the
amendments are fully reflected.

(iv)

The agreed amendments are circulated to the wider CCG membership
for information.

(v)

The amended Constitution is submitted to NHS England for approval
by 31 December 2014.

5.

Approval

5.1

The Governing Body is requested to note and approve the recommendations
as set out.

Author:
Colin Boakes
Governance Advisor

Page 3 of 7

NHS England Template: Model Wording for Amendments to CCG Constitutions
1.

Joint Commissioning Arrangements with other Clinical Commissioning
Groups
1.1

The clinical commissioning group (CCG) may wish to work together
with other CCGs in the exercise of its commissioning functions.

1.2

The CCG may make arrangements with one or more CCG in respect
of:
1.2.1
1.2.2
1.2.3

1.3

Any of the CCG’s commissioning functions to another CCG
Exercising any of the commissioning functions of another CCG
Exercising jointly the commissioning functions of the CCG and
another CCG

For the purposes of the arrangements described at paragraph 1.2 the
CCG may:
1.3.1
1.3.2
1.3.3
1.3.4

Make payments to another CCG
Receive payments from another CCG
Make the services of its employees or any other resources
available to another CCG
Receive the services of the employees or the resources
available to another CCG

1.4

Where the CCG makes arrangements which involve all the CCGs
exercising any of their commissioning functions jointly, a joint
committee may be established to exercise those functions.

1.5

For the purposes of the arrangements described at paragraph 1.2
above, the CCG may establish and maintain a pooled fund made up
of contributions by any of the CCGs working together pursuant to
paragraph 1.2.3 above. Any such pooled fund may be used to make
payments towards expenditure incurred in the discharge of any of the
commissioning functions in respect of which the arrangements are
made.

1.6

Where the CCG makes arrangements with another CCG as
described at paragraph 1.2 above, the CCG shall develop and agree
with that CCG an agreement setting out the arrangements for joint
working, including details of:






How the parties will work together to carry out their
commissioning functions
The duties and responsibilities of the parties
How risk will be managed and apportioned between the parties
Financial arrangements, including, if applicable, payments
towards a pooled fund and management of that fund
Contributions from the parties, including details around assets,
employees and equipment to be used under the joint working
arrangements.
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1.7

1.8

2.

The liability of the CCG to carry out its functions will not be affected
where the CCG enters into arrangements pursuant to paragraph 1.2
above.
The CCG will act in accordance with any further guidance issued by
NHS England on co-commissioning.

1.9

Only arrangements that are safe and in the interests of patients
registered with member practices will be approved by the governing
body.

1.10

The governing body of the CCG shall require, in all joint
commissioning arrangements that the lead clinician and lead manager
of the lead CCG make a quarterly written report to the governing body
and hold at least annual engagement events to review aims,
objectives, strategy and progress and publish an annual report on
progress made against objectives.

1.11

Should a joint commissioning arrangement prove to be unsatisfactory
the governing body of the CCG can decide to withdraw from the
arrangement, but has to give six months’ notice to partners, with new
arrangements starting from the beginning of the next new financial
year.

Joint Commissioning Arrangements with NHS England for the Exercise
of CCG Functions
2.1

The CCG may wish to work together with NHS England in the
exercise of its commissioning functions.

2.2

The CCG and NHS England may make arrangements to exercise any
of the CCG’s commissioning functions jointly.

2.3

The arrangements referred to in paragraph 2.2 above may include
other CCGs.

2.4

Where joint commissioning arrangements pursuant to 2.2 above are
entered into, the parties may establish a joint committee to exercise
the commissioning functions in question.

2.5

Arrangements made pursuant to 2.2 above may be on such terms and
conditions (including terms as to payment) as may be agreed between
NHS England and the CCG.

2.6

Where the CCG makes arrangements with NHS England (and another
CCG if relevant) as described at paragraph 2.2 above, the CCG shall
develop and agree with NHS England a framework setting out the
arrangements for joint working, including details of:





How the parties will work together to carry out their
commissioning functions
The duties and responsibilities of the parties
How risk will be managed and apportioned between the parties
Financial arrangements, including, if applicable, payments
towards a pooled fund and management of that fund
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3.

Contributions from the parties, including details around assets,
employees and equipment to be used under the joint working
arrangements

2.7

The liability of the CCG to carry out its functions will not be affected
where the CCG enters into arrangements pursuant to paragraph 2.2
above.

2.8

The CCG will act in accordance with any further guidance issued by
NHS England on co-commissioning.

2.9

Only arrangements that are safe and in the interests of patients
registered with member practices will be approved by the governing
body.

2.10

The governing body of the CCG shall require, in all joint
commissioning arrangements that [insert who] of the CCG make a
quarterly written report to the governing body and hold at least annual
engagement events to review aims, objectives, strategy and progress
and publish an annual report on progress made against objectives.

2.11

Should a joint commissioning arrangement prove to be unsatisfactory
the governing body of the CCG can decide to withdraw from the
arrangement, but has to give six months’ notice to partners, with new
arrangements starting from the beginning of the next new financial
year after the expiration of the six months’ notice period.

Joint Commissioning Arrangements with NHS England for the Exercise
of NHS England’s Functions
3.1

The CCG may wish to work with NHS England and, where applicable,
other CCGs, to exercise specified NHS England functions.

3.2

The CCG may enter into arrangements with NHS England and, where
applicable, other CCGs to:



Exercise such functions as specified by NHS England under
delegated arrangements
Jointly exercise such functions as specified with NHS England.

3.3

Where arrangements are made for the CCG and, where applicable,
other CCGs to exercise functions jointly with NHS England a joint
committee may be established to exercise the functions in question.

3.4

Arrangements made between NHS England and the CCG may be on
such terms and conditions (including terms as to payment) as may be
agreed between the parties.

3.5

For the purposes of the arrangements described at paragraph 3.2
above, NHS England and the CCG may establish and maintain a
pooled fund made up of contributions by the parties working together.
Any such pooled fund may be used to make payments towards
expenditure incurred in the discharge of any of the commissioning
functions in respect of which the arrangements are made.
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3.6

Where the CCG enters into arrangements with NHS England as
described at paragraph 3.2 above, the parties will develop and agree
a framework setting out the arrangements for joint working, including
details of:
 How the parties will work together to carry out their
commissioning functions
 The duties and responsibilities of the parties
 How risk will be managed and apportioned between the parties
 Financial arrangements, including payments towards a pooled
fund and management of that fund
 Contributions from the parties, including details around assets,
employees and equipment to be used under the joint working
arrangements

3.7

The liability of NHS England to carry out its functions will not be
affected where it and the CCG enter into arrangements pursuant to
paragraph 3.2 above.

3.8

The CCG will act in accordance with any further guidance issued by
NHS England on co-commissioning.

3.9

Only arrangements that are safe and in the interests of patients
registered with member practices will be approved by the governing
body.

3.10

The governing body of the CCG shall require, in all joint
commissioning arrangements that the [insert who] of the CCG make
a quarterly written report to the governing body and hold at least
annual engagement events to review aims, objectives, strategy and
progress and publish an annual report on progress made against
objectives.

3.11

Should a joint commissioning arrangement prove to be unsatisfactory
the governing body of the CCG can decide to withdraw from the
arrangement, but has to give six months’ notice to partners, with new
arrangements starting from the beginning of the next new financial
year after the expiration of the six months’ notice period.
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WSCCG 14-70

From: Amanda Lyes – Chief Corporate Services Officer
GOVERNING BODY ASSURANCE FRAMEWORK
1.

Purpose
To provide the Governing Body with the updated CCG Governing Body Assurance
Framework (GBAF) document for November 2014.

2.

Background
Content of the GBAF is reviewed by the Chief Officers Team every month and by the
Governing Body and Audit Committee at each of their meetings.

3.

Key Points

3.1

Further to review by the Chief Officers Team, the following amendments/additions have
been incorporated:

Risk 02

Failure to achieve financial balance in 2014-15 and deliver optimum service
from the financial resources available:
Additional granular risk added.
Amendment to Action Plan and Target Dates – Action 2 revised
New actions 6, 7 and 8 added

Risk 04

Failure to evidence the national drive of zero tolerance on MRSA
Amendment to Action Plan and Target Dates

Risk 06

Failure to achieve the local reduction trajectories for Clostridium difficile
Amendment to Action Plan and Target Dates –
Action 2 completed
Actions 4 and 7 revised target dates

Risk 14

Failure to comply with NHS continuing Health care Framework
Amendment to Action Plan and Target Dates – several actions marked
complete
New action number 7 added

Risk 15

Resource challenges as a result of having the role of lead commissioner for
the East of England Ambulance Service Trust, reducing the ability to focus
on other local services
Action reassigned to Julian Herbert
Amendment to Action Plan and Target dates
Risk rating reduced to 3x3=9
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4.

Risk 17

West Suffolk Hospital financial challenge in 14/15 adversely impacting on
quality and performance at the Trust
Risk rating reduced to 3X3 =9
Amendment to Action Plan and Target Dates – Action 3 marked
complete

Risk 18

Failure to meet some statutory duties for Looked after Children
Risk rating reduced to 3X3 =9
Amendment to Action Plan and Target Dates –
Actions 3, 4, 5, 6 and 7 marked complete
New action number 8 added

Risk 23

111 Service failing to answer calls within KPI timeframe
Amendment to Action Plan and Target Dates – explanation of
timeframe added.

Recommendations
The Governing Body is requested to review and endorse the updated GBAF for November
2014
Author:
Norman Pottinger
Information Governance and Risk Manager
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Governing Body Assurance Framework and
Action Plan
2014 - 2015
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Version Control:

MONTH

VERSION No

REVIEWED BY

SUMMARY OF CHANGES

April 2014

13

COT & Audit Committee

Approved

May 2014

14

COT

Amendments approved

June 2014

15

COT Audit Committee and Clinical
Executive

Amendments approved

July 2014

16

COT and Governing body

Amendments approved

August 2014

17

COT and Audit Committee

September 2014

18

COT and Governing Body

New format approved by COT 01/09/14

October 2014

19

COT 6/10/2014
Audit Committee
Clinical Executive Committee

Amendments approved by COT, Audit and
Clinical Executive

November 2014

20

Reviewed by COT 10/11/14

Amendments approved by COT 10/11/14

December 2014

21

January 2015

22

February 2015

23

March 2015

24

Amendments approved
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Board Assurance Framework
Overview
The Governing Body Assurance Framework (GBAF) provides the NHS West Suffolk Clinical Commissioning Group (CCG) with a
simple but comprehensive method for the effective and focused management of risk. Through the GBAF the CCG Governing
Body gains assurance that risks are being appropriately managed throughout the organisation.
The GBAF identifies which of the organisation’s strategic objectives may be at risk because of inadequacies in the operation of
controls, or where the CCG has insufficient assurance. At the same time it encompasses the control of risk, provides structured
assurances about where risks are being managed and ensures that objectives are being delivered. This allows the Governing
Body to determine how to make the most efficient use of resources and address the issues identified in order to improve the
quality and safety of care. The GBAF also brings together all of the evidence required to support the Annual Governance
Statement.
The GBAF should be seen as a working document and will be updated regularly by the Chief Officers Team, monitored by the
Audit Committee and reported to the Governing Body at each of its meetings. The GBAF is linked to the CCG Risk Register, the
content of which is also provided for review by the Chief Officers Team. A flow chart setting out how risks are identified and
managed is set out overleaf.
In order to ensure consistency in the risk assessment process, the likelihood and consequences of all risks on the Risk Register
are assessed against the former National Patient Safety Agency (NPSA) 5X5 risk matrix and those scoring 15 and above migrate
to the GBAF and thereby inform the Governing Body agenda. Once added to the GBAF, a risk should remain in place until its
RAG rating has been mitigated to a score of 1-6 when it is considered manageable and therefore no longer a strategic
concern.
The 5X5 risk matrix and subsequent red, amber, green (RAG) score identify the level at which identified risks will be managed
within the organisation. It also assigns priorities for remedial action, and determines whether risks are to be accepted on the basis
of the colour bandings and risk ratings. In terms of evaluation of effectiveness, the RAG rating system is also used to present how
well the agreed controls are operating.
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RISKS IDENTIFIED THROUGH:

Work Stream Risk
Assessments
External Assessment &
Audit + Guidance & Alerts
Serious Incidents,
Complaints, Public Health &
Quality Issues

CCG Governing
Body Own & Manage
Risks & the Chief
Officers Team
Reviews the Risk
Register/GBAF

Public & Stakeholder
Engagement
Business & Service Delivery
Plans
Individual Risks Jointly
Managed by Designated Chief
Officers & Clinical Leads

Governing Body
Assurance Framework

Overview & Scrutiny by
the Audit Committee

Assurance to the
Governing Body
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RAG Score Framework

Likelihood score →

1: Rare

2: Unlikely

3: Possible

4: Likely

5: Almost Certain

5: Catastrophic

5

10

15

20

25

4: Major

4

8

12

16

20

3: Moderate

3

6

9

12

15

2: Minor

2

4

6

8

10

1: Negligible

1

2

3

4

5

Consequence score ↓

The subsequent red, amber, green (RAG) scores identify the level at which identified risks will be managed within the organisation. It also assigns priorities for
remedial action, and determines whether risks are to be accepted on the basis of the colour bandings and risk ratings. In terms of evaluation of effectiveness, the RAG
rating system is also used to present how well the agreed controls are operating within the following classifications:
RAG Score

Progress

Risk Assessment

Revising Risk Ratings

CRITICAL
(15-25)

 There may be significant gaps in controls to
ensure effective management.
 Controls are in place but insufficient
resources
 Controls are in place but external forces
may be preventing progress.

