Meeting of the CCG Governing Body
to be held from 0915 - 1300 on Wednesday 21 May 2014 at
The Lecture Room, St Edmundsbury Cathedral, Bury St Edmunds
The Governing Body will be available to meet with members of the public from
9.00am-9.15am

AGENDA
GENERAL BUSINESS
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 Dr Christopher Browning
meeting.
To approve as a correct record the Minutes of the West Suffolk
CCG Governing Body meeting held on 26 March 2014

4.

Matters Arising & Action Log

5.

General Update
To receive a verbal report from the Chief Officer

Dr Christopher Browning

Dr Christopher Browning
Julian Herbert

PATIENT AND PUBLIC ENGAGEMENT
6.

Patient Story
Caroline Wales, Senior Support Worker, Suffolk Family Carers

Caroline Wales

7.

Children and Young People’s Market Stall Events
To receive and note a report providing a summary of youth
engagement events held during the Easter school holidays

Dr Rakesh Raja
Report No:
WSCCG14-29

8.

Voluntary and Community Sector Engagement Strategy
To note and approve the CCG’s draft voluntary and community
sector engagement strategy, including a proposed action plan.

Johanna Finn
Report No:
WSCCG14-30

9.

Equality Delivery System Update
To approve the revised toolkit for equality analysis, support its
adoption and note progress made against the CCG’s equality
objective.

Ed Garratt
Report No:
WSCCG14-31

10.

CCG Stakeholder Survey 2014
To receive and note an overview of the results of the CCG
stakeholder survey 2014.

Ed Garratt
Report No:
WSCCG14-32

CLINICAL SERVICES
11.

Five Year Strategic Planning
To receive and note the progress being made in agreeing the

Carl Goulton
Report No:

strategic direction over the next five years.
12.

Health and Independence and Urgent Care Programs Update
To receive and note the progress being made in these two related
programmes which will be crucial to the shape of health and care in
Suffolk over at least the next five years.

13.

Ambulance Business Case
To approve non recurrent investment to support transformation of
the struggling ambulance service

WSCCG14-33
Dr Christopher Browning/
Sandy Hogg
(Presentation):
WSCCG14-34
Wendy Tankard
Report No:
WSCCG14-35

FINANCE, PERFORMANCE AND SCRUTINY
14.

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

Carl Goulton/
Barbara McLean/
Wendy Tankard/
Ed Garratt
Report No:
WSCCG14-36

GOVERNANCE AND CORPORATE BUSINESS
15.

Commissioning Governance Committee
To approve revised Terms of Reference for the Committee

Amanda Lyes
Report No:
WSCCG14-37

16.

West Suffolk House Accommodation
To approve the CCG’s move from the Active Business Centre to
West Suffolk House, Western Way, Bury St Edmunds.

Ed Garratt
Report No:
WSCCG14-38

17.

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

Amanda Lyes
Report No:
WSCCG14-39

18.

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

Amanda Lyes
Report No:
WSCCG14-40

19.

Minutes of Meetings:
To consider and endorse the following minutes of West Suffolk
CCG Sub Committee Meetings:

Amanda Lyes
Report No:
WSCCG14-41

(i) Audit Committee
The unconfirmed minutes of a meeting held on 8 April 2014
(ii) Remuneration and HR Committee
The unconfirmed minutes of a meeting held on 22 April 2014
(iii) Clinical Executive Committee
The unconfirmed minutes of a meeting held on 30 April 2014

20.

Any Other Business

21.

Date and Time of future Governing Body meetings
0915–1300 hrs Wednesday 16 July 2014, The Lecture Room, St
Edmundsbury Cathedral, Bury St Edmunds
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.

Minutes of the West Suffolk CCG Governing Body meeting held in public on
Wednesday 26 March 2014 in the Lecture Room at St Edmundsbury Cathedral,
Bury St. Edmunds, Suffolk
PRESENT:
Dr Christopher Browning
Dr Simon Arthur
Bill Banks
David Cripps
Dr Emma Derbyshire
Dr Jon Ferdinand
Jo Finn
Peter Knights
Dr Rakesh Raja
Dr Giles Stevens
Dr Andrew Yager
Dr Ed Garratt
Carl Goulton
Julian Herbert
Amanda Lyes
Barbara McLean
Wendy Tankard

Chairman
GP Member
Lay Member for Governance
Member
GP Member
GP Member
Lay Member for Patient and Public Engagement
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:
Colin Boakes
Andrew Eley
Sandy Hogg
Tessa Lindfield
Anne Nicholls

Governance Advisor
Deputy Chief Operating Officer
Chief Redesign Officer: Ipswich and East Suffolk CCG
Director of Public Health: Suffolk County Council
Chair: Clinical Engagement Group

14/020 WELCOME AND APOLOGIES FOR ABSENCE
Apologies for absence were received from Dr Crawford Jamieson:
Secondary Care Doctor and Dr Rosalind Tandy : GP Member.
The Chairman welcomed everyone to the meeting and formally placed
on record his thanks to Dr Jon Ferdinand who was attending his final
meeting as a GP Member of the Governing Body. He further reported
that Dr Daniel Knowles, a GP at the Rookery Medical Practice in
Newmarket, has been elected to replace Dr Ferdinand on the Governing
Body.
14/021 DECLARATIONS OF INTEREST
There were no declarations of interest in respect of the agenda items.
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14/022 MINUTES OF PREVIOUS MEETING
The minutes of the meeting held on 29 January 2014 were agreed as a
correct record.
14/023 MATTERS ARISING AND ACTION LOG
Concerning the action arising from the Governing Body meeting held on
27 November 2013 at minute 13/074: Psychiatric Liaison Service, the
Chief Operating Officer confirmed that a service evaluation would be
presented to the next meeting of the Governing Body in May 2014.
Concerning the action arising from the Governing Body meeting held on
29 January 2014 at minute 14/013: Integrated Performance Report,
the Chief Operating Officer confirmed that work is ongoing in regard to
the determination of how the 111 Service has met the needs of young
people and that a report will be presented to the next meeting of the
Governing Body in May 2014.
There were no other matters arising.
14/024 GENERAL UPDATE
The Chief Officer noted that the CCG was approaching its first
anniversary and that following a recent visit by NHS England, was
assessed as providing full assurance to the local community in regard to
the six domains reviewed.
The Chief Officer further noted that his other general update items
would all be covered on the meeting agenda.
14/025 COMMUNITY ENGAGEMENT GROUP
The Lay Member for Patient and Public Engagement presented the
unconfirmed minutes of the Community Engagement Group meeting
held on 6 March 2014, highlighting the key points discussed.
The Governing Body noted the minutes.
14/026 HAVERHILL NEEDS ASSESSMENT
The Chief Operating Officer presented an update on progress made
with the health needs assessment for Haverhill. By way of background,
he noted that in 2013, the CCG commissioned Public Health to
complete a detailed report on the current and future health needs of
Haverhill and that this had formed part of the engagement strategy.
A community event was held on 17 May 2013 with members of the
public to gather their views, which, combined with the opinions of local
healthcare professionals and the inclusion of relevant data, resulted in
the Health Needs Assessment Report that was shared at a second
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public event on 26 September 2013. The purpose of this second event
was to look at the key health issues facing Haverhill and to begin to
discuss possible solutions. The key issues raised at the community
events were healthy lifestyles, information, signposting and transport.
The CCG subsequently developed an action plan to address or respond
to each of the key points raised at the community events. This resulted
in 89 individual actions, of which 85 have t been completed or are ongoing.
Representatives from the CCG met with Haverhill’s three county
councillors on 15 January 2014 to discuss progress made against the
action plan. At this meeting, the key outstanding actions were discussed
and agreed. These were to:
(i) Extend the circulation of the Haverhill directory of services booklet:
The CCG has agreed to update the information in the directory of
services booklet. Members of the public have been asked via press
coverage, through social media and through the Health Forum to send
their ideas for how the booklet could be improved. The deadline for
responses is 31 March with a view to distributing the booklet in the
spring.
(ii) Explore the possibility of having an individual in Haverhill responsible for
signposting people to the most appropriate health services:
The CCG met with Healthwatch Suffolk on 25 March for initial
discussions about a possible physical signposting service in Haverhill.
This could link with the Healthwatch on-going work to develop
information hubs across Suffolk.
(iii) Consider conducting a survey in Haverhill to better understand the scale
of the public transport issue to West Suffolk Hospital:
A short questionnaire about public transport in Haverhill has been
drafted. This needs to be explored further with Suffolk County Council
as the responsible authority and other stakeholders, before considering
the next steps.
In addition:
(iv) A new echocardiogram service, provided by West Suffolk NHS
Foundation Trust commenced at the Haverhill Health Centre on 13
March 2014. The clinic takes place on the second Thursday of every
month meaning Haverhill patients who have been referred by their GP
can have an echocardiogram (cardiac ultrasound) closer to home.
There will be a follow-up meeting with Haverhill’s councillors to give an
update on progress and discuss the next steps. The date of this
meeting is to be confirmed.
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The Governing Body noted the report.
14/027 INVESTMENT IN SERVICES
Dr Rajah, GP Clinical Lead for the Children, Young People and
Maternity Work Stream, also on behalf of Dr Tandy, GP Clinical Lead for
the Mental Health and Learning Disability Work Stream advised the
Governing Body of the decision by the Clinical Executive
to
invest
funding in three service areas:
(i) Memory Assessment Service
Timely diagnosis offers people with dementia and their carers the
opportunity to more effectively take charge of their futures and reduce
the likelihood of health and care crises.
The Clinical Executive approved £147,492 investment in the Memory
Assessment Service to increase the medical and nursing establishment.
In regard to progress, the CCG is working with the Norfolk and Suffolk
Foundation Trust (NSFT) to ensure swift implementation of the
increased level of service.
(ii) Children and Young Peoples Eating Disorder Service
This aims to address a service gap for young people and ensure parity
with the rest of Suffolk.
The Clinical Executive approved £184.000 for an Eating Disorder
Service for Children and Young People aged less than 18 allowing a
continuum of specialist care across all ages. In regard to progress, the
CCG is working with NSFT to complete the service specification and to
ensure swift implementation of the new service.
(iii) Children’s Emotional Wellbeing Service
The 2013 Child and Adolescent Mental Health Needs Assessment
identified a lack of capacity of mental health specialists working in teams
in community and primary care settings (in particular primary mental
health workers) to offer consultation to families and other practitioners,
to assess and identify severe or complex needs requiring more
specialist intervention, and offer training to practitioners at Tier 1
universal services, for example: primary care, school nursing, health
visitors, community nursing.
The Clinical Executive approved £133.000 for investment in additional
primary mental health workers to be part of the development of a
network of skilled mental health practitioners working across services to
improve the resilience of young people with mental health problems. In
regard to progress, the CCG is working with Ipswich and East Suffolk
CCG, Suffolk County Council and NSFT to develop a joint service
specification and to ensure swift implementation of the new service.
In response to a question about how the potential benefits will be
assessed, Dr Rajah confirmed that a range of key performance
indicators have been set out against which the service achievements
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will be measured.
The Governing Body noted the report.
14/028 FIVE YEAR STRATEGIC PLAN
The Chief Finance Officer updated the Governing Body on the current
status of the Five-Year Strategic Plan.
Setting out the background, he noted that the NHS England “Everyone
Counts” document sets out a new approach to planning, taking a longer
term view to reflect the step changes required to tackle the
unprecedented challenges faced by the NHS. The planning process and
timeline have been aligned nationally with NHS commissioners, Monitor,
the NHS Trust Development Authority, the Local Government
Association and Health Education England.
Ipswich and East Suffolk CCG and West Suffolk CCG are working
together as a Suffolk “Unit of Planning” to develop a five-year Strategic
Plan to commission integrated services in partnership with providers,
Suffolk County Council and Suffolk’s District and Borough Councils. The
CCG two-year operational plans demonstrate the detail of how the
strategy will be delivered.
In addition, the Better Care Fund plan requires local areas to formulate
a joint plan for integrated health and social care which will be aligned to
the NHS two-year operational plans and the five-year strategic plans as
well as local government planning.
Regarding content, the Health and Wellbeing Board has set out a vision
for people in Suffolk to live healthier, happier lives with reduced
inequality of life expectancy. This vision will be described in the plan
alongside a clear set of objectives, which will include locally set outcome
ambition metrics. There will be two core sections:
Plan on a Page
A system wide description of what the health economy should look like
in five years. This system vision should identify how the health system
will shape itself to meet future health demands without compromising
quality outcomes or financial sustainability.
Key Lines of Enquiry Submission
A unit of planning specific narrative describing how each organisation
will reach this desired state through a high level road map that captures
the high impact interventions planned within the health economy.
In terms of process, the five-year Strategic Plan will describe how the
vision will be delivered through the three system-wide work streams:
•
•
•

Health and Independence – to be led by Suffolk County Council
Urgent Care – to be led by West Suffolk CCG
Efficient Elective Care – to be led by Ipswich & East Suffolk CCG
5

The Chief Finance Officer concluded by noting that the plans are based
on patient, service users and public feedback and that further
engagement opportunities will support the development.
The Governing Body noted the current status of the five-year planning
process and that an advanced draft will be brought to the next meeting
in May 2014 for approval.
14/029 BETTER CARE FUND
The Chief Finance Officer updated the Governing Body on the current
status of the Better Care Fund.
He noted that the Government, as part of the Comprehensive Spending
Review in June 2013 announced the £3.8 billion national Better Care
Fund. It requires local areas to formulate joint plans for integrated health
and social care, and to set out how the single ‘pooled’ budget will be
used to facilitate closer working between health and social care to
provide consistent, joined-up, high quality services for everyone and
achieves the best outcomes for local people.
In order to access the Better Care Fund, Local Authorities and CCGs
must submit a five-year plan for approval by Government and NHS
England. In Suffolk, the Health and Wellbeing Board is leading on the
development of the plan, supported by Suffolk County Council, West
Suffolk, Ipswich and East Suffolk and Great Yarmouth and Waveney
CCGs, under the governance of the System Leaders Partnership Board
that brings together relevant commissioners and providers.
The Better Care Fund provides an opportunity to accelerate progress in
delivering the vision of the Suffolk Health and Wellbeing Board. In
particular the focus is on early intervention and prevention, ensuring
services are integrated at the point of delivery, that there are seamless
services, including mental health and a focus on reducing loneliness
and social isolation for older people.
The Chief Finance Officer went on to explain that the Better Care Fund
planning submission includes the following components:
•
•
•
•
•
•
•
•

Vision for health and care services and schemes
Aims and objectives
Description of planned changes
Planned investments and benefits
Outcomes and metrics
Governance arrangements
Risk-sharing principles and contingency plans if targets are not
met – including redeployment of the funding if local agreement is
not reached
Assurance around national conditions:
• Plans must be jointly agreed
• There will be protection for social care services
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•
•
•
•

There will be 7day services to support discharge
Better data sharing between health & social care,
based on the NHS number
There will be a joint approach to assessments and
accountable lead professional
There must be agreement on the consequential
impact of changes in the acute sector

The Better Care Fund plans are being developed as part of the five-year
strategic planning process through the three system wide work streams
previously described. The work streams will specify how the fund will be
utilised, planned benefits and how success will be measured. Regarding
governance, the Resource Hub is modeling potential integration benefits
and assuring system-wide sustainability whilst the Health & Wellbeing
Board retains oversight of delivery.
In Suffolk it is the intention to widen the scope of the Better Care Fund
to create a larger pool and greater alignment of services across health
and social care. This will allow transformation of services leading to a
better experience for people in Suffolk and greater opportunities to
ensure that efficiencies are delivered which will drive value for money
and improved sustainability.
The latest draft of the Better Care Fund planning templates were set out
and in concluding, the Chief Finance Officer stated that the final
submission of the Better Care Fund plan is due by 4 April 2014. The
integrated health and social care planning process is aligned to the fiveyear strategic planning timetable which requires final plans to be
submitted by 20 June 2014. As a consequence, the Better Care Fund
submission will include the minimum pooled budget but will reflect the
latest status of the system-wide work stream planning linked to the fiveyear planning timetable.
Responding to concerns about the size of the CCGs contribution to
Better Care Fund and the potential loss of the locality approach,
Chief Officer emphasised that this is a major change but also
opportunity for truly integrated working, building one service around
patient.

the
the
an
the

Regarding financial risks and how effective the arrangements are to
manage these, the Chief Finance Officer provided reassurance that the
Fund is being developed through several phases and that appropriate
controls will be in place throughout. It is not anticipated either that
management costs will increase as a result. Whilst there are
consequential changes that will affect the acute providers, the Chief
Officer again emphasised that with staged changes, there are no
immediate impacts anticipated.
The Governing Body noted the current status of the Better Care Fund
and that the updated plans will be brought to the next meeting for
approval as part of the five-year strategic planning update.
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14/030 STRATEGIC COMMISSIONING INTENTIONS FOR URGENT CARE
The Chief Redesign Officer for Ipswich and East Suffolk CCG, who is
also the Executive Lead for the Urgent Care Review, attended for this
item to seek approval for the strategic commissioning intentions for
urgent care. She reported on a detailed programme of work associated
with the production of an outline service specification for approval at the
May 2014 Governing Body as a basis for public consultation.
She explained that Ipswich and East Suffolk, and West Suffolk CCGs
were jointly working on the design model with the urgent care work
stream including representation from key partners. The work stream
provides a unique opportunity to design the ideal future state but it was
recognised that this comes with a high level of responsibility and a need
to take account of best practice both at a national and local level. The
Executive Lead noted that the starting point for the work had been to
identify the ideal service model and then look to assess and adapt it
going forward. Whilst consideration of facilities outside of the county
had not been excluded, it had been determined that the work should
focus on Suffolk in its initial stages.
The CCG is currently in phase two of the work which involves
development of an outline service specification and performance
indicators for presentation to the Governing Body in May 2014. It is also
anticipated that the Governing Body will be asked in September 2014 to
formally agree the service specification and procurement process.
The Chairman emphasised that the commissioning intentions have been
developed with considerable stakeholder involvement and are not set in
stone being subject, if necessary, to full consultation.
The Governing Body approved the strategic commissioning intentions
as set out within the report and noted the continued programme of work
(Phase 2) which was due to conclude in May 2014, prior to presentation
of an outline service specification to the Governing Body in May 2014
for approval as a basis for public consultation.
14/031 TWO YEAR PLAN: 2015-15 AND 2015-16
The Chief Operating Officer presented an overview of the CCG’s twoyear plan, setting out the background in detail covering:
•
•

The five main categories of better outcomes described in the
National Outcomes Framework
The seven specific, measurable ambitions, or critical indicators of
success, against which the CCG will be measured

•

The three more key measures identified by NHS England where
there is an expectation of significant focus and rapid
improvement

•

The requirement for significant changes in the way health
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services are delivered to achieve the expected outcomes
•

The four essential elements of Quality, Access, Innovation and
Value for Money that will apply to all of the characteristics, and
the CCG is expected to articulate clearly in its plans in order to
drive up outcomes for patients and local communities.

The CCG’s two year Operational Plan sets out how this vision will be
delivered locally, and how it supports the CCG’s ambition “to deliver the
highest quality health services in West Suffolk through integrated
working”.
Supporting the delivery of the CCG’s ambition are six clinical priorities,
which are also at the heart of the Operational Plan:
•
•
•
•
•
•

To develop clinical leadership
To demonstrate excellence in patient experience and patient
engagement
To improve the health and care of older people
To improve access to mental health services
To improve health and wellbeing through partnership working
To deliver financial sustainability through quality improvement

In addition, the local Health and Wellbeing Board has set out a vision for
people in Suffolk to live healthier, happier lives with reduced inequality
of life expectancy.
The four strategic outcomes that have been agreed are:
Outcome One: Every child in Suffolk has the best start in life
Outcome Two: Suffolk residents have access to a healthy environment
and take responsibility for their own health and wellbeing
Outcome Three: Older people in Suffolk have a good quality of life
Outcome Four: People in Suffolk have the opportunity to improve their
mental health and wellbeing
The CCG’s Operational Plan has been aligned to these outcomes and
supports their delivery.The Chief Operating Officer went on to discuss
the key issues around:
•
•
•
•
•
•
•

The CCG Two-Year Operational Plan
The CCG Financial Plan
National Priorities and Targets
National Trajectories and Ambitions
Local Priority Indicators
The Governance Framework
Risk and Performance Management

Further to discussion the Governing Body:
Approved the CCG’s Operational Plan 2014/15-2015/16: “The Future of
Health in West Suffolk”
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Noted the financial allocation and associated cost pressures, and
approved investment and QIPP programmes, subject to individual
appraisal through the formal project governance and sign-off process
Noted the significant outstanding risks
Noted the NHS Constitution priorities and targets that the CCG is
expected to deliver in 2014/15 and 2015/16
Approved the national trajectories and the local priority indicator targets
Noted the framework for risk and performance management
14/032 TRANSFORMING PATHOLOGY PARTNERSHIPS
The Chief Contracts Officer updated the Governing Body on the current
negotiations with Transforming Pathology Partnerships (TPP).
She set out the background in detail and in terms of financial
implications noted that the deal remains cost neutral across the
participating CCGs with a common pricing system for all. This means
within the global deal if there were no shifts in demand there are
winners and losers. For a time-limited period, the CCGs agreed to a risk
share deal so that all break even. Because of the complexities of the
changes in currency and pricing the risk share will be backed up with
comprehensive reviews to ensure new activities map back to the old
activities and there is no counting drift or inconsistency. North East
Essex CCG is drafting the terms of the risk share deal.
Regarding timescales, the aim is still to mobilise the TPP contract on 1
April 2014 (this may slip by some weeks) but the implementation of the
changes is phased. The TPP mobilisation plan was set out but the dates
in it will need to be reviewed once all the other issues have been
resolved. Local priorities will be taken into account in this finalisation
process.
For the West Suffolk Hospital and West Suffolk CCG the move of GP
work to the hub in Ipswich is not scheduled until January 2015. In the
meantime TPP will continue to deliver pathology services from West
Suffolk Hospital with the same staff and in the same way as at present.
The key information benefits from the change will be available to the
CCG from March 2015.
Turning to communications, the Chief Contracts Officer set out the
communications plan. Following agreement, it is anticipated that over
the forthcoming weeks there will be further communications setting out
local timetables for moving community work to the Ipswich and
Cambridge hubs and how the TPP will ensure a smooth transfer of
planned transformation for each individual GP practice. Preparation for
implementation of the transformation plan within each CCG will include:
•

Attendance by a Pathology Partnership representative at key
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•
•
•

meetings of Practice Managers to explain the process
A check list for completion by each practice
Individual visits to each practice
On-site training where required.

TPP has appointed a communications lead to manage the transition
period.
In concluding, she set out the alternatives to sign off of the proposed
contract and noted that:
•
•

•
•

The transfer of pathology services to TPP will result in no
deterioration in the standards currently provided to GPs by the
West Suffolk Hospital
The financial impact is anticipated to be cost neutral in the short
term with possible savings accruing in the medium to long term if
demand is managed and dependent upon what happens to NHS
standard inflation
If member Trusts agree to go ahead with TPP and the Office of
Fair Trading ratify the venture, the CCGs may incur significant
compensation costs if they sought to withdraw from the process
TPP will change name if the contract is signed to rebrand as the
Pathology Partnership

In response to concerns raised about a potential difference in service to
patients, including local phlebotomy provision, it was confirmed that
there would be no change.
The Governing Body approved the contract with TPP.
14/033 COMMUNITY PAIN SERVICE
Dr Ferdinand, GP Lead for Planned Care, presented a proposal to
procure a community pain service that will, through effective
collaborative of services for persistent pain deliver:
• Improve patient outcomes, satisfaction and access to pain
management services in West Suffolk.
• Support both A&E and urgent care pathways providing an SOS
service in the community.
• Through a bio-psychosocial model of care, support independence
from health and promote self-management to deliver improved
patient outcomes along with significant cost savings to the
system.
By way of background, he pointed out that pain has been identified as a
priority and long-term condition for England with 5 million people each
developing chronic pain but with only two thirds likely to recover.
Patients with chronic pain are also more likely to utilise NHS resources
five times more frequently than individuals without chronic pain.
In 2009, Suffolk PCT and West Suffolk Hospital, in response to
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increasing waiting lists, agreed criteria for acceptance to the pain clinic.
The service would only see high risk patients that met specific criteria.
With Addenbrookes Trust as a tertiary service this significantly limited
the access to pain services in West Suffolk.
In 2013, West Suffolk Hospital reported that circa 850 patients were
waiting an average of 513 days for an intervention. West Suffolk CCG,
the hospital and Allied Health Professionals Suffolk formed a task group
to develop a new model of care. Due to change in consultants in April
2014 at West Suffolk Hospital, there is now a unique opportunity to
implement a new community service.
A review has found that nine PCTs have successfully commissioned
community pain clinics. Discussions have been held with:
• Kent Community Service and Ashford CCG
• Sheffield CCG and Dr Oliver Hart (Commissioning Lead and
Board member of the British Pain Society)
• Hull CCG
The community pain service will, through effective clinical triage and
delivery of pain management will offer:
•
•
•
•
•
•
•
•
•
•
•
•

A single point of access for all patients with persistent pain in the
community with specific referral criteria.
Daily triage-see the right person/right place/right time.
A community based Bio-psychosocial assessment.
Psychological support, consultant, nurse and physiotherapist
clinics to include weekly MDT.
Pain Education Programme.
Shared decision making/supported programmes of care.
SOS clinics to support A&E attendances and urgent care
patients.
Support discharge from Pain Clinic.
Reduce dependency on healthcare systems and enhance quality
of life for service users and carers/families through shared
decision.
Improved access to high quality pain (non-invasive) interventions
i.e education, physical therapy and psychological support.
Integrate with, and educate, clinical colleagues to safely optimise
the use of analgesia and self-management tools and techniques.
Work with a range of different organisations including contract
parties, local authorities, private and voluntary sectors.

A review of the service specification has been undertaken by Dr Oliver
Hart who confirms that the pathway delivers strong evidence based
rationale to support and manage patients in the community with
persistent pain. Dr Hart commented positively on the step down
element of the model and the links to urgent care. Val Conway, clinical
lead Community Chronic Pain (Kent) has also offered comment and
feedback on the specification. The service would be procured as a
single tender with contract award and mobilisation expected by October
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2014.
In conclusion, Dr Ferdinand noted that the service cost would be
£343,000 per year. However, based upon the experiences of Kent, Hull
and Keele, significant savings to the health system would be achieved
making the community pain service not only cost neutral but providing
additional net savings.
The Governing Body approved the procurement of a community pain
service.
14/034 COMMUNITY PHYSIOTHERAPY PROCUREMENT
Dr Raja, GP Member, presented a proposal to commence a single
provider tender for the provision of community physiotherapy services.
In support, he noted that the World Health Organisation (WHO) and
European Bone and Joint Health Strategies Project states:
•
•
•
•
•

Musculoskeletal (MSK) conditions are the most commonly
reported type of work-related illness.
They take up more than thirty percent of all GP consultations and
40% of those attending NHS walk-in services.
Up to 60% of people who are on long-term sick leave cite MSK
problems as the reason.
40% of people over seventy have osteoarthritis of the knee.
Low back pain is reported by about 80% of people at some point
in their life.

