Section 2
GOVERNANCE
STATEMENT

West Suffolk Clinical Commissioning Group
Statement of Accountable Officer’s Responsibilities
The National Health Service Act 2006 (as amended) states that each Clinical
Commissioning Group shall have an Accountable Officer and that Officer shall be appointed
by the NHS Commissioning Board (NHS England). NHS England has appointed the Chief
Officer to be the Accountable Officer of the Clinical Commissioning Group.
The responsibilities of an Accountable Officer, including responsibilities for the propriety
and regularity of the public finances for which the Accountable Officer is answerable, for
keeping proper accounting records (which disclose with reasonable accuracy at any time
the financial position of the Clinical Commissioning Group and enable them to ensure that
the accounts comply with the requirements of the Accounts Direction) and for safeguarding
the Clinical Commissioning Group’s assets (and hence for taking reasonable steps for the
prevention and detection of fraud and other irregularities), are set out in the Clinical
Commissioning Group Accountable Officer Appointment Letter.
Under the National Health Service Act 2006 (as amended), NHS England has directed each
Clinical Commissioning Group to prepare for each financial year financial statements in the
form and on the basis set out in the Accounts Direction. The financial statements are
prepared on an accruals basis and must give a true and fair view of the state of affairs of
the Clinical Commissioning Group and of its net expenditure, changes in taxpayers’ equity
and cash flows for the financial year.
In preparing the financial statements, the Accountable Officer is required to comply with the
requirements of the Manual for Accounts issued by the Department of Health and in
particular to:


Observe the Accounts Direction issued by NHS England, including the relevant
accounting and disclosure requirements, and apply suitable accounting policies on a
consistent basis;



Make judgements and estimates on a reasonable basis;

1



State whether applicable accounting standards as set out in the Manual for Accounts
issued by the Department of Health have been followed, and disclose and explain any
material departures in the financial statements; and,



Prepare the financial statements on a going concern basis.

To the best of my knowledge and belief, I have properly discharged the responsibilities set
out in my Clinical Commissioning Group Accountable Officer Appointment Letter.

Julian Herbert
Accountable Officer
West Suffolk Clinical Commissioning Group
20 May 2015
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West Suffolk Clinical Commissioning Group
Annual Governance Statement for 2014-2015
This Governance Statement has been prepared by the Chief Officer as the Accountable
Officer of West Suffolk Clinical Commissioning Group.
Introduction & Context
The Clinical Commissioning Group was licenced from 1 April 2013 under provisions
enacted in the Health & Social Care Act 2012, which amended the National Health Service
Act 2006.
As at 1 April 2014, the Clinical Commissioning Group was licensed without conditions.
Scope of Responsibility
As Accountable Officer, I have responsibility for maintaining a sound system of internal
control that supports the achievement of the Clinical Commissioning Group’s policies, aims
and objectives, whilst safeguarding the public funds and assets for which I am personally
responsible, in accordance with the responsibilities assigned to me in Managing Public
Money. I also acknowledge my responsibilities as set out in my Clinical Commissioning
Group Accountable Officer Appointment Letter.
I am responsible for ensuring that the Clinical Commissioning Group is administered
prudently and economically and that resources are applied efficiently and effectively,
safeguarding financial propriety and regularity.
Compliance with the UK Corporate Governance Code
We are not required to comply with the UK Corporate Governance Code. However, we
have reported on our Corporate Governance arrangements by drawing upon best practice
available, including the aspects of the UK Corporate Governance Code in respect of
leadership, effectiveness and accountability that we consider to be relevant to the CCG and
best practice.
The Clinical Commissioning Group Governance Framework
The National Health Service Act 2006 (as amended), at paragraph 14L (2) (b) states:
The main function of the governing body is to ensure that the group has made appropriate
arrangements for ensuring that it complies with such generally accepted principles of good
governance as are relevant to it.
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The governance framework of the Clinical Commissioning Group, in accordance with the
UK Corporate Governance Code, the framework for corporate governance, is the system by
which the Clinical Commissioning Group is directed and controlled in order to achieve its
objectives and meet the necessary standards of accountability and probity. Effective
corporate governance, along with clinical governance, is essential for a Clinical
Commissioning Group to achieve its clinical, quality and financial objectives.
The NHS Act 2006, together with the Health & Social Care Act 2012 and associated
legislation, sets out the legal framework within which the Clinical Commissioning Group
operates. It is a statutory requirement that the Clinical Commissioning Group Governing
Body specify their terms of reference, schedule of reservation and delegation of powers,
and the financial framework within which the organisation operates. These key documents
comprise the Clinical Commissioning Group’s corporate governance arrangements and
include:


The Constitution - as a framework for Governing Body governance



The Detailed Financial Policies - as a framework for financial governance



The Scheme of Reservation and Delegation - as a framework for internal
governance

It is essential that the public and all employees know of the existence of these documents
and for staff, that they are aware of their responsibilities as set out within. They will
therefore be reviewed, updated and approved each year at a meeting of the Governing
Body in public and made available on the Clinical Commissioning Group web site and
intranet.
Prior to establishment of the Clinical Commissioning Group as a statutory body, as part of
the authorisation process, the proposed governance arrangements were checked for any
irregularities and found to be legally compliant.
The Clinical Commissioning Group’s Membership Body includes 25 member practices.
These member practices are:


Botesdale Health Centre, Botesdale



Avicenna, Hopton



Christmas Maltings Surgery, Haverhill



Woolpit Health Centre, Woolpit



Angel Hill General Practice, Bury St Edmunds
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Glemsford Surgery, Glemsford



Guildhall and Barrow Surgery, Bury St Edmunds



Mount Farm Surgery, Bury St Edmunds



Swan Surgery, Bury St Edmunds



Victoria Surgery, Bury St Edmunds



Brandon Medical Practice



Forest Surgery, Brandon



Lakenheath Surgery



Market Cross Surgery, Mildenhall



Oakfield Surgery, Newmarket



Orchard House Surgery, Newmarket



White House Surgery, Mildenhall



The Rookery Medical Centre, Newmarket



Wickhambrook Surgery



Clements & Christmas Maltings Surgery, Haverhill



Stourview Medical Centre, Haverhill



Guildhall Surgery, Bury St Edmunds



Hardwicke House Group Practice, Sudbury



The Long Melford Practice



Siam Surgery, Sudbury

The Clinical Commissioning Group’s Governing Body includes 8 GPs elected by their
peers, 2 practice managers, a lay member for governance, a lay member for patient and
public involvement, 6 chief officers (including an accountable officer, a chief operating
officer and a chief finance officer) and a secondary care doctor.
Governing Body meetings focus on patient and public engagement, clinical services,
finance, performance and scrutiny and governance and corporate business.
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Some of the key items considered by the Governing Body at meetings during the year
included:


Annual Report and Accounts 2013/14



Financial Recovery Plan



Five Year Strategic Plan



Governing Body Assurance Framework (GBAF)



Health and Care Review - Commissioning Model



Integrated Performance Report



NHS England - 5 Year Forward View



Primary Care Co-commissioning



Procurement Processes and Outcomes



Psychiatric Liaison Service



Stroke Services



Voluntary and Community Sector Engagement Strategy



West Suffolk Community MSK and Physiotherapy Service



Winter Pressures and Escalation

The Governing Body considers that it has been very effective in the discharge of its duties
and has been assured by NHS England at quarterly review meetings.
The below table shows the Governing Body attendance for 2014-2015:
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Attendance Register
West Suffolk Clinical Commissioning Group Governing Body Meeting
April 2014 - March 2015
Governing Body Member

30 April
2014

21 May
2014

4 June
2014

16 July
2014

24
September
2014

29 October
2014
(Private)

19
November
2014

28
January
2015

25 March
2015

Yes

4
February
2015
(Private)
No

Arthur, Dr Simon
(GP)

No

Yes

Yes

Yes

No

Yes

Yes

Banks, Bill
(Vice Chair and Governance Lay
Member)

Yes

No

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Browning, Dr Christopher
(Chairman, GP)

Yes

Yes

Yes

Yes

Yes

No

Yes

Yes

Yes

Yes

Cripps, David
(Practice Manager)

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

No

Derbyshire, Dr Emma
(GP)

Yes

Yes

Yes

Yes

Yes

No

Yes

Yes

Yes

Yes

Finn, Johanna
(Patient & Public Involvement
Lay Member)

Yes

Yes

Yes

Yes

Yes

Yes

Yes

No

No

No

Garratt, Dr Ed
(Chief Operating Officer)

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Goulton, Carl
(Chief Finance Officer)

Yes

Yes

Yes

Yes

Yes

No

Yes

No

Yes

Yes

Herbert, Julian
(Chief Officer)

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Jamieson, Dr Crawford
(Secondary Care Doctor)

No

Yes

No

Yes

Yes

Yes

Yes

Yes

No

Yes

Knights, Peter
(Practice Manager)

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

No

Yes

Knowles, Dr Dan
(GP)

Yes

Yes

Yes

Yes

Yes

Yes

Yes

No

No

Yes

Lyes, Amanda
(Chief Corporate Services
Officer)

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

No

Yes

Mclean, Barbara
(Chief Nursing Officer)

Yes

Yes

No

No

Yes

No

Yes

Yes

Yes

Yes

Raja, Dr Rakesh
(GP)

Yes

Yes

No

Yes

Yes

Yes

No

Yes

Yes

Yes

Tankard, Wendy
(Chief Contracts Officer)

Yes

Yes

Yes

No

Yes

Yes

No

Yes

Yes

Yes

Stevens, Dr Giles
(GP)

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

No

Tandy, Dr Rosalind
(GP)

Yes

Yes

Yes

Yes

Yes

Yes

No

Yes

Yes

Yes

Yagar, Dr Andrew
(GP)

Yes

Yes

Yes

Yes

Yes

Yes

No

Yes

Yes

Yes
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The formal sub-committees established by the Clinical Commissioning Group Governing Body
include:
The Audit Committee
The purpose and key functions of the Audit Committee include reviewing the adequacy of:
(i)

All risk and control related disclosure statements (in particular the Annual
Governance Statement), together with any accompanying Head of Internal Audit
statement, external audit opinion or other appropriate independent assurances,
prior to endorsement by the Governing Body;

(ii)

The structures, processes and responsibilities for identifying and managing key
risks facing the organisation through the oversight of risk management and
information governance strategies;

(iii)

The operational effectiveness of policies and procedures relating to internal
control and risk management including the Governing Body Assurance
Framework; and

(iv)

The policies and procedures for all work related fraud and corruption as set out in
Secretary of State Directions and as required by the Counter Fraud and Security
Management Service.

Highlights of the Committee’s work included:


Consideration and oversight of the work plans for External Audit, Internal Audit and
Counter Fraud.



Internal Audit reporting including reports on the following:
o Data protection and data security
o Individual funding requests
o Continuing healthcare
o Business continuity planning
o Information technology service management
o Human resources recruitment and payroll
o Monitoring the quality of services
o Non clinical contracts
o Quality, Innovation, Productivity and Prevention (QIPP)
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Counter fraud and anti-corruption policy



Oversight of the Governing Body Assurance Framework (GBAF)



Information Governance



Risk management



Managing conflicts of interest



Emergency preparedness



Personal health budgets

The Remuneration and Human Resources Committee
The purpose of the Remuneration and Human Resources Committee is to:
(i)

Advise the Governing Body about the appropriate remuneration and terms of
service for the Accountable Officer, Chief Officers and senior managers of the
Clinical Commissioning Group.

(ii)

Under delegated powers from the Governing Body, make decisions on all
aspects of the Accountable Officers’, Chief Officers’ and senior managers’
salary (including any performance-related elements and any allowances)
within the provisions of relevant national frameworks, provisions for other
benefits, as well as the arrangements for termination of employment and other
contractual terms.

(iii)

Advise on all Human Resources policies and procedures and issues that may
impact on the terms and conditions of employment for all staff.

(iv)

Advise on all matters of health and safety.

Highlights of the Committee’s work included:


Remuneration benchmarking review



Human resources/workforce performance



Health and safety/risk management



Investors in people



Management costs



Policy approval (human resources related policies)
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Education, training and development



Health and wellbeing strategy

The Clinical Scrutiny Committee
The purpose of the Clinical Scrutiny Committee is to:
(i)

Provide a dedicated forum for the oversight of clinical governance.

(ii)

Provide assurance to the Governing Body and Audit Committee that the Clinical
Commissioning Group has the necessary clinical governance arrangements in
place to meet its objectives.

(iii)

Ensure effective clinical engagement in clinical governance processes, utilising
clinicians’ specific expertise and knowledge of local communities and
public/patient involvement.

(iv)

Facilitate a culture where clinical quality, patient experience and patient safety
are of the highest priority.

The Commissioning Governance Committee
The purpose of the Commissioning Governance Committee is to:
(i)

Provide a forum, with delegated decision making powers, for approval of
commissioning intentions where the recommended providers are GP practices.