 There are insufficient controls in place to address the
cause or source of the risk
 Controls are considered insubstantial or ineffective
 Controls are being implemented but are not yet in place
 If this risk were to materialise, the situation could be
irrecoverable in terms of the CCGs
reputational/financial well being and or service
continuity.

If controls are inadequate then the revised risk rating
increases

CHALLENGING
(8-12)

Progress is being made but there is concern
that the objective may not be achieved.
Additional controls or management action is
being taken to improve the likelihood of
success.

There are few controls in place, which are considered
substantial and/or effective and address the cause of the
risk. The consequences of the risk materialising, though
severe, can be managed to some extent via contingency
plans.

If controls are uncertain, the revised risk rating stays the
same as the original risk rating

If they are perceived as adequate, then the revised risk
rating decreases
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MANAGEABLE
(1-6)

The risk is considered to be small and there are sufficient
controls in place which address or substantially effective
the cause of the risk. The consequences of the risk
materialising can be managed via contingency plans.

Progress is being made in accordance with
plans. There are no significant concerns.

In order to determine the likely consequence arising from an identified risk and using the 5X5 matrix:


Define the risk explicitly in terms of the adverse consequence or consequences that might arise



Use the table below for examples, by risk domains, to determine the consequence score relevant to the risk identified
Consequence score (severity levels) and example of descriptions

Risk Domains
1.
Impact on the safety of patients,
staff or public
(physical/psychological harm)

1

2

3

4

5

Negligible

Minor

Moderate

Major

Catastrophic

Minimal injury requiring
no/minimal intervention or
treatment.
No time off work

Minor injury or illness, requiring
minor intervention

Moderate injury requiring
professional intervention

Major injury leading to long-term
incapacity/disability

Requiring time off work for >3
days

Requiring time off work for 4-14
days

Requiring time off work for >14
days

Increase in length of hospital
stay by 1-3 days

Increase in length of hospital
stay by 4-15 days

Increase in length of hospital
stay by >15 days

RIDDOR/agency reportable
incident

Mismanagement of patient care
with long-term effects

Incident leading to death
Multiple permanent injuries or
irreversible health effects
An event which impacts on a
large number of patients

An event which impacts on a
small number of patients
2.
Quality/complaints/audit

Peripheral element of
treatment or service
suboptimal

Overall treatment or service
suboptimal

Treatment or service has
significantly reduced
effectiveness

Non-compliance with national
standards with significant risk to
patients if unresolved

Local resolution

Formal complaint (stage 2)
complaint

Multiple complaints/ independent
review

Single failure to meet internal
standards

Local resolution (with potential to
go to independent review)

Low performance rating

Formal complaint (stage 1)
Informal complaint/inquiry

Totally unacceptable level or
quality of treatment/service
Gross failure of patient safety if
findings not acted on
Inquest/ombudsman inquiry

Critical report
Minor implications for patient
safety if unresolved

Repeated failure to meet internal
standards

Reduced performance rating if
unresolved

Major patient safety implications
if findings are not acted on

Gross failure to meet national
standards
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3.
Human resources/ organisational
development/staffing/ competence

Short-term low staffing
level that temporarily
reduces service quality (<
1 day)

Low staffing level that reduces
the service quality

Late delivery of key objective/
service due to lack of staff
Unsafe staffing level or
competence (>1 day)

Uncertain delivery of key
objective/service due to lack of
staff

Non-delivery of key
objective/service due to lack of
staff

Unsafe staffing level or
competence (>5 days)

Ongoing unsafe staffing levels or
competence

Loss of key staff

Loss of several key staff

Very low staff morale

No staff attending mandatory
training /key training on an
ongoing basis

Low staff morale
Poor staff attendance for
mandatory/key training

No staff attending mandatory/
key training
4.
Statutory duty/ inspections

No or minimal impact or
breech of guidance/
statutory duty

Breech of statutory legislation

Single breech in statutory duty

Enforcement action

Reduced performance rating if
unresolved

Challenging external
recommendations/ improvement
notice

Multiple breeches in statutory
duty
Improvement notices

Multiple breeches in statutory
duty
Prosecution
Complete systems change
required

Low performance rating
Zero performance rating
Critical report
Severely critical report
5.
Adverse publicity/ reputation

Rumours
Potential for public
concern

Local media coverage –
short-term reduction in public
confidence

Local media coverage –
long-term reduction in public
confidence

National media coverage with <3
days service well below
reasonable public expectation

Elements of public expectation
not being met

National media coverage with >3
days service well below
reasonable public expectation.
MP concerned (questions in the
House)
Total loss of public confidence

6.
Business objectives/ projects

Insignificant cost increase/
schedule slippage

<5 per cent over project budget

5–10 per cent over project
budget

Schedule slippage

Non-compliance with national
10–25 per cent over project
budget

Schedule slippage

Incident leading >25 per cent
over project budget
Schedule slippage

Schedule slippage
Key objectives not met
Key objectives not met
7.
Finance including claims

Small loss Risk of claim
remote

Loss of 0.1–0.25 per cent of
budget

Loss of 0.25–0.5 per cent of
budget

Claim less than £10,000

Claim(s) between £10,000 and
£100,000

Uncertain delivery of key
objective/Loss of 0.5–1.0 per
cent of budget
Claim(s) between £100,000 and
£1 million
Purchasers failing to pay on time

Non-delivery of key objective/
Loss of >1 per cent of budget
Failure to meet specification/
slippage
Loss of contract / payment by
results
Claim(s) >£1 million
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8.
Service/business interruption

9.
Environmental impact

Loss/interruption of >1
hour

Loss/interruption of >8 hours

Loss/interruption of >1 day

Loss/interruption of >1 week

Permanent loss of service or
facility

Minimal or no impact on
the environment

Minor impact on environment

Moderate impact on
environment

Major impact on environment

Catastrophic impact on
environment
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CG + CB

Failure to achieve
financial balance in
2014-15 and 2015-16
and deliver optimum
service from the
financial resources
available

 Failure to deliver required
£8.3m QIPP target in
2014-15
 The national requirement
to transfer money from
health (the CCGs existing
budget) to the Better Care
Fund (Social Care)
 Increasing demand in the
acute Trusts
 CCG underfunding
increased following a
national adjustment to
national allocations
formula for deprivation
 Providers require extra
financial support to
maintain or meet clinical
quality and contractual
standards
 Cost pressures in
prescribing & acute over
performance
 Increasing cost pressures
from Continuing
Healthcare activity.
 Impact on 2015-16 due to
failure to deliver required
level of QIPP, Increased
cost pressure from
Continuing Healthcare
and increasing demand in
the acute Trusts

4x5
20

 Project management
approach to delivery of
the QIPP plans
 Focus on activity levels
at acute provider with
clear actions to mitigate
against over performance
 Close monitoring of the
delivery of QIPP
initiatives through KPI’s
 Encourage innovative
changes principally via
CCGs to improve
efficiency
 Active scrutiny and
challenge of specialist
costs through meetings
with the Specialised
Commissioning team.
 Lack of quality resource
to manage change
programme
 Participation in regional
and national discussions
 Governing Body review
of expenditure
prioritisation
 Prioritisation process for
QIPP initiative
investments and
transformational change
at Clinical Executive
Group
 Clinical Exec currently
working a number of
mitigations
 External review

ASSURANCE OF
CONTROLS

 COT
 Project managers






appointed
GP engagement
Governing Body
AT performance
reviews
Internal & External
Audit
Monthly SLA provider
meetings

INTERNAL AUDIT
PLAN
 3.1 -3.6: Main
Financial systems; 3.7
-Financial Reporting &
Budgetary Control;
2.3 Continuing
Healthcare
CCG PRIORITY:

Deliver
financial sustainability
through quality
improvement

RAG
RATING OF
GAPS IN
CONTROLS

REVISED RAG RATING

KEY CONTROLS
ESTABLISHED

RAG RATING LAST MONTH

GRANULAR
OPERATIONAL RISKS

INITIAL RAG RATING

DESCRIPTION OF
STRATEGIC RISK

DATE RISK ADDED:

(LIKELIHOOD x CONSEQUENCE)

ACCOUNTABLE OFFICER
& GP OWNER

RISK NUMBER: 02

█

4x5

4x5

CHALLENGING

20

20

ACTION POINTS &
TARGET DATES FOR
COMPLETION

1. QIPP project management,
tracking and prioritisation
Target: Tracking part of monthly
reporting process
Completed: Prioritisation 10th
September and 22nd October
following outcome External
review .
2. Discussions on Better Care
Fund with Council completed.
Project plan being initiated for
implementation
Target: December 2014
Completed:
3. Monthly identification of risks
and opportunities, update to
Exec on progress.
Target: Monthly reporting
Completed: Update to Exec 22
October 2014 following
workshops to address financial
balance
4. CHC project board milestones
Target: Monthly review
Completed:
5. External review
Target: Detail coding review/
benchmarking end of November.
Completed: High level review
update to Exec 8th October
6.Prioritise Investments.
Target:
Completed: Yes 10/9/14
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commissioned CHC
Project Board

7. Review Public Health Papers
on Decommissioning
Target: 19 November
Completed:
8. Financial Recovery Plan
Target: End November 2014
Completed:

See Next Sheet:
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BM + CB

Failure to evidence the
national drive of zero
tolerance on MRSA
bacteraemia as set out
in NHS England
Planning Guidance
Everyone Counts:
Planning for patients
2013/14 and Guidance
on the reporting and
monitoring
arrangement and post
infection review
process for MRSA
bloodstream infections
from April 2014

 Reduced capacity and
specialist input pending
ongoing
recruitment/service option
appraisal for Clinical
Executive

(Failure to achieve
outcome ambition 7:
‘making significant
progress towards
eliminating avoidable
death in our hospitals
caused by problems in
care’ set out in : NHS
England Everyone
Counts: Planning for
patients 2014/15 to
2018/19)

 Attendance at all PIRs by
Shared Management
Team, reviewing assurance
and management systems

4x3
12

KEY CONTROLS
ESTABLISHED

 All MRSA bacteraemia
cases to be subjected to
NHS England Post
Infection Review (PIR)
 CCG will lead PIR pre
48hr cases
 Acute provider where
case occurred will lead
post 48hr cases
 Review of all audits and
contract monitoring
information against CQC
recommended IC
standards (to include
antibiotic prescribing) in
all CCG commissioned
services
 Review of compliance
against national and
locally agreed MRSA
screening standards

ASSURANCE OF
CONTROLS

 Infection Control
scrutiny at QIVs
 Regular evidence
submission linked to
the provider action
plan
 Performance report
data to CCG
Governing Body and
Clinical Executive
 Details of individual
cases reported to CCG
with identified actions
 Scrutiny at Quality
Review Group (QRG)
meetings with
escalation to contract
meetings were
required.
INTERNAL AUDIT
PLAN:
 4.2 Monitoring of
Contracts ; 1.4 Clinical
Governance –
Overview
CCG PRIORITY:
 To ensure high quality
local services
To demonstrate
excellence in patient
experience; and
patient engagement
and safety

RAG
RATING OF
GAPS IN
CONTROLS

REVISED RAG RATING

GRANULAR
OPERATIONAL RISKS

RAG RATING LAST MONTH

DESCRIPTION OF
STRATEGIC RISK

INITIAL RAG RATING

DATE RISK ADDED:

(LIKELIHOOD x CONSEQUENCE)

ACCOUNTABLE OFFICER
& GP OWNER

RISK NUMBER: 04

█

4x4

4x4

CHALLENGING

16

16

ACTION POINTS &
TARGET DATES FOR
COMPLETION

1. Monitoring & thematic review
of PIR learning to be reflected
in local action plans & GBAF
Target: Quarterly up to March
2015
Completed:
2. MRSA screening &
decolonization audit results to
be scrutinised
Target: Monthly reporting
Completed:
3. Monthly progress on HCAI’s to
be monitored with issues
reported at monthly QRG
Target: Monthly monitoring
Completed:
4. Consideration of winter
pressures funding for
improvements
Target: November 2014
Completed:
5. Annual review of ICSN work
plan
Target: June 2014
Completed: Yes complete
6. Monthly monitoring of WSH
contract query RAP
Target: December 2014
Completed:
7. Regular communication with
ICT & Network Group
Target: Bi-monthly meeting
Completed:
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BM + CB

Failure to achieve the
local reduction
trajectories for
Clostridium difficile as
set out in NHS
England: Clostridium
difficile objectives for
NHS organisations in
2014/15 and guidance
on sanction
implementation.