West Suffolk CCG expects a greater than 7% increase in population by
2021-22 and has a high proportion of middle-aged and elderly people
compared with England. Approximately 20% of the population is over 65
and this is projected to increase to greater than 23% by 2021/22.
The Allied Health Professionals Suffolk (AHPS) community
physiotherapy contract is due for renewal at the end of March 2014
covering the whole of Suffolk. This community service covers
musculoskeletal physiotherapy including the Osteoarthritis hip/knee
pathways, back and neck service and a West Suffolk female continence
service.
In August 2013, the Clinical Executive agreed that the existing contract
could be extended to the end of September 2014 while procurement
takes place. Ipswich and East Suffolk CCG (IESCCG) has been coworking with WSCCG to develop the service specification and contract
for a Suffolk-wide service.
Two task and finish groups were established following a county wide
workshop. These groups comprised clinical and management staff from
the three current MSK service providers, consultant clinicians from the
two hospitals, hospital management, GPs from the CCGs, patient
representatives and CCG staff who reviewed the pathways and defined
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the community physiotherapy service model.
The community physiotherapy service will be tendered from April 2014
with the contract awarded in September and mobilisation of the service
in October. The possibility of a further three month extension has been
accounted for should this be required. A market development event will
be held in May 2014 as an opportunity for potential bidders to find out
about the service, ask questions and feed information back to CCGs.
In conclusion, Dr Raja confirmed that patients have been directly
involved in the design process for the service specification having
contributed through the two Task and Finish groups and the system
wide workshops held between November 2013 and February 2014.
The Governing Body approved the procurement of community
physiotherapy services.
14/035 AMBULANCE SERVICE – IPSWICH AND EAST SUFFOLK CCG AS
LEAD COMMISSIONER
The Chief Contracts Officer provided an update on the position with the
East of England Ambulance Service Trust (EEAST).
Having set out the background the key points to report included:
•
•
•
•
•

•
•

A recent Risk Summit concluded a number of actions to be
undertaken in order to help deliver a quicker pace of recovery
EEAST is due to present their revised recovery plan to
commissioners, NHS England (NHSE) and the Trust
Development Authority (TDA) at the end of March 2014.
Extra ambulances have been deployed in areas of low
performance to reduce delays and continuously improve clinical
safety
Maximum waiting time targets and local floor targets have been
agreed in addition to the mandatory targets in order to improve
quality and safety
The Trust will continue to require support to deliver the
improvements set out in the revised recovery plan and to deliver
the consistently responsive ambulance service we want for our
patients and public.
The commissioning consortium is to continue with Ipswich and
East Suffolk as lead throughout 2014-15 with new governance
arrangements in order to ensure effective and timely decisions
An Oversight and Scrutiny Committee has been established,
chaired by TDA and NHSE to provide oversight of recovery.

Regarding the current position on the EEAST organisation, a crucial
part of delivering the improved ambulance service is for EEAST to
operate effectively as an organisation with improved morale and high
quality stable management. A new interim Chief Executive, Dr Anthony
Marsh has now been appointed. Some appointments have been made
for Non-Executive directors too; including an interim Chair.
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Turning to the current position in regard to the recovery plan, she noted
that the current Trust Board has agreed the following priority areas to
transform ambulance services into a sustainable, consistently
responsive service:
•
•
•
•
•
•

Recruit 400 student paramedics in 2014/15
Up skill the Trust Emergency Care Assistants to Technicians and
Technicians to Paramedics
Maximise clinical staff on front line vehicles
Reduce response cars and increase Ambulances
Accelerate fleet and equipment replacement programme
Re-invest corporate savings into front line delivery

A detailed, revised recovery plan focusing on these areas is being
developed by EEAST and is due for review by the commissioning
consortium, NHSE and the TDA by the end of March 2014.
An overview of current compliance with national, regional and local
targets was provided and in concluding, The Chief Contracts Officer
reported that going forward the ambulance commissioning team
continues to work closely with EEAST the TDA and NHSE to ensure:
•

EEAST build a strong Board and senior team to improve the
health of the organisation;
• Clinical quality and safety is improved and there is learning taken
and embedded from any adverse incidents that do occur;
• The revised recovery plan and performance target trajectories are
met on a regional and local basis. This includes the new
maximum waiting times targets. Appropriate contractual action
will be taken where this falls short;
• The Trust is supported whilst it goes through this difficult process
of reorganisation and change.
As lead of the Consortium the Ipswich and East Suffolk CCG
(I&ESCCG) is also working hard to involve and inform the 19 CCGs.
This work includes breaking down targets to a local CCG level to ensure
greater equity in service provision. CCGs will need to make decisions on
the level of investment into the ambulance service. This will be informed
by the forthcoming transformation business case that is currently in
development.
The Chief Officer emphasised that the key issue is how the EEAST will
ensure that maximum waiting times are reduced. He also noted that
leading the consortium is a big time commitment for I&ESCCG and the
Chief Officers and going forward, appropriate resources must be
provided to support the work. In response to a question about whether
additional resources will be required to support the recovery plan, the
Chief Contracts Officer stated that transitional funding would be
required with contributions from consortium members on a
proportionate basis. However, this would be ‘one off’ funding to
redesign the service, improve performance and reduce the currently
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high reference costs.
The Governing Body noted the report.
14/036 INTEGRATED PERFORMANCE REPORT
The Chief Finance, Nursing and Contracts Officers presented the
detailed Integrated Performance Report, providing members with an indepth review of performance for 2013-14 against national targets,
contractual targets, clinical quality and patient safety issues, financial
position and acute activity. The report headlines included:
Clinical Quality and Patient Safety
(i) Quality Improvement Visits have highlighted concerns around essential
care standards at nursing homes in the area
(ii) The CCG has reported 6 MRSA bacteraemia cases for the year to date
to the end of February 2014 (validated)
(iii) The CCG reported 44 C.difficile infections for the year to date to
February (un-validated) against a year to date ceiling of 47
Provider Performance
(i) Performance against the key measures within the West Suffolk hospital
contract is generally good, although performance targets were not
achieved in the areas set out
• A maximum two-week wait standard for rapid access chest pain
clinic for the Year to Date (YTD)
• Direct access diagnostics, January and YTD
• Choose and book, first outpatient booking, including clinical
management system for both January and the YTD
• Provider cancellation of Elective Care organisation for nonclinical reasons for both January and YTD
• Stroke – Proportion of patients with a joint health and social care
plan on discharge for both January and the YTD
• Cancer – 1 hour door to needle for all patients presenting with
suspected neutropenic sepsis for both quarter 3 and YTD
(ii) Harmoni did not meet the required standard for two of the contractual
Quality Standards for Out of Hours services and for three of the ‘111’
services
(iii) For both Serco and the Norfolk and Suffolk Foundation Trust only those
areas that are currently, or have historically failed, were included in the
report by exception
Local Quality Premium
(i) Year to date performance against the Local Quality Premium Indicators
are below target for all three measures:
• Dementia patients prescribed anti-psychotic medication
• Stroke Care – Increase the proportion of patients admitted to an
acute stroke unit within 4 hours of a hospital arrival
• Breastfeeding prevalence
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(ii) It will be challenging for the West Suffolk CCG to achieve the Local
Quality Premium Indicator targets for 2013/14
NHS England National Targets
(i) Performance against the suite of national targets is generally

good, although performance is not at the required levels in:
• 6 week waiting time target for diagnostic tests for both
January and YTD
• Emergency admissions for acute conditions that don’t
normally require hospitalisation for both January and the
year to date
• Ambulance clinical quality indicators and ‘handover’ times
Finance, QIPP and Activity
(i) At month 10 the CCG remains on track to deliver the full year required
surplus of £2.6m (1%) despite big variances within the service lines
(ii) Re-forecast 3 was undertaken in January to determine the likely year
end position and the required surplus remains deliverable by utilising the
full contingency along with some use of funds originally planned for
investments
(iii) Significant risks remain in the system, particularly over performance at
West Suffolk Hospital, Ipswich Hospital and Prescribing
(iv) At month 10 QIPP delivered was £1.5M, £2.6M adverse to plan,
excluding any marginal threshold adjustments
The Governing Body received and noted the report.
14/037 COMMISSIONING PROCUREMENT POLICY
The Chief Contracts Officer presented the re-drafted Commissioning
Procurement Policy.
By way of background, she noted that the Suffolk PCT first drafted the
policy in 2009. Since then there have been considerable changes in the
procurement landscape that have altered the requirements for the
Clinical Commissioning Groups. The Policy has therefore been
reviewed in order to reflect these changes.
The Purpose of the Commissioning Procurement Policy is to ensure that
all Procurement undertaken on behalf of West Suffolk Clinical
Commissioning Group:
•
•
•
•
•

Provides the best possible value
Is undertaken in a transparent and non-discriminatory manner
with equality of treatment a core requirement
Is compliant with all regulatory frameworks including local,
national and European Union legislation
Uses best practice as standard
Complies with the long and short-term objectives of the Clinical
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Commissioning Group
In concluding, the Chief Contracts Officer confirmed that the policy has
been reviewed and commented upon by the 38 Degrees Group and
additional emphasis has been added around:
•
•
•

The Social Value Act
Promoting Tax Compliance
Patient and Public involvement in procurement processes

The Governing Body approved the re-drafted policy.
14/038 FREEDOM OF INFORMATION UPDATE
The Chief Corporate Services Officer presented an update on Freedom
of Information requests received for Quarter 3 of 2013-14.
In the quarter the number of Freedom of Information requests received
was 40, with 39 of these answered within the statutory 20 working day
deadline and with full disclosure to all. There was considerable interest
in which services the CCG intends to provide in the Community. There
were also a significant number of requests for corporate information.
The largest number of requests was from healthcare media and
unknown sources where the latter provided no information as to their
identity save for an e-mail address.
The Governing Body noted the report.
14/039 GOVERNING BODY ASSURANCE FRAMEWORK
The Chief Corporate Services Officer presented the Governing Body
Assurance Framework (GBAF).
The 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.
Further to review by the Chief Officers Team in February and March
2014, the following amendments/additions had been incorporated:

Risk 01:

Failure to safely manage surges in patients requiring
urgent care during the winter period across West
Suffolk and impact on ability to deliver 95% A&E target
and ambulance turnaround targets: Amendments to key
controls and action plan/timeline

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: RAG rating reduced to 16 (but remains red:
critical) and amendments to action plan/timeline
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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: RAG rating reduced to 16 (but remains red:
critical) and amendments to key controls and action
plan/timeline

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:
Amendments to action plan/timeline

Risk 08:

Failure to deliver performance standards and quality of
care at Addenbrookes Hospital (CUHFT): Risk removed

Risk 09:

Service risks as a result of the NSFT proposed service
redesign model: RAG rating reduced to 9 (but remains
amber: challenging) and amendments to key controls
and action plan/timeline

Risk 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:
Amendments to action plan/timeline

Risk 12:

Implementation of Transforming Pathology Services Potential cost pressure around anti coagulation,
pathology services & phlebotomy: Amendments to
action plan/timeline

Risk 14:

Failure to comply with NHS continuing Health care
Framework: Amendment of granular risks and action
plan/timeline

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:
Amendments to action plan/timeline

Risk 16:

Risk of sub optimal clinical outcomes for stroke patients:
RAG rating reduced to 9 (but remains amber:
challenging) and amendments to action plan/timeline

Risk 17:

West Suffolk Hospital finance position adversely
impacting on quality and performance at the Trust:
Amendments to action plan/timeline

Risk 18:

Failure to meet some statutory duties for Looked After
Children: Amendments to action plan/timeline
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The Governing Body noted the report.
14/040

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

Audit Committee: 11 February 2014 – unconfirmed

•

Remuneration and HR Committee: 18 February 2014 –
unconfirmed

•

Clinical Executive
unconfirmed

Committee:

26

February

2014

–

Presented by the Chief Officer, consideration was given to the minutes
of the following meeting:
•

CCG Collaborative Group: 13 February 2014 – unconfirmed

The Governing Body received and endorsed the minutes.
14/041 ANY OTHER BUSINESS
(i) Dr Jon Ferdinand thanked the Governing Body for their good wishes
and confirmed that having enjoyed being part of it, would continue to
support the CCG as an Associate Member. He particularly thanked
Christopher Browning and Ed Garratt for their support.
(ii) The Chief Operating Officer noted that the 360-degree Patient Opinion
Survey is now open and thus far, there has been a good response.
14/042 DATE OF NEXT MEETING
The next meeting of the West Suffolk CCG in public will be held on
Wednesday 21 May 2014 at 09.00 in the Lecture Room at St
Edmundsbury Cathedral, Bury St. Edmunds, Suffolk.
QUESTIONS FROM THE PUBLIC
There were no questions from the public.
The meeting closed at 12.35.

_____________________________
Chairman

_______________________
Date
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WEST SUFFOLK CCG Governing Body
ACTION LOG: 26 March 2014 (updated)
MINUTE

DETAILS

Meeting of 27 November 2013
13/072
Urgent Care Model
Engagement Process
13/074
Psychiatric Liaison
Service
Meeting of 29 January 2014
14/013
Integrated
Performance Report
Meeting of 26 March 2014
14/028
Five Year Plan
14/029

Better Care Fund

14/030

Strategic
Commissioning
Intentions for Urgent
Care

ACTION

BY WHOM

TIMESCALE/UPDATE

Regular updates to be provided

Dr Emma
Derbyshire
Dr Rosalind
Tandy

Complete – see agenda item 12

Report to be provided on how the 111 Service
has met the needs of young people

Wendy
Tankard/Dr
Simon Arthur

Report to Governing Body on 21 May 2014

An advanced draft to be brought to the next
meeting on 21 May 2014 for approval.
Updated plans to be brought to the next
meeting on 21 May 2014 for approval as part of
the five-year plan
Outline service specification to be brought to
the Governing Body on 21 May 2014 for
approval as a basis for public consultation

Carl Goulton

See agenda item 11

Carl Goulton

See agenda item 11

Sandy Hogg

See agenda item 12

Service evaluation required

Report to Governing Body on 21 May 2014
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WSCCG 14-29

From: Dr Rakesh Raja, GP Lead
CHILDREN AND YOUNG PEOPLE'S MARKET STALL EVENTS
1.

Purpose

1.1

To give the governing body a headline summary of the series of youth engagement events held
during the Easter school holidays.

2.

Background

2.1

West Suffolk CCG is committed to improving services for young people.

2.2

The then Suffolk Young People’s Health Ambassador Jemel Fox, gathered evidence through a
survey and by talking to young people in early 2014.

2.3

Jemel’s findings were:
•
•
•
•

Young people were very concerned about mental health issues, mainly stress
Often young people do not know where to go or are unaware of services available to them
Young people also shared concerns about NHS 111
The west of the county is in greater need than Ipswich and the east

2.4

The CCG’s Children and Young People workstream agreed to arrange for a series of events for
young people to help inform and signpost people to the right services.

2.5

Events were planned with local partners, including the Wellbeing Service, Suffolk Family Carers,
Terrence Higgins Trust, St Edmundsbury and Forest Heath councils and Live Well Suffolk.

2.6

The purpose of the events was to:
•
•
•

2.7

Explain about mental health, including what services are available to young people aged
12-25 in Suffolk
Inform young people of other health services available to them, including NHS 111
Ask young people about their views of local health services.

As well as sharing information about services, young people were also asked five questions:
•
•
•
•
•

Are you registered with a GP in Suffolk?
What is it like to use your local health services?
What would put you off using a service?
What would make you more likely to want to use mental health services?
Would you be interested in joining the CCG’s engagement group (Health Forum)?
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3.

Key Issues

3.1

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

Monday 7 April – Brandon (leisure centre)
Wednesday 9 April – Bury St Edmunds (The Arc shopping centre)
Thursday 10 April – Haverhill (On The Spot outreach bus, town centre)
Monday 14 April – Mildenhall (near the leisure centre)
Tuesday 15 April – Sudbury (near the leisure centre)

An event planned for Newmarket was cancelled due to a shortage of staff.
3.2

It is estimated around 200 young people stopped by the information stall across the five events.
Over 100 responses to the five questions from people aged 12 to 25 years were received,
approximately 35 of whom were interested in signing up for more information / joining the CCG’s
patient engagement group or suggested they would look at the CCG website for further
information. A considerable number of members of the public outside of this age bracket also
stopped to talk with staff at the stall and to pick up information about services.

3.3

Listed below is a selection of some of the key themes that emerged from discussions with young
people:
Are you registered with a GP?
• The vast majority of young people spoken to were registered with a local GP
practice
• A small number of people were registered with a GP in a neighbouring county or
were not currently registered anywhere
What is it like to use your local health services?
• Good and easy to access
• Staff are helpful and friendly
• A&E is easy to access and very clean
• Waiting times can be long – both for an appointment itself, and while sitting in the
waiting room
• It can be difficult to get through on the telephone
• It can be a scary experience
What would put you off using a service?
• Long waiting times
• If the service had a bad reputation
• Rude staff
• Receptionists asking about your health problem
• Lack of understanding about mental health
• Poor communication and use of language
• An unwelcoming environment
• Poor cleanliness
• If you don’t hear back from a service for a long time
• Paying for a service

What would make you more likely to want to use mental health services?
• An accessible location
• Accessing services via the internet and/or social media
• Short waiting times
• If services were more welcoming and friendly
• If there were lots of other young people there
• Reducing the stigma attached to mental health – there should be more education
from a younger age
• Having a designated support worker
• Better awareness of the services available and how to access them
• More information about local peer support groups
• A referral from a GP – probably wouldn’t access mental health services on own
accord
• More information via schools – not much health education
3.4

A full report, giving a more detailed analysis of the findings from the events will be taken to the
CCG’s Business meeting for children and young people.

4.

Public Engagement (if appropriate)

4.1

This paper outlines the headline findings from a series of public engagement events for children
and young people in west Suffolk.

5.

Recommendations

5.1

The governing body is asked to note the headline findings from this series of events.

Author:
Adrian Lyne, Engagement and Consultation Officer
Karen Wood, Transformation Lead

Agenda Item No.

08

Reference No.

WSCCG 14-30

From: Johanna Finn, Lay Member, Public and Patient Engagement
VOLUNTARY AND COMMUNITY SECTOR ENGAGEMENT STRATEGY
1.

Purpose

1.1

To outline the CCG’s draft plans for better working with the voluntary and community sector
(VCS).

1.2

To seek sign-off of the CCG’s draft VCS engagement strategy, including the action plan.

2.

Background

2.1

Working well with the local VCS is a topic that has regularly cropped up at the CCG’s Patient
Revolution events and, more recently, when seeking new members to join the CCG’s Community
Engagement Group.

2.2

The CCG has already worked closely with the voluntary and community sector through the
neighbourhood teams and by commissioning organisations such as Age UK Suffolk and Suffolk
Family Carers. The neighbourhood teams have developed strong relationships between GP
surgeries, other healthcare providers and their local voluntary and community sector, including
the development of directories of services.

2.3

Ipswich and East Suffolk Clinical Commissioning Group (I&ESCCG) recently developed a
strategy to outline their approach to engaging with the VCS.

2.4

With the authors’ permission, the CCG has adapted I&ESCCG’s VCS engagement strategy for
west Suffolk. A copy of the I&ESCCG strategy was shared with West Suffolk CCG’s Community
Engagement Group at a meeting on 6 March 2014. A similar strategy has been adopted to
ensure the principles of working with the VCS are comparable in west and east Suffolk, but it has
been adapted to fit with the context of west Suffolk and West Suffolk CCG’s priorities.

3.

Key Issues

3.1

The draft VCS strategy includes:
•
•
•
•
•
•

The legislative context of working with the voluntary and community sector
An outline of the diversity of VCS organisations
An explanation of the umbrella organisations representing some of the VCS in Suffolk
(Community Action Suffolk and Suffolk Congress)
Why the CCG wants to work better with the VCS
The role of the VCS as service providers, as partners in designing services, and as
campaigning organisations
A draft action plan

3.2

The full VCS engagement strategy is attached at Appendix A.

4.

Public Engagement (if appropriate)

4.1

Feedback on IESCCG’s strategy was sought from the Community Engagement Group at a
meeting on 6 March 2014.

4.2

The draft West Suffolk CCG VCS strategy was presented to a meeting of Suffolk Congress on 15
April 2014.

5.

Recommendation

5.1

The governing body is asked to note and approve the CCG’s draft voluntary and community
sector engagement strategy, including the proposed action plan.

Author:
Adrian Lyne, Engagement and Consultation Officer
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Appendix A: West Suffolk CCG’s VCS engagement strategy (draft)

Voluntary and community sector engagement strategy
April 2014
1.

Purpose

1.1

This strategy describes the rationale for working with the voluntary and community sector (VCS),
also known as the third sector. It identifies some of the potential issues and scopes out an
approach that the West Suffolk Clinical Commissioning Group (CCG) could adopt to work more
effectively with the third sector.

2.

Background

2.1

Working well with local volunteers and community groups is a topic that has regularly cropped up
at the CCG’s Patient Revolution events and, more recently, when seeking new members to join
the CCG’s Community Engagement Group.

2.2

The CCG has already worked closely with the voluntary and community sector through the
neighbourhood teams and by commissioning organisations such as Age UK Suffolk and Suffolk
Family Carers. The neighbourhood teams have developed good relationships between GP
surgeries, other healthcare providers and their local voluntary and community sector, including
the development of directories of services.

2.3

With the authors’ permission, the CCG has adapted this strategy from Ipswich and East Suffolk
Clinical Commissioning Group’s VCS engagement strategy. A copy of the I&ESCCG strategy
was shared with the CCG’s Community Engagement Group at a meeting on 6 March 2014. This
strategy has been adopted to ensure the principles of working with the VCS are comparable in
west and east Suffolk, but adapted to fit with the context of west Suffolk and West Suffolk CCG’s
priorities. West Suffolk CCG and I&ESCCG should commit to share learning and experiences
with each other to improve its work with the third sector.

2.4

The third sector – made up of voluntary organisations, social enterprises and community groups has three broad roles to play in relation to the CCG. Its representatives are well placed to make
informed and creative input to strategic planning and commissioning. Organisations in this
sector, either individually or working in collaboration, can also play a major role in the delivery of
services, and responding to the needs of local communities. Many voluntary sector organisations
also have an important role in promoting messages around the prevention of ill health.

2.5

Government policy (localism) outlines ambitions to give local people more power and influence
over their lives. A key element of this policy relates to the crucial role that the voluntary and
community sector has in place shaping, the reform of the public sector and taking on a larger role
in the delivery of public sector services.

2.6

The third sector is not a homogenous group of organisations, it ranges from the large, well
resourced, highly structured organisations to the very small, either single issue or local informal
groupings which because of their size and /or local focus are very effective at delivering benefits
to local people.
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2.7

These organisations are in a strong position to be responsive, flexible when testing new
‘initiatives’ and dealing with short term funding. However, for some smaller agencies their ability
to be known to the system and contribute on an even playing field is severely restricted by their
capacity.

2.8

Two overarching countywide organisations have developed since 2011, to help the VCS in
working with health and care.
•
•

VCS Suffolk Congress is a collaborative network, enabling communication, engagement
and action. A representative from VCS Suffolk Congress supports the Health and
Wellbeing Board for Suffolk and is a conduit for the wider VCS network
Community Action Suffolk (CAS) was formed from 10 merged umbrella VCS
organisations; CAS aims to support VCS organisations across Suffolk creating efficiency
and focus

Both of these organisations have networks, however, no one body has a complete data set on all
VCS organisations in Suffolk. Being part of CAS/Congress is discretional.
2.9

Third sector organisations cover a wide range of areas of focus, not all of which are pertinent to
healthcare in the narrow sense; however they can bring about improvements in the quality of life
of the people of west Suffolk and hence have a positive impact on reducing morbidity and
mortality. The key themes of local groups include:
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Advocacy and information
Arts, sport and leisure
Black and minority ethnic and other diverse groups
Children and families
Education and training
Employment
Environment
Faith groups
Health and social care groups (usually condition specific)
Housing
Marginalised and vulnerable groups
Older people
Refugees and asylum seekers
Volunteering

2.10

These organisations can also build the capacity of local communities to introduce new resources
into the local community, for example through accessing lottery funds, private finance and
European Union funds. If the CCG were to support, where appropriate, some voluntary sector
organisations in respect of these potential bids this could add depth and credibility to the bid and
potentially bring additional resources into west Suffolk.

2.11

Third sector organisations can connect with some elements of local communities in ways that the
statutory sector cannot. West Suffolk has fairly well developed communication channels with the
sector. Examples include the West Suffolk Partnership, a non-statutory, non-executive
organisation that brings together organisations from the public, community and voluntary sectors
to support each other and work together to achieve common priorities. The Suffolk Congress is a
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collaborative network which is open to all voluntary and community sector groups in Suffolk. It
enables communication, challenge and action between statutory bodies and other stakeholders.
It is important to work with these umbrella organisations and individual groups. The Suffolk
Foundation and Bury St Edmunds Volunteer Centre are two groups where it would be sensible to
make good links since they are based in the west of the county.
2.12

It is therefore important to develop a clear approach to engaging with the sector that is equally
understood across the CCG and the VCS focussed on;
•
•
•
•

2.13

Improving how we engage with the VCS in understanding need and developing responsive
services;
Enabling the sector to be an effective local partner in market (place) shaping; and
Moving to a more strategic partnership with the sector,
Building understanding amongst NHS staff of the sector.

There are two pieces of legislation that have a bearing on how the CCG relates to the VCS in
their provider role. The key elements are summarised below;

Public Services (Social Value) Act 2012
Under this Act, public bodies are required to consider how the services they commission
and procure might improve the economic, social and environmental well-being of the
area.
“Under the Duty of Best Value [...] authorities should consider overall value, including
economic, environmental and social value, when reviewing service provision. As a
concept, social value is about seeking to maximise the additional benefit that can be
created by procuring or commissioning goods and services, above and beyond the benefit
of merely the goods and services themselves.” (Communities.gov.uk)
UK Competition Law 2010
In the UK two sets of competition rules apply in parallel. Anti-competitive behaviour which
may affect trade within the UK is specifically prohibited by Chapters I and II of the
Competition Act 1998 and the Enterprise Act 2002. Where the effect of anti-competitive
behaviour extends beyond the UK to other EU-member states, it is prohibited by Articles
101 and 102 of the Treaty on the Functioning of the European Union (TFEU).
2.14

These two pieces of legislation may appear contradictory. However it is possible to ensure that
the CCG is able to meet these requirements through working with the VCS operating in Suffolk.

3.