(ii)

Provide assurance to the Governing Body, Audit Committee, NHS England and
general public that the Clinical Commissioning Group has the necessary
governance arrangements in place to manage conflict of interest in regard to the
procurement of services provided by GP practices.

(iii)

Facilitate a culture of openness and probity around the local commissioning of
GP services.

(iv)

Demonstrate that the Clinical Commissioning Group and member practices are
acting fairly and transparently and that final commissioning decisions are made in
ways that preserve the integrity of the decision making process.
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Attendance West Suffolk CCG Audit Committee
Meeting Date

Bill Banks

Peter Knights

Others in attendance to advise

8 April 2014

Yes

Yes

Internal Audit
External Audit
Counter Fraud
Chief Finance Officer
Head of Accounting and Control
Governance Advisor

2 June 2014

Yes

Yes

Internal Audit
External Audit
Chief Finance Officer
Head of Accounting and Control
Finance Accounting Manager
Governance Advisor

10 June 2014

Yes

Yes

Internal Audit
External Audit
Chief Finance Officer
Chief Corporate Services Officer
Finance Accounting Manager
Governance Advisor

9 September 2014

Yes

Yes

Internal Audit
External Audit
Counter Fraud
Chief Finance Officer
Chief Corporate Services Officer
Head of Accounting and Control
Governance Advisor

14 October 2014

Yes

Yes

Internal Audit
External Audit
Finance Accounting Manager
Governance Advisor

9 December 2014

Yes

Yes

Internal Audit
External Audit
Counter Fraud
Chief Finance Officer
Chief Corporate Services Officer
Chief Nursing Officer
Head of Accounting and Control

10 February 2015

Yes

Yes

Internal Audit
External Audit
Counter Fraud
Chief Corporate Services Officer
Head of Accounting and Control
Governance Advisor
Head of ICT and Informatics

Attendance West Suffolk CCG Remuneration and HR Committee
Meeting Date

Bill Banks

Johanna Finn

Others in attendance to advise

Yes

Dr Christopher
Browning
(Reserve Member)
No

22 April 2014

Yes

24 June 2014

Yes

Yes

No

Chief Corporate Services Officer

23 September 2014

Yes

Yes

No

Chief Corporate Services Officer

2 December 2014

Yes

Yes

No

Chief Corporate Services Officer

24 February 2015

Yes

No

Yes

Chief Corporate Services Officer

11

Chief Corporate Services Officer

Attendance West Suffolk CCG Clinical Executive Committee
Committee Member

30 April 2014

25 June 2014

27 August 2014

17 December 2014

25 February 2015

Yes

29 October
2014
Yes

Arthur, Dr Simon

No

Yes

Yes

No

Banks, Bill

Yes

Yes

Yes

Yes

Yes

Yes

Browning, Dr Christopher

Yes

No

Yes

No

Yes

Yes

Cripps, David

Yes

No

No

Yes

Yes

Yes

Derbyshire, Dr Emma

Yes

Yes

Yes

No

Yes

Yes

Finn, Johanna

Yes

Yes

No

Yes

No

No

Garratt, Dr Ed

Yes

Yes

No

Yes

Yes

Yes

Goulton, Carl

Yes

Yes

Yes

No

Yes

Yes

Herbert, Julian

Yes

Yes

Yes

Yes

Yes

Yes

Jamieson, Dr Crawford

No

No

Yes

Yes

No

Yes

Kanka, David

Yes

Yes

Yes

No

Yes

Yes

Knights, Peter

Yes

Part

Yes

Yes

Yes

Yes

Knowles, Dr Dan

Yes

Yes

Yes

Yes

Yes

Yes

Lyes, Amanda

Yes

Yes

Yes

Yes

Yes

No

Mclean, Barbara

Yes

Yes

Yes

No

Yes

Yes

Raja, Dr Rakesh

Yes

Yes

No

Yes

Yes

Yes

Tankard, Wendy

Yes

No

No

Yes

No

Yes

Stevens, Dr Giles

Yes

Yes

No

Yes

Yes

Yes

Tandy, Dr Rosalind

Yes

Yes

No

Yes

Yes

Yes

Yagar, Dr Andrew

Yes

Yes

No

Yes

Yes

Yes

Attendance West Suffolk CCG Commissioning Governance Committee
Committee Member

21 May 2014

25 June 2014

19 November 2014
(Private meeting)

5 January 2015
(Virtual)

Banks, Bill

No

Yes

Yes

Yes

Finn, Johanna

Yes

Yes

Yes

Yes

Jamieson, Dr Crawford

Yes

No

Yes

Yes

Goulton, Carl

Yes

Yes

Yes

Yes

Herbert, Julian

Yes

Yes

Yes

Yes

Tankard, Wendy

Yes

No

Yes

Yes
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The Clinical Commissioning Group Risk Management Framework
During the course of 2014-15, the organisation's processes for effective risk management
were managed in line with the Clinical Commissioning Group Risk Management Strategy
and Organisational Framework 2013-2015 and the Governing Body Assurance Framework
with this being reviewed by the Governing Body and by the Audit Committee at each of their
meetings.
The Chief Corporate Services Officer is the designated lead for overseeing the day to day
coordination of risk management reporting arrangements, including training and is a
resource for all risk related issues. The Governance Advisor supports Chief Officers, Heads
of Department and Line Managers, whilst also scrutinising all identified risk and incident
data. As the designated lead, the Chief Corporate Services Officer works in partnership
with:


The contract Health and Safety Advisers who act as the Clinical Commissioning
Group’s ‘Competent Person’



The Chief Nursing Officer with respect to risk management requirements set out in
the Care Quality Commission standards



The Information Governance Manager

Equality Impact Assessments are conducted at the outset of setting strategy and delivering
services across the commissioning cycle and in assuring a control and assurance culture
through risk, incident and complaints management which ensures a clearly defined culture
of equality across the Clinical Commissioning Group’s activities.
The Clinical Commissioning Group Internal Control Framework
A system of internal control is the set of processes and procedures in place in the clinical
commissioning group to ensure it delivers its policies, aims and objectives. It is designed to
identify and prioritise the risks, to evaluate the likelihood of those risks being realised and
the impact should they be realised, and to manage them efficiently, effectively and
economically.
The system of internal control allows risk to be managed to a reasonable level rather than
eliminating all risk; it can therefore only provide reasonable and not absolute assurance of
effectiveness.
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Information Governance
Data security risks are reported through the Information Governance Manager to the Chief
Corporate Services Officer. The Information Governance Group that reports to the Audit
Committee monitors a detailed action plan, linked to the requirements of the National
Information Governance Toolkit. Level-two compliance has been achieved for all of the
toolkit requirements giving an overall rating of ‘satisfactory’. No strategic data security risks
have been included in the Governing Body Assurance Framework (GBAF) during the
course of 2014-2015.
The NHS Information Governance Framework sets the processes and procedures by which
the NHS handles information about patients and employees, in particular personal
identifiable information. The NHS Information Governance Framework is supported by an
information governance toolkit and the annual submission process provides assurances to
the clinical commissioning group, other organisations and to individuals that personal
information is dealt with legally, securely, efficiently and effectively.
We place high importance on ensuring there are robust information governance systems
and processes in place to help protect patient and corporate information.