 Currently C.diff cases are
not subject to PIR

4x4

(Failure to achieve
outcome ambition 7:
‘making significant
progress towards
eliminating avoidable
death in our hospitals
caused by problems in
care’ set out in : NHS
England Everyone
Counts: Planning for
patients 2014/15 to
2018/19)

 GP ownership of primary
care cases with clinical
review identifying those for
CCG Assessment
 Provider and CCG joint
thematic analysis of all
cases of Cdiff

16

KEY CONTROLS
ESTABLISHED

ASSURANCE OF
CONTROLS

 Robust RCA process for
each provider case
identifying those for CCG
Assessment

 Monitoring of PIR
process and audit
results at QRG
 Shared learning from
PIRs will take place
through the ICSN on a
bi monthly basis.
 System wide action
plan updated in line
with PIR outcomes
with bimonthly review
at ICSG
 CCG scrutiny of
monthly CDI cases
reported within the
data capture system
HPA

 Audit programme of CQC
recommended IC
standards (to include
antibiotic prescribing) in
all CCG commissioned
services
 Provider delivery of
targeted infection control
education and audit in all
CCG commissioned
services.
 14/15 trajectory agreed in
SLA – ceiling for 25 Acute
cases and 33 non-acute
cases

INTERNAL AUDIT
PLAN:
 4.2 Monitoring of
Contracts ; 1.4 Clinical
Quality – Overview
 Work in collaboration
with system to
implement
recommendations
from C diff PIRs.
CCG PRIORITY:
 To ensure high quality
local services

RAG
RATING OF
GAPS IN
CONTROLS

REVISED RAG RATING

GRANULAR
OPERATIONAL RISKS

RAG RATING LAST MONTH

DESCRIPTION OF
STRATEGIC RISK

INITIAL RAG RATING

DATE RISK ADDED: NOVEMBER 2012

(LIKELIHOOD x CONSEQUENCE)

ACCOUNTABLE OFFICER
& GP OWNER

RISK NUMBER: 06

█

4x4

4x4

CHALLENGING

16

16

ACTION POINTS &
TARGET DATES FOR
COMPLETION

1. CCG IC service specification
& remedial work on IC
assurance being developed
Target: December 2014
Completed:
2. Recruitment to permanent IC
Lead Nurse
Target: October 2014
Completed: Yes complete
3. Recruitment to Patient Safety
Manager role in support of PIR
Target: November 2014
Completed:
4. CDI community action plan to
be developed
Target: Dec 2014
Completed:
5. Evidence of best practice to
be shared from CDI
assessments at ICSN
Target: November 2014
Completed:
6. Consideration of winter
pressures funding for
improvements
Target: November 2014
Completed:
7. Monitoring & thematic review
of PIR learning to be reflected
in local action plans & GBAF
Target: November 2014
Completed:
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8. Annual review of ICSN Work
Plan
Target: June 2014
Completed: Yes Complete

Failure to comply with
NHS continuing Health
care Framework

 Inability to assess patients
for CHC within 28 days

4x5

 Reporting to lead GP,
Clinical and Executive
Governing Body.
Inadequate.
 Insufficient staff in place to
deliver service/respond to
activity

BM + JF

 Contractual and financial
support not in place

20

KEY CONTROLS
ESTABLISHED








 LD High Cost Packages

Investment of clinical
and administration
personnel
High attrition, retention
of staff through training
and on-going support
framework in
development
Review of operating
processes established
to target backlog which
will not effect on going
business continuity
Policies and processes
to be established and
agreed by the CCG

 QIPP Programme delivery

Retrospective claims
for CHC for September,
2012 and March 2013
cut off dates.

 Inability to recruit qualified
staff to review claims
without affecting CHC
backlog cases.
 Failure to process
‘retrospective’ claims
within financial provision
made
 Increasing demand for on-

ASSURANCE OF
CONTROLS

 Review performance
at COT and CCG
clinical execs and
Governing Body
 Reports to CCG and
clinical execs and
integrated care work
stream

INTERNAL AUDIT
PLAN:
 2.3 Continuing
HealthCare
CCG PRIORITY:
 To ensure high quality
local services
To improve care for
frail elderly individuals






Establish management
and administration
process to review and
manage the claims
Identify claims
applicable WSCCG
with indicative cost
Recruitment of
personnel to

RAG
RATING OF
GAPS IN
CONTROLS

REVISED RAG RATING

GRANULAR
OPERATIONAL RISKS

RAG RATING LAST MONTH

DESCRIPTION OF
STRATEGIC RISK

INITIAL RAG RATING

DATE RISK ADDED: APRIL 2013

(LIKELIHOOD x CONSEQUENCE)

ACCOUNTABLE OFFICER
& GP OWNER

RISK NUMBER: 14

█

4x5

4x5

CHALLENGING

20

20

ACTION POINTS &
TARGET DATES FOR
COMPLETION

1. Explore technology required to
improve team efficiency
Target: TBC
Completed: Yes complete
2. Regular reports to Lead GP
Target: Weekly reports
Completed: Yes complete
3. Monthly and weekly reports to
Clinical Executive
Target: Reports in place
Completed: Yes complete
4. Phase 1 Review of top 20 high
cost packages for all
providers
Target: mid November 2014
Completed: Yes complete
5. Alignment of workflow &
systems with NHS CHC
Framework. Review
complete. Implementation of
recommendations taking
place
Target: December 2014
Completed:
6. Second stage risk assessment
after Brayleino review
Target: April 2014
Completed: Yes complete
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going CHC

JH + SA





EEAST is currently
experiencing significant
operational issues
leading to significant
patient risk and high
profile interest

4x3



12


Significant structural and
cultural issues within
EEAST need to be
resolved to improve
service levels






Risk that whilst this work
is underway the CCG will
be seen as failing in its
commissioning role by a
range of stakeholders
including other CCGs, the
Area Teams, press,
politicians and the public
Risk that CCG focus will
be diverted onto the
EEAST contract at the





CCG consortium
members engagement
plans set out including
regular information
updates on progress
Strong links with the
Trust Development
Authority (the agency
responsible for
ensuring EEAST
develop as an
organization)
Rigorous
commissioning of
EEAST by a
standalone specialist
team within the CCG
overseen by the CCO
Involvement of the
Area Teams in key
areas including
ambulance handover
times at local trusts
Quality and patient
Safety Review

ASSURANCE OF
CONTROLS










Clinical summit
reviews at regional
level
Monthly meetings
with the TDA and
EEAST
Consortium
commissioning
meetings with CCGs
and EEAST
Locality Meetings
AO Meetings biweekly

INTERNAL AUDIT
PLAN:
 4.2 Monitoring of
Contracts
CCG PRIORITY:
 To ensure high quality
local services
 To improve the health
of those most in need

RAG
RATING OF
GAPS IN
CONTROLS

REVISED RAG RATING

KEY CONTROLS
ESTABLISHED

RAG RATING LAST MONTH

GRANULAR
OPERATIONAL RISKS

INITIAL RAG RATING

DESCRIPTION OF
STRATEGIC RISK

Resource challenges
as a result of having
the role of lead
commissioner for the
East of England
Ambulance Service
Trust, reducing the
ability to focus on other
local services

Target: November 2014
Completed:

DATE RISK ADDED: APRIL 2013

(LIKELIHOOD x CONSEQUENCE)

ACCOUNTABLE OFFICER
& GP OWNER

RISK NUMBER: 15

7. Project board consideration of
options/approach

administer and
clinically review all
claims

█

4x3

3x3

CHALLENGING

12

9

ACTION POINTS &
TARGET DATES FOR
COMPLETION

6 Months’ notice to consortia to
lead-options paper going to next
AO board meeting
Target: April 2014
Completed: COMPLETE
2. AO Board to be established
with lead AO accountability for
each locality area
Target: Feb 2014
Completed: COMPLETE
3. Interim consortium external
executive lead to be appointed
Target: Nov 2014
Completed: COMPLETE
4. Revised 15/16 consortium set
up and accountability to be
agreed
Target: Jan 2015
Completed:
5.
Target:
Completed:
6.
Target:
Completed:
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expense of other work
due to high profile nature


BMcL

7.
Target:
Completed:
8.
Target:
Completed:

West Suffolk Hospital
financial challenge in
14/15 adversely
impacting on quality
and performance at the
Trust

 Reduction in quality of
service and inability to
meet performance and
clinical quality targets
 Maintaining adequate
staffing levels
 WSH board have forecast
deficit for 14/15

4x4
16

KEY CONTROLS
ESTABLISHED

 Sign off Provider CIPs

ASSURANCE OF
CONTROLS



 Monthly meetings to
discuss financial position
performance and level of
clinical quality
 Regular FD meetings
established



On-going monitoring
of performance and
quality via SLA,
CEO to CEO and
CFO to CFO
meetings
Monthly QIVs being
undertaken

INTERNAL AUDIT
PLAN:
CCG PRIORITY:
 To ensure high quality
local services

RAG
RATING OF
GAPS IN
CONTROLS

REVISED RAG RATING

GRANULAR
OPERATIONAL RISKS

RAG RATING LAST MONTH

DESCRIPTION OF
STRATEGIC RISK

INITIAL RAG RATING

DATE RISK ADDED: OCTOBER 2013

(LIKELIHOOD x CONSEQUENCE)

ACCOUNTABLE OFFICER
& GP OWNER

RISK NUMBER: 17

processes in place –
CNO Team.
Quality and Patient
Safety Review
processes scrutinized
by Consortium quality
representatives not
less than quarterly.

█

4x4

3X3

CHALLENGING

16

9

ACTION POINTS &
TARGET DATES FOR
COMPLETIONM

1. Regular performance
meetings
Target: Monthly meetings
Completed:
2. Regular meetings with DoN to
review quality and patient
safety issues/SLA Quality
Review Group
Target: Monthly meetings
Completed:
3. CIP plans to be reviewed –
on-going programme to identify
further savings 14/15
Target: Ongoing
Completed: Yes complete
4.
Target:
Completed:
5.
Target:
Completed:
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6.
Target:
Completed:
7.
Target:
Completed:
8.
Target:
Completed:

BM + RR

Failure to meet some
statutory duties for
Looked After Children

 Insufficient clinics to meet
timescales for initial and
review health
assessments
 Variable quality of health
assessments
 No single professional for
Looked After Children
 Insufficient CAMHS
capacity to serve complex
and acute Looked After
Children
 Lack of
capacity/insufficient
designated doctor and
nurse resource
No clear policy or process
for responding to ‘out of
county’ Looked After
Children

3x4
12

 Further development of
multi-agency leadership,
strategy and governance
 Development of
commissioning strategy
and service
specifications
 Enhanced mechanisms
for incorporating children
and young people’s
views into service
redesign
 Additional specialist
nurse recruitment.
 Workforce development
 Further development of
emotional and mental
health and well-being
services
Task and Finish groups
to lead actions as per

ASSURANCE OF
CONTROLS








CCG children and
young people’s work
stream meetings.
Clinical executive
progress reviews as
required.
Children’s Trust
Board
Suffolk
Commissioners
Group bi-monthly
reviews
Suffolk Leadership
Partnership Board

RAG
RATING OF
GAPS IN
CONTROLS

REVISED RAG RATING

KEY CONTROLS
ESTABLISHED

RAG RATING LAST MONTH

GRANULAR
OPERATIONAL RISKS

INITIAL RAG RATING

DESCRIPTION OF
STRATEGIC RISK

DATE RISK ADDED: JANUARY 2014

(LIKELIHOOD x CONSEQUENCE)

ACCOUNTABLE OFFICER
& GP OWNER

RISK NUMBER: 18

█

3x4

3x3

MANAGEABLE

12

9

ACTION POINTS &
TARGET DATES FOR
COMPLETION

1. Agreement to resource &
implement Action Plan
Target: 23/07/13
Completed: Yes complete
2. Short term Action Plan
objectives to be met within 3-6
months
Target: December 2013
Completed: Yes complete
3. Task & Finish Group to
oversee Action Plan timescales
Target: March 2014
Completed:
4. Internal Audit review

INTERNAL AUDIT
PLAN:

Target:
Completed: Yes complete
5. Report to Audit Committee

CCG PRIORITY:
 To ensure high quality

Target: April 2014
Completed: Yes complete
Page 18 of 23

review recommendations

6. Recruitment to HIAs:
administration & nurse

local services
 To improve health
and educational
attainment for children
and young people

Target: July 2014
Completed: Yes complete
7. Final audit action on
Responsible Commissioner
policy/process
Target: August 2014
Completed: Yes complete
8. Ratification of Responsible
Commissioner
Policy/monitoring
Target: December 2014
Completed:

Potential for services to
fall out of contract

4x4



Risk that the full
potential benefits of a
transformational
redesign are not met
leading to patient care
being adversely
affected and
inefficiencies in the
system

JH + CB

Failure to redesign and
commission services
covered by the Urgent
Care and Health and
Independence reviews
within required
timescales



Reputational damage to
commissioners

KEY CONTROLS
ESTABLISHED



16



Programme structure
put in place for Health
and Care Mapping of
all existing services to
ensure full coverage of
newly commissioned
services
Regular review with
SCC to ensure smooth
running of
programmes

ASSURANCE OF
CONTROLS







COT review
Executive Group
review
Health & Wellbeing
Board review
Governing Body
Review
Area Team
Strategic Plan
Review

CCG PRIORITY:

Demonstrate
excellence in
patient experience
and patient
engagement

Improve the health

RAG
RATING OF
GAPS IN
CONTROLS

REVISED RAG RATING



DESCRIPTION OF
STRATEGIC RISK

RAG RATING LAST MONTH

GRANULAR
OPERATIONAL RISKS

INITIAL RAG RATING

DATE RISK ADDED: MAY 2014

(LIKELIHOOD x CONSEQUENCE)

ACCOUNTABLE OFFICER
& GP OWNER

RISK NUMBER: 20

█

4x4

4x4

CHALLENGING

16

16

ACTION POINTS &
TARGET DATES FOR
COMPLETION

1. Contingency plans to be
developed and approved
Target: Sept 2014
Completed: Sept 2014
2. Contingency plans to be
implemented
Target:
Dec 2014
Completed:
3.
Target:
Completed:
4.
Target:
Completed:
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and care of older
people

Improve access to
mental health
services

Improve health and
wellbeing through
partnership working
Deliver financial
sustainability through
quality improvement