Key Points

3.1

Objectives
West Suffolk CCG wants to engage with the sector to:
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3.2

VCS organisations as providers
West Suffolk CCG acknowledges that some VCS organisations are large, have significant service
and managerial capacity and are professional in their approach to bidding for public sector
contracts. Other VCS organisations are smaller and in some cases run by volunteers with a
consequent reduced managerial capacity.
The statutory services can tend to work with those VCS organisations that are ‘known’ to them
and will therefore need to ensure that broad spectrums of VCS organisations are included in
market development.
West Suffolk CCG wants to work in partnership with the voluntary sector in a mature and
meaningful way. This will require an end to the paternalistic approach that sometimes exists. It
will also require honesty about what the CCG can and cannot do.
The CCG wants to encourage a sustainable and vibrant voluntary sector that enables local
people and organisations to develop capacity and competence in service delivery within west
Suffolk. This will help to ensure local organisations become increasingly robust, are tied closely
into the local communities and resources remain within the area.
Suffolk County Council has a history of working effectively with the VCS and it is proposed that
the CCG would partner (where appropriate) with the county council in building some of the
arrangements described in this strategy. This may become increasingly applicable with the
closer integration work under the Health and Care Review, work which will be facilitated through
the Better Care Fund.
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There are currently many barriers to the VCS in terms of provision or joint provision of NHS CCG
commissioned services. It is our aim to work with our local partners to develop procedures to
ensure a fair and balanced system is in place for the voluntary, community and private sectors.
We will encourage competition and partnerships, ensuring that the third sector, where relevant, is
able to compete fairly with the private sector, and other NHS organisations throughout the
procurement process. We will also encourage third sector organisations to partner with other
providers, where this adds value to a bid.
We will adopt a culture of two-way communication and engagement with VCS organisations,
ensuring the VCS is consulted on any relevant topics and issues.
We want to make sure local GPs are equipped with sufficient knowledge to refer and signpost
patients with confidence, to relevant services provided by the VCS.
As part of its procurement processes the CCG will make available to VCS providers, as with all
other bidders, guidance and advice on how the procurement process will operate. This could
include bidders’ days, where all potential bidders are given the opportunity to understand the
proposed procurement. This may include briefing on the service model, the detail around the
procurement, including the timetable, as well as the opportunity to ask questions.
The CCG will seek to work through its procurement function to ensure a vibrant plurality of
potential providers, public, private and VCS. This could be encouraged by enabling some
procurement to be offered on either a patch wide basis or potentially on a locality by locality
basis. This will need to be balanced with the need to organise procurement on a rational
geographical footprint that meets the needs of patients.
3.3

VCS organisations as partners in designing services
The CCG will foster a culture of collaboration, ensuring that we explore all available opportunities
for partnership working. To achieve this, we will develop ways of engaging our VCS partners in
formal strategic planning groups and service redesign. It is important to use existing channels of
communication and relationships wherever possible. To support this approach, the CCG will
seek to develop a variety of ways of engaging with the VCS; the approach for engaging with a
large, well-resourced organisation may be different for a small, local, and community-focussed
organisation.

3.4

VCS organisations as campaigning organisations
The CCG is aware of the campaigning strength of many local VCS organisations. We are yet to
harness the opportunity to work alongside the sector to establish aligned objectives, which could
strengthen shared messages to patients and the public.
The CCG will use the foundations already laid by the VCS organisations in Suffolk and will play a
supporting role to help reinforce their campaigns where there is alignment with the CCG’s
objectives. We will also invite the sector to support our messages and campaigns. Examples of
alignment would include self-care or winter warmth messages. An example where no alignment
exists may be the restoration of an old building, which whilst laudable does not fit with our
priorities.

3.5

Compact
It is proposed that this strategy and the key elements of the action plan are drawn up into a
compact or agreement in respect of how the CCG will seek to work with the VCS.
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3.6

Challenges (risks)
The CCG consistently engages well with the VCS at a partnership level; however this relationship
will need to be closely managed as and when the sector organisations wish to provide services.
Working closely with the sector to enable them to help shape decision-making around the
community need, does not provide a preferred bidder status when resources are to be deployed
through a procurement process. The CCG has significant experience in managing complex
relationships between GPs who provide leadership and guidance on certain topics through the
service development and provider roles and GPs in their provider role. This is facilitated through
clear separation of roles and responsibilities. It is proposed to use this experience when working
with the VCS.

3.7

Priority action plan
The CCG’s priority actions are to be discussed with Suffolk Congress, Community Action Suffolk
and other identified third sector organisations. It will be agreed by the CCG’s governing body.
Possible actions could include:
Procurement day(s) - to offer the VCS (along with other potential public and private sector
bidders) the opportunity to attend events to learn about the CCG procurement processes. This
could cover; the legal requirements, the procurement processes adopted by the CCG and advice
on how to respond both in terms of timescales, form of response (eg via procurement portal) and
an explanation of how the criteria to judge responses are weighted etc. This would provide both
some practical skills and knowledge and have the important role in increasing the confidence of
voluntary and community sector organisations when bidding for NHS activity.
‘What if’ meetings – to be held with VCS organisations to establish what the CCG would require
from them if funding became available and had to be disseminated quickly (i.e. winter pressures
fund).
Development of a programme of engagement in service re-design – to include the VCS
when redesigning services. This could include a ‘calendar of re-design activity’ which would
enable the VCS to be aware of redesign activities and opportunities approaching.
Links with more VCS groups – to make sure there is a plan to successfully communicate with
west Suffolk organisations.

4

Engagement

4.1

With the authors’ permission, this strategy has been adapted from Ipswich and East Suffolk
CCG’s VCS engagement strategy, which was prepared with the advice and support from
representatives from the voluntary sector, Healthwatch Suffolk and Suffolk County Council. The
authors of this strategy are grateful to those listed below for their advice and input to help shape
this strategy:

Community Action Suffolk (Wendy Herber and Geraldine Dougall)
Healthwatch Suffolk (Gill Jones)
Suffolk Congress (full meeting 16.01.14 and 15.04.14)
Suffolk Congress (Jacqui Martin)
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Suffolk County Council (Stephen Watt)
Suffolk Family Carers (David Cunliffe)
Suffolk Foundation (Stephen Singleton)
VCS Health and Well Being Sub-Group (approach approved 06.12.13)
WSCCG Community Engagement Group (06.03.14)

Authors
Gulshan Kayembe, Lay Member for Patient and Public Involvement (I&ESCCG)
Dominic Mundy, Patient and Public Involvement Officer (I&ESCCG)
David Brown, Deputy Chief Operating Officer (I&ESCCG)
Jo Finn, Lay Member for Patient and Public Involvement (WSCCG)
Isabel Cockayne, Head of Communications (Suffolk CCGs)
Adrian Lyne, Engagement and Consultation Officer (WSCCG)
Sharon Stott, former Transformation Lead (WSCCG)
Trisha Stevens, Redesign Project Manager (WSCCG)
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From: Ed Garratt, Chief Operating Officer
EQUALITY AND DIVERSITY UPDATE

1.

Purpose

1.1

To update the governing body on progress made on West Suffolk CCG’s equality objectives for
2014/15.

1.2

To seek sign-off on a refreshed system for equality analysis (equality impact assessment).

2.

Background

2.1

The CCG has a duty to comply with the Equality Act 2010 and the associated Public Sector
Equality Duty. The CCG approved its Equality and Diversity Plan 2012-15 in September 2012.

2.2

One aspect of the Public Sector Equality Duty is to prepare and publish at least one equality
objective at least every four years.

2.3

The CCG published four equality objectives to pursue for at least the next year in October 2013.
The objectives are:
•
•
•
•

Patients and carers experience joined-up healthcare, ensuring access to the right
services at the right time
The CCG will improve use of equality data and information about west Suffolk’s diverse
population and communities to inform its work
The CCG will improve the way that the Governing Body and Executive can learn from
healthcare experiences of diverse and marginalised individuals, groups and carers
Senior leaders and other managers provide leadership, support and motivation for their
staff to uphold the CCG’s value of equality of opportunity to improve the health of those
most in need

2.4

To support the delivery of these objectives, the CCG developed an action plan. The action plan
is attached at Appendix A and is available online, here:
http://www.westsuffolkccg.nhs.uk/wp-content/uploads/2013/02/WSCCG-EDS-Action-Plan-201415.pdf

2.5

Another key part of the Public Sector Equality Duty is to ensure that the impact on equality is
taken into account at the early stages of the CCG’s policy development and review. To ensure
this systematically happens, the CCG uses an equality analysis, or equality impact assessment
toolkit.
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3.

Key Issues

3.1

Feedback on the existing equality analysis toolkit suggested that the length and complexity of the
paperwork was slowing the process of completing effective equality analysis. Working with
Ipswich and East Suffolk CCG, a simplified equality analysis toolkit has been developed to make
the process more simple and effective. The revised toolkit is attached at Appendix B. The new
toolkit has been shared with colleagues within the CCG and with partner organisations and to
date, all feedback has been very positive.

3.2

To help embed the new toolkit into the CCG’s mainstream working, it is proposed that a message
is circulated to all staff to raise awareness of it and to serve as a timely reminder of the
importance of completing equality analyses.

3.3

As part of the winter communications campaign, the CCG produced basic information about how
to access NHS health services in ten different languages. This information has been distributed
to key locations across west Suffolk, such as libraries, through the marginalised and vulnerable
adults (MVA) service and to Portuguese and Eastern European shops and cafes. Electronic
versions of the information are available online, here:
http://www.westsuffolkccg.nhs.uk/your-health/leaflets-and-publications/

3.4

To ensure a more joined-up approach to equality and diversity work in the local system, an
Equality Delivery System partnership group has been set up with members from Ipswich and
East Suffolk CCG, West Suffolk Hospital, Ipswich Hospital, Norfolk and Suffolk Foundation Trust,
Suffolk Community Healthcare and the East of England Ambulance Service Trust. Plans for a
joint workshop to formally review equality objectives in October/November are underway.

3.5

The CCG published up to date equality information about its staff and population in January 2014
to help inform its work. These reports are available online, here:
http://www.westsuffolkccg.nhs.uk/about-us/equality-diversity/

3.6

With the introduction of Patient Opinion and the development of a new Facebook page, the CCG
has introduced new ways for people to share their feedback of using health services.

3.7

During February and March 2014 five new members were recruited to the CCG’s Community
Engagement Group. A particular effort was made to attract applicants with an interest in equality
and diversity. Amongst other areas, between the five new members there is interest and
expertise in mental health, disability and black and minority ethnic (BME) communities.

3.8

The CCG has started to introduce patient stories at the beginning of governing body meetings.
So far this has included stories about stroke services, the experiences of children and young
people and of young carers.

3.9

Face-to-face equality and diversity training for governing body members is tentatively scheduled
for October 2014. After advice from the Suffolk lesbian, gay, bisexual and transgender (LGB&T)
network, basic transgender awareness training was delivered at a GP education day on 4 April.

3.10

News and updates relating to equality and diversity are regularly included in the internal staff
newsletter, The Buzz. Examples include: information about Black History Month; courses run by
the Caribbean and African Health Support Forum; deaf awareness training; a disability sports
survey; an LGB&T carer’s event; Indian Mela; Karibu African Women’s Support Group; race

equality and cultural capability training; Stonewall research; LGB&T History Month; and
information about the Disability Involvement Day.
3.11

All managers with line management responsibility now have an objective in their Personal
Development Plan (PDP) relating to promoting equality and diversity in the organisation. All staff
are required to meet at least level two of the equality and diversity requirements of the NHS
Knowledge and Skills Framework. This rises to level three for Agenda for Change bands 7, 8a
and 8b and level four for bands 8c and 8d.

4.

Public Engagement (if appropriate)

4.1

A draft version of the new equality analysis toolkit was shared with CCG colleagues and with
partner organisations for comments and feedback.

4.2

The CCG’s equality objectives were developed in partnership with the Community Engagement
Group and other interested members of the public. Progress against the objectives will be
formally reported at a public workshop in October/November 2014.

5.

Recommendations

5.1

The governing body is asked to:
•
•

Approve the revised toolkit for equality analysis and support its adoption
Note progress made against the CCG’s equality objectives

Author:
Adrian Lyne, Engagement and Consultation Officer

Appendix A: Action plan for equality objectives

Action plan for equality objectives 2014/15
1. Patients and carers experience joined-up healthcare, ensuring access to the right services at the right
time
Action
Refresh and simplify the equality analysis process.

Embed effective equality analysis into all of the CCG’s
workstreams.

Owner

Timescale

Isabel Cockayne /
Adrian Lyne /
Dominic Mundy
Ed Garratt / Andrew
Eley / Adrian Lyne

February 2014

March 2014

Expected impact / comments
More and higher quality equality
analyses completed.
More in depth consideration given
to equality and diversity when
developing service specifications.
More equal and fair services are
commissioned.

Review availability of published materials in
accessible formats – especially the top six nonEnglish languages for West Suffolk.
Adopt a joined-up approach to work on the Equality
Delivery System across NHS organisations in Suffolk.
Promote the ‘winter health messages’ to particularly
vulnerable groups.

Adrian Lyne

March 2014

Printed materials more accessible
and relevant for West Suffolk’s
communities.

Isabel Cockayne /
Adrian Lyne /
Dominic Mundy
Isabel Cockayne /
Adrian Lyne

March 2014

More joined-up and efficient work
on equality and diversity in Suffolk.

February 2014

All communities understand the
most appropriate health services
to use when unwell.

2. The CCG will improve use of equality data and information about West Suffolk’s diverse population
and communities to inform its work
Action

Owner

Timescale

Expected impact / comments

Review and use existing equality information about
West Suffolk’s diverse communities. This can include
relevant existing local and national information as well
as information from healthcare providers.

Isabel Cockayne /
Adrian Lyne

April 2014

More detailed information available
to CCG.

Develop equality and diversity mapping report to
highlight diversity data for West Suffolk’s communities
and their key health issues.

Isabel Cockayne /
Adrian Lyne

Avoid ‘consultation fatigue’ for
communities.
June 2014

Equality analysis better informed.
CCG staff more aware of their
communities.

3. The CCG will improve the way that the Governing Body and Executive can learn from healthcare
experiences of diverse and marginalised individuals, groups and carers
Action

Owner

Timescale

Expected impact / comments

Establish better links with diverse groups specifically
in West Suffolk.

Isabel Cockayne /
Adrian Lyne

June 2014

People from diverse groups in
West Suffolk can have a say in the
work of the CCG.

Review the availability, distribution and suitability of
information about PALS for diverse groups.

Adrian Lyne /
Gabrielle Gilhooly

March 2014

People from all groups feel able to
access PALS and/or make a
complaint.

Make available and publicise different formats for
diverse groups to share their experiences.

Isabel Cockayne /
Adrian Lyne

June 2014

All groups have a platform to share
their health experiences, if they
wish to.

Recruit 1-2 new members to the CCG’s Community
Engagement Group to include members from more
diverse backgrounds.

Isabel Cockayne /
Adrian Lyne

February 2014

Membership of the subcommittee
of the Governing Body is more
representative of West Suffolk’s
communities.

Adrian Lyne

Quarterly

The Community Engagement
Group is kept informed and can
monitor and scrutinise progress to
ensure objectives are achieved.

Isabel Cockayne /
Adrian Lyne

Quarterly

The Governing Body has an
improved awareness of health
issues affecting diverse groups.

Progress made on Equality Delivery System and
related activities to be reported quarterly to the
Community Engagement Group.

Patient stories from diverse groups to be shared at
Governing Body meetings.

4. Senior leaders and other managers provide leadership, support and motivation for their staff to
uphold the CCG’s value of equality of opportunity to improve the health of those most in need
Action

Owner

Timescale

Expected impact / comments

Equality and diversity training to be delivered to both
CCGs’ governing bodies at a development session.

Kelvin Ives

March 2014

Governing Body members are
more aware of equality and
diversity and can spread the
learning amongst other GPs.

Regular lunch and learn sessions to be held about
each of the main protected characteristics and other
EDS-related topics.

Kelvin Ives / Adrian
Lyne / Dominic
Mundy

June 2014

CCG staff have an advanced level
of understanding about the health
issues affecting each of the main
diverse groups in West Suffolk.

Best practice and case studies relating to equality and
diversity and the EDS to be regularly shared in The
Buzz (the staff newsletter).
Every chief officer to have at least one objective in
their personal development plan that relates to the
EDS or equality and diversity.

Adrian Lyne /
Dominic Mundy

Ongoing

Increased awareness of equality
and diversity issues amongst staff.

Amanda Lyes /
Kelvin Ives

March 2014

Improve the reporting of the diversity of the CCGs’
staff to include more protected characteristics and
further analysis.

Amanda Lyes /
Kelvin Ives

June 2014

Consider the possibility of face-to-face equality and
diversity training replacing (or complementing) the
mandatory online training for all CCG staff.

Amanda Lyes /
Kelvin Ives

February 2014

Improved senior leadership for
equality and diversity in the
organisation.
There is a more detailed and
intelligent understanding of staff’s
needs and issues.
Staff can engage more with
equality and diversity and better
understand the issues.

Appendix B: Proposed new equality analysis toolkit

Equality analysis template
Background to equality analysis
The purpose of equality analysis is to ensure that the functions, policies and practices of NHS Ipswich and East Suffolk Clinical Commissioning
Group and NHS West Suffolk Clinical Commissioning Group (the CCGs) help to promote equality and eliminate discrimination against people who
use the services that we commission and, our staff.
Reducing health inequalities is a key priority for the CCGs and conducting effective equality analysis can also help us by:
•
•
•

Increasing our contact with diverse groups in our communities
Changing the way we think about our work and the decisions we make
Thinking more about the needs of various groups and take action as appropriate.

Understanding the effect of our policies and practices on people with different protected characteristics is an important part of the CCGs’ legal
requirement to comply with the public sector equality duty, which forms a part of the Equality Act 2010.
Throughout this document we use the word ‘policy’ to refer to what we are assessing. In this context, the
term includes the different things that we do and the way that we do them. This includes the development of
strategies, procedures, projects, service specifications and the procurement process.

When should equality analysis be carried out?
It is crucial that equality analysis is started as early as possible so that evidence and relevant consultation takes place alongside developing the
policy, which will help to promote equality and eliminate discrimination. The equality analysis process should also be part of reviewing policies.

It is important to bear in mind that evidence of equality analysis will be published on the CCGs’ websites, so
they need to be completed in language that people who are not familiar with the policy and who may not
work within the NHS can read and understand.

Part 1:

Assessment of impact

What impact, positive and/or negative is the policy likely to have on different communities and groups? Think about how the policy could have an
impact on discrimination, harassment, victimisation, equality of opportunity and relations between different groups.
Please expand the boxes to enter your assessment.
Community or group

Age
This applies to anyone of
any age, but particularly
think about younger or
older people.
Disability
Think about people with
physical or sensory
impairments, learning
disability and mental health
problems.

Positive impact
Which groups could particularly
benefit and how? Could it
reduce inequalities?

Negative impact
Could the policy create
problems or barriers for any
group? Could some groups
be excluded because of the
policy? Why?

Evidence
Think about any existing
consultation,
engagement, case studies
and/or statistics to
evidence your
assessment.

Summary
What will you do to
address any of the
highlighted negative
impacts or gaps in
evidence?

Family carers
Could there be any impact
on people caring for a
friend, neighbour or
relative?
Gender reassignment
This is the process of
transitioning from one
gender to another.
Marriage and civil
partnership
Think about couples from
different or the same sexes.
Pregnancy and maternity
Think about pregnant
women and people on
maternity leave.
Race (or ethnicity)
Think about the different
ethnic groups and
nationalities in Suffolk,
including new migrants,
Gypsies and Travelers,
asylum seekers and
refugees.

Religion and belief
This includes people with
religious and philosophical
beliefs, as well with no
belief.

Sex
Think about any differences
in impact on women and
men.

Sexual orientation
Think about if this would
affect people with different
sexual orientations (lesbian,
gay, bisexual,
heterosexual/straight).

Other groups
Consider any impact on
groups such as: people
living in rural areas,
socioeconomic status, exoffenders, homeless people
and military veterans.

Part 2:

Conclusion

Conclusion of equality analysis. Please summarise your findings.
Overall, is your policy likely to have a positive or negative impact? Have you identified
actions to address any expected negative impact?

Part 3:

For the record

Name and title of people who carried out the equality analysis:

Date equality analysis completed:

Signature of Chief Officer:

Date:
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Please ensure this equality analysis has been sent to Adrian Lyne (West Suffolk CCG) or Dominic Mundy (Ipswich and East Suffolk CCG) to be
uploaded to the relevant CCG’s website.
If you need help in completing the analysis, or require further advice or training for you or your team, contact:
Adrian Lyne
Engagement and Consultation Officer
Tel. No. 01473 770158
Email: adrian.lyne@westsuffolkccg.nhs.uk
Or
Isabel Cockayne
Head of Communications and External Relations
Tel no: 01473 770 012
Email: isabel.cockayne@suffolk.nhs.uk

Dominic Mundy
Public and Patient Engagement Officer
Tel: 01473770186:
Email: dominic.mundy@ipswichandeastsuffolkccg.nhs.uk
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From: Dr Ed Garratt, Chief Operating Officer
CCG STAKEHOLDER SURVEY
1.

Purpose

1.1

To provide an overview of the results of the CCG stakeholder survey 2014.

2.

Background

2.1

Ipsos –Mori were commissioned by NHS England to conduct a nationwide survey that allows
stakeholders to provide feedback on working relationships with CCGs. The results from the
survey will serve two purposes:
1. To provide a wealth of data for CCGs to help with their ongoing organisational
development, enabling them to continue to build strong and productive relationships with
stakeholders. The findings can provide a valuable tool for all CCGs to be able to evaluate
their progress and inform their organisational decisions.
2. To feed into assurance conversations between NHS England area teams and CCGs. The
survey will form part of the evidence used to assess whether the stakeholder
relationships, forged during the transition through authorisation, continue to be central to
the effective commissioning of services by CCGs, and in doing so, improve quality and
outcomes for patients.

2.2

Within the survey, stakeholders were asked a series of questions about their working relationship
with the CCG. In addition, to reflect each core stakeholder group’s different area of expertise and
knowledge, they were presented with a short section of questions which was specific to the
stakeholder group they were representing.

2.3

Fieldwork was conducted between 12 March 2014 and 8 April 2014. For WS CCG 40 of the
CCG’s stakeholders completed the survey. The overall response rate was 89% which was one of
the highest response rates in the country.

3.

Key Issues

3.1

West Suffolk CCG overall engagement score is 95%, which is an outstanding result.

3.2

The CCG scored higher or the same as both the East Anglian and national CCG averages in 27
of the 28 individual elements of the survey. The one element where we are lower than average is
‘confidence in the clinical leadership of the CCG in delivering their plans and priorities’.

4.

Recommendation

4.1

The CCG will use the survey to develop our Organisational Development plan and will feedback
to the governing body on progress.

Author:
Dr Ed Garratt, Chief Operating Officer
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West Suffolk CCG
CCG 360o stakeholder survey 2014
Summary report
Version 1| Internal Use Only

1
© Ipsos MORI

13-098464-01 Version 1 | Internal Use Only
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Fieldwork: 12 March - 8 April 2014
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West Suffolk CCG
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Methodology and technical details
• It was the responsibility of each CCG to provide the list of
stakeholders to invite to take part in the CCG 360o stakeholder
survey.
• CCGs were provided with a core list of stakeholder organisations
(outlined in the table opposite) to be included in their stakeholder
list. Beyond this however, CCGs had flexibility to determine which
individual within each organisation was the most appropriate to
nominate.
• They were also given the opportunity to add up to seven additional
stakeholders they wanted to include locally (they are referred to in
this report as ‘Wider stakeholders’). These included:
Commissioning Support Units, Health Education England, lower
tier LAs, MPs, private providers, Public Health England, social care
/ community organisations, voluntary / third sector organisations
and other stakeholders and clinicians.
• The survey was conducted primarily online via email invitations.
Stakeholders who did not respond to the email invitation, and
stakeholders for whom an email address was not provided, were
telephoned by an Ipsos MORI interviewer who encouraged
response and offered the opportunity to complete the survey by
telephone.

Fieldwork: 12 March - 8 April 2014
© Ipsos MORI

13-098464-01 Version 1 | Internal Use Only

Core stakeholder framework
GP member practices

One from every
member practice

Other CCGs

Up to five

Health and wellbeing
boards

Up to two per HWB

Upper tier or unitary local
authorities

Up to five per LA

Local Healthwatch

One per local
Healthwatch

Other patient groups

Up to three

NHS providers – Acute

Up to two from each
provider

NHS providers – Mental
health trusts

Up to two from each
provider

NHS providers –
Community health trusts

Up to two from each
provider

West Suffolk CCG
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Methodology and technical details
• Within the survey,
stakeholders were asked a
series of questions about
their working relationship with
the CCG. In addition, to
reflect each core stakeholder
group’s different area of
expertise and knowledge,
they were presented with a
short section of questions
which was specific to the
stakeholder group they were
representing.
• Fieldwork was conducted
between 12 March 2014 and
8 April 2014.
• 40 of the CCG’s stakeholders
completed the survey. The
overall response rate was
89% which varied across the
stakeholder groups shown in
the table opposite.

Survey response rates for West Suffolk CCG
Invited to take
part in survey

Completed
survey

Response rate

GP member practices

25

22

88%

Health and wellbeing boards

1

1

100%

Local Healthwatch/patient
groups

3

3

100%

NHS providers

6

5

83%

Other CCGs

1

1

100%

Upper tier or unitary local
authorities

5

4

80%

Wider stakeholders

4

4

100%

Stakeholder group

Fieldwork: 12 March - 8 April 2014
© Ipsos MORI

13-098464-01 Version 1 | Internal Use Only
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Interpreting the results
•

For each question, the responses to each answer are presented both as a percentage (%) and the number of
stakeholders giving a certain answer, which are included in brackets (n).

•

The number of stakeholders answering (the base size) is stated on each slide. Unless otherwise stated the
For is
each
question,
the number of stakeholders giving each answer are presented both as a
question
asked
of all stakeholders.
percentage (%) and the number of stakeholders giving a certain answer, which are included in
brackets (n).
For questions with fewer than 30 stakeholders answering,
we strongly recommend that you look at the number

•

•

•
•

of stakeholders giving each response rather than the percentage, as the percentage can be misleading when
based on so few stakeholders.
The number of stakeholders answering (the base size) is stated for each question. The base size
shown
at the
bottom
each stakeholder
chart and insurvey.
every Throughout
table.
This report presents theis
results
from
West
SuffolkofCCG's
the report, ‘the CCG’
refers to West Suffolk CCG.
Throughout the summary, arrows are used to denote movement in results, as shown in the following legend.
For questions with fewer than 30 stakeholders answering, we strongly recommend that you look
at the number of stakeholders giving each response rather than the percentage, as the percentage
Where a result for ‘Area can
team’
presented, this
refers
to the
across East Anglia area team.
beismisleading
when
based
on overall
so fewscore
stakeholders.

The CCG 2014 finding is
higher than 2012 / CCGs
overall / area team
CCGs

Fieldwork: 12 March - 8 April 2014
© Ipsos MORI
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The CCG 2014 finding is
lower than 2012 / CCGs
overall / area team CCGs

The CCG 2014 finding is
about the same as 2012 /
CCGs overall / area team
CCGs

West Suffolk CCG

5

Engagement and listening to views
Please note that the question
wording has changed since
2012 for all three questions

ENGAGEMENT
Overall, to what
extent, if at all, do you
feel you have been
engaged by the CCG?

CCG in 2014

CCG in 2012

Area team

All CCGs

Base: 40 / *Base: 40

Base: 47 / *Base: 47

Base: 406 / *Base: 398

Base: 9018 / *Base: 8852

96% (45)

79% (319)

83% (7451)

89% (42)

69% (276)

74% (6511)

91% (43)

65% (264)

66% (5921)

95% (38)

A GREAT DEAL/FAIR AMOUNT

SATISFACTION WITH
ENGAGEMENT
How satisfied or
dissatisfied are you
with the way in which
the CCG has engaged
with you over the past
12 months?*
LISTENING TO VIEWS
Thinking about the
past 12 months, to
what extent do you
agree or disagree that
the CCG has listened
to your views where
you have provided
them?