We have

established an information governance management framework and are developing
information governance processes and procedures in line with the information governance
toolkit. We have ensured that all staff under-take annual information governance training
so that they are aware of their information governance roles and responsibilities.
There are processes in place for incident reporting and investigation of serious incidents.
We are developing information risk assessment and management procedures and a
programme will be established to fully embed an information risk culture throughout the
organisation.
Risk Assessment in Relation to Governance, Risk Management & Internal Control
The Governing Body Assurance Framework (GBAF) provides the Clinical Commissioning
Group with a simple but comprehensive method for the effective and focused management
of risk. Through the GBAF the Governing Body gains assurance from the Chief Officers that
all risks are being appropriately managed throughout the organisation.
The GBAF identifies which of the organisation’s strategic goals may be at risk because of
inadequacies in the operation of controls, or where the Clinical Commissioning Group 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
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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 continuously improve
the quality and safety of healthcare commissioning.
In order to ensure consistency in the risk assessment process, the likelihood and
consequences of all risks on the Clinical Commissioning Group Risk Register are assessed
against an agreed 5x5 risk matrix. Those scoring 15 and above migrate to the GBAF and
thereby inform the Governing Body agenda. The 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 evaluating
effectiveness, the RAG rating system is also used to present how well the agreed controls
are operating.
A summary of the key strategic risks affecting the Clinical Commissioning Group during the
course of 2014-15 (including those carried forward into future years) and the actions taken
to eliminate or mitigate them have included:
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Risk
1.

Failure to safely manage surges in patients requiring urgent care during
the winter period and impact on ability to deliver 95% A&E target and
ambulance turnaround targets

Risk Removed from GBAFJuly 2014

Actions Taken to Eliminate or Mitigate











2.

Failure to achieve financial balance in 2014-15 and 2015-16













4.

Failure to evidence the national drive of zero tolerance on MRSA






Urgent Care Network (UCN) led by CCG Clinical Chair with Executive Director and Medical Director
accountability
UCN action plan with organisational responsibilities – delivery tracked monthly
Winter plan agreed by ICN and CCG Governing Body in July 2013 for early implementation
NHS England has signed off Winter Plan
Ongoing work with Serco and WSHT on transformation
Daily monitoring of performance at WSH
Escalation process agreed system wide
First Exception Notice issued and all actions complied with-now closed EEAST/IHT/WSH action plans to improve
ambulance handover times
Additional resources and initiatives for winter period
NHS England risk summit called

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.
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 commissioned
CHC Project Board

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
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Risk
6.

7.

Failure to achieve the local reduction trajectories for Clostridium difficile

Potential impact of Serco model of care and transformation as a result of
staff consultation
Risk Removed from the GBAF August 2014

9.

Service risks as a result of the NSFT proposed service redesign model
Risk Removed from GBAF May 2014

Actions Taken to Eliminate or Mitigate






Robust RCA process for each provider case and submitted to CCG for assessment.
Audit programme of CQC recommended IC standards (to include antibiotic prescribing) in all CCG
commissioned services
CCG attendance at PIR revie2ws and IPC Committee meetings
Provider delivery of targeted infection control education and audit in all CCG commissioned services.
15/16 trajectory agreed in SLA – ceiling for 16 Acute cases and 29 non-acute cases









Serco invited to meetings with CCG and stakeholders
Risk assessment of changes
Formal presentation to HOSC
Formal inclusion of KPI’s in performance report from March 2013
Engagement with Sudbury WATCH
Results of Quality Review shared.
3 Contract Queries open






NSFT meeting regularly with CCG and part of CCG work stream
Risk assessment of changes
HOSC scrutiny
Revised quality monitoring criteria
Multi agency workshop held with N&SFT on 04.03.14 to discuss impact of new operating model.NHS England /
Monitor/ Norfolk and Suffolk CCG’s meeting with N&SFT to review concerns.



10.

Work with WSH to monitor and report failure to monitor and report key
quality metrics impeding early warning systems to inform
commissioners and regulators of potential risks and deteriorating
standards of care
Risk Removed from GBAF May 2014









Improvements to quality of SIRI reports and the range of personnel to undertake report writing and investigations
is widened
Evidence of widespread learning and changes to practice required to evidence changes in risks and issues
Active clinical audit programme
Evidence of executive level scrutiny of high level issues i.e. never events
Board reporting to include patient safety and quality items as top priority
Monitor audits of WHO surgical checklist
Monitor action plan from Never event – including new strategy for safer surgery
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Risk
11.

As a result of an NHS White Paper there is no legal basis for Clinical
Commissioning Groups to receive, retain and process patient
identifiable data.
Risk Removed from the GBAF July 2014

12.

Implementation of Transforming Pathology Services
Risk Removed from the GBAF July 2014

14.

Failure to comply with NHS continuing Health Care Framework
This Risk was renumbered as 14a and 14b in February 2015

14a.

14b.

Failure to comply with NHS continuing Health care Framework

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

dates.

Actions Taken to Eliminate or Mitigate







Confirmation received that CCGs can continue to use data for PCT ‘close down’ phase only
Extension to Oct 2014 received allowing for use of SUS data.
Central email address established for queries, reviewed by Information Team and Caldicott Guardian. No
queries received.
Regular communication to organisation on what can and cannot be done by Information Team
Programme in place to outsource activities and contract with DMIC
Extension to 31/10/14 for validation of NCA





COO &C CO teams attending key meetings with implementation tams
Comms plan & pathways to be developed
Regular recovery meetings with TPP and other CCGs in place to resolve









Investment of clinical and administration personnel,
High attrition, retention of staff through training and ongoing support framework in development
Review of operation processes established to target backlog which will not effect on going business continuity
Policies and processes to be established and agreed by both CCGs
Establish management and administration process to review and manage the claims
Identify claims applicable to Ipswich and East CCG with indicative cost
Recruitment of personnel to administer clinically review all claims






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




Establish management and administration process to review and manage the claims
Identify claims applicable to Ipswich and East CCG with indicative cost
Recruitment of personnel to administer clinically review all claims






Establish management and administration process to review and manage the claims
Identify claims applicable WSCCG with indicative cost
Recruitment of personnel to administer and clinically review all claims
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Risk
15.