5.
Target:
Completed:
6.
Target:
Completed:
7.
Target:
Completed:
8.
Target:
Completed:

CB + EG

Potential deterioration
in practice viability (and
consequent impact on
patient care) due to
changes in national
contract arrangements
which start to be
introduced in April 2015







Phasing out of MPIG –
smaller practices may
become unviable
Phasing out of seniority
payments – impact on
practices with more
mature partners, this
may have an impact on
knowledge & experience
within a practice of
patient referral rates and
other local services
Equalisation of PMS

3x4
12

KEY CONTROLS
ESTABLISHED

 Area Team setting up a
range of working groups
to address the changes
in GP contracts which
will include membership
from the CCG
 CCG priority – robust
primary care services
remain in place to
ensure appropriate use
of secondary care
services
(NB: The responsibility for

ASSURANCE OF
CONTROLS

This topic will be
reviewed regularly in
conjunction with the
Area Team
CCG PRIORITY:
 To ensure high
quality local services

RAG
RATING OF
GAPS IN
CONTROLS

REVISED RAG RATING

GRANULAR
OPERATIONAL RISKS

RAG RATING LAST MONTH

DESCRIPTION OF
STRATEGIC RISK

INITIAL RAG RATING

DATE RISK ADDED: JULY 2014

(LIKELIHOOD x CONSEQUENCE)

ACCOUNTABLE OFFICER
& GP OWNER

RISK NUMBER: 21

█

4x5

4x5

CHALLENGING

20

20

ACTION POINTS &
TARGET DATES FOR
COMPLETION

1. Updated Development
Framework being renewed.
Completed: 17 October
2. Close liaison with Area Team,
Suffolk LMC and Ipswich and
East CCG
Target: Ongoing
Completed:
3. NHS England Panel to review
framework
Target: 10 November 2014
Completed:
4. Practice event to discuss new
Framework
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contracts – impact on
PMS practices may
cause a reduction in
local GP services with a
consequent impact on
demand for secondary
care


Target:
12 November
2014
Completed:
5. Decision on co-commissioning
primary care

national GP contracts
resides with the Area
Team. The AT has put
in train a variety of work
streams to address
some of the risks
identified. The CCG are
partners in these work
streams)

Harmonisation of PMS
and GMS contracts –
potential reduction in
primary care capacity

Target:
19 November 2014
Completed:
6.

 LMC leading
negotiations with Area
Team.

Target:
Completed:
7.

 CCG meeting regularly
with LMC

Target:
Completed:
8.

Target:
Completed:





The national contract for
the provision of Clinical
Systems through an LSP
(Local Service Provider)
ends in July 2016
Requirement to procure
existing or replacement
systems, with a risk that
the costs of this change
will not be devolved
locally, and we will be
forced to identify
additional resources;

4x5
20

 System-wide
coordination of the
response to this
contractual change is
being led by the CCGs
 Impacted providers are
evaluating the benefits of
the existing systems to
enable development of
appropriate business
case(s)

ASSURANCE OF
CONTROLS

RAG
RATING OF
GAPS IN
CONTROLS

REVISED RAG RATING

KEY CONTROLS
ESTABLISHED

RAG RATING LAST MONTH

GRANULAR
OPERATIONAL RISKS

INITIAL RAG RATING

DESCRIPTION OF
STRATEGIC RISK

LSP Contract
Cessation

AL + KW

DATE RISK ADDED: JULY 2014

(LIKELIHOOD x CONSEQUENCE)

ACCOUNTABLE OFFICER
& GP OWNER

RISK NUMBER: 22

█

3X4

3x4

CHALLENGING

12

12

ACTION POINTS &
TARGET DATES FOR
COMPLETION

1. System wide coordination
action plan to be produced
Target: End Q3 2014/15
Completed:
2. Meetings with providers with
outcomes to be fed into action
plan
Target:
Completed: Yes October 2014
3. Action plan for procurement
options to be produced
Target: End Q3 2014
Completed:
Page 21 of 23

currently unclear,
expected to be no less
than £0.25m per annum

 Investigation of
procurement options

4. Follow up with the DoH /
Cabinet Office

 Follow up with DH
around application for
devolved funding /
support

Target:
Completed: Yes October 2014
5. implementation of
procurement action plan

 Financial implications
being considered within
2 & 5 year plans, and
long term financial
outlook

Target: Q2 2016/17
Completed:
6.
Target:
Completed:
7.
Target:
Completed:
8.
Target:
Completed:

KEY CONTROLS
ESTABLISHED

ASSURANCE OF
CONTROLS

RAG
RATING OF
GAPS IN
CONTROLS

REVISED RAG RATING

GRANULAR
OPERATIONAL RISKS

RAG RATING LAST MONTH

DESCRIPTION OF
STRATEGIC RISK

INITIAL RAG RATING

DATE RISK ADDED: JULY 2014
(LIKELIHOOD x CONSEQUENCE)

ACCOUNTABLE OFFICER
& GP OWNER

RISK NUMBER: 23

ACTION POINTS &
TARGET DATES FOR
COMPLETION

WT + SA

1. Recruitment action plan
111 Service failing to
answer calls within KPI
timeframe for both Call
answer in 60 second
and warm transfer to
clinician and call back
within 10 minutes



Clinical risk due to
delays: the 111 service
triages calls some of
which are life threatening
requiring immediate
emergency ambulance
response. Any delay
could be detrimental to

4x3



12



Performance Notice
issued for 60 second
response standard and
remedial action plan in
place to return to 95%
in September 2014.
Warning Notice in

Daily performance
information
monitored, regular
discussions and
monthly formal
contract meetings

█

3x3

3x3

CHALLENGING

9

9

Target: September 2014
Completed: Yes Sept 2014
2. Remedial action plan – 60
second response met. Warm
transfer action plan not
complete. Further review of
action plan underway
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the patient


Financial and
performance risk: A&E is
a more expensive
resource than 111 and is
not the most appropriate
place for patients whose
needs could be selftreated or could wait for
more appropriate
services.
Poor patient experience:
patients having to wait for
services will have a worse
experience and are less
likely to reuse the service
or recommend it to friends
and family.

place for warm transfer
– remedial action plan
not agreed –
requirement to get to
95% by September
2014 Likely to go to
Exception notice

Target: September 2014
Update: Performance is
improving but has not yet
reached agreed levels, actions
ongoing as is exploration of any
other actions possible.
Completed:
3.
Target:
Completed:
4.
Target:
Completed:
5.
Target:
Completed:
6.
Target:
Completed:
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Agenda Item No.

17

Reference No.

WSCCG 14-71

From: Amanda Lyes, Chief Corporate Services Officer
FREEDOM OF INFORMATION QUARTERLY UPDATE
1.

Purpose

1.1

To provide the Governing Body with an update on Freedom of Information management for
the first half of 2014/15

2.

Background

2.1

The Freedom of Information Act 2000, provides a general right of access to information
held by public authorities, including the NHS. Anyone can request information and has the
right to be told:



Whether the public authority holds the information, and
If it does, to be provided with the information

2.2

Information includes anything held in a recorded form, such as paper files, loose papers, emails, electronic documents, photos, plans, maps, CCTV, videotapes, audiotapes, voice
mails. Requests must be dealt with promptly and there is a requirement to provide the
information within 20 working days unless there is good reason why this cannot be
achieved.

2.3

There are exemptions to the provision of information covered by the Data Protection Act,
including, for example, personal data. In some cases, also a decision has to be made if it is
in the public interest to disclose information and if it is not, various exemptions applicable
under the Freedom of Information Act can be applied.

3.

Key Points

3.1

Overall the numbers of requests being received is increasing, although a slight reduction
was seen in the second quarter of the year with very few requests being received in
August.

3.2

Attached to this report are:


A graphical representation of overall numbers of FOI requests received into the
management delivery team who deal with FOI requests on behalf of the CCGs.

And


Breakdown of requests by CCG, enquirer types and type of information requested.
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3.3

Following comments made previously for the second quarter the categories for “type of
information requested” have been reviewed to reduce the number of “other” requests
reported. It is not possible to anticipate the types of information requested so there is still a
residual figure (9 requests) which could not be categorised within the recording database.

3.4

Requests continue to be responded to within the statutory timeframe of 20 working days.

3.5

“Member of Public” continues to be the largest represented group of requesters. It is
however possible that many of these represent organisations but are requesting information
in their own name. FOI requests are “blind to person and purpose” and therefore all
requests are dealt with in the same way irrespective of where the request originates.

3.6

It should be noted that for October this year there is a strong indication that requests will
total over 30, which represent a threefold increase over the same month last year.

4.

Future Action

4.1

Further reports will be presented on a quarterly basis.

5.

Recommendations

5.1

The Governing Body is requested to note the report.

Author:
Norman Pottinger
Information Governance and Risk Manager
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increase in the number of FOIs received during
2014.
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0
Q1 April - June
Year 2013
Year 2014

Q2 July - Sept

30

30
28

25

FOI Request Comparison
Q2 July to September

Year 2014

27

25

25

20
15

Year 2013

FOI Request Comparison
Q1 April to June

22

21
18

20
15

14
10

13

5

23
21
16
14

10
5

0
April

May

June

0
July

August

September

FOI requests received for period 01/04/2014 to 30/06/2014 (Q1)
Total number of FOI requests received

71

I&ESCCG & WSCCG
I&ESCCG
WSCCG
MDT
SCH
n/a

55
6
5
2
2
1
71

Answered within 20 days
Not answered within 20 days
Not due for response

71
0
0
71

Source of request
Commerical Healthcare
Education
General Business
Healthcare Media/Publication
Interest Group
Local Media
Members of Public
MP
National Media
NHS/Local Authority
Not for profit
Professional Body
Unknown

Type of information request
Acute Service
Clinical
Community Care Services
Contractors
Corporate
Estates/facilities
Financial
HR
Other
Primary Care Services
Strategy/Developments

8
1
8
8
4
2
25
4
5
0
2
3
1
71

4
1
10
9
0
2
6
11
16
11
1
71

Disclosure categories
Full
Partial
Refusal
Not applicable
Not stated

Information available
Yes
No
Partial
Not stated

55
5
0
11
0
71

52
11
8
0
71

Either not for the CCG or are unable to answer as
we do not commission

FOI requests received for period 01/07/2014 to 30/09/2014
Total number of FOI requests received

60

I&ESCCG & WSCCG
I&ESCCG
WSCCG
MDT
SCH
n/a

59
0
1
0
0
0
60

Answered within 20 days
Not answered within 20 days
Not due for response

59
1
0
60

Source of request
Commerical Healthcare
Education
General Business
Healthcare Media/Publication
Interest Group
Local Media
Members of Public
MP
National Media
NHS/Local Authority
Not for profit
Professional Body
Unknown

Type of information request
Acute Services
Clinical
Commissioning
Community Care Services
Contractors
Corporate
Estates/facilities
Financial
Financial & Contracting
HR
ICT
Other
Prescribing
Primary Care Services
Strategy/Developments
Treatments/Tariff

6
1
7
7
10
0
15
4
2
2
6
0
0
60

0
0
13
2
13
0
0
9
1
2
2
9
2
1
0
6

Clarification requested from enquirer. No
Response, FOI closed.

60
Main directorate responsible
Chief Nursing Office
Chief Officer
Chief Operating Office
Contracts Office
Corporate Services
Finance & Contracting
Finance Office
Other
Redeisgn Office
Suffolk Community

Disclosure categories
Full
Partial
Refusal
Not applicable (FOI request not for CCG)
Not stated

Information available
Yes
No
Partial
Not stated

1
0
17
13
6
7
10
3
1
2
60

52
1 (Only part of info held within CCG)
0
1 (see below)
7*
0
60

51
2 (see below)
7*
2 (Only part of info held within CCG)
0
60

*1 5 x Information not held

1 x info already publicly available
1 x Clarification requested from enquirer. No
Response, FOI closed

*2

6 x info not held by CCG
1 x Clarification requested from enquirer. No
Response, FOI closed
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WSCCG 14-72

From: Amanda Lyes, Chief Corporate Services Officer
HEALTH AND SAFETY REPORT
1.

Purpose

1.1

To provide the Governing Body with an update on health and safety management activities
within the CCG. Subsequent reports will be presented twice yearly.

2.

Background

2.1

The Health& Safety and Risk Committee continues to meet bi-monthly. The last meeting was
held on 13 October 2014.

2.2

The Committee is chaired by the Chief Corporate Services Officer and has representatives of
Both CCGs, the management delivery team and property services.

2.3

Health and Safety support, guidance and training is provided by Safety Boss under a service
level agreement with the CCGs.

3.

Key Points

3.1

Health and Safety and Risk Committee
The Committee continues to monitor health and safety compliance by the CCGs within the
premises they occupy. No major issues requiring urgent attention have been identified at recent
meetings but there are several on-going issues which are currently being attended to. These are
shown below.

3.2

Health and Safety Training
This continues to be provided by Safety Boss at Rushbrook House and West Suffolk House.
Attendance is monitored to ensure all staff receive training on an annual basis.
As at the end of September 87% of staff had received training.
Following recent comments about the training a meeting has been arranged to review the
content of the sessions with a view to making them more “office “orientated and to ensure they
make more reference to specific local arrangements.

3.3

Health and Safety Newsletter
The latest version of the newsletter was published and made available to staff on 8 October via
BUZZ.
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3.4

Fire and First Aid
Numbers of fire wardens and trained first aiders has been maintained at required levels and
newly identified first aiders have received appropriate training.