90% (36)

VERY SATISFIED/FAIRLY SATISFIED

78% (31)

STRONGLY AGREE/TEND TO AGREE
Fieldwork: 12 March - 8 April 2014
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*Base: All those who say they have some level
of engagement with CCG

West Suffolk CCG

6

Acting on suggestions and working relationships

TAKING ACTION
To what extent do you
agree or disagree that
the CCG has acted on
your suggestions?

CCG in 2014

CCG in 2012

Area team

All CCGs

Base: 40 / *Base: 40

Base: 47

Base: 406 / *Base: 399

Base: 9018 / *Base: 8881

77% (36)

45% (184)

51% (4580)

91% (43)

74% (299)

79% (7093)

45% (180)

49% (4377)

58% (23)

STRONGLY AGREE/TEND TO AGREE

WORKING
RELATIONSHIPS
Overall, how would
you rate your working
relationship with the
CCG?

93% (37)

VERY GOOD/FAIRLY GOOD

CHANGE IN WORKING
RELATIONSHIPS
Thinking back over the
past 12 months, would
you say your working
relationship with the
CCG has got better,
got worse or has it
stayed about the
same?*

55% (22)

MUCH BETTER/LITTLE BETTER
Fieldwork: 12 March - 8 April 2014

© Ipsos MORI
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*Base: All who say they have a working
relationship with the CCG.

West Suffolk CCG

7

Commissioning decisions
CCG in 2014

CCG in 2012

Base: 40
INVOLVING THE
RIGHT PEOPLE
The CCG involves and
engages with the right
individuals and
organisations when
making
commissioning
decisions
CONFIDENCE IN
COMMISSIONING
I have confidence in
the CCG to
commission high
quality services for the
local population

73% (29)

58% (23)

STRONGLY AGREE/TEND TO AGREE
Fieldwork: 12 March - 8 April 2014
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Base: 406

Base: 9018

59% (241)

63% (5691)

61% (246)

68% (6146)

56% (229)

64% (5745)

NOT
ASKED IN
2012

STRONGLY AGREE/TEND TO AGREE

UNDERSTANDING
REASONS FOR
DECISIONS
I understand the
reasons for the
decisions that the
CCG makes when
commissioning
services

All CCGs

NOT
ASKED IN
2012

STRONGLY AGREE/TEND TO AGREE

68% (27)

Area team

NOT
ASKED IN
2012

West Suffolk CCG

8

Commissioning decisions and leadership

EFFECTIVELY
COMMUNICATING
COMMISSIONING
DECISIONS
The CCG effectively
communicates its
commissioning
decisions with me

CONTINUOUS
IMPROVEMENT IN
QUALITY
The CCG’s plans will
deliver continuous
improvement in
quality within the
available resources
SKILLS AND
EXPERIENCE OF
LEADERSHIP
The leadership of the
CCG has the
necessary blend of
skills and experience

CCG in 2014

CCG in 2012

Area team

All CCGs

Base: 40

Base: 47

Base: 406

Base: 9018

54% (220)

59% (5303)

47% (190)

58% (5249)

63% (254)

70% (6313)

63% (25)

STRONGLY AGREE/TEND TO AGREE

48% (19)

NOT
ASKED IN
2012

STRONGLY AGREE/TEND TO AGREE

70% (28)

STRONGLY AGREE/TEND TO AGREE
Fieldwork: 12 March - 8 April 2014
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79% (37)

West Suffolk CCG

9

Overall leadership

CLEAR AND VISIBLE
LEADERSHIP
There is clear and
visible leadership of
the CCG

CCG in 2014

CCG in 2012

Area team

All CCGs

Base: 40

Base: 47

Base: 406

Base: 9018

91% (43)

70% (285)

78% (7042)

STRONGLY AGREE/TEND TO AGREE

74% (35)

59% (240)

69% (6182)

55% (22)

NOT
ASKED IN
2012
46% (188)

60% (5410)

83% (33)

STRONGLY AGREE/TEND TO AGREE

DELIVERING PLANS
AND PRIORITIES
I have confidence in
the leadership to
deliver its plans and
priorities

CONTINUOUS
IMPROVEMENT IN
QUALITY
The leadership of the
CCG is delivering
continued quality
improvements

68% (27)

STRONGLY AGREE/TEND TO AGREE
Fieldwork: 12 March - 8 April 2014
© Ipsos MORI
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West Suffolk CCG

10

Overall leadership and clinical leadership
CCG in 2014

CCG in 2012

Base: 40
IMPROVED
OUTCOMES FOR
PATIENTS
I have confidence in
the leadership of the
CCG to deliver
improved outcomes
for patients

CLEAR AND VISIBLE
CLINICAL
LEADERSHIP
There is clear and
visible clinical
leadership of the CCG

63% (25)

55% (22)

STRONGLY AGREE/TEND TO AGREE
Fieldwork: 12 March - 8 April 2014
© Ipsos MORI
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Base: 406

Base: 9018

56% (226)

65% (5868)

69% (279)

76% (6891)

60% (242)

68% (6112)

NOT
ASKED IN
2012

STRONGLY AGREE/TEND TO AGREE

DELIVERING PLANS
AND PRIORITIES
I have confidence in
the clinical leadership
of the CCG to deliver
its plans and priorities

All CCGs

NOT
ASKED IN
2012

STRONGLY AGREE/TEND TO AGREE

70% (28)

Area team

NOT
ASKED IN
2012

West Suffolk CCG

11

Clinical leadership and quality of services
CCG in 2014

CCG in 2012

Base: 40

CONTINUED QUALITY
IMPROVEMENTS
The clinical leadership
of the CCG is
delivering continued
quality improvements

60% (24)

ABILITY TO RAISE
CONCERNS
If I had concerns
about the quality of
local services I would
feel able to raise my
concerns with the
CCG

60% (24)

STRONGLY AGREE/TEND TO AGREE
Fieldwork: 12 March - 8 April 2014
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Base: 406

Base: 9018

49% (197)

61% (5467)

59% (239)

63% (5652)

86% (349)

86% (7732)

NOT
ASKED IN
2012

STRONGLY AGREE/TEND TO AGREE

98% (39)

All CCGs

NOT
ASKED IN
2012

STRONGLY AGREE/TEND TO AGREE

EFFECTIVE
MONITORING OF
SERVICES
I have confidence that
the CCG effectively
monitors the quality of
the services it
commissions

Area team

NOT
ASKED IN
2012

West Suffolk CCG

12

Quality of services and plans and priorities
CCG in 2014

CCG in 2012

Base: 40
ACTING ON
FEEDBACK
I have confidence in
the CCG to act on
feedback it receives
about the quality of
services

KNOWLEDGE OF
PLANS AND
PRIORITIES
How much would you
say you know about
the CCG’s plans and
priorities?

83% (33)

80% (32)

STRONGLY AGREE/TEND TO AGREE
Fieldwork: 12 March - 8 April 2014
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Base: 406

Base: 9018

68% (277)

71% (6372)

76% (309)

78% (7027)

63% (257)

63% (5641)

NOT
ASKED IN
2012

A GREAT DEAL/FAIR AMOUNT

INFLUENCING PLANS
AND PRIORITIES
I have been given the
opportunity to
influence the CCG’s
plans and priorities

All CCGs

NOT
ASKED IN
2012

STRONGLY AGREE/TEND TO AGREE

85% (34)

Area team

NOT
ASKED IN
2012

West Suffolk CCG

13

Plans and priorities
CCG in 2014

CCG in 2012

Base: 40 / *Base: 18

TAKING COMMENTS
ON BOARD
When I have
commented on the
CCG’s plans and
priorities I feel that my
comments have been
taken on board

RIGHT PLANS AND
PRIORITIES
The CCG’s plans and
priorities are the right
ones

68% (27)

83% (15)

13-098464-01 Version 1 | Internal Use Only

Base: 9018 / *Base: 3958

49% (198)

53% (4793)

50% (205)

59% (5308)

65% (123)

68% (2678)

NOT
ASKED IN
2012

STRONGLY AGREE/TEND TO AGREE
Fieldwork: 12 March - 8 April 2014

© Ipsos MORI

Base: 406 / *Base: 188

NOT
ASKED IN
2012

STRONGLY AGREE/TEND TO AGREE

COMMUNICATING
PLANS AND
PRIORITIES
The CCG has
effectively
communicated its
plans and priorities to
me*

All CCGs

NOT
ASKED IN
2012

STRONGLY AGREE/TEND TO AGREE

63% (25)

Area team

* Base: All except member practices

West Suffolk CCG

14

Wider contribution
CCG in 2014

CCG in 2012

Base: 40
CONTRIBUTION VIA
QUALITY
SURVEILLANCE &
URGENT CARE
WORKING GROUPS
To what extent, if at all,
would you say the CCG
has contributed to
wider discussions
through these groups?

70% (28)

A GREAT DEAL/FAIR AMOUNT

Fieldwork: 12 March - 8 April 2014
© Ipsos MORI

13-098464-01 Version 1 | Internal Use Only

Area team

All CCGs

Base: 406

Base: 9018

58% (234)

62% (5583)

NOT
ASKED IN
2012

West Suffolk CCG

15
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Reference No.

WSCCG 14-33

From: Carl Goulton, Chief Finance Officer
FIVE YEAR STRATEGIC PLANNING
1.

Purpose

1.1

To provide a further update to the Governing Body on the current status of the 5 year
Strategic Plan, the Health and Care Review and the Better Care Fund.

2.

Background

2.1

Ipswich and East Suffolk CCG and West Suffolk CCGs are working together as a
Suffolk “Unit of Planning” to develop a 5 year Strategic Plan to commission integrated
services in partnership with providers, Suffolk County Council and Suffolk’s District and
Borough Councils. The CCG 2 year operational plans demonstrate the detail of how
the strategy will be delivered.

2.2

The 5 year Strategic Plan is informed by the outputs from the Health and Care Review
which is a joint programme across health and care to design and commission
integrated services. The Review has divided the design work into three programme
areas which are overseen by the System Leaders Partnership Board.
• Health and Independence
• Urgent Care
• Efficient Elective Care
Each programme area is producing service models to feed into further public
engagement over the summer.

2.3

The government has introduced the Better Care Fund as an enabler to progress
integration at scale and pace. This is a pooled health and care budget for Suffolk
(including Waveney) commencing in 2015/16. Each Health and Wellbeing Board area
is required to formulate a joint plan setting out how the fund will be utilised, aligned to
the NHS 2 year Operational Plans and the 5 year Strategic Plans as well as local
government planning. The Better Care Fund Plan details the system vision for health
and care, planned changes, target outcomes, the size of the pooled fund and target
financial benefits.

3.

5 year Strategic Plan

3.1

The 5 year Strategic Plan is due to be finalised on 20 June. The latest status is
summarised on the following Plan on a Page which includes the overall vision, target
improvements in health and care outcomes and progress in the three programme
areas.

Page 1 of 5
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4.

Health and Independence Programme

4.1

See separate presentation.

5.

Urgent Care Programme

5.1

See separate presentation.

6.

Efficient Elective Care Programme

6.1

This programme has four main aims, which are to develop a whole system approach to
elective care that:
•
•
•
•

6.2

The programme will undertake a systematic review of current service use and provision
of elective care across Suffolk that will:
•
•
•
•
•
•
•

•
6.3

6.4

7.

Is driven by improved outcomes, service productivity and patient experience;
Is appropriately networked to deliver improved service integration;
Contributes to reduced inequalities;
Ensures the long term financial and operational sustainability of high quality
services within Suffolk.

Agree the quality of care, clinical outcomes and patient experience we would like
to see delivered across all care settings
Assess the variation in referral patterns and service delivery, including
resource utilisation, and establish the opportunities to reduce that
variation
Identify appropriate opportunities for increased prevention, self care and
community based elective activity, drawing on the views of service users;
Agree service areas with the greatest opportunities for service improvement and
improved commissioning and provision efficiencies
Establish closer clinical engagement, leading to joint clinical networks, e.g.
across both hospital sites and / or with primary and community care as
appropriate
Ensure system resilience and sustainability e.g. in particular specialties and in
areas of workforce scarcity
Establish the opportunities for different procurement approaches to
improve outcomes, service integration and value for money, e.g. joint CCG
procurements, total packages of care, prime contractor, local tariffs and
year of care tariffs
Develop proposals for the delivery of the identified opportunities.

Ipswich and East Suffolk CCG have established eleven clinical networks, supported by
a clinical leadership programme, to drive forward their elective care programme. Each
network is organised around specialties and brings together clinicians to agree how, for
instance, productivity improvement and service integration can be delivered. West
Suffolk CCG has recently established three similar networks and are supporting West
Suffolk Foundation Trust to review all their specialties.
Local work is being undertaken in the two CCG systems in addition to exploring
opportunities for more joint working between Ipswich Hospital and West Suffolk
Hospital. The specialty areas to be explored will be agreed between the two CCGs and
the two acute hospitals, based on the outcome of the locally led review work. The first
specialty being explored is Urology. The process and outcome for this piece of work will
be used to inform the process for subsequent further joint specialty reviews, as those
are agreed.
Better Care Fund
Page 3 of 5

7.1

The Better Care Fund plans are being developed as part of the 5 year planning
process. As agreed at the last meeting of the Governing Body, the Better Care Fund
submission on 4 April included the minimum pooled budget and reflected the latest
status of the Health and Care Review programmes. Details of the schemes and
associated finances will be included in an updated submission in June in line with the 5
year planning timetable. As a consequence the plan has not been assured at this
stage.

7.3

It is our intention in Suffolk to widen the scope of the Better Care Fund to create a
larger pool and greater alignment of services across health and social care. The table
below summarises the minimum commitment which was included in our Better Care
Fund submission and the potential value of the fund which is currently under
discussion. It is likely that the updated Better Care Fund plan to be submitted with the 5
Year Strategic Plan will focus on the smaller minimum commitment as details of the
larger pool may not be finalised by this date.
£m

Minimum commitment
Made up of:
Trf from NHSE (via CCG)
Trf from CCG

Potential commitment

Suffolk
County
Council

4.5

100.0

West
Suffolk
CCG

Ipswich &
East
Suffolk
CCG

Gt
Yarmouth &
Waveney
CCG

Total

14.2

22.9

8.4

50.0

4.4
9.8
14.2

8.1
14.8
22.9

100.0

150.0

tbc

350.0

7.4

Subject to concluding final details with Suffolk County Council, the CCGs have in
principle agreed to provide £4.8m in 2015/16 and £4.8m in 2016/17 to Suffolk County
Council, plus reinvestment of any efficiencies from the fund in 2016/17 up to £4.8m, to
ensure protection of local social care services and to support the Care Bill.

7.5

The key areas identified in the feedback to date requiring further work are:
• Details of expenditure to be pooled along with target savings
• Confirmation of the value of the fund identified to support the Care Bill
• Risk mitigation and contingency plans
• A locally agreed target performance metric to supplement nationally mandated
metrics
• An assessment of the implications for the acute sector

8.

Primary Care Strategy

8.1

The CCG’s primary care strategy is central to the development of integrated working in
West Suffolk, which is focused on its localities. The CCG has worked to develop six
Neighbourhood Teams and Networks in West Suffolk, in which GPs form a key part.
The CCG is also developing the role of GPs within the new Urgent Care model. In
addition the CCG’s Practice Support function works closely with all 25 practices to
support their organisational and business development, education and training, and
engagement in commissioning business. This includes facilitating local collaboration
and locality working. In addition the CCG is supporting the East Anglia Primary Care
strategy.

9.

Public engagement

9.1

The plans are based on patient, service users and public feedback. Engagement plans
have been developed to support the further development of these plans.
Page 4 of 5

10.

Recommendation

10.1

The Governing Body is asked to note the current status of the 5 year planning process
and to agree that final approval can be delegated to the CCG Clinical Executive.

Author:
Karen Tew, Head of Financial Performance and Information
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Suffolk Health and Care Review
Update on Health and Social Care System
Redesign and Re-commissioning of GP Out of
Hours, 111 and Community Healthcare services

An Insight into the Health and Social Care system

Kings Fund Video
http://www.kingsfund.org.uk/projects/urgent-emergencycare/alternative-guide-urgent-and-emergency-care-systemengland

Background Context
• Suffolk County Demographics
• System landscape
• GP Practices
• Adult Social Care Clusters
• CCG Integrated Neighbourhood Teams

Suffolk County Demographics (1)
The population of Suffolk in 2011 was 730,100 an increase of 9.2% on
ten years earlier
In Suffolk life expectancy is good. In 2011 life expectancy at birth was
83.7 years for females and 79.9 years for males
Of the resident population in Suffolk an estimated:





153,000 (20.9%) are aged over 65
71,700 (9.8%) are aged over 75
21,500 (2.9%) are aged over 85
78,000 people are informal, unpaid carers of people with health
and care needs

By 2031, it is projected that there will be a 55% increase in the number
of persons over the age of 65 in Suffolk, and a 72% increase in the
number of persons over 75. In addition, the number of people with
dementia will double by 2030.

Suffolk County Demographics (2)
Nationally in England:
 Around 15 million people live with a long term condition (LTC) in England, and people living with Long Term
Conditions are the main driver of cost and activity in the NHS and Social Care as they account for around 70%
of overall health and care spend. Most people with long term conditions, have multiples long term conditions

 They are also disproportionately higher users of health and care services – representing 55% of GP
appointments, 68% of outpatient attendances, 72% of inpatient bed days, 58% of A&E attendances and 59% of
practice nurse appointments, 40% of calls to the 111 service

 While the number of people with any long-term condition should be relatively stable over the next 10 years, the
Department of Health estimates that there will be a 30% increase in the number of people with three or more
long term conditions over a 10 year period (2010 – 2020). In a quarter of people with multiple LTCs, one of the
conditions will be depression.

 Around 170,000 people die prematurely in England each year, with the main causes being cancers, circulatory
diseases and respiratory conditions

 One in four people will suffer from a form of mental illness at some point in their lives, and one in six of the
population is suffering from a common mental health problem at any one time. In Suffolk around 9,000 people
are seen by secondary mental health services each year.

East and West Suffolk System Landscape
West Suffolk
25 GP Practices
170 GPs
West Suffolk Hospital
1 Community hospital
Transient providers (e.g.
Serco, Harmoni)
• Social Care Provision

•
•
•
•
•

East Suffolk
41 GP Practices
280 GPs
Ipswich Hospital
3 Community hospitals
Transient providers (e.g.
Serco, Harmoni)
• Social Care Provision

•
•
•
•
•

6

Suffolk County NHS GP Practices

Suffolk County Adult Social Care Clusters

8

9

What is the purpose of the Suffolk Health and Care Review?
The Case for Change

Doing nothing is not an option given:
1) the predicted increase in the population, age of the population and
proportion of the population with long-term conditions
2) Contracts for three major services providing urgent care in Suffolk,
Community Health services, NHS 111 and Out of Hours General
Practice services expire in 2015
3) People in Suffolk tell us they want improved, more integrated
services
4) Significant financial constraints in Health and Social Care System

What is the purpose of the Suffolk Health and Care Review?

So, the Health and Care Review is asking the following questions……
1.

What could integrated community health and social care look like in Suffolk and
how would this work better for people? In other words, how do we put people
in Suffolk, and communities, at the heart of the system design and not our
organisations?

2.

Even with the best day-time support people can become ill at anytime during
the day, any day of the year so how do we best design urgent care services to
ensure high quality care is available, when people are at their most vulnerable?

The Urgent Care Programme and Health and Independence Programme are sister
programmes, within the Health and Care Review, looking at how we support people
to live well in their communities, to receive an appropriate response when they
have urgent care needs and to enable a swift recovery and return to independence.
The third Health and Care Review Programme is the efficient elective care
programme

Date

Key Milestones

February 2014

Clinical commissioner work on development of strategic
commissioning intentions

March - June 2014

Design of overall service models

June-August 2014

Public engagement
Further system work on the detailed service model and service
specifications including financial modelling

August-September 2014

Evaluation public engagement responses

September 2014

Formal approval of service specification and agreement to start
procurement by statutory bodies

October 2014-February
2015

Formal procurement and evaluation of bids

March 2015

Statutory bodies approve letting of contract(s)

April-September 2015

Mobilisation of new contract (s)

So far we have….


Worked with a wide variety of partners to develop ideas about
what will work



Used the evidence base through Public Health to inform our
plans for transformation



Considered different models around the Country, to ensure we
import best practice



Asked people to test the designs



Talked directly with patients and the public, and listened to
specific feedback from Health Watch Suffolk



Walked through a range of scenarios and clinical pathways to
develop a service model based around achieving good outcomes

People in Suffolk, regardless of age and
disability, tell us they want to have …
control and choices
around my physical and
mental health
the
ability to
get
about

a life, not an
illness

a job

good, clear information about

• where I can get help
• in what circumstances
• the options available to me

timely, person-centred
care to help me get back
to my life and
independence

a social
life
my own place

What we have heard about Urgent Care?
Where we have heard it
•

•

•
•

•

Town Talk Village Voices event – a GP and
officer to each of 10 locations such as Crown
Pool and the Morrisons at Felixstowe
Integrated Care Network workshop, attended
by all the major urgent care stakeholders, at
Copdock
Suffolk Showground event for grass routes
general practitioners from East Suffolk
Ickworth Hall engagement event, facilitated by
the King’s Fund inviting public and all major
stakeholders from West Suffolk
Systems Leadership Partnership workshop,
including broader public sector, such as
representation from Police and Crime
Commissioner

What has been said
•
•
•
•

•

Urgent care is for a need which is perceived
as urgent by the patient, customer or carer
For many people, how to access urgent care
is not particularly clear
Community response to urgent care
problems needs to be more integrated
People understand that A&E departments
are for true emergencies, but more could be
done to protect their resources from cases
which do not really need them
The expiry of the three key NHS contracts is
an opportunity for the health and social care
system to think radically about the shape of
future services

Urgent care is for a need
which is perceived by the
patient, customer or carer

NHS ENGLAND STRATEGIC VISION FOR NEW SYSTEM
(Sir Bruce Keogh’s Phase 1 Report on Transforming Urgent and
Emergency Care Services in England)

1.

For those people with urgent but non-life threatening needs we must
provide highly responsive, effective and personalised services outside
of hospital. These service should deliver care in or as close to
people’s homes as possible, minimising disruption and inconvenience
for patients and their families

2.

For those people with more serious or life threatening emergency
needs we should ensure that they are treated in centres with the
very best expertise and facilities in order to maximise their chances
of survival and a good recovery

If we do the first right then we will relieve pressure on our hospital based
emergency services which will allow us to focus on delivering the second

NHS ENGLAND STRATEGIC VISION FOR NEW SYSTEM

(Sir Bruce Keogh’s Phase 1 Report on Transforming Urgent and Emergency Care Services in England)

CCG Clinical Executives have
endorsed the principle of
working with the new national
strategy for urgent and
emergency care, and
localising as appropriate

Statement of principles for Urgent Care in Suffolk
1) People in Suffolk will be served by an integrated model with an overall
responsibility for urgent care across the population – primary, community, mental
health, social care, secondary care, the voluntary sector and other organisations
working as part of an integrated system with common objectives, with increased
access to a broader range of urgent care responses in the community and in hospital,
to reflect the increased complexity likely to arise from increased multi-morbidity and
population changes.
2) People in Suffolk will receive Urgent Care to be delivered where most appropriate
in the system and supported by a shift in resources. Their health and care needs will
be met with the minimum intervention necessary, now in and in the future.
3) Care for people in Suffolk will be available 24/7 with consistently high quality
patient experience and outcomes
4) A single system will handle access and coordination of care for people in Suffolk.
5) Care for people in Suffolk will be improved by professionals having shared access
to information systems ideally with a single care record
6) The system will develop sustainable long-term improvements to local skills and
leadership to ensure that future urgent care needs are anticipated and met for people
in Suffolk
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Components

Key Services and Functions

Urgent Care •Design
Themes
in –Suffolk
NHS 111 is part
of National Mandate
compulsory for local

NHS 111 and Care
Coordination Centre

NHS

• Where patients can phone to get urgent care advice,
including 111 service, out of hours service, community health
• Used by health and social care professionals to access
specialist urgent care advice, arrange dispatch of services
(e.g. to relieve paramedics)
• Refer patients into Integrated Neighbourhood
Teams/Networks or Urgent Care Services that travel to
patients, are based in community locations away from the
two main hospitals, or referral to Urgent Care facilities colocated with A&E facilities.
• Directory of Services

Components
Key Services and Functions
Urgent Care
• Community based locations serving urgent
Services in the
care needs
community
including travelling • Step-up/down beds
to patients
• Explore access to diagnostics and minor
injuries

Components

Key Services and Functions

Urgent Care
Services
co-located with
A&E facilities

• Co-located at Acute Trusts
• Sees all unannounced arrivals previously seen
by A&E and referrals from professionals
• Primary Care, commissioned specialty input,
diagnostics, minor injuries and transfer to
community-based services
• A&E for the ‘genuine emergency’

Communication and Engagement Plan

Summary and Next Steps
Governing Body is asked to:
•

Note the background context within which the local health and social care
system is working

•

Note the national strategy for Urgent and Emergency Healthcare

•

Endorse the design principles being used in the Health and Care Review

•

Support the engagement activity over the summer, leading up to the
September meeting of the Governing Body, in relation to the Health and
Care Review, and re-commissioning of NHS contracts in relation to 111,
Out of Hours and Suffolk Community Healthcare Services

•

Note that modelling work is taking place to support the design work, to
ensure that we operate with an affordable envelope

Agenda Item No.
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Reference No.

WSCCG 14-35

From: Wendy Tankard, Chief Contracts Officer
EAST OF ENGLAND AMBULANCE SERVICE TRUST BUSINESS CASE FOR
TRANSFORMATION FUNDING
1. Purpose
1.1 This paper is provided to support CCGs in the decision regarding 2014/15 non recurrent
transformation funding support for the East of England Ambulance Service Trust (EEAST).
2. Background
2.1 The Ambulance Service in the East of England has not delivered the patient care its
communities have needed and deserved in recent years. Following a Risk Summit, it was
agreed that EEAST would produce a business case and recovery plan to ensure a safe,
reliable service. CCGs were advised to hold a level of non-recurrent funding in the 2014/15
financial planning to potentially support this. The business case and recovery plan are a
core element of the 2014/15 contract and signature is awaiting resolution of this remaining
issue.
2.2 The business case and recovery plan were provided to the Commissioning Consortium on
the 30th April and are attached. CCGs, via the Commissioning Consortium, are requested to
make a decision on this by 14 May 2014 in order to comply with any contract
mediation/arbitration process which may be required.
3. Consortium Position on the Business Case
3.1 Following discussion at the Lead CCG Accountable Officers Executive Board, the summary
Consortium position with regard to the business case is:
•

Agreement that the current level of ambulance service is unacceptable and that a level
of non-recurrent investment is required to improve the quality of patient care

•

Recognition that some CCGs are facing significant financial challenges and individual
CCG discussions may be required with NHS England on the impact on overall financial
plans

•

The recovery trajectories for both reduction of the number of patients that breach the
agreed maximum response times and the national and local performance standards are
not acceptable. The business case cannot be approved with the level and speed of
improvement set out in these trajectories. The trajectories need to be reworked looking
at internal efficiency to deliver acceptable levels of safety and performance improvement
in 2014/15.

•

There are some detailed questions in relation to costings which need to be worked
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through with EEAST which may reduce the costs set out.
4. Financial Implications
4.1 The attached business case sets out maximum costs for the Consortium as a whole. The
Consortium Lead CCG Accountable Officers Executive Board has recommended that any
2014/15 non recurrent funding is split based on current risk share levels. The costs per CCG
of the business case are set out below. The cost for West Suffolk CCG is £570,000.