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

Actions Taken to Eliminate or Mitigate






16.

17.

Risk of sub optimal clinical outcomes for stroke patients.



Risk Removed from the GBAF May 2014



West Suffolk Hospital finance position adversely impacting on quality
and performance at the Trust





18.

Failure to meet some statutory duties for Looked After Children
Risk removed from the GBAF January 2015

19.

West Suffolk Hospital change in CEO.








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

Direct financial consequences applied
Contract Query issued and remedial action plan agreed

Sign off Provider CIPs
Monthly meetings to discuss financial position performance and level of clinical quality
Regular FD meetings established. Ensure safer staffing review and data flow on implementation



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 established to lead actions as per review recommendations



Regular FD meetings established

Risk Added to GBAF April 2014
Risk Removed from GBAF June 2014
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Risk
20.

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

Actions Taken to Eliminate or Mitigate



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

Risk added to the GBAF May 2014

21.

Potential deterioration in practice viability (and consequent impact of
patient care) due to changes in national contract arrangements which
start to be introduced in April 2014
Risk added to the GBAF June 2014






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
LMC leading negotiations with Area Team.
CCG meeting regularly with LMC

Risk Removed from the GBAF February 2015
22.

LSP Contract Cessation
Risk added to the GBAF July 2014







23.

24.

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)
Investigation of procurement options
Follow up with DH around application for devolved funding / support
Financial implications being considered within 2 & 5 year plans, and long term financial outlook

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



Risk added to the GBAF August 2014



Performance Notice issued for 60 second response standard and remedial action plan in place to return to 95% in
September 2014.
Warning Notice in place for warm transfer – remedial action plan not agreed – requirement to get to 95% by
September 2014 Likely to go to Exception notice
60 second performance worsened in November and December and a new Performance Notice has been issued.

A&E failing to meet 4 hour standard presenting a potential risk to
patient safety and experience.





Where required, daily system wide teleconferences designed to ensure all actions to improve patient flow are taken
Winter schemes designed to promote flow and increase capacity in place
Team of escalation managers in place to support system and directors on call.

Risk added to the GBAF January 2015



Further to monthly scrutiny, the risk ratings for each of the Clinical Commissioning Group’s key strategic risks have changed over
the course of the year as follows:
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Risk No

Apr-14

1
2
4
6
7
9
10
11
12
14
14a
14b
15
16
17
18
19
20
21
22
23
24

12
20
16
16
16
9
9
12
12
20

12
9
16
12

May-14
12►
20►
16►
16►
16►
Removed
Removed
12►
9▼
20►

12►
Removed
16►
12►
15
16

Jun-14

Jul-14

Aug-14

Sep-14

Oct-14

Nov-14

Dec-14

Jan-15

Feb-15

Mar-15

9▼
20►
16►
16►
9▼

Removed
20►
16►
16►
9►

20►
16►
16►
Removed

20►
16►
16►

20►
16►
16►

20►
16►
16►

20►
16►
16►

20►
16►
16►

20►
16►
16►

20►
20►
16►

12►
9►
20►

Removed
Removed
20►

20►

20►

20►

20►

20►

20►

Now 14a/b
20
20
9►

20►
20►
9►

12►

12►

12►

12►

12►

9▼

9►

9►

16►
12►
Removed
16►
12

16►
12►

16►
12►

16►

16►
12►

9▼
9▼

9►
9►

9►
Removed

9►

9►

12►

16►
20▲
20

16►
20►
20►
12

16►
20►
20►
12►

16►
20►
20►
9▼

16►
20►
20►
9►

16►
12▼
12▼
9►

12▼
9▼
12►
9►
12

12►
Removed
12►
9►
16▲

12►

The risk rating matrix used:
Likelihood score →

1: Rare

2: Unlikely

3: Possible

4: Likely

5: Almost Certain

Consequence score ↓
5: Catastrophic

5

10

15

20

25

4: Major

4

8

12

16

20

3: Moderate

3

6

9

12

15

2: Minor
1: Negligible

2
1

4
2

6
3

8
4

10
5
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12►
9►
16►

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

CRITICAL
(15-25)

CHALLENGING
(8-12)

MANAGEABLE
(1-6)

Progress

Risk Assessment

 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 Clinical Commissioning
Groups reputational/financial well-being and or service
continuity.

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.

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

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.
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Revising Risk Ratings

If controls are inadequate then the revised risk rating
increases

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

None of the principal risks relate to compliance with the Clinical Commissioning Group
licence. In addition, the Governing Body reviews the GBAF at each of its meetings thus
ensuring a high degree and rigour over the Clinical Commissioning Group’s performance.
Review of Economy, Efficiency & Effectiveness of the Use of Resources
My review was informed in a number of ways:


Chief Officers within the organisation who have responsibility for the development
and maintenance of the system of internal control provided me with assurance



The GBAF itself provides me with evidence that the effectiveness of controls that
manage the risks to the organisation achieving its principal objectives have been
reviewed



The work of Governing Body committees, particularly the Audit Committee, which
scrutinises and challenges governance and risk activities and seeks assurances on
the effectiveness of controls



The Clinical Executive Committee, as a committee of the Governing Body, provides
strategic clinical leadership, expertise and advice whilst ensuring effective clinical
engagement, utilising clinician’s knowledge of local communities and public and
patient involvement



The work of the Chief Nursing Officers team in carrying out quality visits,
inspections and monitoring provider serious incidents and risks



Contract meetings with providers which hold them to account for the quality of the
services commissioned



The Health & Safety Committee reviews health & safety risks and ensures the
health & safety of the workforce and any persons working or visiting the premises



The Information Governance Committee reviews information governance risks and
issues, including data losses, IT security, the Clinical Commissioning Group’s
obligations under the Data Protection Act 1998 and progress with the IG Toolkit
assessment, action plan and submission. The latter also monitored by the Audit
Committee.



The work of regulatory bodies such as Monitor and the Care Quality Commission their inspection reports provided assurance on the quality and governance of our
provider organisations and services and help triangulate local information.
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The work of the Local Counter Fraud Specialist.



The Serious Incident (SI) process for reporting and investigating serious incidents
and robust monitoring of action plans to ensure recommendations are put into
practice and risk mitigated.