3.5

Fire Evacuation Drill
An evacuation drill took place at Rushbrook House on 18 September. The times for evacuation
were greatly improved from previous drills. Total time to fully evacuate the building was reduced
from 3 minutes and 7 seconds to 2 minutes and 40 seconds.
There were a number of observations which will be addressed at the fire marshal’s regular
meetings. These included the checking of the lift to ensure it was empty and visibility of
assembly point notices which was obscured by overgrown foliage.

3.6

Farm Car Park
The condition of the farm car park and entrance driveway continues to be of concern to staff. A
representative of property services (who own the car park) arranged a meeting with CCG
representatives and a contractor to discuss repair options.
A price for the repairs was agreed and the CCG are now waiting for property services to arrange
to carry out the repairs.

3.7

Lighting within Rushbrook House
A lighting survey was carried out by Safety Boss to establish if lighting levels fall within the
recommended guidelines.
The survey covered all three floors and included offices and meeting rooms as well as the open
plan areas.
The results of the survey have been presented to the committee and also to union
representatives.
Whilst the survey did highlight some differences in lighting levels staff now seem generally
satisfied with the lighting levels in their individual work areas. The committee will continue to
monitor the situation and will deal with any further issues as and when they arise.

3.8

Other issues
A number of other issues continue to be discussed and action plans carried out as part of
business as usual put in place to address them. These do not present any significant risk to the
CCGs but are being monitored and any escalation of the risks will be reported accordingly.

4.

Recommendation

4.1

The Governing Body is asked to note the content of the report.
Author:
Norman Pottinger
Information Governance and Risk Manager
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Reference No.

WSCCG 14-73

From: Amanda Lyes, Chief Corporate Services Officer
MINUTES OF MEETINGS
1.

Purpose

1.1

This report incorporates for endorsement, minutes of recent meetings of the Audit
Committee, Remuneration and HR Committee, Clinical Executive Committee, and CCG
Collaborative Group.
(i) Audit Committee

The confirmed minutes of a meeting held on 9 September 2014 and unconfirmed
minutes of a meeting held on 14 October 2014.

(ii) Remuneration and HR Committee

The unconfirmed minutes of a meeting held on 23 September 2014

(iii) Clinical Executive Committee

The unconfirmed minutes of a meeting held on 29 October 2014

(iv) CCG Collaborative Group

The unconfirmed minutes of a meeting held on 2 October 2014

2.

Recommendation

2.1

The Governing Body is asked to endorse the minutes.

Author:
Jo Mael
Corporate and Governance Officer

Minutes of a Meeting of the West Suffolk Clinical Commissioning Group Audit
Committee held on Tuesday 9 September 2014
PRESENT
Bill Banks
Peter Knights

-

Lay Member for Governance (Chair)
Governing Body Member

IN ATTENDANCE
Neil Abbott
Colin Boakes
Mark Game
Rachel Gan
Lisa George
Carl Goulton
Mark Hodgson
Amanda Lyes

-

Head of Internal Audit
Governance Advisor
Head of Accounting and Control
Ernst and Young – External Audit
Local Counter Fraud Specialist
Chief Finance Officer
Ernst and Young – External Audit
Chief Corporate Services Officer

14/049 WELCOME AND APOLOGIES FOR ABSENCE
The Chairman welcomed everyone to the meeting and apologies for
absence were noted from:
Ruth Pritchard-Wooles - Ernst and Young: External Audit
14/050 MINUTES OF THE PREVIOUS MEETING
The minutes of the West Suffolk CCG Audit Committee meeting held on 10
June 2014 were reviewed and confirmed as a correct record.
14/051 MATTERS ARISING AND REVIEW OF ACTION LOG
The action log was reviewed and updated.
14/052 ANNUAL AUDIT LETTER
Mark Hodgson presented the Annual Audit Letter for 2013-14, the purpose
of which is to communicate to members of the Governing Body and external
stakeholders, including members of the public, the key issues arising from
the work of the external auditors and considered necessary to be brought to
the attention of the CCG.
He went on to note that detailed findings from the audit work had already
been reported earlier in the year to both the Governing Body and Audit
Committee in the 2013-14 Annual Results Report. The Annual Audit Letter
therefore reiterates the good outcomes previously reported and the matters
included are those considered most significant for the CCG.
The Chief Finance Officer noted that the Annual Audit Letter 2013-14 had
already been presented to the Governing Body in public.

The Committee noted the content of the report
14/053 INTERNAL AUDIT REPORT
The Head of Internal Audit presented the 2014-15 Interim Internal Audit
Report and noted that for the period April to August 2014, 28 days had
been spent auditing the systems and activities of both the West Suffolk and
Ipswich and East Suffolk CCG’s. Internal Audit are contracted to provide
176 days for the CCGs, including 20 days brought forward from 2013-14.
He went on to provide a detailed breakdown and summary of the status for
each audit area and as agreed with the Chief Finance Officer, the 20 days
brought forward will now be utilised on five ‘light touch’ audits including:






Business Continuity Planning
S136 Mental Health Act
Monitoring CQC
GP Payments
Individual Funding Requests

The Head of Internal Audit confirmed that these were selected by reference
to a list of suggested audits for CCGs in the 2014 Audit Committee Handbook and selecting those not covered in current plans. The five audits
amount to 17 days with the remaining 3 days being added to contingency.
The Committee noted the report
14/054 INTERNAL AUDIT REPORTS
The Committee received the following reports from internal audit:
(i) Progress Report on Continuing Healthcare Actions: From Internal
Audit Report 13/04
The overall objective of the audit was to follow up the recommendations
made in the 2013-14 report on Continuing Healthcare for the Suffolk CCGs.
The Head of Internal Audit commented that the results of the work had
demonstrated significant progress to improve the systems and governance
processes within the CCGs for Continuing Health Care. Whilst the risks
have not been completely mitigated, the CCGs are clearer on the extent of
the issues than at the time of the previous audit and resources are being
put in place to address matters.
At this point, 5 of the 8 recommendations have been completed, with the
remaining three partially completed. Work on these remains on-going and it
is anticipated that they will be completed by the time a re-audit is
undertaken in October 2014, when the systems and processes will be
examined in more detail.
(ii) Business Continuity Planning
The overall objective of this audit was to provide reasonable assurances
that the systems in place for business continuity are robustly controlled.
The Head of Internal Audit reported that the results of the work provided an

overall opinion that the systems controls provide management with good
assurance. There are recommendations arising and the majority of these
are in acknowledgement of the work that the Emergency Planning and
Resilience Manager is already aware of. The recommendations include:




Formalised arrangements to cover the absence of the Emergency
Planning and Resilience Manager
Reviewing, updating and approving the Business Continuity Plan
Performing exercises on the Business Continuity Plan.

In response to the latter recommendation, the Chief Corporate Services
Officer commented that the Business Continuity Plan has not been tested
since 2010 but that this is now scheduled for January 2015 and as such has
been added to the Audit Committee Action Log.
The Chairman noted that the West Suffolk CCG corporate office is now colocated with the Council at West Suffolk House in Bury St Edmunds. As
such, reassurance was requested that the CCG has been included within
the Council’s overall Business Continuity Plan.
Finally, the Governance Advisor commented that there remains an issue
with departmental corporate policies which have not been formally
approved, logged and made known to the entire organisation. From a
business continuity perspective, this represents a risk and it was agreed
that he would undertake a further review with a possible amnesty for the
policies in existence which have not hitherto been formally approved.
Internal Audit Recommendations
(iii)
The overall objective of this report was to provide the Audit Committee with
the status of Internal Audit recommendations made to date.
At the June Audit Committee meeting it was reported that 43
recommendations had been made by Internal Audit during 2013-14. Of
these, 15 had been closed and 28 remained open at that time. The latest
figures demonstrate that 10 are currently outstanding with 8 exceeding their
originally agreed target date. The report appendices provided an indication
as to how far beyond the target date the recommendations have gone
together with an update from management on progress and actions taken
to date for the 10 recommendations still open.
As agreed at the last Audit Committee, the Head of Internal Audit confirmed
that there has been liaison with the Chief Corporate Services Officer to
ensure that delays in implementing Internal Audit recommendations are
brought promptly to the attention of the Chief Officers Team. In conclusion,
he noted that good progress was ongoing but that there was a need to
further emphasise the need for action in regard to some of the
recommendations.
The Committee noted the reports
14/055 PERSONAL HEALTH BUDGETS
The Committee received a report from the Chief Nursing Officer although
she was unable to attend to speak to it.

The Chief Finance Officer noted that the issue of Personal Health Budgets
is a major risk arising from the Continuing Health Care agenda with
significant implications for the CCG.
It was noted that the matter is to be discussed at the forthcoming CHC
Project Board meeting on 11 September 2014 and the Chief Nursing Officer
was requested to provide a more detailed progress report and action plan at
the next Audit Committee meeting in October.
The Committee noted the report
14/056 DRAFT LOCAL COUNTER FRAUD WORK PLAN
Lisa George, the CCG’s new Local Counter Fraud Specialist from TIAA,
was welcomed to the meeting and it was noted that it is likely that CEAC,
who have hitherto provided the service, will shortly merge with TIAA.
She presented the West Suffolk CCG Counter Fraud Work Plan for 2014-15
and whilst the revised national counter fraud guidance has still not been
received, noted that the Work Plan is based upon the NHS Protect three
main objectives of:




Preventing and deterring fraud in the NHS by removing
opportunities for it to occur or re-occur
Educating and informing those who work for, or use the NHS about
fraud and how to tackle it
Holding to account those who have committed fraud against the
NHS by detecting and prosecuting offenders and seeking redress
where viable

The Work Plan is designed to meet four key objectives and incorporate the
National Counter Fraud Strategy:





Strategic Governance
Hold to Account
Inform and Involve
Prevent and Deter

The Local Counter Fraud Specialist concluded by stating that the 25 work
days allocated are indicative and will vary depending upon the requirements
of the CCG, the size and complexity of the system under review and any
additional legislation or guidance as it emerges. Included within the Work
Plan are value added inputs from the Intelligence Cell, Investigations and
Forensics Unit as well as quality review by management.
Having questioned the importance of ensuring counter fraud work was
embedded within the organisation, together with how the CCG tested the
effectiveness of the work, it was explained that surveys were issued to test
understanding and knowledge of counter fraud.
In response to a question about the distribution of the allocated days, it was
noted that this is based upon the Local Counter Fraud Specialists own
experience and not what went before. She further noted that there will be
meetings with the CCG every 6-8 weeks with attendance at future Audit

Committee meetings twice each year supported by written reports to all of
the meetings.
The committee received and approved the Counter Fraud Work Plan
14/057 GOVERNING BODY ASSURANCE FRAMEWORK (GBAF)
The Chief Corporate Services Officer presented the updated West Suffolk
CCG GBAF which is reviewed by the Chief Officers Team every month and
by the Governing Body at each of its meetings.
Whilst reviewing the GBAF the following points were highlighted:
Risk 04:

Failure to evidence the national drive of zero tolerance on
MRSA bacteraemia as set out in NHS England Planning
Guidance Everyone Counts: Planning for patients 2013/14:
Amendments to Action Plans/Timelines

Risk 06:

Failure to achieve the local reduction trajectories for Clostridium
difficile as set out in NHS England: Planning Guidance Everyone
Counts: Planning for patients 2013/14: Amendments to Action
Plans/Timelines.

Risk 07:

Potential impact of Serco model of care and transformation as a
result of staff consultation - Major change introduces instability
and could impact delivery: Risk removed

Risk 14:

Failure to comply with NHS continuing Health care Framework:
Amendments to action plan/timeline.

Risk 17:

West Suffolk Hospital financial challenge in 14/15 adversely
impacting on quality and performance at the Trust - West Suffolk
Hospital change in CEO. Amendments to action
plan/timeline.

Risk 18:

Failure to meet some statutory duties for Looked after Children:
Amendments to action plan/timelines.

Risk 20:

Failure to redesign and commission services covered by the
Urgent Care and Health and Independence reviews within
required timescales: Amendments to action plan/timelines.

Risk 23:

111 Service failing to answer calls within KPI timeframe for both
Call answer in 60 second and warm transfer to clinician and call
back within 10 minutes: New risk added requires risk rating.

The Governance Advisor reported that a revised GBAF format is shortly to
be introduced which provides more detail on the action points for each risk
and target dates for their mitigation or elimination.
The Committee noted the report
14/058 INFORMATION GOVERNANCE
The Chief Corporate Services Officer
Governance report, the key points including:

presented

the

Information



The V12 toolkit has very few changes from previous versions and
therefore the required evidence remains much the same as before.



A major emphasis currently within the toolkit is around the handling
of patient confidential data. As commissioners, the CCGs do not hold
large data bases of personal confidential data, however in areas
such as continuing health care and within the new Controlled
Environment for Finance (CEfF) some confidential data is held.



The CEfF has been set up in accordance with guidance from the
HSCIC and NHS England and a sectioned off area of the finance
department handles confidential patient information which is
provided for the purpose of payment of (some) invoices.



The CCG is still operating under a national S251 agreement which
allows the processing of patient confidential data in the absence of
any other legal basis for that processing.



The HSCIC are actively pursuing a more permanent arrangement
which will allow the processing to continue on a legal basis.



The CCGs will be monitoring their progress and will ensure any
recommendations are followed as and when they are published.



Evidence to provide required assurances for the remainder of the
toolkit return is being gathered and a further update will be provided
to the committee during the year.

In concluding, the Chief Corporate Services Officer noted that:


Updates and changes from the HSCIC will be monitored and any
required actions taken to retain compliance.