14/15 contract risk
share

CCG

*Education &
Development
£,000

Equipment
£,000

Redundancies
£,000

Total
£,000

Bedfordshire CCG

6.91%

610

217

207

1034

Luton CCG

3.88%

342

122

116

580

East & North
Hertfordshire CCG

8.17%

722

256

245

1223

Herts Valleys CCG

9.40%

830

295

282

1407

Mid Essex CCG

6.32%

558

198

190

947

North East Essex CCG

5.85%

517

184

176

876

Castle Point & Rochford
CCG
Southend CCG

3.22%

284

101

97

482

3.30%

292

104

99

494

Basildon & Brentwood
CCG

4.33%

382

136

130

648

Thurrock CCG

2.65%

234

83

79

397

West Essex CCG

4.98%

440

156

149

745

13.41%

1185

421

402

2008

4.52%

400

142

136

677

3.05%

269

96

91

456

Norwich CCG

3.15%

278

99

94

471

South Norfolk CCG

3.47%

306

109

104

519

West Norfolk CCG

3.02%

267

95

91

452

Ipswich & East Suffolk
CCG

6.56%

579

206

197

981

West Suffolk CCG

3.81%

336

119

114

570

100.00%

8831

3138

Cambridge shire &
Peterborough CCG
Great Yarmouth &
Waveney CCG
North Norfolk CCG

Total

3000 14969

*NB: Excludes potential contribution from Health Education East of England of £5.5m

5. Decision Required
5.1 The CCG is requested to consider approval of 2014/15 non recurrent funding in support of
the business case as set out at Section 4, subject to:
i)

Delivery of acceptable recovery trajectories (these recovery trajectories will be linked to
financial consequences in the 2014/15 contract and 30% of non-recurrent funding will be
dependent on delivery)
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ii) Clarification of estimated costs, including the cost of the Education and Development
programme. The costs shown are maximum levels.
If approved, the CCG is asked to consider suitable arrangements for agreement of an
acceptable recovery trajectory via the locality Accountable Officer Lead for Ambulance
Commissioning.
The business case and recovery plan are key elements of the 2014/15 ambulance contract
and a decision is required by 14 May to allow progression to mediation/arbitration, if
required.
6. Conclusion
6.1 EEAST still has a considerable way to go in order to deliver an ambulance service fit for the
East of England. This business case is a key step in this improvement. Focus on improving
the management capability of the organisation and delivering an efficient service will also be
vital to on-going sustainability going forward.
7. Recommendation
7.1 The Governing Body is asked to consider approval of 2014/15 non recurrent funding as set
out within Section 4 of the report and subject to conditions as set out in Section 5 of the
report.

Author:
Wendy Tankard
Chief Contracts Officer
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EXECUTIVE SUMMARY
Introduction
This document presents the Business Case (“BC”) requesting transformational funding to support
East of England Ambulance Service NHS Trust (“the Trust”), in three key areas:




Education and development of new and existing staff;
Replacement of aging equipment, and introduction of new equipment to improve patient care;
and
Redundancies to release efficiencies within the Trust.

The BC sets out the rationale for investment in each of these areas, which will restore services to a
safe level, result in an improvement in the quality of patient care and lead to the delivery of key
national and local performance standards. This will ultimately rebuild confidence in the Trust.
1. Background and objectives
The Trust has not delivered the patient care its communities need and deserve in recent years.
1
Independent and internal assessments and accounts have identified many factors that, taken
together, paved the way to chronic under performance by the Trust. The problems have been
exacerbated by an apparent lack of applied vision, foresight and grip at the top of the organisation.
In November 2013, Operational Research in Health Limited (ORH) presented the findings of the
Clinical Capacity Review (CCR) to the Trust and the Ambulance Commissioning Consortium. The
overall aim was to ‘…establish the gap between desired local performance and actual performance,
and then work with the health economy, specifically the CCGs, to understand risks to patient care
created by these gaps, and to suggest solutions for mitigation or bridging the gap…’. The results of
the CCR have established that without a fully resourced service the Trust will continue to fail the
nationally and locally agreed performance targets.
The transformational funding set out in this BC will lead to the Trust achieving Red1 and Red2
performance standards across the region by the end of the financial year. It will require full
implementation of the recommendations that are contained in the CCR, to achieve the agreed floor
standards within each CCG and regional Red19 performance at the levels below:
o

Red1 8 – 78.2%

o

Red2 8 – 77.9%

o

Red19 – 96.2%

The following sections set out the areas of requested funding, the potential performance outcomes
and the Trust’s proposed plan to work together with all of the CCGs and key stakeholders in this
transformation programme.
2. Request for funding – Education and Development - £8.8m
One of the key drivers for the Trust’s poor performance against national targets is the lack of
resource, with over 230 vacancies against the funded establishment at 1 April 2014, which are
currently being back-filled using private ambulance services. In addition, the Trust’s current skill mix
is over-reliant on Emergency Care Assistants (ECAs) and the Trust needs to move to a ratio of 70/30
1

Governance Review conducted by Dr. Anthony Marsh in January/February 2013; Clinical Capacity Review conducted by ORH
in October/November 2013; Care Quality Commission inspection in February 2013 and the Trust’s Quality Account 2012/13
published in June 2013
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qualified paramedics to other front line staff (from the current 50/50 position) in order to meet
nationally recognised standards with one paramedic on each ambulance.
However, there is a national shortfall in qualified paramedics and the Trust (as with other trusts) has
struggled to recruit via direct entry. As such, the Trust has revised its workforce strategy and plans to
meet the shortfall in qualified paramedics by recruiting and training 400 Student Ambulance
Paramedics (SAPs) and up skilling currently employed staff from ECAs to Emergency Medical
Technicians (EMTs), and from EMTs to paramedics. The Trust has funding for the salary costs for
the additional SAPs within the current establishment, however without transformational funding it
cannot support this significant training programme.
In 2014/15, the cost of the SAP programme is £7.6m and the total cost of up skilling 60 ECAs to
EMTs, and 50 EMTs to paramedics is £1.2m. The total request for funding in 2014/15 for education
and development is £8.8m. Note this is the maximum cost in this financial year, as the Trust is
pursuing funding from Health Education East of England (HEEoE) which could be as much as £5.5m
which would reduce the requirement for funding from Commissioners down to £3.3m in this financial
year.
Increasing paramedic numbers will improve the quality of patient care and the flexibility of the
workforce to assist deployment and achievement of response times. It will also build the foundations
for the longer term objectives of the Trust and commissioners, in line with the Keogh review, to
develop mobile urgent treatment services capable of dealing with more people at the scene and
avoiding unnecessary journeys to hospital. This benefits patients and the wider health economy as
this will reduce pressure on acute trusts’ A&E services.
3. Request for funding – Equipment - £3.1m
Nationally, the majority of other ambulance trusts replace and upgrade their medical equipment at the
time the vehicles are replaced. The Trust has historically not adopted this model due to the previous
focus on standardising equipment across the fleet following the merger of the three trusts, and has
been left with aging and unreliable equipment. Funding is requested to provide new equipment for
the 120 replacement ambulances that will go into service during 2014/15. This is standard equipment
required; however the Trust cannot fund replacement on this scale in one year and therefore requires
transformational funding to ensure patient safety and reduction in “down-time” experienced using
unreliable equipment currently.
The cost of new equipment for replacement ambulances is £1.9m and the cost for other equipment for
developing patient care is £1.2m, therefore the total request for equipment funding is £3.1m.
4. Request for funding – Redundancies - £3.0m
The Trust is undertaking a review of its structures to reduce support service costs and rationalise
management layers and numbers as part of its investment into front line services. It is envisaged that
this will release up to £2.0m of recurrent funding which could be reinvested in front line services and
equates to approximately 34 paramedics.
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5. The total funding of £15.0m will deliver improved patient safety and performance
The funding request for 2014/15 is as follows:
Summary of Funding Requested for 2014/15
Student Paramedic Recruitment*

£'000
7,632

ECAs up skilling to EMTs

399

EMTs up skilling to Paramedics

800

Sub-Total

8,831

Equipment

3,138

Redundancy Costs (indicative figure only)
Total

3,000
14,969

*Note this figure will be reduced when final Health Education East of England (HEEoE) funding has been agreed,
which could be up to £5.5m in 2014/15.

The CCR modelling demonstrates that as the Trust increases staffing levels the performance levels
will also increase. Time is needed for recruitment and implementation of efficiencies, therefore
achievement of the interim floor standards, but not A19 will be reached by March 2015. The CCR has
concluded that the A19 target can only be achieved if the Trust’s establishment levels are increased
by a further 310 in 2015/16, and a further 56 and 55 in 2016/17 and 2017/18 respectively.
The funding requested will therefore build the foundation for performance improvement and achieve
stability in the resources the Trust has for patient care. It will accelerate the rate of recovery in
achieving national and local targets, however full achievement of these will take two to three years.
The three components of funding set out above will deliver a significant improvement in performance
but the Trust will require further investment in line with the CCR modelling to achieve all of the
national and local performance standards. The Trust is focussed on identifying efficiencies to support
as much of the future investment internally as is possible.
The delivery of improved performance is right for patient care, helps the CCGs to achieve their
objectives and restores confidence in the Trust with key stakeholders.
6. How the funding will be monitored & drawn down and working together
The Trust is fully supportive of an open book and transparent method of drawing down funding, to
give the CCGs confidence that payment is only made to the Trust as key milestones are achieved.
The Trust will also provide a monthly rolling summary of the actual spend to date and the forecast
spend, to help the commissioners consider their cash flows.
It is vital that both the CCGs and the Trust work together in an open and transparent way in order to
ensure that the transformation funding is utilised in the most efficient and appropriate way. The Trust
commits to meet with Commissioners regularly to review progress against the action plan and will
provide agreed performance information and milestone achievement data within agreed timeframes.
This follows the agreement from CCGs for upfront investment of 70% of additional funding, with the
remaining 30% being associated with agreed performance and floor standards.
7. Communication about the funding and stakeholder engagement
It is important that key stakeholders are informed of progress of the Trust’s performance
improvement. The Trust understands that they will reassurance that the turnaround is working and
services to patients improving. The Trust also recognised the need to rebuild the confidence of
stakeholders in management.
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The Trust has recognised the wide ranging list of stakeholders who may be impacted by the
transformation plans and the actions of the Trust to deliver these. Section 7 outlines the potential
agenda of each stakeholder group, the Trust’s intended approach of how best to communicate with
each particular body and the frequency of communication.
8. Working with local health economies and other providers
The Trust is committed to working with CCGs and other providers in each local health economy, in
order to develop the organisation and support the system wide delivery of the tenets of both the
Keogh and Francis Reports.
9. Conclusion
Key points from the BC:














The overwhelming need to improve the Trust’s performance is recognised by the Trust, its
Commissioners and the public;
The funding will deliver performance improvements and better patient care across the region;
In the absence of new funding, the Trust will continue to fail key performance targets and
provide sub-optimal clinical care;
The Trust is currently under-staffed and cannot improve performance against the national
targets without funding to train new student paramedics and up skill existing staff as there is a
recognised national shortage of paramedics and therefore very limited numbers of direct
entrants;
Increasing paramedic numbers over the longer term will support the recommendations of the
Keogh review, as the Trust will be able to provide greater support to patients at the scene and
treat them in the community avoiding unnecessary trips to hospital which will also benefit the
local health economies as this will ease the pressure on acute A&E services;
The Trust’s new model of replacing medical equipment when vehicles are replaced is
consistent with other trusts nationally, and upfront funding is required to bring aging
equipment up to required standards to ensure it is reliable and patient safety is at the
forefront;
The investment will also allow the Trust to enhance its clinical care delivery in several areas
where the Trust is not currently delivering recognised national best practice and bring it into
line with neighbouring ambulance services;
The successful funding and improvement in performance will help the CCGs and Trust
engage with their stakeholders and restore confidence in the service;
The Trust is committed to an open and transparent way of working and is looking for the
funding to be a platform for improving the way in which the Trust works with its
Commissioners.
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SECTION 1: BACKGROUND AND OBJECTIVES
1.1.

Introduction

1.1.1.

East of England Ambulance Service NHS Trust (“the Trust”) was formed in July 2006 and operates
2
over an area of 19,000 km covering the counties of Bedfordshire and Hertfordshire, Norfolk, Suffolk
and Cambridgeshire, and Essex. It contains a mix of rural, coastal and urban areas, serving a
population of more than 5.83 million people. By 2030, the population is expected to increase by 20%
to a total of seven million. This compares with an England average increase of 15.55% with the
largest increase in the number of people aged 65 and above rising by 18.4%. In terms of economy,
the East of England continues to be one of the country’s fastest growing and coupled with a
government expectation for the region to provide 508,000 new homes and 452,000 new jobs by 2021,
this will lead to increased demand on all infrastructures, including healthcare services.

1.2.

The current position

1.2.1.

The Trust has not delivered the patient care its community needs and deserves in recent years. This
history of poor performance stems in part from efforts to secure Foundation Trust status whereby in
simple terms, the Trust’s focus on achieving national targets in attending Red responses was
achieved by dispatching a rapid response car (RRV) which achieved the national performance
standard. An ambulance to convey the patient to hospital, where it was needed, was significantly
delayed in many cases which led to a wait in the patient receiving definitive clinical care in an acute
hospital.

1.2.2.

Independent and internal assessments, reviews and accounts have identified a plethora of factors
that, taken together, paved the way to chronic under performance by the Trust. In short, the Trust
failed to adequately invest in internal pathways to paramedic; failed to retain those it trained; overestimated the availability of direct and graduate entry paramedics; relied heavily on the use of indirect
resources, and did this with an aging and ill equipped fleet. The problem was exacerbated by an
apparent lack of applied vision, foresight and grip at the top of the organisation. This was evidenced
by a complex ‘overly-layered’ and inefficient management structure with a propensity to react slowly
to urgent emerging issues; an array of disconnected improvement plans and a failure to deliver on
promises of recovery. It is not surprising that the Trust has tested the levels of confidence
stakeholders have in its ability to turn the organisation around.

1.2.3.

The Governance Review referred to February 2013 when the Care Quality Commission (CQC)
undertook an unannounced visit to the Trust. The visit ‘…highlighted some areas of good work, but
also some areas that required improvement. Most importantly the CQC identified that the Trust were
not meeting the standard of ‘Care and Welfare of people who use the services’. It was believed this
was the first time an Ambulance Service has failed this standard. This was predominantly focussed on
the failure to meet response times but also the delays experienced by responders awaiting backup by
an ambulance crew.’

1.3.

Clinical Capacity Review

1.3.1.

In November 2013, Operational Research in Health Limited (ORH) presented the findings of the
Clinical Capacity Review (CCR) to the Trust and the Ambulance Commissioning Consortium. The
overall aim was to ‘…establish the gap between desired local performance and actual performance,

2

2

Governance Review conducted by Dr. Anthony Marsh in January/February 2013; Clinical Capacity Review conducted by ORH
in October/November 2013; Care Quality Commission inspection in February 2013 and the Trust’s Quality Account 2012/13
published in June 2013
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and then work with the health economy, specifically the CCGs, to understand risks to patient care
created by these gaps, and to suggest solutions for mitigation or bridging the gap…’
The key findings from this review are set out below:










The analysis shows the Trust to be under considerable pressure in all areas with very poor
performance achieved in certain CCGs;
The Trust operates a Clinical Support Desk in each of the three HEOCs and the triage rate (‘hear
and treat’) achieved is amongst the highest in England, and there is little potential to reduce
ambulance workload by increasing the triage rate;
In terms of Red response times achieved, there are several areas of concern. The Red8
standard varies widely by CCG, and in several of the lowest performing CCGs is relying heavily
on ‘indirect’ contribution (e.g., Community First Responders) the time taken for an ambulance to
arrive on scene when it is needed to transport a patient is too long; 42% more than 19 minutes,
25% more than 30 minutes and 6% more than one hour;
In part related to poor Red8 and Red 19T response performance, the Trust performs poorly on a
few of the CQI measures, in particular Stroke 60;
th
Although the 75 percentile Green standard is generally met, there is evidence of a long tail to the
distributions for all categories, Green 1 to Green 4. Patients can often wait hours for a response;
Resources are highly utilised, with RRV utilisation levels as high as ambulance utilisation which
suggests strongly that the resource mix between ambulances and RRVs is not right; and
The Trust is far from ensuring that paramedics are deployed on all ambulances and RRVs and
this leads to inefficiency (e.g., increased multiple attendance rates) and contributes to poor CQI
performance. This may also impact on the Trust’s ability to contribute effectively to the wider
health economy and fulfilling the Trust’s full potential in appropriate admission avoidance.

1.3.2.

The CCR concluded that in order to achieve Trust wide delivery of national performance standards, a
minimum floor standard of 60% CatA8 performance and 85% floor for Red19T by CCG. It determined
there was a need to increase the staffing by 310 in 2014/15. There was also a need to further
increase the staffing levels by 55 and 56 in the following two years. In addition, there was a
requirement to increase the number of ambulances by 50 in 2014/15, 10 in 2015/16 and 5 in 2016/17.

1.3.3.

Following full implementation of the recommendations contained in the CCR the predicted
performance will achieve the key national standards and see significant improvements in the waiting
time for the lower category calls:
Category
Target
Performance

R1
8
78.2%

R2
8
77.9%

R2
19
96.2%

R2
19T
89.2%

G1
20
98.3%

G2
30
99.0%

G3
50
99.1%

G4
90
97.2%

1.4.

Performance Improvement Action Plan

1.4.1.

In response to the poor patient care and lack of confidence by stakeholders, the Trust has designed
and implemented one single ambitious, compelling, and stretching Performance Improvement Action
Plan (PIAP) - see appendix 3. This combines all of the necessary actions of the Trust in one place
and is arranged under the six key priorities that the Trust is working towards, which are listed below.
The implementation of the plan will also deliver the aim of achieving a substantial shift in
organisational culture and of providing a set of values that everyone in and associated with the Trust
fully owns. The PIAP explicitly engages every Trust employee on the road to recovery and puts in
place the foundation upon which to build a lean and efficient Trust that provides sustainable levels of
patient care that everyone can be proud of. The Trust’s newly introduced Operations Management
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Board will oversee the recovery action plan and will improve patient care, safety and the operational
responses to local and national performance standards.
1.4.2.

The PIAP is under-pinned by the six key priorities for the Trust:
1. Recruit 400 student paramedics in 2014/15
2. Up-skill ECAs to EMTs and EMTs to paramedics
3. Maximise clinical staff on frontline vehicles
4. Reduce response cars and increase ambulances
5. Accelerate fleet and equipment replacement programme
6. Reinvest corporate spend in frontline delivery

1.4.3.

Each objective/action has a named lead responsible for ensuring delivery in line with the timescales
agreed, and they provide weekly updates on progress as appropriate. Upon final completion of each
objective the lead will also supply confirmation evidence of completed requirements. Some of the
objectives are still subject to final sign off under the Emergency Operations contract for 2014/15.
Other aspects also have dependencies on the internal Trust restructure, which require the
appointment of the new role of Regional Head of Emergency Operations Centre (EOC) before it can
be progressed.

1.4.4.

New actions will be added to the plan as additional work streams are approved, such as the provision
of 120 further replacement ambulances over the Summer which will be over and above the 147
outlined under section 5.1.

1.4.5.

Progress against each of the priorities to date has been both encouraging and impressive. Key
achievements against the PIAP include:


Recruit 400 new SAPs - Over 3000 applications were received in response to the first two
advertisements to recruit SAPs. By the end of April 2014, in excess of 130 offers had been
made and the first course started in April with 22 students.

There are three courses

scheduled for May and there will be over 80 new staff employed and working for the Trust
within the first 8 weeks for the new financial year. Further courses are scheduled throughout
2014/15 and the Trust is on track to recruit 400 SAPs this financial year;


ECAs to EMT progression - Newly introduced career pathways to Emergency Medical
Technician (EMTs) has seen over 200 successful internal applicants competing to fill 60
places available annually;



EMT to paramedic progression - The first cohort of 25 has started their course at the
University of Northampton;



Bring forward the ambulance replacement plan – 106 new ambulances have been delivered
to the Trust up to Wednesday 30 April 2014 of which 27 were additional ambulances and
went into service during Q4 of 2013/14;



Maximise ambulance capacity – Review conducted and all staff in roles that were not deemed
essential in supporting the top six priorities have been returned to frontline duties;
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Performance and situation reporting - Report produced detailing bench marking undertaken
with three other trusts with recommendations already being implemented;



Review Operating Model – Decision implemented that RRVs are to be staffed by paramedics
only and ambulances to be paramedic & EMT/ECA, Intermediate Tier Vehicles (ITV) to be
two ECAs;



Reduce delayed responses to patients - Review team in place since 17 February 2014. All
incidents are reviewed daily and escalated to serious incident (SI) panel where identified
patient harm has occurred as a direct result of the delay. A report is produced weekly
detailing all occurrences where the agreed floor standards have been breached;



Ensure the Trust is maximising investment in front-line operations - Review of HQ
administrative roles and post-holders has taken place. Some agency workers contracts were
terminated which has saved the Trust nearly £1m per annum. Full revised arrangements will
be in place when new structures are implemented; and



Reducing bureaucracy – A review has been initiated which is described in the Trust intranet
“Need to Know”. There are various e-mail addresses for staff/managers to contact with
concerns. Also, all staff have direct access through to the CEO with the ability to make
proposals for consideration.

1.4.6.

The delivery of this PIAP marks a step change for the Trust in its commitment to improve patient care.

1.4.7.

Whilst the Trust has made initial progress with the PIAP, its continued and full implementation is
reliant on the funding requests set out in this business case.

1.4.8.

The PIAP focuses predominantly on making essential internal efficiencies however those changes
alone will not enable the Trust to provide the improved service to its communities. The Trust needs
the support of the health economy in making more rapid improvements to our emergency services,
which will include both financial and strategic changes some of which are outlined in the Keogh
3
Review . It is acknowledged that it will take 3 years to get the Service into the upper quartile
nationally. This business case gives an overview of the required changes and includes detailed
costings for year 1 and indicative costings for future years.

1.5.

Transformational and Development Programme

1.5.1.

The PIAP is part of a much wider programme of change at the Trust. Since the appointment of the
new Chief Executive Officer, Dr. Anthony Marsh, in January 2014, the Trust has embarked upon an
ambitious root and branch transformational and development programme. The overall context of this
transformation and development is to bring the Trust to a position of stability in the resources that it
utilises and the outputs that it delivers to patients. The elements of this are to move the Trust towards
4
an operational unit that can deliver the requirements of the Keogh report , with the ambulance service
able to play a pivotal role in the urgent care system bringing care to the patient and supporting a
financially challenged NHS.

3Review

into the quality of care and treatment provided by 14 hospital trusts in England: overview report, Professor Sir Bruce
Keogh KBE, 16 July 2013
4

Review into the quality of care and treatment provided by 14 hospital trusts in England: overview report, Professor Sir Bruce
Keogh KBE, 16 July 2013
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1.5.2.

Now that the Trust has a full complement of Non-Executive Directors the Board has started work on
producing updated Vision and Values. Once the Trust has appointed all the necessary substantive
Executive Directors it will start the Board Development programme. It is envisaged that the
development for the new Trust Board will commence in June 2014 and that this development
programme will be facilitated by a specialist third party; the aim of which would be to work with the
Trust Chair to facilitate the development of a cohesive, competent, high performing Board which
provides strong strategic leadership to the organisation. The programme will include work to:


Improve the governance, performance and risk management arrangements in the Trust;



Develop values to set the tone and culture of the organisation;



Clarify the roles, accountabilities and ways of working for Executives and Non- Executive
Directors;



Improve staff engagement and stakeholder management; and



Provide individual coaching for Board members.

1.5.3.

An ongoing programme of Board support will be in place during the period of 2014/15 and final plans
for this support programme will be issued in June 2014 once the formal work with the Board
commences.

1.6.

Reference costs

1.6.1.

The Trust recognises that it has the highest Reference Cost Index (RCI) amongst all English
ambulance trusts. However, reference costs are only one tool to understand value for money and
should not be taken solely at face value. There are a number of factors that can influence reference
costs in the ambulance sector:








Cost Measurement - the costs attributable to the service can be manipulated by the treatment
of overhead apportionment and excluded costs. This is unaudited cost data and there are
potentially different methods being used across the sector;
Activity Measurement – the counting and capturing of activity is another un-audited aspect of
the RCI collection process and again, there are potentially different methods being used
across the sector;
Rurality – there is no ‘allowance’ within the reference costs process that accounts for the mix
of urban and rural areas. It is widely understood that services with a larger urban area will be
less costly than those with a more rural geography, however the relationship and cost impact
is not understood; and
Minimal Sample Size – given the extremely low number of ambulance trusts, (in comparison
to the number of trusts in the acute sector) comparisons between Trusts are effectively
‘magnified’.

1.6.2.

In addition, the Trust has looked at other methods of measuring value for money and indeed the Trust
compares much more favourably with other ambulance trusts when comparing per capita cost and
also conveyance rates (low conveyance rates benefit the wider NHS economy whilst not reducing,
and possibly increasing, ambulance costs).

1.6.3.

Nevertheless, the Trust recognises it needs to better understand where its costs are higher than its
peers so that it can attempt to reduce its costs and hence its RCI. The Trust has already commenced
a benchmarking exercise with a fellow ambulance trust and is currently reviewing the initial findings of
this exercise to identify areas of significant cost difference. In addition, all ambulance trusts will shortly

9
Business Case for Transformational Funding – 30 April 2014 (updated 2 May 2014)

be contributing to a national benchmarking exercise on 2013/14 data, which once completed, will
provide further evidence for the Trust to examine.
1.7.

Objectives

1.7.1.

The Trust attended a risk summit at the end of January 2014, with the NHS England area office, TDA,
CQC and Commissioners. There were a number of recommendations that arose from the risk summit
which included the need to produce a single action plan for recovery, and a recovery plan that was
based on the recruitment plan that was already in development.

1.7.2.

There was a transformation business case that was submitted in February 2014 that was to support
the recovery plan. This was subsequently turned down by the Commissioners and a further review at
the Performance Oversight meeting led to an agreement to produce a further business case which
was far more robust in nature. It was agreed that external support would be sought by the Trust as
recommended by the TDA. In addition, it was critically important that accurate performance
forecasting was produced and therefore ORH were commissioned to provide a series of forecasts
based upon assumptions agreed with the Trust and in-line with the requirements of the
Commissioners. ORH were selected as they had already undertaken the CCR modelling for the Trust
and so already had access to significant amounts of activity and performance information.

1.7.3.

The Commissioners agreed that the business case associated with the procurement of 120
replacement ambulances in the financial year 2014/15 would be handled separately to this BC.
However, the equipment for these vehicles was not incorporated in that business case and therefore
has been included within this BC.

1.7.4.

This BC has the objective of ‘…providing people with the right care, in the right place at the right
5
time.’ . It also supports the national plan to ‘…provide highly responsive urgent care services’ and
‘…by extending paramedic training and skills and supporting them with GPs and specialists we will
develop our 999 ambulances into mobile urgent treatment services capable of dealing with more
6
people at scene and avoiding unnecessary journeys to hospital’.

1.7.5.