Internal Audit provides an independent, objective opinion on the degree to which
governance and risk management supports the achievement of the organisation’s
objectives. The Head of Internal Audit, in accordance with NHS Internal Audit
Standards, was required to provide an annual opinion of the overall adequacy and
effectiveness of the organisation’s system of internal control, covering the whole
financial year. For 2014-15 the opinion stated that reasonable assurance could be
given, as a generally sound system of internal control is in place, designed to meet
the organisation’s objectives, and controls are generally being applied consistently
and effectively, with only minor areas for improvement identified.



Within the Clinical Commissioning Group information risk management forms part
of the wider information governance agenda. Ultimate responsibility rests with me
as Chief Officer and I am supported by the Senior Information Risk Owner (SIRO),
a member of the Governing Body. The SIRO in turn is supported on a daily basis by
the Information Governance Manager who has responsibility for following up on
issues in this area.



An Information Governance Group, chaired by the SIRO and attended by staff from
all areas, meets every other month. This group discusses all information related
issues and makes recommendations of actions to address them. The group
provides updates into the Audit Committee on a regular basis.



To support this, the Clinical Commissioning Group has approved a number of
polices including Information Governance Policy, IT Security Policy and a Data
Protection Policy, which guide staff on their responsibilities.

Review of the Effectiveness of Governance, Risk Management & Internal Control
As Accounting Officer I have responsibility for reviewing the effectiveness of the system of
internal control within the clinical commissioning group.
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Capacity to Handle Risk
All actions contain inherent risks and risk management is central to the effective running of
any organisation. The Clinical Commissioning Group therefore ensures that decisions
made on behalf of the organisation are taken with due consideration to the management
of risks.
To achieve this, the Governing Body must be confident that the systems, policies and
people it has put in place are operating in a way that is effective, are focused on key risks
and driving the delivery of the organisations objectives. The Governing Body must also
demonstrate that it has been properly informed, through evidence from the Governing
Body Assurance Framework (GBAF), that it is aware of the totality of risk facing the
organisation, and that it has made decisions on the management of that risk based on all
of the available evidence. The Clinical Commissioning Group’s risk and control
mechanism is described diagrammatically below:
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The GBAF is built around the Risk Register and from which the relevant strategic risks are
drawn. Whilst appropriately rated strategic risks will automatically migrate to the GBAF,
the Governing Body, with additional oversight provided by the Audit Committee,
determines whether or not any other risks from the Risk Register should be transferred to
the GBAF even if they have a RAG score of below 15 but are considered strategically
significant.
Incident and risk reporting is actively encouraged across the Clinical Commissioning
Group and relevant reports are recorded on an integrated risk reporting system called
‘Sentinel’, this being managed within the Chief Corporate Services Officer’s department.
As a working document, the GBAF is updated monthly by the Chief Officers and reviewed
by the Governing Body, the Clinical Scrutiny Committee and the Audit Committee at each
of their meetings, the former in public.
Risks arising from the Clinical Commissioning Group’s daily operations can result in less
than optimum quality of service, financial loss, disruption of normal operations, accidents
and injuries or adverse publicity. The likelihood of these events occurring and the potential
extent of their impact depend on the Clinical Commissioning Group’s practices, processes
and culture as well as external influences.
A key aim of the Clinical Commissioning Group’s risk management arrangements is the
continued reduction of risk through the greater understanding and involvement of staff at
all levels of the organisation. In order to support this, anybody who identifies a potential or
actual risk can report their concerns directly to their line manager, a Chief Officer or the
Information Governance and Risk Manager by submitting a completed Risk Report Form;
indeed all employees have a duty to do so.
Review of Effectiveness
My review of the effectiveness of the system of internal control is informed by the work of
the internal auditors and the executive managers and clinical leads within the clinical
commissioning group who have responsibility for the development and maintenance of the
internal control framework. I have drawn on performance information available to me. My
review is also informed by comments made by the external auditors in their management
letter and other reports.
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The Board Assurance Framework itself provides me with evidence that the effectiveness
of controls that manage risks to the clinical commissioning group achieving its principles
objectives have been reviewed.
I have been advised on the implications of the result of my review of the effectiveness of
the system of internal control by the Governing Body and the Audit Committee and a plan
to address weaknesses and ensure continuous improvement of the system is in place.
Following completion of the planned audit work for the financial year for the clinical
commissioning group, the Head of Internal Audit issued an independent and objective
opinion on the adequacy and effectiveness of the clinical commissioning group’s system of
risk management, governance and internal control. The Head of Internal Audit concluded
that:
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Head of Internal Audit Opinion on the Effectiveness of the System of Internal Control
for the Year Ended 31 March 2015
The purpose of my annual HoIA Opinion is to contribute to the assurances available to the Accountable
Officer and the Board which underpin the Board’s own assessment of the effectiveness of the organisation’s
system of internal control. This Opinion will in turn assist the Board in the completion of its AGS.
My opinion is set out as follows:
1. Overall opinion;
2. Basis for the opinion; and
3. Commentary.
My overall opinion is that
o

Reasonable Assurance - Based upon the issues identified there is a series of internal controls in
place, however these could be strengthened to facilitate the organisation's management of risks to
the continuous and effective achievement of the objectives of the process. Improvements are
required to enhance the controls to mitigate these risks;

The basis for forming my opinion is as follows:
1. An assessment of the design and operation of the underpinning Assurance Framework and
supporting processes; and
2. An assessment of the range of individual opinions arising from risk-based audit assignments
contained within internal audit risk-based plans that have been reported throughout the year. This
assessment has taken account of the relative materiality of these areas and management’s progress
in respect of addressing control weaknesses.
Additional areas of work that may support the opinion will be determined locally but are not required for
Department of Health purposes e.g. any reliance that is being placed upon Third Party Assurances.
N Abbott
Head of Internal Audit
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Assurance Assessments 2014/15

System

Substantial
Assurance

Reasonable
Assurance
√

1401 Complaints

√

1403 Monitoring Quality of Service




√

1402 QIPP

Limited
Assurance



1405 IT Support Contracts

√



1406 Business Continuity Planning

√



1407 GP Payments – Conflict of Interest

√


√

1408 Individual Funding Requests



1409 S136 Mental Health

√



1410 Financial Systems

√


√

1411 Data Protection and Data Security
1412 Commissioning – Major Contracts



√
√

1413 Payroll




√

1414 Continuing Healthcare Re-Audit
1415 Commissioning – Minor Contracts

√



√

1416 Associate Commissioning



1417 Safeguarding – Vulnerable Adults

√*



1419 Information Governance Tool-kit

√



1420 New Healthcare Services

√



1421 Monitoring CQC

√*



1422 BAF & Risk Management

√



1423 Clinical Governance Overview

√*



NB: *Assurance levels agreed but awaiting Chief Officer sign off.
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No
Assurance

Significant Issues identified during 2014/15

The findings of all audit reports issued to date from the Annual Plan, as well as progress against any
outstanding at this time, have been reported to the Audit Committee through interim reports during the year.
The major issues, or themes, that emerged from the internal audit work are set out below.
Continuing Healthcare – The key issues raised were:


The reporting of Continuing Healthcare key performance indicators is well embedded into
management and governance arrangements..