The information governance toolkit will continue to be populated with
the required evidence to ensure on-going “satisfactory” compliance.



Any significant issues, should they arise, will be advised to the
Committee together with actions taken to resolve them.

The Committee noted the report
14/059 WAIVERS OF COMPETITIVE TENDERING
The Committee received and considered a waiver of competitive tendering
in respect of the following:


017 – Procurement of Medical Interoperability Gateway for EMIS GP
Practices

The Committee endorsed the waiver of competitive tendering presented.
14/060 AUDIT SELF ASSESSMENT
The Chairman spoke the Audit Committee self-assessment, the results of

which were noted.
In order to understand why some members had commented ‘no’ to certain
check list questions, the Governance Advisor undertook to analyse the
survey results in more detail and provide a further report to the Audit
Committee at its meeting in December 2014.
The Committee noted the report
14/061 REVIEW OF THE FORWARD AGENDA
The Committee reviewed the forward agenda for future meetings and it
was agreed that this should become an annual rolling programme in order
to pick up key issues such as the External Audit Plan.
14/062 ANY OTHER BUSINESS
No items of other business were received.
14/063 DATES OF FUTURE MEETINGS
The next meeting of the West Suffolk CCG Audit Committee will be held on
Tuesday 14 October 2014 at 2.00pm in the Paddock Meeting Room at
Rushbrook House.
Future meetings:
Date
2014
9 December 2014
2015
10 February 2015
07 April 2015
02 June 2015
01 September 2015
06 October 2015
01 December 2015
2016
02 February 2016

Venue

Time

Paddock Meeting Room

2.00pm

Paddock
Paddock
Paddock
Paddock
Paddock
Paddock

Meeting Room
Meeting Room
Meeting Room
Meeting Room
Meeting Room
Meeting Room

2.00pm
2.00pm
2.00pm
2.00pm
2.00pm
2.00pm

Paddock Meeting Room

2.00pm

___________________________
Chairman (Bill Banks)

14 October 2014
______________________
Date

Unconfirmed Minutes of a Meeting of the West Suffolk Clinical Commissioning
Group Audit Committee held on Tuesday 14 October 2014
PRESENT
Bill Banks
Peter Knights

-

Lay Member for Governance (Chair)
Governing Body Member

IN ATTENDANCE
Neil Abbott
Colin Boakes
Roger Holt
Jo Mael
Ruth Pritchard-Wooles

-

Head of Internal Audit
Governance Advisor
Financial Accounting Manager
Corporate Governance Officer
Ernst and Young - External Audit

14/064 WELCOME AND APOLOGIES FOR ABSENCE
The Chairman welcomed everyone to the meeting and apologies for
absence were noted from:
Mark Game
Lisa George
Carl Goulton
Mark Hodgson
Amanda Lyes

-

Head of Accounting and Control
Local Counter Fraud Specialist
Chief Finance Officer
Ernst and Young – External Audit
Chief Corporate Services Officer

14/065 MINUTES OF THE PREVIOUS MEETING
The minutes of the West Suffolk CCG Audit Committee meeting held on 9
September 2014 were reviewed and confirmed as a correct record.
14/066 MATTERS ARISING AND REVIEW OF ACTION LOG
The Head of Internal Audit reported that the merger of CEAC with TIAA had
now taken place. CEAC staff had transferred to TIAA and were carrying out
work on a subcontract basis from Kettering Hospital. A letter explaining the
process for the provision of counter fraud services going forward was to be
issued to the CCG’s Chief Finance Officer in the near future. It was
anticipated that the merger would facilitate the availability of an increased
knowledge pool and improve access to benchmarking information.
The action log was reviewed and updated.
14/067 EXTERNAL AUDIT BRIEFING
Whilst no Audit Briefing paper had been available for circulation, the
Committee was advised that work had commenced on audit planning for
next year, with timescales of audits likely to be similar to those carried out
last year.

The Committee noted the verbal report and that external auditors would be
holding an meeting within Ernst & Young, week commencing 20 October
2014, should Committee members have any issues they wished to raise.
14/068 INTERIM INTERNAL AUDIT REPORT
The Head of Internal Audit presented the 2014-15 Interim Internal Audit
Report and advised that for the period, April to September 2014. 48 days
had been spent auditing the systems and activities of both the Ipswich &
East Suffolk and West Suffolk CCGs.
Whilst no final audit reports had been completed since the last Committee
meeting, two draft reports in respect of Complaints and Monitoring Quality
of Service had been produced and were currently with the Chief Nursing
Officer for comment. Other audits in respect of Conflicts of Interest,
Individual Funding Requests and Section 136 Mental Health were being
progressed and arrangements for carrying out the Continuing Health Care
follow up report were being made with a report expected to be presented to
the Committee in December 2014.
An exit meeting had been held in relation to the QIPP audit and further
information was awaited from finance prior to its finalisation. The Head of
Internal Audit was liaising with relevant CCG staff in an attempt to facilitate
a commissioning and contracting audit during the quarter.
The Committee was asked to note that future reports were likely to be
assessed in line with TIAA’s four assurance levels of Substantive,
Reasonable, Limited and No Assurance.
It was explained that a briefing note had been attached to the report which
outlined developments in NHS Governance, Risk and Policy. Further
information on any issue contained within the briefing note could be
pursued by Internal Audit should it be considered necessary.
The Committee noted the content of the report
14/069 INTERNAL AUDIT REPORTS
Internal Audit Recommendations
The Committee was in receipt of a report from the Head of Internal Audit
which set out current progress against internal audit recommendations.
It was reported that there were currently 11 recommendations outstanding,
with six of those having gone past their original agreed target date. It was
hoped that progress against the recommendations would improve as a
result of the Chief Corporate Services Officer having emphasized the need
for action at a recent Chief Officer Team meeting.
The Committee emphasized the importance of continued tracking of
progress against the recommendations and noted that, if required for
reference, previous Committee reports were available from the Committee
and Governance Officer.
14/070 LOCAL COUNTER FRAUD UPDATE

It was explained that in light of there being nothing to report since the
September 2014 meeting, the Local Counter Fraud Representative had
offered her apologies for the meeting and advised that further information
would be available for the December 2014 meeting.
The Committee was advised that the Chief Finance Officer was currently
liaising with the Counter Fraud Representative in respect of the counter
fraud workplan and, although its content had been agreed, the number of
audit days associated with the plan continued to be negotiated.
The Committee expressed caution that any agreement on the number of
audit days should not affect quality of service or the reputation of the CCG
going forward.
14/071 NHS AUDIT COMMITTEE HANDBOOK REVIEW
Having noted major changes to the NHS Audit Committee Handbook as set
out within report WSAC 14-45 from the Chief Finance Officer, the
Committee reviewed each point in turn with key points highlighted including;


In light of declarations of interest now being reviewed on a six monthly
basis following recommendation by internal audit, the Head of Internal
Audit was asked to explore the necessity for Committee agendas to
include ‘Declaration of Interests’ and report back.



Work recently undertaken to strengthen risk reporting mechanisms was
noted in relation to reviewing assurances within the assurance
framework. The Head of Internal Audit was asked to explore the
necessity of an assurance map in light of the existence of the CCG’s
Risk Management Strategy.



The Committee felt that the introduction of its Clinical Executive
Committee had strengthened the monitoring and review of clinical risk,
with the Audit Committee having opportunity, via the Governing Body
Assurance Framework (GBAF), to scrutinise. The Committee was
satisfied that arrangements and processes were in place to provide
oversight and the opportunity to comment on clinical quality issues.



Having noted that a Whistleblowing Policy was in place and would be
reviewed in line with the CCG’s policy approval procedure, the
Governance Advisor was asked to alter the Committee’s Terms of
Reference in line with the Audit Committee’s new role in respect of
whistleblowing.

The Committee had undertaken a self-assessment and was due to receive
an analysis report in December 2014.
14/072 PERSONAL HEALTH BUDGETS WITHIN ADULT CONTINUING
HEALTHCARE
The Committee was reminded that, at its meeting held on 9 September
2014, it had requested that a more detailed report on personal health
budgets and action plan be presented to its October 2014 meeting.
Whilst report WSAC 14-46 from the Chief Nursing Officer provided useful
additional background information, it was felt that due to the complexity of

the issue, further information as to the financial consequences of the
process was required, with particular emphasis on the governance
framework, the arrangements for financial control and the identification of
risks going forward. The need for other Committees such as the CCG’s
Clinical Executive to discuss the matter was highlighted.
Having noted the content of the report the Committee agreed that the
Chief Finance Officer be asked to prepare a report for presentation to the
December 2014 meeting in line with queries raised.
14/073 GOVERNING BODY ASSURANCE FRAMEWORK (GBAF)
The Governance Advisor presented the updated West Suffolk CCG GBAF
which it was noted had a revised format that included action points and
target dates for completion.
The Committee was asked to note that the new GBAF remained a work in
progress and it was recognised that further action would be required to fully
embed the process and ensure that actions were decisive and narrative
concise.
Having reviewed the content of the report the Committee expressed
concern that some information contained within the GBAF did not seem to
be current and noted that the Governance Advisor would be discussing
how future reporting might be improved with the Chief Corporate Services
Officer.
14/074 WAIVERS OF COMPETITIVE TENDERING
No waivers of competitive tendering were received.
14/075 REVIEW OF THE FORWARD AGENDA
The Committee reviewed the forward agenda for future meetings and
asked that the Self-Assessment Analysis and further Personal Health
Budget reports be included for the 9 December 2014 meeting.
14/076 ANY OTHER BUSINESS
The Chair advised that he was due to attend a meeting in London of CCG
Audit Committee Chairs on 28 October 2014. Any interesting information
gained would be fed back to the Committee in December 2014.
14/077 DATES OF FUTURE MEETINGS
The next meeting of the West Suffolk CCG Audit Committee will be held on
Tuesday 9 December 2014 at 2.00pm in the Paddock Meeting Room at
Rushbrook House.
Future meetings:
Date
2015
10 February 2015
07 April 2015
02 June 2015
01 September 2015

Venue
Paddock
Paddock
Paddock
Paddock

Time
Meeting Room
Meeting Room
Meeting Room
Meeting Room

2.00pm
2.00pm
2.00pm
2.00pm

06 October 2015
01 December 2015
2016
02 February 2016

Paddock Meeting Room
Paddock Meeting Room

2.00pm
2.00pm

Paddock Meeting Room

2.00pm

_____________________________
Chairman (Bill Banks)

______________________
Date

Part One

Unconfirmed Minutes of a meeting of the West Suffolk Clinical Commissioning
Group Remuneration and Human Resources Committee Meeting held on
Tuesday, 23 September 2014
PRESENT:
Bill Banks
Jo Finn

Lay Member for Governance (Chair)
Lay Member for Patient and Public Engagement

IN ATTENDANCE:
Amanda Lyes
Jo Mael

Chief Corporate Services Officer
Corporate and Governance Officer

14/034

WELCOME AND APOLOGIES FOR ABSENCE
The Chair welcomed everyone to the meeting. No apologies for absence were
received

14/035

MINUTES OF THE PREVIOUS MEETING
The minutes of the West Suffolk CCG Remuneration and Human Resources
Committee meeting held on 24 June 2014 were reviewed and confirmed as a
correct record.

14/036

MATTERS ARISING AND REVIEW OF THE ACTION LOG
There were no matters arising from the previous meeting and the action log
was reviewed and updated with it noted that action 14/024 would carry forward
to the next meeting in light of the Head of Accounting and Control having
offered apologies for today’s meeting.

14/037

GENERAL UPDATE
The Chief Corporate Services Officer provided the following verbal update in
respect of each directorate;
1) Corporate Services and IT
IT




Staff that had been Tupe’d into the IT department from Norfolk and
Suffolk Foundation Trust had now settled in well and outstanding
vacancies were being filled.
Both Ipswich and East Suffolk and West Suffolk CCG IT Programme
Boards were involved in a review of the provision of IT services and a
market day was scheduled to take place on 23 October 2014.
The Suffolk Informatics Partnership had been established to inform the
System Leaders Partnership Board on IT matters, and assist the
facilitation of integrated working.

Human Resources


A training needs analysis had been completed from information






acquired via personal development plans carried out in April 2014.
Sickness/absence reporting was to be strengthened via increased
process awareness.
The CCG had, once again, been nominated as a finalist in respect of
staff engagement at the forthcoming HSJ Awards.
The pay progression framework was progressing well with staff being
reminded of the importance of achieving objectives and completing
mandatory training.
A further survey in relation to values and behaviours was to be
circulated to staff on 1 October 2014. It was anticipated that the
outcome of the survey would be reported to the Chief Officer Team,
Remuneration and HR Committee and Joint Staff Partnership
Committee, together with being incorporated into the Staff Away Day
planned for December 2014.

Corporate Governance



Work continued on the Information Governance Toolkit with anticipated
submission of a ‘satisfactory’ return in March 2015.
Risk management throughout the CCG had been strengthened via the
development of departmental risk registers.

2) Finance


A recent Staff Away Day had received positive feedback with another
planned for early 2015.

3) Redesign and Chief Operating Office




Staff are happy within their new base at West Suffolk House
Lunch and learn sessions are to be introduced in conjunction with local
authority colleagues.
Organisation and Development and Culture Focus Groups had been
established.

4) Contracts



A Staff Away Day was scheduled to take place in October 2014.
The Chief Contracts Officer was currently discussing options for the
filling of vacant roles within the department, with her deputies.

5) Nursing



Three members of staff were currently being performance-managed.
A Deputy Chief Nursing Officer had recently been appointed.