The Trust has carefully considered the performance and other issues in the development of the PIAP
and in the requirement for additional funding to deliver the quality of service that it aspires to. The
Trust has grouped the request to its commissioners for funding into the following areas:


Education and Development – the Trust lacks sufficient frontline staff to be able to deliver a safe
and effective service. The current higher education institutions do not produce sufficient
paramedics, and it has been recognised nationally that there is a shortfall, and therefore the Trust
needs to recruit and train 400 paramedics during this financial year. In addition, the Trust has
commenced a programme of up-skilling its own staff to a higher clinical level.



Equipment – the governance review identified that the quality and the reliability of Trust
equipment is not at an appropriate level and therefore the Trust needs to update its clinical
equipment. It proposes achieving a timely replacement schedule in-line with the vehicle
replacement programme. In addition, there have been a number of clinical developments that
have occurred nationally which the Trust have not adopted, which have led to it providing an
inferior level of care when compared to public expectations, accepted clinical best practice and
the level of care provided by neighbouring trusts.

5

NHS England letter, 8 August 2013
Keogh review (Review into the quality of care and treatment provided by 14 hospital trusts in England: overview report,
Professor Sir Bruce Keogh KBE, 16 July 2013)
6
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1.7.6.

Redundancies – the Trust plans to continue its redundancy programme and needs financial
support to make a number of staff redundant, which will led to a reduction in back office costs and
then allow the reinvestment of future savings into additional frontline staff posts.

The funding request for 2014/15 is as follows:
Summary of Funding Requested for 2014/15
Student Paramedic Recruitment*

£'000
7,632

ECAs up skilling to EMTs

399

EMTs up skilling to Paramedics

800

Sub-Total

8,831

Equipment

3,138

Redundancy Costs (indicative figure only)

3,000

Total

14,969

*Note this figure will be reduced when final Health Education East of England (HEEoE) funding has been agreed,
which could be up to £5.5m in 2014/15.

1.8.

Conclusion

1.8.1.

This BC sets out the need for investment in the Trust to allow it to improve the quality and timeliness
of the care it delivers, and improve the Trust’s reputation. Once the recommendations of the
independently produced CCR have been implemented, the Trust will be able to build upon this
foundation to sustainably achieve national and local performance standards.
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SECTION 2: REQUEST FOR FUNDING – EDUCATION AND DEVELOPMENT
2.1

Introduction

2.1.1

The Trust’s requirements for funding in this area in 2014/15 comprises the following components:
Section

£'000

2.2

Student Paramedic Recruitment

2.3

ECAs up skilling to EMTs

399

2.4

EMTs up skilling to paramedics

800

7,632

Total

8,831

2.1.2

One of the main reasons behind the Trust’s historical poor performance against nationally set targets
and patient experience is due to the lack of front line transportable resources. A significant
contribution to this is that at 1 April 2014, the Trust had over 230 vacant posts below its funded
establishment of 2,367 in front line operations. This does not take into account any expected growth
or the recommendations of the Clinical Capacity Review (CCR). Note the results of the CCR are
considered within section 5 of this BC.

2.1.3

In addition, the Trust’s current skill mix is over-reliant on a non-paramedic workforce of Emergency
Care Assistants (ECAs). This gives an approximate 50/50 split between qualified paramedics and
other front line staff. It is nationally recognised, against assessment and patient outcomes, that each
ambulance and response car should be staffed with one paramedic. This is supported by the Francis
7
Report which recommends that care must be overseen by a registered healthcare professional. For
the Trust to achieve this it would need to move to a 70/30 ratio (based on the current number of
ambulances and response cars).

2.1.4

The Trust’s front line budgeted establishment and staff in post as at 31 March 2014 is detailed below
and demonstrates the gap in front line staff, in particular in qualified paramedics:
Emergency Operations
Supervisors (paramedics)
ECPs (specialist paramedic)
Paramedic
SAPs
Technician
ECAs
Total

Budgeted
WTE
97
160
1,259
342
510
2,367

Actual
WTE
46
94
931
252
304
507
2,134

WTE +/(51)
(66)
(327)
252
(38)
(3)
(233)

2.1.5

Nationally, there is a shortfall of qualified paramedics and the Trust, as with others, has struggled to
recruit sufficient numbers of paramedics through direct entry. During 2013/14, an extensive graduate
and direct entry qualified paramedic recruitment programme was launched with the aim of recruiting
149 paramedics and 89 ECPs in order to bring the Trust up to paramedic establishment. However,
only 70.61 had started in employment by the end of March 2014 against 68.12 leavers during the
same period. The Trust therefore suffered a net gain of 2.49 paramedics during that time.

2.1.6

A new BSc degree programme has been launched in paramedic science/practice in 2014/15 in
recognition of the shortfall of paramedics. In the region, this course will be offered by the University of
East Anglia, Anglia Ruskin University, University of Hertfordshire, University of Bedford, and
7

Report of the Mid Staffordshire NHS Foundation Trust Public Enquiry (chaired by Robert Francis QC), 6
February 2013
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University Campus Suffolk, and has been developed collaboratively with the Trust and Health
Education East of England, with the Trust proactively working with providers to offer this course for
the first time. These programmes are subject to successful recruitment and approval of the
programme by the Health and Care Professions Council. As this is a three year course, the numbers
of qualified graduates via these programmes will not be available at the earliest until 2017. By that
date, the number of available graduates to the Trust from the BSc is only likely to be able to cover
paramedic turnover for the Trust and not contribute to any increase in establishment numbers.
2.1.7

2.1.8

Until completion of the new BSc programme, there will still be a shortfall in paramedics, even to cover
turnover, and the Trust’s situation is likely to worsen. Without a significant programme to increase the
number of paramedics available, the workforce gap cannot hope to be bridged. The Trust has
therefore revised its workforce strategy and has identified two solutions in the intervening period:


Train 400 Student Ambulance Paramedics (SAPs) employed by the Trust in 2014/15; and



Up skill current staff - training 60 ECAs to Emergency Medical Technicians (EMTs), and 50
EMTs to paramedics annually.

These two solutions aim to:


Address the shortfall in front line staff within a more rapid timescale leading to a step change
in the number of staff on front line duty to respond to calls, which will improve response
times;



Provide the capability to improve the workforce skill-mix and allocate a paramedic on every
front line emergency vehicle - increasing the ratio of paramedics from approximately 50% to
70% of the emergency workforce This will lead to an enhanced quality of clinical care and a
further improvement in the number of patients who are treated in the community and not
conveyed to hospital; and



Reduce the reliance on private providers who have filled some of the shortfall at a premium
which will improve the quality of care delivered to patients and ensure that all patients will be
treated by Trust staff.

400 SAP
Programme

ECA pathways to
EMT and
Paramedic to
improve the % of
Paramedics in the
skill mix

2.1.9

Clinical Capacity
Review Additional
workforce
requirements

Longer term
adjustment to skill
mix to provide a
Paramedic on
every ambulance

The result of this will be an improvement in the quality of care delivery and performance levels across
the Trust, which addresses the concerns regarding patient safety (see section 5 for further details). In
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addition, to meet the Government’s demand to reconfigure the provision of out of hospital care to
make it more efficient and effectual, the role of the paramedic is a rapidly evolving role into a
paramedic practitioner offering a more holistic delivery of services. The benefits of the Trust’s
approach to training and development will be the ability to encompass these changes in the role of the
paramedic, and offer a greater level of treatment at the scene. This is supported by the third
imperative of the Keogh review “by extending paramedic training and skills, and supporting them with
GPs and specialists, we will develop our 999 ambulances into mobile urgent treatment services
8
capable of dealing with more people at scene, and avoiding unnecessary journeys to hospital.”
2.1.10 These paramedic training programmes will build the foundations for the Trust to ensure sufficient
levels of paramedics. The planned trajectory accounting for turnover and the 400 SAPs recruitment,
plus an additional (minimum) direct entry 60 qualified Paramedic per annum (not part of this business
case), plus the planned out turn of graduate paramedics from commissioned programmes (funded
through HEE or HEFC) would be as follows:
Emergency
Operations
Supervisors
ECPs
Paramedic
SAPs
Technician
ECAs
Total

Budgeted
WTE
97
160
1,259
342
510
2,367

Paramedic skill mix ratio

Actual
Mar 14
46
94
931
252
304
507
2,134
50:50

Mar 15
56
87
1,098
420
331
482
2,474
51:49

Mar 16

Mar 17

55
105
1,091
371
350
393
2,365
53:47

54
98
1,289
205
274
355
2,275
63:37

Mar 18
53
92
1,650
0.00
237
320
2,352
76:24

In respect of the information contained in the table above, it should be noted that:


Although overall predicted numbers indicate a fall during 2016/17 year, the Trust is
expecting to attract an additional 150+ graduate paramedics from 2018 onwards as a result
of the newly commissioned BSc programmes instead of the in-house SAP training
programme (hence the predicted nil level of SAPs in 2017/18);



If the predicted increase in BSc programmes does not materialise then the Trust will need to
run a further SAP programmes (with HEI partnership) of reduced numbers on an on-going
basis which will require future funding; and



It should also be noted that the 76:24 skill mix split in 2018 is the worst case scenario as
some internal up-skilling pathways from ECA to Technician and Technician to Paramedic
still needs to be finalised which will positively impact the skill mix. It is also recognised that
for the BSc not all students will complete the programme, register with HCPC and look to
gain employment locally.

2.1.11 If the CCR assumptions were incorporated the establishment would increase to 2,788 by full
implementation in 2016/17. This would require a further tranches of SAPs of 400 in 2014/15 and 250
in 2015/16. The skill mix incorporating these assumptions and forecast attrition is set out below (note
this does not include any progression above paramedic at this stage):

8

Transforming urgent and emergency care services in England Urgent and Emergency Care Review, End of Phase 1
Report, High quality care for all, now and for future generations, First published: November 2013, Prepared by Urgent and
Emergency Care Review Team
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Emergency
Operations
Supervisors
ECPs
Paramedic
SAPs
Technician
ECAs
Total

Full CCR
Budgeted
WTE
97
160
1,680
342
510
2,788

Paramedic skill mix ratio

Actual
Mar 14
46
94
931
252
304
507
2,134
50/50

Mar 15

50
89
1,151
373
357
405
2,425
53/47

Mar 16

49
106
1,154
681
403
309
2,703
48/52

Mar 17

48
102
1,463
540
413
222
2,788
58/42

Mar 18

47
99
1,753
242
447
143
2,731
70/30

Mar 19

46
96
1,895
149
485
70
2,741
74/26

2.1.12 A detailed monthly trajectory of staff in post incorporating projected leavers and starters is included at
appendix 1A.
2.2

SAP 400 programme

2.2.1

The SAP programme has been designed to recruit and train 400 SAPs to fill both the current 240
vacancies and the predicted turnover of 160 staff in 2014/15. Set out below is the expected
recruitment timeline:

2.2.2

The first cohort of students has commenced their development on 7 April 2014 and the final cohort
will be ready to commence their development by 12 January 2015 and be on frontline vehicles by the
end of March 2015.

2.2.3

The training programme takes up to 30 months to complete and is split into two modules:

2.2.4



Part 1: 16 weeks (1 week induction, 8 weeks classroom, 3 weeks driving, and a further 4
separate clinical weeks in the classroom throughout the remainder of their first year, to
enable students to be ‘on the road’ sooner)



Part 2: 20 weeks (16 weeks at university and 4 weeks on hospital placement)

The SAP programme has so far received a high number of applications and the Trust is confident that
the programme will therefore be well subscribed overall. The students will gain a recognised
qualification via a partner higher education institution that leads to eligibility to apply for registration
with the HCPC, and is therefore an attractive proposition. The ability to register with the HCPC is
subject to completion of an approved programme. Currently work is on-going with HEEoE regarding
this element. The Trust programmes remain subject to approval.
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2.2.5

A peer review of the Trust’s proposed SAP programme has been performed by the training and
operational leads at West Midlands Ambulance Service NHS Foundation Trust and their
recommendations for improvement have been implemented.

2.2.6

As part of the course, students will need periods of operational practice experience, which means that
the Trust is able to utilise the Student Paramedics to cover shifts and aims to have 400 SAPs through
their initial 11 (8+3) weeks education and on the road by 1 April 2015. This will increase available
operational establishment, and improve the delivery of services to patients and the overall
performance of the Trust during that time. This is a vital element of the curriculum as it gives them first
hand operational experience and allows for “on the job” mentorship and first hand learning
opportunities to experience patient care. Each individual will be given a named mentor who will work
with them to ensure safe clinical practice, but also act as a coach and to assist in self-awareness and
self-improvement. This will also help develop the team environment and retention of staff, as they
work as a cohesive unit.

2.2.7

The total cost of the programme (over a maximum of 30 months) and request for funding is £7.6m for
2014/15. The programme has commenced in April 2014 and 2.2.12 details the costs and phasing
further.

2.2.8

These costs are not only associated with the provision of training, but also with backfilling the
abstraction required to cover the SAPs during the formal training elements of the programme. As the
SAPs will fill the current vacancies, the Trust already has funding within its establishment for salary
costs, and therefore this BC is only requesting funding for the training and abstraction costs.

2.2.9

The Trust is working closely with Health Education East of England (HEEoE) to pursue additional
financial support for the education elements of the programme (note if secured this would not cover
any abstraction costs), however at the time of writing this BC no funding from HEEoE has been
confirmed. As such, the transformational funding request to commissioners may be lower than set
out in this BC if funding can be secured from HEEoE. Initial discussions have been positive but
further agreements will be required. This HEEoE funding could be as much as £5.5m which would
reduce the requirement for funding from commissioners down to £2.1m in this financial year.

2.2.10 It is important to recognise that, linking to 2.2.4, ensuring the programme is approved by the HCPC is
essential and requires time to gain. As such the project timelines are tight and need to be
implemented quickly.
2.2.11 It is proposed that the programme will include a contribution from students, of £4,500 per student and
is accounted for in the table below (2.2.13).
2.2.12 The cost of the programme is based upon 19 cohorts, comprising a maximum of 24 students in each
(totalling 456 students). The aim is to recruit 400 students and therefore planning for 19 cohorts
assumes that all students may not complete the full pathway, and that each cohort may not reach the
maximum of 24 students. For example, if a cohort only has 21 students there will be fixed costs for
the costs of tutors, venue etc. which would be the same had the class had been full. If the target of
400 is reached before the final cohort(s) are recruited and there is a sufficient success rate in
qualification, the final courses may be cancelled and funding for these not required.
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2.2.13 The total cost of the programme (assuming all 19 cohorts) is set out as follows:
£’000

2014/15

2015/16

2016/17

2017/18

Total

2,861

3,321

-

-

6,212

University fees

-

4,104

-

-

4,104

Non-pay costs

2,520

174

-

-

2,695

Tutoring costs

1,351

22

-

-

1,374

Mentorship

834

65

-

-

899

Other training

168

60

-

-

228

Other staffing

185

117

-

-

302

(324)

(821)

(785)

(122)

(2,052)

7,596

7,043

(785)

(122)

13,762

Abstraction costs

Student
contribution
Total

Further detail, include monthly costs are included in appendix 1B.
The Trust has identified where the current vacancies are, and has estimated attrition based on current
percentage loss and numbers of staff within each county to give an overall estimation of where the
400 students would be placed as follows:
Bedfordshire
Cambridgeshire
Essex (North)
Essex (South)
Hertfordshire
Norfolk
Suffolk
Total

49
48
53
63
77
51
59
400

2.2.14 It should be noted that as recruitment is on-going, advertisements specify locations where there are
identified vacancies aiming to achieve an appropriate geographic spread. Uptake in these areas
cannot be guaranteed however the Trust will focus on delivering safe effective care to each local
population and will work with all partners in reducing demand and ensuring patients receive the right
care in the right place at the right time.
2.2.15 A detailed project plan with timescales and key milestones has been developed. This includes
measurement of success criteria at each stage and a suite of relevant KPIs is in the process of being
developed. Currently, progress regarding recruitment and appointment to courses is already being
captured and reported using existing Trust mechanisms and reports. The graphic given at 2.2.1 is an
example of the recruitment report provided to the Trust’s Executive Leadership Team (ELT) at its
fortnightly meetings. As the project moves forward, a range of additional metrics will be required to
track and report progress against identified timeframes and student numbers as well as risk status.
2.2.16 Given the results of the CCR, as discussed in section 5, which highlight the need to further increase
staffing over current establishment levels in order to meet all of the nationally set performance targets,
this programme and BC is only for the first tranche of SAPs. Further investment will be required in
order to sustainably achieve the required performance levels over the next three year period and the
Trust is focussed on identifying efficiencies to support as much of the future investment internally as is
possible. There are two elements to this. The first is the cost of the new staff which will not be
finalised until the Trust has completed its re-organisation and is able to quantify the internal
investment available. The second is the cost associated with running a further in-house SAP
programme, which are detailed below:
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£’000
Abstraction
costs
University fees

2014/15

2015/16

2016/17

2017/18

2018/19

Total

2,861

6,212

3,352

-

-

12,425

-

4,104

4,104

-

-

8,208

Non-pay costs

2,520

2,695

174

-

-

5,390

Tutoring costs

1,351

1,374

22

-

-

2,748

Mentorship

834

899

65

-

-

1,798

Other training

168

228

60

-

-

455

Other staffing

185

302

117

-

-

605

(288)

(1,105)

(1,606)

(947)

(158)

(4,104)

7,632

14,709

6,289

(947)

(158)

27,524

Student
contribution
Total

2.3

Up skilling of current staff

2.3.1

The second solution to the lack of qualified paramedics is to improve the capability of existing staff
within the Trust through internal career pathways. This includes a rolling programme of six week ECA
to EMT courses for 12 candidates on an ongoing basis, and the provision of an EMT to paramedic
programme (for currently employed EMTs) through the University of Northampton from April 2014 –
Autumn 2015.

2.3.2

Courses have been scheduled to up skill 60 ECAs to EMTs and 50 EMTs to Paramedics during
2014/15. To date 200 ECAs have passed the assessment to get onto the EMT training and the first 12
have completed the first course with further courses planned through the year. The first cohort of 25
EMTs is already registered with the University for their paramedic course, which has been positively
received by staff.

2.3.3

The courses have been validated by Edexcel (formerly the Institute of Health and Care Development).

2.3.4

The costs of these two courses are set out as follows (including training and abstraction costs).
These will follow the open book principals set out in section 6:
ECAs to EMTs:
£’000

2014/15

Abstraction costs

161

Non-pay costs*

119

Tutoring costs - Clinical

115

Mentorship
Total

3
399
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EMTs to paramedics:
2014/15

2015/16

Total

Abstraction costs

308

103

411

University fees

350

-

350

Non-pay costs*

134

41

175

Tutoring costs - Clinical

-

-

-

Mentorship

8

3

11

800

146

947

Total

*Non-pay costs include, for example, accommodation and training materials.
2.3.5

The key success criteria for these schemes are:


The first 12 ECAs will have completed their six week clinical course, with qualification
expected up to nine months after completion of the clinical course, by June 2014;



All 60 ECAs are expected to have completed the six week course by February 2015; and



A minimum of 25 staff currently employed as EMTs will be eligible to apply for HCPC
registration as a paramedic by September 2015.

2.3.6

As with the SAP programme, a detailed project plan with timescales and key milestones has been
developed. Relevant KPIs are also in the process of being developed.

2.4

Staff retention plan

2.4.1

The SAP and up skilling programmes will foster a culture of employee development. This will also
give clear career pathways for advancement which will help ensure employees do not become
frustrated as they will be able to see a clear future at the Trust. In addition, the Trust is looking to
develop a clinical career framework which will include further progression and development for
paramedics including a pathway to specialist paramedic.

2.4.2

The programmes will enable managers and existing staff to be more involved as they will spend time
coaching and mentoring employees, helping good performers move to new positions and minimising
poor performance.

2.4.3

The overall Trust Performance Improvement Action Plan gives a clear direction for the Trust including
six key priorities to address performance concerns. This has been communicated and staff have
been engaged by the new Chief Executive. If the employees feel connected to the Trust’s goals they
are more likely to be mentally and emotionally tied to the Trust, and therefore there should be
improved staff retention.

2.4.4

The current staff have been required to work increased levels of overtime, over-run shift end times
and there have been operational pressures placed upon them. Increasing the workforce will ease this
pressure and there should be an improvement in team morale and therefore staff retention.

2.4.5

There could be a correlation between the pressurised work environment and increased levels of
overtime and the Trust’s sickness absence rate (as monitored within the monthly reporting to
commissioners as set out in section 6). Improved staffing levels therefore may well have a positive
impact on this indicator.
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2.4.6

Linking with other elements of this business case, improvements in working environment with new
vehicles and the latest medical equipment will also improve team morale.

2.5

Conclusion

2.5.1

In order to improve the quality of patient care and the flexibility of the workforce to assist deployment
and achievement of response times, the Trust needs to increase the number of paramedics
employed. Given insufficient levels of direct entry paramedics nationally, the Trust has needed to
revise its workforce strategy to train paramedics internally through the SAP programme and up skilling
of current staff from ECA and EMT.

2.5.2

Increasing the numbers of paramedics will also build the foundation for the longer term objectives of
the Trust and commissioners in line with the Keogh review to develop mobile urgent treatment
services capable of dealing with more people at the scene and avoiding unnecessary journeys to
hospital. This benefits patients and the wider health economy as this will reduce pressure on acute
trusts’ A&E services.

2.5.3

In addition, this programme is adding to the number of paramedics available to the NHS nationally, by
increasing the national paramedic resource pool by 400+. Given the strategic direction of the NHS,
this is clearly a positive benefit at a macro level and means that the Trust will not have to attempt to fill
its workforce gap by drawing staff from other services.

2.5.4

Given the results of the CCR, as discussed in section 5, which highlight the need to further increase
staffing over current establishment levels in order to meet all of the nationally set performance targets,
this programme and BC is only for the first tranche of SAPs and up skilling of current staff. Further
investment will be required in order to sustainably achieve the required performance levels over the
next three year period and the Trust is focussed on identifying efficiencies to support as much of the
future investment internally as is possible. There are two elements to this. The first is the cost of the
new staff which will not be finalised until the Trust has completed its re-organisation and is able to
quantify the internal investment available. The second is the cost associated with running a further inhouse SAP programme.
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SECTION 3: REQUEST FOR FUNDING – EQUIPMENT
3.1

Introduction

3.1.1

The Trust has insufficient equipment across the fleet, with many items coming towards the end of
their serviceable life. It has also held off on the introduction of innovative equipment based on the
financial investment on core service provision. This has been highlighted in recent reviews and
although equipment has been deemed safe, it is increasingly unreliable and patients are not
benefiting from innovations in medical equipment as the vehicles are not equipped to the same
standards as other UK ambulance services. For example, new trauma equipment is in place in other
trusts, and who received funding from the Trauma Networks for this. There is also a need to ensure
consistency of equipment provided on all ambulances that is achieved through ensuring availability of
spares. This has not always been possible, thus reducing the vehicle availability or lost time in dekitting and re-kitting vehicles. This would typically be done using the actual ambulance crew on duty.

3.1.2

Nationally, the majority of other ambulance trusts replace and upgrade their medical equipment at the
time the vehicles are replaced. The Trust has historically not adopted this model, and has been left
with aging and unreliable equipment. Funding is requested to provide new equipment for the 120
replacement ambulances that will go into service during 2014/15. This is standard equipment
required; however the Trust cannot fund replacements on this scale in one year and therefore
requires transformational funding to ensure patient safety and reduction in “down-time” experienced
using unreliable equipment currently. It is envisaged that the Trust will be able fund further
replacements using this model through current revenue funding in future years. This request is set
out in section 3.2 below.

3.1.3

In addition to the standard equipment noted above there are other developments in clinical care,
based on best practice, that have new equipment and consumable requirements. The Trust does not
currently use these items routinely and wishes to extend the application and clinical benefits to
patients responded to in day to day operations. It should be noted that when the trauma centre was
established for the region, there was no provision for ambulance equipment to support the need to
provide extended care for patients when they are transported further distances. Early evidence has
shown an increase in survivability of patients following the implementation of new trauma care
pathways. These are set out below in sections 3.3 - 3.6.

3.1.4

The request for funding (based on indicative costings) is split as follows and will follow the open book
approach as set out in section 6:
Section

Equipment

£'000

3.2

New equipment for 120 replacement ambulances

1,856

3.3

Trauma – introduction of haemorrhage kits

3.4

Trauma – introduction of powered intraosseous infusion systems

3.5

Introduction of Kendrick Traction Device

3.6

Equipment provision for bariatric and complex patients

384

n/a

Training for all new equipment*

350

58
400
90

3,138

*Note training will be provided for all staff in 8hr training days following the introduction of all of the
new equipment.
3.1.5

The trauma equipment is supported by Simon Lewis, Lead Trauma Consultant for the Eastern region
network, and a letter of support is included at appendix 1C.
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3.2

New equipment for 120 replacement ambulances

3.2.1

The Trust will replace a further 120 ambulances during 2014/15 as part of a modernisation
programme to ensure all frontline ambulances are less than five years old. (The funding for these
ambulances has been funded through a separately approved business case). The only equipment
that comes with the new ambulance as part of the vehicle lease is the patient trolley. Traditionally the
Trust has adopted a “donor” process where the outgoing ambulance is the source of all other
equipment for the new ambulance. This approach generates a number of issues in terms of the
logistics of preparing new vehicles, assurance of equipment availability and the quality/operability of
old transferred equipment. As a result many of our vehicles carry equipment which is beyond its
expected replacement age. Although this is still maintained and safe to use it is becoming increasingly
unreliable and is detracting from the benefit of the Trust’s new vehicles.

3.2.2

Investment in ambulance equipment at the Trust over the last few years has primarily been focussed
on resolving the harmonisation issues created by the original merger of the three differently equipped
trusts so that every vehicle has the same generic equipment. It has also involved ensuring spare
vehicles are equipped/ready for use in order to be able to replace out of service vehicles quickly and
flexing overall transport capacity in accordance with demand. It should be recognised that this has not
always been possible. Equipment funding has therefore been prioritised to levelling up equipment
stock to ensure commonality across the Trust’s operational areas but it has been at the cost of
cyclical replacement overall.

3.2.3

The Trust intends to move to an equipping model whereby equipment is replaced at the same time as
the vehicle itself, which is consistent with other ambulance trusts nationally. Advantages include
assurance of equipment availability, improved equipment reliability with associated benefits to patient
care and operational continuity, improved staff morale and benefits to the Trust in the vehicle
commissioning process whereby the donor process is no longer required which has a negative impact
on day to day operations during the vehicle commissioning process. This re-equipping model, aligned
with the vehicle replacement programme will require investment.

3.2.4

Under the new equipping model, equipment removed from decommissioned vehicles will be assessed
for either disposal or for inclusion in a reserve stock of equipment to provide resilience/business
continuity and additional capacity for major incidents and events. The Trust has an operationally and
clinically approved loading list covering medical devices and associated consumables to ensure that
all vehicles can be equipped to an appropriate standard.

3.2.5

For the purpose of this case we are looking at replacing re-usable clinical equipment (excluding
ambulance trolleys which are provided with each vehicle lease and defibrillators which are subject to
a separate funding case), the cost of which is £15,469 per ambulance (a detailed list of standard
equipment required for each ambulance is attached at appendix 1D). The cost to equip the 120
replacement ambulances under this model will be £1.9m.