Both the CHC Team and Finance have a better idea as to what needs to be done to meet service
objectives, and there is an action plan in place to address the on-going difficulties in meeting
performance targets, but progress has been slow.



Data cleansing exercises taking place need to be completed as soon as possible to ensure that
greater reliance can be placed on both activity and financial reports produced.



Recommendations have been made to enhance reporting and management controls within the CHC
Team. Control improvements for authorisation controls and separation of duties have also been
recommended.

Complaints – The key issues raised were:


the complaints monitoring spread-sheet be reviewed to ensure accuracy of dates complaints
received for monitoring purposes;



The complaints quarterly report be reintroduced and provided to all departments to ensure that
learning from complaints can be provided to the whole CCG



action plans for improvement need to be formulated for each complaint which are then
communicated to the appropriate officer and monitored centrally to ensure implementation

Information Governance (IG) Review - Additional evidence is required ahead of the toolkit submission to
support six of the ten of the requirements in the audit sample.
Commissioning – Minor Contracts – our audit identified issues around the following areas:
 There is a contract register in place with the Contracts Team although this does not include details of
all contracts. The CCGs would benefit from having one contracts register rather than separate ones
in the Contracts and Finance teams.
 There is not always a signed contract in place for contracts although this position is known by the
CCG and efforts are being made to resolve this.
Payroll - The system for checking accuracy of pay information did not include data directly downloaded from
ESR - improvements are being made to rectify this issue
Data Protection/Data Security – The main issues arising from this review was that:


IT access control could be strengthened, as issues arose in respect of smartcard and S: drive
access.



Incidents are not being logged, although it is understood there have been no major incidents.

Tendering Process for New Healthcare Services – The Commissioning Procurement Policy needs
updating and approval.
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During the year the Internal Audit issued the following audit reports with a conclusion of limited assurance:


Continuing Healthcare (Re-audit)

The agreed action plan resulting from this audit is below:

Rec.

8

Risk Area

Operational

Finding

Recommendation

Data within the Broadcare system is being The data cleansing exercise be
examined to ensure that it is accurate and completed in advance of the
that all archived data is marked year-end.
appropriately. As part of this process, the
Finance Team have identified 9,401 records
where there has been no payment, accruals
or provision made (termed 'inactive'). In the
majority of cases, the records should have
been archived, but the necessary record
entry had not been made (due to a lack of
understanding of how the system worked).
From a review of the latest spread-sheet
maintained by the Head of Accounting and
Control, the total number to be investigated
amounts to 1,632 records where no
payments have been made.
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Priority

1

Management

Implementation

Responsible

Comments

Timetable

Officer

(dd/mm/yy)

(Job Title)

31/03/15

Head
of
Accounting &
Control and

To be completed by 31
2015.

st

March

Business
Support
Manager

Rec.

2

Risk Area

Directed

Finding

The CHC team structure is currently being
reviewed to address the capacity issues and
to focus on the separate elements of CHC
referrals. From a review of a report entitled
'Broadcare per person' in October, cases
open range from 108 to 11. The 108 cases
are listed against 'unknown/not set'. From a
discussion with the Business Support
Manager, cases per individual are being
reviewed, including those unallocated. The
team are looking at a different way of
working which will enable the allocation of
the work to be done by Senior Clinical CoOrdinators, rather than automatically
according to area. In the meantime, the
Business Support Manager is reviewing
case allocation data and amending as
necessary. Evidence of lists being worked
was provided as evidence.

Recommendation

The allocation of cases data is
reviewed for accuracy and
completeness. Regular case
load
reports
should
be
produced so that there is
proactive management of case
load to ensure that there is a
more equal distribution of
cases.
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Priority

2

Management

Implementation

Comments

Timetable

Officer

(dd/mm/yy)

(Job Title)

Case data is being worked on at
present and the report will be re-run
to ensure that ‘unknown’ cases
responsibility is cleared.
In terms of the using this report in
future, its value will be reviewed
against
other
performance
information requirements. This can
only be done once the back-log
position has been reduced to a
manageable position.

28/02/15

Responsible

Business
Support
Manager

Rec.

Risk Area

Finding

Recommendation

Priority

Management

Implementation

Comments

Timetable

Responsible
Officer

(dd/mm/yy)

(Job Title)

3

Compliance

Within the Suffolk CCGs, unless there is an
appeal, CHC approvals are undertaken by a
CHC Nurse (not a panel). This means that
the initial approval of CHC funding is with
one individual and therefore, given the
amount of funding being committed,
presents a high level of authority. The
Assistant Management Accountant is
currently reviewing these arrangements and
has
designed
an
Individual
Case
Assessment (ICA) form which ensures that
authorisation of the care package is
communicated to the provider. The new
form highlights where there are additional
costs (such as 1:1) and requires separate
approval at a higher level.

Authorisation processes for
packages be reviewed against
authority levels within the
Detailed Financial Policies.
Finance should be informed of
the decision to approve but the
authorisation
to
commit
expenditure from the CHC
budget
should
be
with
clinicians
and
senior
management
within
that
department depending on the
amount of funding required.

2

Agreed. Authorisation levels and
the draft ICA Form will be reviewed.
The Detailed Financial Policies is
being reviewed and will be updated
as necessary.

28/02/15

Head
of
Accounting &
Control.

4

Compliance

On two occasions out of the ten sample files Staff be reminded that consent
selected there was no completed consent forms should be retained on
form on file.
file.

2

Staff will be reminded at the team
meeting and Consent Policy will be
re-distributed.

31/01/15

Senior Nurse
Co-ordinator

5

Compliance

Invoices are authorised within the Finance
department following checks on the
Broadcare system to ensure that the details
provided are in line with the named patient,
provider and rate of charge. A review of a
sample of invoices paid confirmed invoice
details matched those within Broadcare. The
system is that another member of staff
within Finance codes up the invoice and this
is signed off by the Head of Accounting and
Finance.

2

Due to capacity issues within the
CHC team, a member of the
Finance team sets up the care
package for the time being. This
person does not normally process
invoices but it is recognised that
this function should be done by the
CHC team.