6) Communications


Jo Johns had recently been appointed as the new Communications
Manager.

The Remuneration and HR Committee noted the verbal report and, in light of
the amount of information presented, requested that it receive written reports
going forward to either Part One or Part Two of the meeting dependent on
content.
14/038

MANAGEMENT RUNNING COST UPDATE
As the Committee had previously noted that the Head of Accounting and
Control would not be attending today’s meeting, the Chief Corporate Services

Officer advised that she had discussed with the Head of Accounting and
Control the need to curtail costs into 2015/16, and would be completing a
review of management costs for presentation to the Chief Officer Team.
The Committee emphasized the importance, as had been outlined within the
original action point, of clarifying what was included within the management
costs and whether comparisons had been made on a ‘like for like’ basis,
together with outlining the formula intended for use to allocate shared costs
across both CCGs for 2014/15, and confirmed that it was content for that
work to be incorporated within the intended wider review.
14/039

WEST SUFFOLK CCG – QUARTER 1 2014/15 HR KPI REPORT
The Committee was in receipt of a report from the Chief Corporate Services
Officer which detailed CCG progress during quarter one of 2014/15 in relation
to HR key performance indicators.
Key points highlighted during discussion included;


That the CCG staff head count had increased due to Continuing
Healthcare recruitment, the ICT Team TUPE of staff and completion of
the Finance Directorate restructure.



Although the report indicated higher than normal sickness/absence levels
within two of the smaller directorates that was due to those directorates
having long term sick employees within their numbers.



Personal Development Review levels were good at 90+% and from those
that had taken place a training needs analysis had been completed and
implemented from September 2014.



Mandatory training levels were high which could be due to Chief Officers
now receiving regular updates on completion levels.



Whilst it was noted that the report now contained a breakdown of pay
bands by the age profile of staff, it was recognised that presentation of the
information could be improved.
The Chief Corporate Services Officer agreed to investigate reporting
methods and clarify the information within future reports.



Flexible working requests had increased in light of a recent change to
legislation and all requests were being dealt with in an equitable way with
a representative from HR being present at all interviews between staff
members and managers.
Whilst the Committee recognised the difficulty in obtaining up to date BME
information in respect of the local population, it emphasized the need to
attempt to ensure that information used across the CCG remained
consistent.

In response to a question as to what action the CCG was taking to increase
the number of BME employees, the Committee was advised that there was
targeted recruitment to specific local groups and health ambassadors carried
out work with schools and colleges and attended local recruitment events.
The Committee was advised of the existence of a Joint Diversity Group and it
was suggested that it might be beneficial for the issue to be discussed at one
of its meetings. The Chief Corporate Services Officer agreed to discuss
with the appropriate CCG representative on the group.
The Committee noted the content of the report.

14/040

EDUCATION, TRAINING AND DEVELOPMENT 2014/15
The Committee was in receipt of a report from the Chief Corporate Services
Officer which detailed Education, Training and Development activities that
CCG employees and GP practice clinical staff had completed, or were
currently undertaking.
The Committee was advised that the CCG had been successful in obtaining
increased Continuing Professional Development (CPD) funding for use by GP
practice clinical staff. The report detailed leadership opportunities available
and those staff, and GPs, that were participating in the various programmes,
set out examples of recent ‘lunch and learn’ activities, identified those CCG
staff pursuing personal and professional qualifications and those GP practices
that were taking advantage of CPD funding.
The Committee was pleased to note the content of the report and that staff
and GPs were taking advantage of the opportunities available.

14/041

POLICIES FOR APPROVAL
The Committee was in receipt of the following policies, for which, its
approval/endorsement was being sought.
a) Long Service Awards Policy – the policy had been revised to reflect the
change from PCT to CCG.
b) Flexible Working Policy – the policy had been revised to take account of
changes to legislation relating to an employee’s right to request a change
in working patterns. It was explained that, in order to implement the policy
as soon as possible after the change in legislation, the Chair of the
Remuneration and HR Committee had been asked to approve the policy
under a Chair’s action which had taken place on 30 July 2014. The
Committee was now being asked to endorse that action. The importance
of ensuring equity in decision making was emphasized.
Having noted that the policy indicated that employees had a right of appeal
to any decision taken, but did not include reference as to whom that appeal
should be made, the Chief Corporate Services Officer agreed to amend
the policy accordingly.
c) Audio Digital Recording on CCG Premises and of CCG Meetings – the
policy had been introduced at the suggestion of the Audit Committee and
sought to clarify the position of staff, or patients, who wished to record
meetings. Review of the policy by the Joint Staff Partnership Committee at
its meeting held on 19 September 2014 had resulted in the policy being
revised to incorporate reference to staff meetings.
The Chief Corporate Services Officer confirmed that, following
recommendation by the Audit Committee, she had been tasked to facilitate the
production of a schedule of policies, their author and review date.
The Committee approved/endorsed the policies presented subject to minor
amendment as mentioned above.

14/042

JOINT STAFF PARTNERSHIP COMMITTEE MEETING
The Committee was in receipt of a report from the Chief Corporate Services
Officer which summarised the main issues discussed and outcomes to
emerge, from the Joint Staff Partnership Committee meeting held on 11 July
2014.

Key points highlighted included;
 West Suffolk CCG staff were happy at their new base in West Suffolk
House and the lease issues in respect of Rushbrook House continued to be
worked through.
 NHS Property Services had agreed to fund improvements to the surface of
the farm car park in time for the winter months.
 As previously mentioned a further values and behaviours survey was to be
issued to staff in October 2014.
The Committee noted the content of the report.
14/043

HEALTH AND SAFETY AND RISK COMMITTEE
The Committee received a report from the Chief Corporate Services Officer
which provided an update on health and safety matters.
Key issues included;




That the results of a lighting level survey carried out by the CCG’s Health
and Safety Advisor was awaited.
Due to a high incidence of gastro-intestinal sickness/absence, hand
sanitisers were being purchased for location outside toilet areas.
Due to the recognised need for late working staff to feel safe in their
working environment, cleaners at Rushbrook House had been asked not to
leave the front door open whilst on site. The introduction of a door entry
system was also being explored.

In light of the reported high incidence of gastro-intestinal sickness/absence, the
Committee raised concern at the cleanliness of crockery, particularly as the
dishwasher was no longer functional. The Chief Corporate Services Officer
agreed to investigate reinstatement of the appliance.
The Committee noted the content of the report.
14/044

REMUNERATION AND HR COMMITTEE SELF-ASSESSMENT
The Committee was in receipt of feedback from its recent self-assessment
exercise, together with feedback from a similar questionnaire issued to
Governing Body members.
The Committee noted the content of the report and having reviewed feedback
from both questionnaires asked that the Chief Corporate Services Officer
develop an action plan as to how ‘No’ responses to questions might be further
investigated, together with how questions for next years’ assessment might be
improved.

14/045

ANY OTHER BUSINESS
No items of other business were received

14/046

DATE AND TIME OF NEXT MEETING
In light of the Chair being unavailable for the next meeting of the West Suffolk
CCG Remuneration and Human Resources Committee scheduled to take
place on Tuesday, 28 October 2014 at 10.00am, it was agreed that the
meeting be cancelled, subject to a further meeting being convened should an
urgent matter occur before the scheduled December 2014 meeting.
The next meeting of the Remuneration and HR Committee would now be that

scheduled to take place on Tuesday, 2 December 2014 in the Paddock
meeting room at Rushbrook House at 10.00am.

_____________________________
Chairman (Bill Banks)

______________________
Date

Unconfirmed Minutes of WS CCG Clinical Executive Committee held on
Wednesday 29 October 2014 from 0900 – 1100hrs in
The Library, Active Business Centre, 33 St Andrews Street South, Bury St Edmunds,
Suffolk, IP33 3PH
PRESENT:
Bill Banks
Dr Simon Arthur
David Cripps
Andy Eley
Jo Finn
Dr Ed Garratt
Julian Herbert
Dr Crawford Jamieson
Peter Knights
Dr Daniel Knowles
Amanda Lyes
Rakesh Raja
Karen Smith
Dr Giles Stevens
Dr Roz Tandy
Wendy Tankard
Dr Andrew Yager

Lay Member – Governance (Chair)
GP Governing Body Member
Governing Body Member
Deputy Chief Operating Officer
Lay Member – Public and Patient Engagement
Chief Operating Officer
Chief Officer (Chair)
Secondary Care Lead
Governing Body Member
GP Governing Body Member
Chief Corporate Services Officer
GP Governing Body Member
Head of Patient Safety and Clinical Effectiveness
GP Governing Body Member
GP Governing Body Member
Chief Contracts Officer
GP Governing Body Member

IN ATTENDANCE:
Isabel Cockayne
Louis Kamfer
Jo Mael

Head of Communications
Deputy Director of Finance
Corporate Governance Officer (Minutes)

14/047

WELCOME AND APOLOGIES FOR ABSENCE
The Chair welcomed everyone to the meeting and apologies for absence were noted
from;
Dr Christopher Browning
Dr Emma Derbyshire
Carl Goulton
Dr David Kanka
Barbara McLean

14/048

GP Governing Body Member and CCG Chair
GP Governing Body Member
Chief Finance Officer
Deputy Director of Public Health
Chief Nursing Officer

DECLARATIONS OF INTEREST
No declarations of interest were received.

14/049

MINUTES OF PREVIOUS MEETING
The minutes of the meeting held on 27 August 2014 were reviewed and agreed as a
correct record.

14/050

MATTERS ARISING & REVIEW OF ACTION LOG
There were no matters arising from the previous minutes and the action log was
reviewed and updated.

14/051

QUARTER ONE ASSURANCE MEETING
The Committee was in receipt of a letter and summary report in relation to the
quarter one assurance meeting held with the Area Team on 9 September 2014.
The Chief Officer explained that, in light of the CCG’s present financial position, the
Area Team had moved the CCG from an ‘assured’ to ‘assured with support’ position.
The CCG was required to develop a financial recovery plan and the Chief Finance
Officer had met with the Area Team to discuss the requirements of the plan. It was
intended that monthly meetings would be held with the Area Team to monitor and
review progress against the plan once agreed.
The Committee noted that a report on the CCG’s financial position to include the
recovery plan was to be presented to the Governing Body at its meeting scheduled
to take place on 19 November 2014.

14/052

INTEGRATED PERFORMANCE REPORT
The Committee received the Integrated Performance Report for October 2014, which
provided members with a summary of performance against national targets,
contractual targets, clinical quality and patient safety issues, workstream progress
and financial performance and acute activity.
Key points highlighted during discussion included;
Clinical Quality and Patient Safety















Safeguarding serious case review – independent management reviews for both
Suffolk residents had been completed and the report was to be presented to the
Adult Safeguarding Board at the end of the year. It was likely that the report
would highlight the need to ensure that complex patients were not disadvantaged
when responsibility for them was moved between organisations.
The rate of reporting of serious incidents by West Suffolk Hospital Foundation
Trust (WSFT) had declined and was subject to ongoing scrutiny. Work continued
with the East of England Ambulance Service Trust to improve the timeliness of
its reporting.
The CCG had reported five cases of C.difficile infection for the month of
September 2014 against a monthly trajectory of four, of those, two had been
community cases and the remaining three acute. The CCG currently had a year
to date total of 23 cases against a year end trajectory of 58 cases.
The Committee noted that future reports would include information on work being
carried out to provide assurance in respect of Ebola.
Quality Improvement Visits (QIV) continued with all care homes visited having
been provided with specific recommendations and asked to report back on
progress. None had been identified as giving significant cause for concern.
Whilst extension of the QIV programme to mental health services had
commenced, Norfolk and Suffolk Foundation Trust was currently undergoing a
CQC inspection with the outcome awaited.
A recent patient survey had highlighted the need for WSFT to improve practice in
respect of the use of same sex shower and toilet facilities.
Work to reduce falls and the incidence of pressure ulcers that had been
underway for two years had recently been evaluated and it was intended that the
CCG’s Executive would receive a full report during November 2014. Whilst
improvement to the robustness of falls reporting had resulted in an increase of
incidents being reported, there had been a reduction in those incidents resulting
in serious harm.
A number of complaints had privacy and dignity as an underlying theme which
was due to be followed up via the Quality Review Group and the reason for a
decrease in Friends and Family Test results was to be explored further.
Reporting information in respect of Continuing Healthcare continued to be



revised and it was noted that the Committee was to receive a detailed report for
discussion under Agenda item 7.
Work emerging from the Winterbourne Review was being clarified with an update
expected to be provided to the CCG’s Executive during November 2014.

Having questioned the number of ‘nil’ returns in respect of Patient Advice and
Liaison Service (PALS) activity as set out on page 21 of the report, the Head of
Patient Safety and Clinical Effectiveness agreed to investigate and report back to
members outside of the meeting.
Finance





The month six surplus year to date position was £0.7m, which was £0.7m
adverse variance to plan. Significant adverse variances continued to be WSFT
over-performance, QIPP under delivery and continuing healthcare overspend.
Mitigation of the above risks included the possible use of contingency monies
and availability of non-recurrent funding. The indication was that, whilst at year
end the CCG might break even, it was unlikely that the mandated surplus would
be achieved. Any surplus not delivered in 2014/15 would transfer to 2015/16.
Whilst review of the cash flow forecast suggested that the CCG might have
insufficient cash resource to meet its obligations for the year based on current
spending patterns, it was noted that there would be opportunity for the CCG to
influence the value of the contribution with the Area Team before the final value
was set.