3.2.6

All the equipment can be loaded onto the new ambulances during the Trust’s commissioning stage of
the vehicles. The equipping timescale will therefore mirror the vehicle rollout plan to ensure that each
vehicle goes into service with a full set of equipment.

3.2.7

The majority of the equipment is either available via approved Trust contracts or on national NHS or
collaborative NHS contracts/frameworks at competitive prices, and therefore the costs set out offer
value for money. As a result of these arrangements the equipment generally has lead times between
6 to 12 weeks. However, there are a small number of items that will, to ensure best value for money,
require formal tendering which will by necessity increase the lead time up to a maximum of 20 weeks.
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3.2.8

It is anticipated that equipment will be ordered in its entirety with a commitment to the suppliers but
delivery/invoicing will be phased in line with ambulance delivery and commissioning into service. It is
therefore appropriate that we have a sufficient stock of equipment to enable a smooth vehicle
commissioning process. Smaller items, which do not represent a storage issue for the Trust, will most
likely be delivered in the first and only tranche. Larger items, subject to negotiations with suppliers,
will be delivered in three consignments estimated at August 2014, November 2014 and January 2015.
This batching will ensure availability of ambulance equipment for the timely preparation of new,
replacement ambulances.

£’000
Large Items
Small Items
Total

3.2.9

Proposed Delivery/Invoicing Schedule
August 2014
November 2014
January 2015
532
343
207
774
1,306
343
207

Total
1,082
774
1,856

This equipping model, in synchronisation with the fleet replacement plan, is expected to be
implemented over a rolling 5-year plan of which this represents the first tranche. The anticipated
Fleet Replacement Plan is set out as follows:

No. of
ambulances

2014/15
196*

2015/16
20

2016/17
36

2017/18
-

2018/19
71

*this consists of two tranches, those ordered in 2013/14 and the 120 in 2014/15 which is subject to a
separate business case
3.2.10 The request for funding in 2014/15 is required do to the scale of replacement ambulances in the
period. It is anticipated that the costs in 2015/16 and 2016/17 will be accommodated within the
Trust’s revenue budget.
3.2.11 Further detail regarding locations of the replacement ambulances is provided at appendix 1E.
3.2.12 The risks if the funding is not received and equipment is not replaced include:




Failure to deliver appropriate and timely care;
Diversion of existing funding from areas of lower risk; and
Limiting contribution to system approach based care in cases such as Trauma.

3.3

Trauma – introduction of haemorrhage kits

3.3.1

Haemorrhage is the leading cause of death in trauma (Gordy et al, 2011) accounting for 40% of total
mortality (Sharpe et al, 2011). The introduction of a “severe haemorrhage” pack for use on front line
vehicles will improve patient outcomes and provide additional options for use by clinicians for those
patients where direct/indirect pressure, along with the use of tourniquets, has failed.

3.3.2

These haemorrhage kits are pre-packed including key items used with the most seriously injured
patients suffering life threatening blood loss. The pack includes tourniquets, haemolytic agents,
pressure dressings and chest seals (for penetrating chest injuries). Packs can be made up to suit
specific requirements and now come in a re-sealable bag so in the event of only one product being
used replacement can be completed at local level.

3.3.3

Clinical guidelines followed by the Trust’s clinicians follow the “ladder” approach to arresting
haemorrhage; escalating from direct pressure with the use of a dressing, to indirect pressure on a
proximal artery, if the blood loss is from a limb raising it above heart level, and finally to applying a
tourniquet as a last resort if the patient is exsanguinating (JRCALC, 2013 catastrophic haemorrhage
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page 205). A tourniquet may save the life of a patient with a limb injury but is not appropriate for
wounds in other areas and comes with complications including nerve damage, muscle injury
(contractures, rhabdomyolysis and compartment syndrome), vascular injury, and skin necrosis (Lee et
al, 2007). These approaches have remained relatively unchanged for many years, and at the current
time, clinicians do not have any other approaches at their disposal to improve the outcome for those
patients suffering from severe haemorrhage.
3.3.4

There have been significant amounts of study into the use of haemolytic agents and the findings have
indicated that numerous haemostatic agents have efficacy in controlling haemorrhage which is unable
to be controlled with direct/indirect pressure In addition, it is proposed that the “severe haemorrhage”
pack would also include a pressure bandage that could be used on extremity wounds to prevent
where possible, the use of tourniquets that can result in serious injuries such as nerve paralysis and
limb ischaemia. Pressure bandages can exert high direct pressure on a bleeding site without applying
unnecessary pressure over adjacent areas that could cause tissue damage, and with no disruption to
perfusion of distal areas.

3.3.5

The products are able to stop large-vessel arterial and venous bleeding within minutes of application
even when applied to an active bleeding site, not washed away by high pressure and afford the
following benefits:


Ready to use with no special preparation required; packaging easy to open;



Simple to apply with minimal training requirements;



Lightweight and durable;



Conformable and pliable to reach areas of injury not visible or easily accessible;



Stable with a shelf-life of at least 2 years;



Safe to use with no damage to surrounding tissue, or increased risk from infection;



Inexpensive; and



Have antimicrobial qualities.

3.3.6

We therefore anticipate minimal training implications for staff, straightforward stock management and
after roll out low revenue implications for ongoing use.

3.3.7

The packs are used by a number of other ambulance trusts including London, West Midlands, North
West and North East. They are also used by the Trust’s critical care and HART paramedics, and all
firearms incident trained staff. These products are in use by local fire brigades and at the scene of
road traffic collisions, for example, these packs would give the option of a much better product for
patient care.

3.3.8

The Trust seeks to provide a Haemorrhage pack on all front line vehicles. Fleet assumptions are
show below:
Ambulance
RRV/Duty Officers
Other Officers/Clinicians
Training
Total

3.3.9

323
230
70
50
673

The unit cost per pack is £86.40, and therefore total cost is £58k.
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3.3.10 The supply chain is readily available through a pan NHS framework and the Trust will place one
single bulk order upon approval of funds. The lead time for delivery from order is expected to be eight
to ten weeks, with the distribution to stations within two weeks of delivery.
3.3.11 The risk associated with not introducing these packs is the failure to control external haemorrhage
from a wound unable to be controlled by direct / indirect pressure, resulting in significant deterioration
of the patients’ condition, and potential fatality. The continued inability to provide this leads the Trust
delivering an inferior level of care when compared to neighbouring trusts.
3.4

Trauma – introduction of powered intraosseous infusion systems

3.4.1

The EZ-IO® Intraosseous Infusion System is a complete solution for immediate vascular access for
critical situations and life-threatening emergencies via injection directly into major bones. Intraosseous
Infusion is a lifesaving technique to be used when standard IV access techniques have failed for
whatever reason. It is most commonly used in situations of major trauma, burns and paediatric care
which often challenge standard vascular access techniques. They are also recognised by the
Resuscitation Council and provided on a number of resuscitation trolleys in hospitals.

3.4.2

The Trust currently has manual devices which require considerable experience/dexterity with the
equipment and some force. Whilst they work they are not deemed as efficacious as powered systems
which are easier and more reliable thereby providing real benefits to critically ill patients.

3.4.3

EZ-IO provides the medical professional immediate vascular access to the central circulation within
seconds, delivering medications, intravenous fluids and blood products to adult and paediatric
patients alike. With a specially designed cutting IO needle and small power driver, the EZ-IO allows
the clinician complete control and avoids the use of force. EZ-IO provides rapid, smooth entry into the
bone’s medullary cavity, creating an immediate conduit to the central circulation.

3.4.4

The Trust does not currently use these items, other than in HART operations and wishes to extend
the application and clinical benefits to patients responded to in day to day operations.

3.4.5

The clinical benefits are supported as many studies have investigated the comparative
pharmacokinetics of various emergency drugs and fluids under IO delivery compared to IV and CVL.
Drugs infuse efficiently into the systemic circulation via the bone marrow with similar effects as IV
infusion and therefore IO is a clinically feasible alternative (Luck et al, 2009) to IV and CVL. The
speed of insertion varies with device but is consistently faster than IV with access established in 30 to
90 seconds. Under CBRN protective equipment conditions where vascular access is likely to be
crucial for many patients, the time taken to establish access with the EZ-IO was consistently and
significantly shorter than for peripheral IV devices (Lamhaut et al, 2010). The devices are simple to
use with high success rate of 75-100% (Luck et al, 2009). In addition less training is required and the
devices can be successfully used by inexperienced clinicians. There is also reduced infection rates,
which are linked to overuse of cannulation.

3.4.6

The Trust seeks to provide a powered intraosseous infusion capability on all front line vehicles. Fleet
assumptions are show below:
Ambulance
RRV/Duty Officers
Other Officers/Clinicians
Training
Total

323
230
70
50
673
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3.4.7

The unit cost per pack is £456.00, and with the provision of needles to successfully roll out the
implementation across the Trust the total cost would be c.£400k.

3.4.8

The supply chain is readily available through a pan NHS framework and the Trust will place one
single bulk order upon approval of funds. The lead time for delivery from order is expected to be eight
to ten weeks, with the distribution to stations within two weeks of delivery.

3.4.9

Training is currently delivered by Vida Care at no cost, and would require a three hour session to
“train the trainer” and a local roll out at station level of two hours.

3.4.10 The risk associated with not introducing these devices is the inability to gain circulatory access to
patients (particularly paediatrics), resulting in failure to provide supportive drug / infusion therapy
during critical illness/injury which in many cases would be life-saving.
3.5

Introduction of Kendrick Traction Device

3.5.1

The Trust currently uses a traction splint manufactured by Sager to provide femoral traction to
fractures. Each dual staffed ambulance is equipped with a Sager splint.

3.5.2

The Trust wishes to make a change to an improved type of traction splint that is now available and
used extensively and respected in Air Ambulance, Critical Care and HART applications across the
UK. To ensure consistency in the equipment available across all ambulances within the Trust it is
proposed that all existing splints are replaced by the improved Kendrick Traction Device. The
Kendrick Traction Device is a femoral traction device that is small and compact enough to fit in a First
Aid kit yet adjusts to treat both adult and paediatric patients.

3.5.3

The KTD Kendrick Traction Device eliminates the need to roll the patient or raise the leg during
application. Pressure problems are not an issue due to the Kendrick Traction Device not using an
Ischial bar. Application variations allow you to work around the problem of hip and groin trauma
situations. Important clinical benefits include that it can be used with suspected pelvic fracture which
the Trust’s current Sager model cannot and also that it can be used for lower limb fractures. The KTD
Kendrick Traction Device is considerably smaller than the Sager unit and comes with a convenient
storage pouch and easy to follow instructions.

3.5.4

The Trust seeks to provide the devices on each ambulance, with two devices required on each. Fleet
assumptions are show below:

Ambulances
Training
Total

No. of
vehicles
323
50
373

No. of
units
646
100
746

3.5.5

The unit cost per pack is £120.00, and therefore total cost is £90k.

3.5.6

The Kendrick Traction Device, as a vital part of HART equipment, is available through an NHS
framework hosted by the West Midlands Ambulance Service, and therefore provides value for money
through an approved NHS procurement route.

3.5.7

Training will be required to all staff with a consideration given of a one hour session which includes
the management of long bone fractures and the use and application of this product, to roll out on all
initial training.
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3.5.8

The risks of not implementing this equipment include an inability to manage paediatric fractures and a
loss of current equipment that remains with the patient. The benefits of introduction include being
better suited for application for adult patients and bring the Trust into line with neighbouring trusts.

3.6

Equipment provision for bariatric and complex patients

3.6.1

The Department of Health has identified the increasing challenge posed by obese and bariatric
patients in their white paper ‘Healthy lives, healthy people’. This along with the National Obesity
Observatory indicates an increasing prevalence of both obese and bariatric patients in the future.

3.6.2

In real terms within the region this equates to the following population:
County
Bedfordshire
Cambridgeshire
Essex
Hertfordshire
Norfolk
Suffolk
Total

Adult Obesity rate (%)
23.8
20.9
24.2
21.4
24.8
24.3

Obese Population
79,000
102,000
247,000
190,000
171,000
140,000
929,000

Bariatric population
9,500
14,000
32,000
25,000
20,000
16,500
117,000

Source: Cambridge Community Services

3.6.3

The increasing numbers of emergency calls for bariatric patients has been mirrored by the upward
trend in Datix reports from 11 in 2011 to 54 in 2013 (with a year to date 23 for March 2014.) This
underlines the difficulties and risks associated with delivering bariatric care on the Trust’s current
model. This patient group present a specific and foreseeable risk, for which the current mitigation for
emergency and urgent care is insufficient.

3.6.4

This patient group also suffer with a disproportionate number of protracted scene delays sometimes
resulting in clinical deterioration and creating a risk to Trust staff who feel compelled to try improvised
manual handling techniques to extricate the patient. This has caused RIDDOR reportable injuries to
staff with external criticism from the Health and Safety Executive with a pending prosecution for failing
to deliver a safe system of work from three HSE notices served to the Trust in 2013.

3.6.5

Due to the change of the Trust carry chair to a tracked variant, the two principle pieces of equipment
required on a front line ambulance to make it bariatric-capable would be a bariatric stretcher, a torque
wrench and a Mangar Camel larger lifting cushion. This could be achieved for approximately £24k per
ambulance. In terms of being able to resuscitate a patient with a higher body mass index (BMI) it is
important to utilise a mechanical resuscitation device enabling optimum CPR. This would amount to
£384k total spend for all equipment (including a LUCAS 2).

3.6.6

Two possible models for staff training include staged cascade training on a station by station basis;
this can be supported by ‘expert users’ and online material. This would provide the Trust with 18
ambulance resources with a greater capability than the 3 ITV ambulances that it is currently hiring. In
addition to the headline cost saving, additional savings will be achieved by the significant reduction in
scene delays where multiple resources are tied up awaiting the arrival of the IPAS ITVs.

3.6.7

These ambulances will be best utilised if they are stored at depots where they can be easily mobilised
to scene or swapped for a specific complex care requirement following information received by EOC.
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3.6.8

The costs of introducing this equipment are as follows:

LUCAS 2
Mangar Camel (including new pump)
Ferno Harrier LBS
Torque wrench
Total per vehicle

3.6.9

£
10,725
1,930
11,302
42
23,999

The total for 16 ambulances would be £384k.

3.6.10 The benefits of the equipment are:


A scalable in-house solution to the needs of bariatric patients;



Significant increase in capability and capacity;



Potential to free significant financial resources for reinvestment within front line operations;



Compliant with requirements imposed by HSE avoiding pending prosecution;



Equipment has been trialled for six months ensuring suitability for use;



Opportunity to demonstrate to all stakeholders a large improvement in patient care and more
effective use of financial resources;



Commercial opportunities to sell the training program and expertise to other organisations
(the Trust has already had interest from other NHS trusts and Fire & Rescue Services, a US
ambulance provider, the Middle East and Australia for pre-hospital care providers); and



The model is flexible and should be able to change rapidly to the needs of the service. It is
also scalable to demand.

3.6.11 The risks of not implementing this carry significant patient and staff impacts, notwithstanding the
Health & Safety Executive Improvement Notice that was served on the Trust on 18 July 2013. It
specified that the Trust had not taken appropriate steps to reduce the risk of injury to those
employees who undertake manual handling of bariatric patients to the lowest level reasonable
practicable. Currently this provision is met through the use of private providers, and in order to meet
the increasing demand in the region and improve the quality of care of delivery, the Trust is looking to
bring this provision in house to address the Health & Safety Executive notice.
3.6.12 Many of the patients the Trust attends who have complex care needs experience a very poor level of
service currently. Often, they are not identified to us as an organisation by their GPs as requiring
extra assistance if an ambulance is arranged for an urgent transfer into hospital, meaning crews will
turn up ill-equipped which necessitates lengthy waits on scene for additional manpower in order to
extricate these patients. This also has a significant psychological effect on the patient for their
dignity. The patient may also simply require being lifted following a fall, but that often means the Trust
will have to resource this incident with more than one resource to enable support to the crew. Our
current equipment often has the Safer Working Limits exceeded which results in not being able to use
standard equipment for this purpose, placing the patient and crews at greater risk.
3.6.13 If the patient or relative calls 999, it is likely that the patient has significant clinical needs that require
immediate transportation to hospital. We have examples of up to six resources being at a scene for
over nine hours trying to treat and remove a patient. This example, whilst extreme, is not uncommon
and we often have many resources tied up meaning protracted on-scene times for multiple resources.
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Whilst we have agreements with the Fire & Rescue Services across the counties, this is normally only
for life-threatening situations. For any less serious cases the Trust incurs a charge, ranging from
£300-£500 from the Fire & Rescue Service for their attendance.
3.6.14 Staff feel compelled to help their patients and, as such, they can sometimes take calculated risks in
order to move the complex patient to the ambulance. This can result in musculoskeletal injuries
which can lead to staff sickness. The Trust would want to ensure that staff are able to operate in the
safest possible environment at all times and this additional equipment.
3.6.15 The number of bariatric patients who require assistance in the community is increasing significantly.
It is important that the Trust provides a timely and effective service and so continuing to rely on third
party providers with differing levels of quality is not a sustainable option and therefore support is
sought to allow the Trust to develop in in-house provision.
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SECTION 4: REQUEST FOR FUNDING – REDUNDANCIES
4.1

Introduction

4.1.1

The Trust is undertaking a review of its structures to reduce support service costs and rationalise
management layers and numbers as part of its investment into front line services.

4.1.2

In 2013/14, the Trust made a number of redundancies totalling £2.622m, funded from the reinvestment of penalties. The voluntary redundancy scheme was governed by clear criteria and only
applied to management grades and support staff specifically excluding clinical front line roles.

4.1.3

In 2014/15, a further number of voluntary and/or compulsory redundancies will need to be made. The
Trust has undertaken a further review of all its structures and it is envisaged that a more streamlined
organisational structure will be signed off at the end of May 2014. The new structure will be subject to
formal consultation with the trade unions for a duration of up to 45 days.

4.2

Request for funding – redundancies

4.2.1

The non-recurrent investment in redundancies will generate recurrent savings to be re-invested into
front line resources. The implications are as follows:

Item
Phase II redundancies

Non recurrent cost
£3.0m

Recurrent funding
released
£2.0m

4.2.2

The release of £2.0m of recurrent funding will need to be reinvested in front line services and equates
to approximately 34 paramedics. Whilst the CCR highlights where these resources should be best
placed, this would need to be discussed with individual commissioners in light of any other potential
investment of recurrent monies through the CCR. The placing of these resources would determine the
individual patient and CCG benefit, and this would have to be carefully modelled when all details were
known.

4.2.3

All posts will be job evaluated and it is likely that this will address the grade inflation that has been an
historical problem in the Trust. However it is important to note that the Trust protects salaries for five
years which will have an impact on short term savings. Once posts have been evaluated by Human
Resources and the trade unions will conduct HR assessments and then managers will conduct the
process of 'slotting in' and 'ring fenced' interviews.

4.2.4

The Trust proposes running a further tranche of voluntary redundancies and the need for compulsory
redundancies cannot be ruled out. It is envisaged that the process may take up to three months to
complete, however where it is a straightforward slotting process the Trust will endeavour to implement
the changes by the end of August 2014.

4.2.5

The anticipated costs of the redundancies based on initial work are in the region of £3.0m. At this
point the Trust is unable to share workings as this will be subject to the process outlined above.

4.2.6

As we continue through the process we will report to Commissioners on a monthly basis, one month
in advance the value of the likely redundancy costs to be signed off and agreed ahead of billing the
CCGs.
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SECTION 5: THE FUNDING WILL DELIVER IMPROVED PATIENT SAFETY AND
PERFORMANCE
5.1

Introduction

5.1.1

In order to evidence the benefits of the investment requested from the CCGs and to enable
monitoring against trajectories in 2014/15, the Trust has developed an extensive range of
performance forecasts. This covers the financial year 2014/15 across a range of different metrics as
requested by the lead commissioners. The information has been provided by the specialist modelling
company, Operational Research in Health (ORH), who undertook the work for the Clinical Capacity
Review (CCR), which was published in 2013.

5.1.2

The forecast performance measures have been produced in a range of requested geographical
groupings, including:

5.1.3



Clinical Commissioning Groups (CCGs);



County Level (based on groupings of CCGs);



Locality Level (historically known as “sectors”); and



Trust wide (regional).

The modelled performance is broken into three distinctive areas:


National and local response time performance against the agreed standards or indicators for
the six call categories – Red 1, Red 2 and Green 1-4;



The time at which various percentiles of performance are achieved (75%, 95% and 99%); and



The number of patients who will wait longer than the agreed maximum response time (the
floor standards).

5.2

ORH modelling results

5.2.1

The detailed performance forecasts are included at appendix 1F. The high level county and regional
performance measures have been produced for each month. Due to the complexities in predicting the
exact phasing and location of new staff being employed, it has been difficult to quantify the exact
performance predictions at a more localised level and so a detailed indicative breakdown of
performance has been provided for four individual “snapshot” months of the year - June, October,
December and March.

5.2.2

To understand exactly what the additional investment requested within this business case will deliver,
the month of March 2015 is the key month, as this shows the performance that will be delivered once
all of the efficiencies and changes to working practice have been implemented and full establishment
is reached. It should be noted that this level of establishment is not to the final level as shown in the
Clinical Capacity review and therefore does not deliver the full range of floor standards or
performance against Category A19.

5.2.3

The modelling for March 2015 shows a significant improvement over current performance levels
alongside a significant reduction in the wait for an Ambulance to attend patients. Red 1 and Red 2
national performance standards are also achieved by this point and are forecast to deliver over 77%
across the region with A19 performance at 92%. There is a reduction in the average time for a Trust
response to Red 2 incidents of over 3 minutes and there is a very significant reduction in the time to
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reach the 99 percentile for an Ambulance with a reduction in time of 34 minutes. This means that the
Trust will move from a position of over 140 patients waiting over an hour for an Ambulance to arrive at
life threatening emergency calls to virtually no patients waiting. The performance across other
categories is similarly strong with Green 2 patients receiving a response in under an hour for over
99% of incidents as opposed to the June position of nearly 73 minutes; a 14 minute reduction. The
overall number of patients breaching the floor standards for those categories requiring a blue light
emergency response (Red 1, Red 2, Green 1 and Green 2) will fall from 172 to under 10. The detailed
performance outcomes are attached in appendix 1F and below appears some of the key performance
improvements that are achieved within this financial year:

East of England Ambulance Service NHS Trust
Red1 8-Minute Response Performance
Modelled Performance - April 2014 to March 2015
100%
95%

Performance

90%
85%
80%
75%
70%
65%
60%
55%
50%

Region
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5.2.4

In high level terms the main outputs of the monthly performance forecasts show that as more staff
become available to respond to calls then a reduction in the time that patients wait for an ambulance
to attend the incident is seen. This will lead to a corresponding reduction in the number of patients
that breach the agreed maximum response times as follows:
Standard/Indicator

Maximum Response Time

Red 1
Red 2
Red T (ambulance transport)
Green 1
Green 2
Green 3
Green 4

30 minutes
40 minutes
60 minutes
60 minutes
90 minutes
120 minutes
120 minutes

5.2.5

As more staff become available and Trust resources increase, then the reliance on external
resources, for example private ambulances (PAS), to support Trust delivery will also reduce. Rapid
Response Vehicles (RRVs) will start to be reintroduced as per the recommend resourcing plan that
was contained within the Clinical Capacity Review. This is illustrated in appendix 1F and shows a
steady reduction in PAS hours of 3,000 a week down to zero by February and an increase in RRV
cover from 50% currently to 100% by March. It is the significant increase in Trust resources from
January 2015 that causes the improvements in performance in both first and maximum response
times seen towards the end of the financial year.

5.2.6

The tail trajectories indicate an underlying reduction in breaches of the agreed floor standards by
category types as the year progresses. This is caused by an increase in the number of Trust
ambulances which will be covered by qualified staff as the number of ECAs reduces and the increase
in RRVs which can respond to all types of call. In tandem there is a phased reduction in private
vehicles which are restricted to only responding to urgents and 25% of Green4 calls that have been
funded from the vacancy gap. At year end the impact of additional RRVs causes a significant
improvement in Red1 and Red2 response performance and the achievement of national standards.
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In line with this increase in RRVs, the predicted number of private ambulances are reducing in order
to remain within the Trust’s current funding envelope and as these resources are restricted in what
they can attend, the impact is a corresponding increase in the number of breaches in the Green4
group. This approach has been adopted as it achieves reductions in the length of time the Trust
responds with an ambulance which is capable of conveying patients to hospital rather than an initial
response that achieves the national performance standard but then has an extended wait for an
ambulance to arrive.
5.2.7

The floor standards include Green4 with a threshold of 120 minutes. As the modelling has
progressed, it has become clear that the Trust is unable to achieve this floor standard, within the
existing staffing numbers. Whilst the Trust acknowledges that this was agreed with commissioners
and approved at the Risk Summit Oversight Group, it is now accepted that without significant
additional resources this cannot be achieved as agreed.

5.2.8

It should be noted that full achievement of the floor standards by CCG that were requested as part of
the Clinical Capacity Review and A19 at a regional level will not be achieved without the further
resources that were identified in that review. That noted that there needs to be an increase in staffing
available to respond to calls to the tune of a further 310 staff. The performance that will be delivered
by doing this includes robust delivery of A19 at Trust level, and 99% of Green4 calls will be attended
in 122 minutes. Whilst this is not an absolute achievement of the agreed floor standards, there are
five specific CCG areas which would require significant investment to achieve this target. The specific
information relating to this is included in the appendices to the ORH report, which has been previously
circulated to commissioners and due to the size of the document this has not been incorporated but
the relevant extract is contained at appendix 1G.

5.2.9

There has been some high level analysis undertaken to identify the minimum number of additional
staff required to achieve A19 alone and that has indicated a growth requirement of at least 214 staff.
An attempt to indicate when that could be achieved is subjective, but if the approach taken this year
were to be replicated in terms of staffing growth and a repetition of the SAP 400 programme were to
be agreed then this growth in staff numbers to achieve A19 national performance standard could not
be achieved before November 2015 by additional Trust staff. It is possible that this could be
remedied by private ambulance provision to be tendered separately from the current provision as it
would need to include a higher grade of staff than is currently contracted.

5.2.10 One area of specific concern that has been highlighted is the significant increase in Green4 breaches
that occurs in December 2014. This is due to the traditional activity surges which occur in December
which the Trust, in line with many other trusts, is unable to absorb due to the high utilisation levels of
the existing resources. Retrospective analysis of the impact of additional staff shows that the number
of unit hours of ambulance cover that are provided as a consequence of an increase in staffing
numbers to the tune of 310, would reduce the forecast level of 830 breaches by 90%. As outlined
above, the Trust would not be able to deliver this from within its current resources and therefore in
order to achieve this level of staffing then the Trust would need to contract an additional c.25
ambulances from private providers.
5.2.11 The modelling that is attached at appendix 1F includes the predicted performance for April using the
ORH model. At the time the report was produced, the April performance information had not been
finalised, and so the Trust was unable to fully compare the difference between actual performance
delivered and forecast performance. However, an early review indicates poorer performance than
forecast which has been caused by the fact that the Trust has not fully implemented the operating
model as used in the forecasting. The next section details the assumptions that were used to enable
the modelling to be produced. The Trust is currently reviewing the differences between the actual and
forecast performance, to better understand which aspects of the Trust’s current operating regime are
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not in line with the agreed assumptions. This is another example of the Trust working to become
more efficient and able to deliver the necessary performance improvements within its own resource
base.
5.3

Assumptions

5.3.1

There have been a number of assumptions that have been made in order to produce the modelling
outputs. The main modelling assumptions are shown below. These have been agreed in conjunction
with ORH and include the main assumptions within the original Clinical Capacity Review.