31/03/2015

Head
of
Accounting &
Control and
Senior Nurse
Co-ordinators

The person inputting and
setting up care packages (i.e.
the supplier) should not also be
involved in the processing of
invoices.

33

Rec.

Risk Area

Finding

Recommendation

Priority

Management

Implementation

Comments

Timetable

Officer

(dd/mm/yy)

(Job Title)

6

Compliance

From discussion with the Business Support
Manager, it was found that no exception
reports have been produced to-date for 3
monthly reviews, although clinicians can
interrogate the Broadcare system as to
when the reviews are due. From the sample
selected for audit, four cases had review
dates entered but were not done, and two
cases did not have a review date input.

An
exception
report
is
introduced to show: all cases
where CHC funding has been
approved and no review date
entered; and also where review
dates have been exceeded for
3 and 12 months.

2

Reports have been run to show
where review dates have been
omitted and where the review dates
have been exceeded. Records with
no review dates are being
investigated.

28/02/15

7

Compliance

The Governing Body and Clinical Scrutiny
Committees receive detailed performance
information on CHC. The Performance
Reports include actions being taken to
retrospective cases, but so far a trajectory
for
addressing
the
back-log
and
retrospective cases have not been produced
for the Committees.

The retrospective and back-log
trajectory is presented to the
Clinical Scrutiny Committee to
demonstrate a clear and
agreed plan for clearing these
cases.

2

This needs to be done as part of
the business planning process. The
Retrospective cases are being
tracked but individual cases are
taking a long time and therefore the
whole process needs a further
review.
The back-log cases
trajectory
has
already
been
presented to the CHC Project
Board (Workstream).

Retrospective
Cases

34

Responsible

Business
Support
Manager

Senior Nurse
Co-Ordinator

28/02/15

CHC Lead

Rec.

9

1

Risk Area

Operational

Directed

Finding

Recommendation

From a review of reports produced either at
the weekly QIPP meeting or as part of the
Monthly CHC Dashboard report, it is difficult
to see how one set of Finance information
relates and reconciles to Case Management
statistics provided. Reports would benefit
from having overall control totals and
therefore how those figures reported can be
reconciled to the total number of records in
the system. There also needs to be a
greater collaborative approach in producing
reports so that there is a shared knowledge
and understanding as to where the figures
come from.

Dashboard reports include
system control totals so that it
can be seen how those
reported on reconcile back to
the overall records on the
system.

A specific CHC Policy has not been
implemented since the last Internal Audit
review. There is a draft Choice Policy which
covers 3 and 12 month assessments,
however, it does not set any limit on
assessment times.

The CCGs produce a specific
CHC Policy which includes the
CCGs' view regarding the 28
day target for assessments.

Priority

2

Management

Implementation

Comments

Timetable

Officer

(dd/mm/yy)

(Job Title)

31/03/15

Head
of
Accounting &
Control/
Business
Support
Manager

Reports will be reviewed to ensure
that reporting of information is
consistent and totals agreed.

Training is being put in place for all
clinicians.

The CHC Administrator works
with the Finance staff to share
knowledge of the system and
the different reports that can be
produced.

Business
Support
Manager

The quality of data input will be
monitored, with additional training
given where necessary.

3

This was delayed due to the long
term absence of the CHC Lead.
The Equity and Choice Policy was
reviewed by the Executives and
ratified with a few amendments.
The
Operational
Policy
is
scheduled for approval and has
been placed on execs programmed
th
agenda for WSCCG 4 Feb 2015
th
and I & E SCCG on 10 Feb 2015:

During the year the Internal Audit issued no audit reports with a conclusion of no assurance.
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Responsible

10/2/15

CHC Lead

Data Quality
Both the Governing Body and Clinical Scrutiny Committee regularly receive an Integrated
Performance report that contains large volumes of data. The report provides members
with a summary of performance for against national targets, contractual targets, clinical
quality and patient safety issues, financial position and acute activity.

The data is

presented as an executive dashboard and then drills down into considerable detail to
ensure the Governing Body and Clinical Scrutiny Committee are well informed and enable
to make appropriate decisions.
The Governing Body and Clinical Scrutiny Committee invest considerable amounts of time
at meetings reviewing the contents of the Integrated Performance report and consider that
the quality of data available is acceptable for their requirements.
Business Critical Models
An appropriate framework and environment is in place to provide quality assurance of
business critical models, in line with the recommendations in the Macpherson report.
Quality assurance is vital to ensure that business critical models are robust. The Clinical
Commissioning Group ensures as part of its quality assurance that the appropriate
governance is applied to its business critical models and that NHS quality assurance
guidelines and checklists are also applied.
Data Security
We have submitted a satisfactory level of compliance with the information governance
toolkit assessment.
There were no Serious Untoward Incidents relating to data security breaches.
Discharge of Statutory Functions
During establishment, the arrangements put in place by the clinical commissioning group
and explained within the Corporate Governance Framework were developed with
extensive expert external legal input, to ensure compliance with the all relevant legislation.
That legal advice also informed the matters reserved for Membership Body and Governing
Body decision and the scheme of delegation.
In light of the Harris Review, the clinical commissioning group has reviewed all of the
statutory duties and powers conferred on it by the National Health Service Act 2006 (as
amended) and other associated legislative and regulations. As a result, I can confirm that
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the clinical commissioning group is clear about the legislative requirements associated
with each of the statutory functions for which it is responsible, including any restrictions on
delegation of those functions.
Responsibility for each duty and power has been clearly allocated to a lead Director.
Directorates have confirmed that their structures provide the necessary capability and
capacity to undertake all of the clinical commissioning group’s statutory duties.
Conclusion
One significant internal control issue has been identified in the Governance Statement of
West Suffolk Clinical Commissioning Group in relation to NHS Continuing Healthcare.
The Clinical Commissioning Group is in breach of the NHS Continuing Healthcare (CHC)
Framework target for the assessment of CHC claims.

The framework target for

assessment of CHC claims is 28 days. The Clinical Commissioning Group continues to
fall short of achieving its Continuing Healthcare assessment target of 28 days and action
plans to address this target and reduce back-log/retrospective cases have taken longer
than planned. Controls within the IT system also needed to be improved to reduce data
quality issues and provide greater assurance on the quality of information provided. The
Governance Statement includes the detailed action plan agreed with our Internal Auditors
after the CHC audit they performed during the year.
The Governance Statement also highlights the Clinical Commissioning Group’s key
strategic risks that include the risk of failure to achieve financial balance, failures in
respect of MRSA and clostridium difficile and the risk to patient safety and experience
from failing to meet the four hour Accident and Emergency standard.

Julian Herbert
Accountable Officer
20 May 2015
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