Having questioned that actions put in place to address continuing healthcare
overspend seemed to be having little effect, it was explained that the effect of those
actions together with actions put in place by the QIPP Programme Board would not
be realised until later reports.
The Committee noted that recent work on QIPP delivery was to be reported to the
Governing Body in November 2014, together with the outcome and actions from the
external review and detail of the finance recovery plan previously mentioned.
The Committee went on to review performance information contained within the
report with key comments being;






Although actions were in place to address IAPT service performance by quarter
four in respect of achieving the Quality Premium Indicator, a contractual move to
first exception report was to be considered.
Whilst West Suffolk ambulance handover performance levels were one of the
best throughout the region, a remedial action plan was in place to improve
performance overall although it was noted that strike action had affected recent
performance.
Cancer wait performance levels were being adversely affected by specific
specialties and more information was to be sought via contract meetings.
It was recognised that percentage variances in respect of performance against
one hour door to needle for all patients presenting with suspected neutropenic
sepsis, might be attributed to one specific case.

Clinical Workstreams
Whilst the report detailed work being carried out within each clinical workstream, key
areas of work being progressed included;
Planned Care – primary care peer review of referral behaviour and practice
continued, clinical forums with WSFT had been established and evidence had been
reviewed for meeting clinical thresholds in respect of low priority procedures.
Integrated Care – support was being provided to practices in respect of establishing
multi-disciplinary teams, practices continued to be encouraged to use the RAIDR risk

stratification tool and there is now a care homes coordinator in place, working with
care homes that have high admission rates.
Cancer – the education of A&E department staff in relation to treatment of patients
with neutropenic sepsis continued and recruitment of an acute oncology lead nurse
was being progressed.
Children and Young People – paediatric nurses for asthma and epilepsy had been
recruited.
Mental Health – evaluation of the psychiatric liaison service was to be considered
by the CCG and WSFT.
Prescribing – peer review of prescribing continued and practices were being
encouraged to implement the prescribing intervention payment scheme in order to
achieve QIPP savings.
The realisation of financial benefit from some of the schemes being developed was
questioned, particularly as there would be a need to quantify benefit for inclusion
within the financial recovery plan. The importance of prioritisation and focus on
schemes that returned financial benefit was emphasized.
The Committee was advised that in order to maintain secondary care engagement
focus should be on the delivery of outcomes in a few areas.
Diabetes was highlighted as an area of opportunity and the Committee asked that
the GP lead circulate evidence from previous pilot reports to members outside of the
meeting. Likewise, it was agreed that previous work carried out on sleep studies
should be circulated to members and made available to the relevant workstream.
In light of concern that only six of 25 practices had utilised RAIDR, it was agreed
that work be carried out to attempt to identify the reason, and an action plan to
increase usage be developed for presentation to the CCG’s Executive on 5
November 2014.
Contracts








West Suffolk Hospital – contract queries were in existence in relation to
ambulance arrival to handover times, the acute oncology service, MRSA, and
trauma and orthopaedics 18 week referral to treatment time (RTT). There was
improved engagement in respect of MRSA and, at present, trauma and
orthopaedic RTT performance was being affected by the national requirement to
carry out additional work.
Care UK/111 Service – a remedial action plan was in place and 60 second call
answer performance had improved with the indicator now being met. A revised
trajectory had been agreed for warm transfers although it should be noted that
the indicator was not being met at a national level.
Serco – two contract queries were in existence in relation to not achieving key
performance indicator (KPI) thresholds or accurate reporting for 10 KPI’s, and
the community equipment service. Whilst performance had improved in respect
of the contract queries there were concerns with regard to Looked After Children
(LAC) health assessment backlog and funding issues associated to the SARC
service.
Norfolk and Suffolk Foundation Trust (NSFT) – four contract queries were in
existence in relation to non IAPT waiting times, staff training, ligature works and
IAPT waiting times. Non IAPT waiting time performance had improved and
ligature work improvements were on schedule. Contractual escalation was to be
considered in respect of continued poor performance in respect of the IAPT 15%
prevalence target.

The Committee noted the content of the report.

14/053

CONTINUING HEALTHCARE CURRENT POSITION
The Committee was in receipt of a report from the Chief Nursing Officer which
provided detailed reporting information in respect of continuing healthcare. The
report included monthly dashboard information which highlighted the average cost
per week, business as usual activity and identified the outstanding workload.
It was reported that whilst a review of high cost packages had been undertaken and
the total package cost reassessed, the team was struggling to achieve the market
rate and work was being carried out jointly with Suffolk County Council to acquire
improved rates.
Actions taken to date to improve performance had included investment in the
continuing healthcare team via the recruitment of additional staff, provision of project
management resource to improve reporting, completion of a ‘day in the life of’ study,
together with seeking to obtain quotes from commissioning support units for support.
The Committee was advised that a project board with representation from both West
Suffolk and Ipswich and East Suffolk CCG’s had been set up to monitor progress.
Whilst recognising that other CCG’s were experiencing similar problems, the
Committee remained concerned that despite actions that had been put in place,
there had been little improvement in performance. It was felt that reassurance as to
the number of cases that could be completed by the team and a trajectory as to how
the backlog was to be addressed should be presented to the next Project Board
meeting.
It was suggested that there might be benefit from reviewing how the team was
managed as continuing to carry out on-going case management was perhaps not
appropriate and ‘stop the clock’ mechanisms could be incorporated into the 28 day
decision requirement if appropriate.
The Committee noted the content of the report and requested that the Chief
Nursing Officer provide clarity as to the number of cases being carried out by the
team per week, per CCG, together with setting a trajectory as to how the backlog
was to be addressed for presentation to the next Project Board and Executive
Committee.

14/054

SAFEGUARDING CHILDREN
The Committee received a report from the Chief Nursing Officer which provided an
update on progress in respect of the Safeguarding Children Section 11 Audit carried
out in July 2014 by the Local Safeguarding Children Board.
The audit had concluded that seven of the nine Section 11 standards were being
met with the following two standards being given an ‘amber’ RAG rating;



Standard 4 – views of children.
Standard 5 – safeguarding training.

An action plan had been developed as a result of the audit and was included within
the report. It was suggested that timelines be incorporated into the action plan for
future presentation and monitoring purposes.
The Committee noted the content of the report.
14/055

GOVERNING BODY ASSURANCE FRAMEWORK (GBAF)
The Committee was in receipt of the current version of the CCG Governing Body
Assurance Framework (GBAF) which, it was explained, was reviewed by the Chief

Officer Team every month and by the Governing Body and Audit Committee at each
of their meetings.
The GBAF contained 11 risks of which Risk 22 (LSP Contract Cessation) and Risk
23 (111 Service failing to answer calls within KPI timeframe for both call answer in
60 second and warm transfer to clinician and call back within 10 minutes) had been
downgraded.
The Committee noted the content of the report and agreed the following actions;
 That Risk 14 (failure to comply with NHS continuing health care framework)
should be updated to reflect all actions taken.
 That Risk 02 (failure to achieve financial balance in 2014/15) should be
strengthened.
 That Risk 17 (West Suffolk Hospital financial challenge in 2014/15 adversely
impacting on quality and performance at the Trust) should be revised to reflect
the on-going risk for 2015/16.
 That work being carried out from a quality monitoring perspective be incorporated
into risk reporting.
14/056

ANY OTHER BUSINESS
No items of other business were received.

14/057

DATE OF NEXT MEETING
Wednesday 17 December 2014, 0900-1100 hrs, The Library, Active Business
Centre, St Andrews Castle.

Ipswich & East Suffolk Clinical Commissioning Group
West Suffolk Clinical Commissioning Group

Unconfirmed Minutes of the CCG Collaborative Group meeting held on
Thursday, 2 October 2014, 11.00am in the Pavilion, Rushbrook House
PRESENT
Martin Smith (MS)
Dr Christopher Browning (CB)
Dr Mark Shenton (MS)
Julian Herbert (JH)
Bill Banks (BB)
Graham Leaf

CCG Collaborative Group Chair
Chair, West Suffolk CCG Governing Body
Chair, Ipswich and East Suffolk CCG Governing Body
Chief Officer, Ipswich & East Suffolk and West Suffolk CCGs
Lay Member (Governance) West Suffolk CCG Governing
Body
(GL) Lay Member (Governance) Ipswich & East Suffolk
CCG Governing Body

IN ATTENDANCE
Jo Mael (JM)

Corporate Governance Officer

Minute
14/018

Action
Welcome and apologies
The Chairman welcomed everyone to the meeting and no apologies for
absence were received.

14/019

Minutes of meeting held on 19 June 2014
The minutes of the meeting held on 19 June 2014 were considered and
agreed as a correct record.

14/020

Matters arising and review of action log
There were no matters arising from the previous meeting other than those to
be discussed on today’s agenda. The action log was reviewed and updated
with comment as follows:
Drug and Therapeutics Advisory Committee – whilst an interim Chair was
now in place for the short term, there remained issues that required addressing
to explore how the Committee interacted with the Clinical Priorities Group and
between CCGs. The Chief Officer advised it was intended that the CCG
Collaborative Group receive a further report to its December 2014 meeting.

14/021

Service Performance Review Report
The Collaborative Group was in receipt of the Service Review Performance
Report for September 2014 which detailed progress against key performance
indicators (KPIs) that had been agreed with members of the Chief Officer’s
team. Progress was reviewed regularly through 1:1 meetings with the Chief
Officer and was RAG rated every two months with the individuals concerned
prior to being discussed within the Chief Officer team as a whole.
Key points highlighted during discussion included;

JH



Key issues and risks running across the CCGs areas of work continued to
be delivery of the QIPP programme, achievement of a break-even financial
position and system integration and general collaboration. Obstacles to
delivery of QIPP and financial balance included increased acute activity,
previously unforeseen prescribing costs and continuing healthcare costs.



As a result of discussion which indicated that issues within the nursing
directorate might be impeding the achievement of key performance
indicators, the Collaborative Group noted that the Chief Officer was taking
action to address the issues.



Having previously been advised that Ipswich and East Suffolk CCG had
served notice on its role as lead commissioner for the Ambulance
Contract, the Group was informed that there was, as yet, no resolution to
commissioner arrangements from the end of October 2014. A meeting
was to be held with those Area Teams affected on 3 October 2014, at
which, options for the interim period were to be discussed.



Having queried why the provision of price and volume variations within the
Chief Finance Officer’s indicators was different for each CCG, it was
suggested the reason was due to differences in information obtained from
each acute Trust. The Collaborative Group was concerned that the nonavailability of patient identifiable data seemed to be affecting the
robustness of invoice validation and asked that the Chief Officer
investigate and provide an update to the next meeting.



JH

The Collaborative Group was pleased to note that the Corporate Services
area of the report indicated that risk registers had been introduced and
included more detail on IT projects.

The CCG Collaborative Group noted the content of the report.
14/022

Contracts for Renewal
The CCG Collaborative Group was in receipt of a report from the Chief
Contracts Officer which outlined contracts held by the CCGs, together with
their expiry dates. Whilst welcoming the update, it was noted that contract
value had not been included within the presented information.
Following discussion as to the appropriateness of presentation of the report to
the CCG Collaborative Group it was suggested and agreed that, whilst the
Collaborative Group should receive one further report which included contract
value, from December 2014 reports would be presented to the CCGs Clinical
Scrutiny Committee (Ipswich and East Suffolk CCG) and Clinical Executive
Committee (West Suffolk CCG) for monitoring and review on a regular basis.

14/023

System Collaboration
The Collaborative Group was in receipt of a report from the Chief Officer which
reviewed the progress in respect of system collaboration, identified learning to
date and sought to prompt discussion on tackling the next steps.
Key points highlighted during discussion included;


That system collaboration was challenging and there was no overnight
solution.



It was suggested that consideration be given to agreeing principles for joint
working with Suffolk County Council.



Concern was expressed as to how to facilitate joint communication

JH

between both CCGs for key decisions and what action would be required
should each CCG have a differing view on a particular issue. The need to
ensure that issues to be considered jointly were discussed in joint meetings
from the onset was emphasized.


Managing the different stand points of both acute trusts continued to be
challenging and it was suggested that the CCGs should determine a
contracting model (see below) from which to negotiate with the trusts and
other providers going forward. It was felt that a meeting between both
acute trust Chairmen, Chief Executives and the CCG Chairs along with the
Chair of the Health and Well-Being Board might be useful in order to gain
perspective of their position.



The importance of the Chief Officer taking time with the Chief Finance
Officer and Chief Contracting Officer to develop a commissioning model for
further discussion, negotiation and agreement with both CCGs, was
recognised.



The challenge of working with Suffolk County Council that had a different
culture and way of working was highlighted.

The CCG Collaborative Group noted the content of the report.
14/024

IFR Panel Meetings
It was reported that the IFR Panel process was sometimes confusing and
unclear for GPs presenting cases to the panel.
The Chief Officer advised that a recent external review had also raised issues
regarding the process and how decisions were communicated. An action plan
had been developed from the recommendations of the external review which
included the facilitation of improved governance and process arrangements.

14/025

Any other business
No items of other business were received.

14/026

Dates of next meeting
18 December 2014 – 11.00am-1.00pm
(All meetings to be held in The Pavilion, 1st Floor, Rushbrook House).
Date
Dates 2015
12 February 2015
16 April 2015
18 June 2015
20 August 2015
15 October 2015
17 December 2015

Venue

Time

The Pavilion
The Pavilion
The Pavilion
The Pavilion
The Pavilion
The Pavilion

11.00am
11.00am
11.00am
11.00am
11.00am
11.00am