Staff in the model per month is in line with the ‘staff available to operations’ from the training
plan;



Baseline vacancies per county are as identified by finance at the start of 2014-15;



70% of the gap between full establishment and those available to operations are put back into
the system. Staffing is filled through core rota shift cover, overtime and relief and is prioritised
to provide the following:
o

Minimum of 95% of ambulance shifts in the roster are filled by Trust staff (to preserve
safety in terms of waiting times for ambulances);

o

50% of the RRV shifts are filled by Trust staff (focussed on a set of “priority RRVs”
according to activity and geography;

o

Private ambulances to fill the gap in staff hours in order to provide an adequate
overall transport level (intermediate tier);



Private ambulances are available to respond and transport all Urgent and 25% of the Green 4
workload;



100% auto backup to Red incidents is introduced from October when there are sufficient
resources available for that to be safe to do;



Paramedic on every ambulance – this is different from the original modelling which assumes
one on every ambulance and RRV due to the high numbers of students in the transition
period;



98% rota fill (to allow for short notice “on the day” absence) as even with appropriate relief
rate it may not be possible to achieve full cover.



100% of meal breaks are taken;



Adverse weather is excluded from the model (and so will impact on year end performance);



30 minutes hospital arrival to balloon time for STEMI;



No change in time at hospital in 14/15 from the baseline period;



No change in conveyance rates, triage rates or meal break policy in 14/15 from the baseline
position;



No change in time at scene in 14/15 from baseline – with the exception of a reduction in RRV
time on scene due to quicker backup because of an increase in ambulance hours;
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Deployment - standby points are used 24/7 and dynamic points are used between 7am and
2am;



Redeployment of RRVs to alternative response locations and rosters in place as per the
capacity review findings;



Reconfigured dispatch rules (i.e. control room processes);



Demand as per contracted levels in 2014/15; and



Reduction in mobilisation times as per the capacity review findings.

5.4

Conclusion

5.4.1

The externally produced performance forecasts demonstrate that there will be a significant reduction
in patient waiting time as a direct result of the increase in the number of paramedics working within
the Trust.

5.4.2

There will be achievement of many of the interim floor standards and achievement of Red1 and Red2
national performance standards at a regional level by the end of the financial year 2014/15. However,
the achievement of A19 and the 60% minimum floor CCG targets will not be delivered in year and will
require additional staff as set out in the CCR.
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SECTION 6: HOW THE FUNDING WILL BE MONITORED & DRAWN DOWN AND
WORKING TOGETHER
6.1

Introduction

6.1.1

This section describes the manner in which the expenditure will be monitored and funding drawn
down and also how the Trust will work together with the Commissioners to ensure efficient and
appropriate use of the funding.

6.2

How the Trust proposes the funding will be monitored & drawn down

6.2.1

The Trust is fully supportive of an open book and transparent method of drawing down funding, to
give the Commissioners confidence that cash is only paid for items that relate to the BC.

6.2.2

The Commissioners will monitor the Trust in line with the Performance Improvement Action Plan
which will be agreed in conjunction with the Commissioners as per the contract to ensure robust and
achievable actions and milestones are set. It is yet to be agreed how the funding will be drawn down
as this is dependent on the milestones and deadline set within the Performance Improvement Action
Plan.

6.2.3

Where an element of this case has a profile of costs (e.g. Student Paramedics training costs), the
Trust will invoice Commissioners on a monthly basis based on this profile.

6.2.4

For other elements (e.g. purchase of additional medical equipment) the Trust will provide evidence
such as suppliers’ invoices, when invoicing Commissioners for the costs.

6.2.5

The Trust will require Commissioners to provide details of the apportionment of costs between
individual CCGs.

6.2.6

The Trust will also provide a monthly rolling summary of the actual spend to date and the forecast
spend, to help the Commissioners manage their cash flows.

6.3

Working together

6.3.1

It is vital that both the CCGs and the Trust work together in an open and transparent way in order to
ensure that the transformation funding is utilised in the most efficient and appropriate way. The Trust
commits to meet with Commissioners, centrally, on a monthly basis to review progress against the
action plan and will provide agreed performance information and milestone achievement data within
agreed timeframes. We will also commit to meeting with CCGs locally on a monthly basis to review
performance improvement in line with schedule 4, quality requirements and schedule 6, reporting
requirements. These meetings will enable the Commissioners and the Trust to explore, in more depth,
local issues and performance improvements thus feeding into the regional work being undertaken.
The Trust will provide all required data and reports to ensure that the Commissioners have all relevant
information to make informed decisions with regards to the drawdown of funding.

6.3.2

In addition to the meetings with Commissioners, the Trust is working closely with the acute trusts
across the counties to improve the whole system approach to pre-hospital care. The Locality Directors
will be meeting the acute trusts’ CEOs on a regular basis in order to plan for the future and address
current issues in a timely manner. The Trust is committed to meeting, at suitable intervals, with our
partners, commissioners and stakeholders so that we can help each other work together more
effectively for the improvement of services to the patients within the region.
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6.3.3

The new locality consortium structure that was implemented from April 2014 supports both the Trust
and CCGs working locally to develop the partnerships required to produce locally agreed performance
levels with the whole system playing their part in the patient pathway. This change of emphasis has
been coupled with ensuring that senior decision makers attend the meetings so that resolution to
areas of debate and action can be agreed and implemented in a more timely way. This allows for a
more flexible working relationship where local accountability for delivery can be delivered and
monitored.

6.3.4

The Trust’s new operational management structure now mirrors the health system groupings. Monthly
formal meetings will take place with the Locality Director leading for the Trust and a specific
Accountable Officer leading for the health system. This brings seniority, accountability and decision
making to the meetings, but importantly also brings consistency with the same individuals being
involved with all of the meetings.

6.3.5

In addition to the formal meetings, local CCG meetings will also take place. With the creation of the
Senior Locality Managers, this will create a local representative of sufficient seniority within the Trust
to liaise and make decisions with each CCG. In addition, each locality will have a Business
Development Manager assigned to it which allows for a first point of contact for any query that a CCG
may have, whether it is related to operations, EOC, information, contracting issue or local
developments. The Business Development Manager will be responsible for ensuring that the right
person supplies the right information back to the CCG in a timely manner, enhancing the customer
relationship with the Trust.

6.3.6

Other informal relationships that help cement the delivery of patient care are those between our crews
and clinicians on the ground. Increasingly crews are accessing GPs and other clinicians in order to
manage the patient’s needs at home or near home. This relationship is the bedrock of the trust and
credibility that the Trust has with the clinicians that commission us and partner us in the delivery of
high quality health care.
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SECTION 7: COMMUNICATION AND STAKEHOLDER ENGAGEMENT
7.1

Introduction

7.1.1

It is important that key stakeholders are informed of progress of the Trust’s performance
improvement. The Trust understands that they will want reassurance that the turnaround is working
and services to patients improving. The Trust will also need to rebuild the confidence of stakeholders
in the organisation.

7.1.2

Meeting and communicating directly with stakeholders, is thus a vital part of the process. The Trust
recognises that it shares many of these stakeholders with commissioners and will work together to
communicate and build confidence again in the Trust. The Trust will ensure that all stakeholders are
kept informed of the key performance indictors as well as progress towards the implementation of the
PIAP and the ultimate route to value from transformational investment funding. Progress reports will
be open and honest, providing a realistic indication of organisational improvements.

7.2

Communication and stakeholder engagement – Part of the Trust and Commissioners working
together

7.2.1

Within the table below, the Trust has recognised the wide ranging list of stakeholders who may be
impacted by the transformation plans and the actions of the Trust to deliver these. The table outlines
the potential agenda of each stakeholder group, the Trust’s intended approach of how best to
communicate with each particular body and the frequency of communication. The Trust will be
responsible for keeping the stakeholder matrix up to date and for making sure the communication
requirements for each group are delivered.
Stakeholder
Trust Staff

CCGs

Patients
Groups and
the Public

Regulatory
Bodies
(CQC/DoH/
TDA)
Others
(e.g. MPs,
Unions etc)

Local Media

Agenda
• Performance of
the Trust
• Personal interest
• Health, safety
and quality
outcomes
• Performance of
the Trust
• Health, safety
and quality
outcomes
• Performance of
the Trust
• Health, safety
and quality
outcomes
• Performance of
the Trust
• Health, safety
and quality
outcomes
• Performance of
the Trust
• Health, safety
and quality
outcomes

Approach
• Trust to establish timetable for communication to all
staff groups, in addition to key messages at CEO
briefing sessions
• Communications to be established to underpin the
timeline for performance improvement and
workforce strategy
• Chair and CEO to undertake regular meetings with
the Lead CCG Chair and CEO
• Ensure delivery of Trust Stakeholder Management
Plan in respect of GP practices and CCGs
• Locality meetings (as set out in section 6)
• Trust to continue proactive communications with
Patients and Public through existing channels e.g.
Trust Website and Social Media
• Trust in attendance / presenting at community
events
• Trust to maintain proactive approach to
communications with regulatory bodies
• Regular performance meetings held with TDA
• Ad-hoc meetings with CQC

Frequency
• Monthly, weekly
and increased
frequency during
the redundancy
programme

•
•

•

• Performance of
the Trust
• Health, safety
and quality
outcomes

•

•

Trust to establish quarterly briefing to MPs
Trust to have regular meetings with union
colleagues
Trust to keep other stakeholders updated through
quarterly newsletters and ongoing face to face
communication
Trust to continue timely communication to local
media

•

•

•

•

Face to face
meetings are and
will continue to be
held on a regular
monthly basis
Regular meetings
with patient
groups as and
when requested /
required
Face to face
meetings as
agreed at the
discretion of the
regulator
As agreed on an
ad-hoc basis

To be initiated in
advance of
planned
redundancy
programme
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SECTION 8: WORKING WITH LOCAL HEALTH ECONOMIES AND OTHER PROVIDERS
8.1

Introduction

8.1.1

The Trust is committed to working with CCGs and other providers in each local health economy, in
order to develop the organisation and support the system wide delivery of the tenets of both the
Keogh and Francis Reports.

8.2

Working with local health economies and other providers

8.2.1

The Trust’s clinical workforce are fundamental to the success of the urgent care and integrated
working strategies articulated by CCGs. They will also help to deliver benefits of joined-up system
wide working across the NHS. This will result in an enhanced patient care pathway by delivering
more care in the community at the first patient presentation and will therefore deliver overall
efficiencies and cost savings by reducing multiple hand-offs.

8.2.2

By increasing the Trust’s paramedic workforce it will assist other local NHS providers to:




8.2.3

reduce non elective admissions;
reduce A&E attendances and readmissions; and
provide care closer to home thereby delivering the “Right Care, Right Place, Right Time” national
initiative.

Paramedics have a crucial role to play in delivering integrated (end to end) pathways of care for
patients and by increasing the numbers and skill level of the Trust workforce it can become an
effective partner, working with the other providers to deliver care that has demonstrable improvement
in outcomes.
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Reference No.

WSCCG14-36

From: Carl Goulton, Chief Finance Officer, Barbara McLean, Chief Nursing Officer, Wendy
Tankard, Chief Contracts 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 acute
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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Executive Dashboard

Overall CCG position:

Previous 6
months

Current
month

Clinical Quality & Patient Safety….

Var

Financial position against plan……

M12

Acute activity levels against plan…

M9

QIPP delivery (* see note below)…..…

M12

Local Quality Premium Indicators ..

Var

NHS Constitution/national targets..

Var

CQUIN…………………………….

Q3

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 (Pages 56-57)
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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 (Page’s 7-9);
• Currently the March C diff numbers for West Suffolk Clinical Commissioning
Group (WSCCG) are 3 cases against a monthly trajectory of 5. WSCCG year
to date total of 52 cases over a trajectory of 52 (Page 14);
• Safeguarding SCR –The Independent Management Reviews for both Suffolk
residents are nearing completion and will be finalised by the 12th May. The
panel will review to ensure all aspects of care have been covered. Margaret
Flynn will deliver the report accompanied by recommendations by July/August
2014 (Page 46-48).
NHS England National Targets
• Performance against the suite of national targets is generally good, although
performance was not achieved for 2013/14 for the following measures:
• 6 week waiting time target for diagnostic tests for 2013/14 (Page 69);
• 52 week RTT pathways for both March and 2013/14 (Page 69);
• Emergency admissions for acute conditions that don’t normally require
hospitalisation for 2013/14 (Page 74);
• Ambulance clinical quality indicators and ‘handover’ times for both March and
2013/13 (Page’s 74);
Local Quality Premium
• The CCG achieved one but failed two of the Local Quality Premium Indicators
for 2013/14;
• Dementia patients prescribed anti-psychotic medication, this was not achieved
for 2013/14 (page 73);
• Stroke Care – Increase the proportion of patients admitted to an acute stroke
unit within 4 hours of a hospital arrival, this was not achieved for 2013/14
(page 73);
• Breastfeeding prevalence, this was achieved for 2013/14 (page 84).

Executive Dashboard (continued)

Overall CCG position:

Previous 6
months

Current
month

West Suffolk hospital…….

Var

Harmoni (OOH)..…………

M12

Harmoni (‘111’)……………

M12

Serco……………………….

M12

NSFT……………………….

M11

Notes:
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Headlines:
Finance, QIPP & Activity
• At month 12 the CCG delivered the required surplus of £2.6m;
• Key areas of over performance in year were higher activity at West Suffolk
Foundation Trust £3.5m, Continuing Healthcare £2.5m and Prescribing £1.3m
offset by reduced Mental Health and Children’s placements, reduced
investment and release of contingency;
• QIPP delivery based on Month 11 acute data was £1.7m, £3.3m adverse to
plan, excluding any marginal threshold adjustments.
Provider Performance
• Performance against the key measures within the West Suffolk hospital
contract is generally good, although performance targets were not achieved
for 2013/14 in the areas set out below:
• A maximum two-week wait standard for rapid access chest pain clinic for
2013/14 (Page 69);
• Direct access diagnostics, for 2013/14 (Page 69);
• Choose and book, first outpatient booking, including clinical management
system for both March and 2013/14 (Page 70);
• Provider cancellation of Elective Care organisation for non-clinical reasons for
both March and 2013/14 (Page 70);
• Stroke – Proportion of patients with a joint health and social care plan on
discharge for both March and 2013/14 (Page 75);
• Cancer – I hour door to needle for all patients presenting with suspected
neutropenic sepsis for both quarter 4 and 2013/14 (page 81);
• Harmoni did not meet the required standard for 1 of the contractual Quality
Standards for Out of Hours services and for 2 of the ‘111’ services (pages 9294);
• For both Serco (page 95-97) and NSFT (page 98-101) only those areas that
are currently, or have historically failed, are shown by exception.

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

Quality Improvement Visits………...
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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• 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 (Page’s 7-9);
• There are no outstanding SIs from WSH. Quality of root cause analysis and lessons learned
have improved and continue to be monitored (Page 12);
• West Suffolk Clinical Commissioning Group (WSCCG) currently (YTD) has 8 cases of MRSA
bacteraemia: 1 case being apportioned to the Acute Trust and 7 cases being apportioned to
the Community/Non-Acute. This number is against a trajectory of 0 (Page 13);
• Currently the March C diff numbers for West Suffolk Clinical Commissioning Group
(WSCCG) are 3 cases against a monthly trajectory of 5. WSCCG year to date total of 52
cases over a trajectory of 52. Accumulatively, West Suffolk Hospital (WSH) has a YTD total of
22 cases over a end of year trajectory of 19 (Page 14);
• An improvement in February’s Friends and Family test for Serco was evident in March’s
submission (Page 28-30);
• Safeguarding SCR –The Independent Management Reviews for both Suffolk residents are
nearing completion and will be finalised by the 12th May. The panel will review to ensure all
aspects of care have been covered. Margaret Flynn will deliver the report accompanied by
recommendations by July/August 2014 (Page 46-48).

Quality Improvement Visits (QIV)

The revised programme for the visits to care homes with nursing commenced on the 31st January 2014, several care homes were identified as homes
which required a repeat visit or were giving cause for concern.

Since the end of January 2014, 13 care homes have been visited in the East and West of Suffolk combined, at normally one a week.

The home has usually been given 2 working days notice of the visit, occasionally dates have been changed if the manager is on leave, no visits have
been cancelled by either the CCGs or the care home.

The QIV report includes the following areas each with a possible score of 16:
• Infection control
• Safety
• Care delivery
• Environment
An action plan is completed with recommendations with completion either immediate action, within 1 month or within 3 months. Updates are sent
back to the administrator.

All care homes have had actions to take but none have been identified a significant cause for concern. The majority of the actions are around:
• infection control and ensuring equipment is clean e.g. suction machines and individual slings for residents requiring to be hoisted, personal
equipment in bathrooms, demarcation in the laundry, and deep clean programmes.
• the provision of clinical updates for nurses and care staff – e.g. diabetes
• ensuring staff treat residents with respect e.g. tone of voice, sitting down when supporting a resident with nutrition.

Residents and their relatives all expressed that they were happy with the relevant care home, they did think at times they were short staffed and
residents said that there could be a delay with call bells being answered. Many spoke of “things being better now” often this is in relation to the home
having had a CQC report requiring action in the past, usually 6 – 18 months previously. Several of the care homes have had a frequent change of
manager or have temporary managers, this was commented on mainly by the staff.
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Quality Improvement Visits (QIV) (continued)

Care Home

Date of visit

Stowlangtoft Nursing
Home, Bury St
Edmunds
08 April 2014
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Issues raised

Actions

Review date

The recommendations from the visit included the
following: Each bath to have a cleaning schedule which
The main issues raised were the following: No
identifies the bath being clean before and after use by
bath cleaning schedule noted; Personal items
carers; ensure that there are no personal washing items in
were kept in one of the bathrooms; Individual
slings for residents requiring regular hoisting;
the bathrooms; ensure that all residents who require
Meal times were unprotected; There was no over‐ regular hoisting have slings for their use only, labelled
responsibility for the management in the
with their name or room number; avoid delivering
laundry, clothes were left lying on the floor while medicines when residents are having their meals; to
the washing machines finished a load; Residents consider dedicated staff for the laundry, care staff are
taken from resident care; ensure that written information
and relatives should have complaints/
compliments information.
is provided as well as on the website.

All actions to
be completed
within 3
months.

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

Date of visit

West Suffolk Hospital 13 March 2014
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Issues raised

Actions

At the CQC inspection in June 2013 they found that some staff
were not aware of their requirements under that Mental
Capacity Act 2005 (MCA). The CQC also found examples of poor
recording of consent and discussion regarding key decisions
about people’s care such as resuscitation. At this inspection
they found that the service was well‐led as the provider had
improved training arrangements, effectively raised staff
awareness about consent and MCA, and there was evidence in
people's care records that consent and capacity had been
appropriately managed. They saw that the service was effective
and caring because when they spoke with 27 people who used
the service they found that people were well informed about
their care and had been involved in key decisions. The service
was being provided safely as staff they spoke with knew the
procedures relating to MCA and they saw evidence in
documentation that appropriate procedures were followed
when people did not have capacity to make significant
decisions.
No action required.

Review date

None set so far

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.

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 and were highlighted as one of the best performance
trusts.
The Trust also received a high score 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
performance trust in this area.
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Serious Incident Requiring Investigation (SIRI)

West Suffolk Clinical Commissioning Group
Provider

No of
SIRIs

NSFT

4

WSH

3

Category



2



2




1
1



1

Unexpected death of community
patient (in receipt)
Admission of under 18s to adult
mental health ward
Unexpected death (general)
Maternity Services – Intrauterine
death
Delayed diagnosis

HARMONI 0
- 111
HARMONI 0
- OOH
0
WEST
SUFFOLK
CCG
REGIONAL
EEAST
9

12

Overdue 45
reports up until
30 April 2014 in
total
0

0

0
0







3
3
1
1
1

Ambulance Delay
Ambulance General
Ambulance death in custody
Unexpected death (general)
Delayed diagnosis

4

Never Events

• No never event this month.

Infection Control ‐ MRSA
West Suffolk Clinical Commissioning Group (WSCCG) currently (YTD) has 8 cases of MRSA bacteraemia: 1 case being apportioned to the
Acute Trust and 7 cases being apportioned to the Community/Non-Acute. This number is against a trajectory of 0.

• Please refer to the contractual section on page 91 for further detail.
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Infection Control – C.difficile

Please note: March figures have not yet been validated by the HPA data capture system.
Currently the March C diff numbers for West Suffolk Clinical Commissioning Group (WSCCG) are 3 cases against a monthly trajectory of 5. WSCCG
year to date total of 52 cases over a trajectory of 52.
Accumulatively, West Suffolk Hospital (WSH) has a YTD total of 22 cases over a end of year trajectory of 19, following one successful
appeal as notified by the Area Team in April 2014.
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Falls

15

Pressure Ulcer incidents

16

Pressure Ulcers

March 2014 data unavailable.
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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 incentivised 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.
Analysis of the last 2 years data is currently underway to identify if there are real improvements being made to date for both falls and Pressure
ulcers, the outputs will be statistically based looking at patient level data for each provider.
Presentation to each provider and CCG leads will take place in May 2014, which will enable each stakeholder to take stock of the good work
progressed to date and for the forum to agree further improvement strategies. 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 (and below) to understand baselines and statistically demonstrate improvement around Pressure ulcers and falls (using
2 years’ worth of data).
• Use this analysis to reinvigorate the “Harm Free care” agenda
• To challenge and improve the way data is used in 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.
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Patient Advice & Liaison Service (PALS)

Total PALS activity across county for April 2014 showed 614 compared with 705 for April 2013.
For locality breakdown, the overall figure for April for West Suffolk CCG was 108 and for queries out of the CCG area was15.
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 84 and other areas 9.
Podiatry figures continue to be higher than average due to increase in waiting times and patients querying longer periods between their regular
podiatry appointments.
The appeals process for hospital transport continues to be managed by PALS.
Included in the miscellaneous figures are leaflets/signposting, Sexual Health, Children’s Services and Help for Health Costs. There has also been an
increase in queries regarding Summary Care Records (SCR).
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Patient Advice & Liaison Service (PALS)

Commissioner

Example of where PALS intervention provided a good patient experience is:

NHS England
NHS England
NHS England
NHS England

Dental
GP query
Optical
Meds/Pharmacy

84
2
0
0

CCG
CCG

Continuing Care
Funding

0
0

Public Health

Screening bowel/breast/
cervical
Child Weight Mgt

0

Public Health
WSFT
WSFT

Acute
PALS - other
provider

6

4
1
2
0
0
4
0

Harmoni

Podiatry
Physiotherapy
Mental health
Med cert/recs
Continence
Transport
Equipment
Community
Hospitals
Out of hours

N/A

Miscellaneous

5

SEPT
SERCO
NSFT
SERCO
SERCO
PTCAAS
SERCO
SERCO

20

3

0
0

Patient had been referred for physiotherapy. He had not received any contact
or an appointment and had been waiting some considerable time. PALS
contacted Allied Health Professionals. Referral had not been received by the
service. PALS spoke to the GP practice who re-faxed the referral and an
appointment was made for the patient.

Patient Advice & Liaison Service (PALS)
Provider data for March (validated)
West Suffolk Hospital
WSH recorded 88 PALS contacts in March 2014. Trust-wide the most common problem areas are as follows:

Admissions, Discharge and Transfer Arrangements
All Aspects of Clinical Treatment
Appointments, Delay / Cancellation
Communication / Information to patients (written and oral)
Information/Advice request

8
26
8
6
19

Norfolk and Suffolk Foundation Trust
NSFT recorded a total of 63 PALS contacts across Suffolk, of these only 5 were specifically from patients within the West Suffolk area and many
were recorded as N/A or unknown. A breakdown of the contacts is as follows;

PALS issue
Leaflet Request
Information on making complaint
Leaflet Request
Information / Advice
Volunteering
Access to Records
Compliment
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Area
West Suffolk
West Suffolk
N/A or Unknown
N/A or Unknown
N/A or Unknown
N/A or Unknown
N/A or Unknown

1
4
18
26
7
1
2

Patient Advice & Liaison Service (PALS)

East of England Ambulance Service
The ambulance service recorded 3 PALS contacts in March 2014 for the West Suffolk area. The problem areas for these 3 contacts are broken down
as follows;

Primary Subject of complaint
Attitude
Communication

Sub-category
Rudeness
Poor Communication

1
2

Patient Experience
During April, the Patient Experience Manager facilitated a Local Resolution Meeting at St Elizabeth Hospice in order to mediate a complaint that
has been on-going since July/August 2013 as staff at the Hospice were struggling to bring the matter to close and provide a satisfactory resolution
for the complainant. The meeting was productive and felt to be useful in terms of being able to clearly address the complainants outstanding
concerns. The meeting was also beneficial in identifying some personal issues that the complainant and her family were experiencing and
identifying that there was a need for bereavement counseling and ensuring access to such services.
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Complaints

CCG data for April (validated)
5 complaints were received in April 2014 for the West Suffolk CCG.

West

Complaint Details / Themes
Serco
Phlebotomy
NHS England
GP
Harmoni
111 and OOH
CCG
CHC
Serco
District Nurses
(SCH)
Harmoni
OOH

Length of time waiting for a response, or to be seen:
walk in centre
Failure to follow agreed procedures

1

All aspects of clinical treatment

1

Communication / Information to patients

1

All aspects of clinical treatment

1

TOTAL

23

Number of
complaints
1

5

Complaints (continued)

Total number of complaints received across both CCGs
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Complaints (continued)

March – validated data
West Suffolk Hospital
There was a significant increase in the number of complaints received in March compared with the previous three months. March’s figures are high
this is consistent with previous months throughout the year although this is the single highest number received in any given month of the financial
year.
41 complaints were received during March 2014 for the West Suffolk Hospital. Of the 41 complaints, the breakdown by Primary Directorate is as
follows: Medical (21), Surgical (7), Clinical Support (9), Facilities (1) and Women & Child Health (3). Trust-wide the most common problem areas are
as follows:

Admissions, Discharge and Transfer Arrangements
All Aspects of Clinical Treatment
Appointments, Delay / Cancellation (outpatients)
Attitude of Staff
Communication / Information to patients (written and oral)
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6
22
8
5
6

Complaints (continued)

Serco
6 complaints were received during March 2014 for Suffolk Community Healthcare. Analysis of March performance shows an improvement in the
service provided in terms of delivery times and following an increase in complaints, an improvement plan for the Wheelchair Service has been
presented to the CCG. Of the 6 complaints, the breakdown by service area is as follows; Wheelchair Services (2), Phlebotomy (1), CIS (1), Minor
Injuries Unit (1) and SEPT – Podiatry (1). The subject type of these complaints, are as follows;

Aids and appliances, equipment, premises (including access)
All aspects of clinical treatment
Communication / Information to patients (written and oral)
Patients property and expenses

2
1
2
1

East of England Ambulance Service
2 complaints were received during March 2014 for the Ambulance Service (West Suffolk). The breakdown for these complaints by subject type is as
follows;

Primary Subject of complaint
Delay
Transport and Driving
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Sub-category
999 Emergency Delay
Failure to provide transport /
inappropriate transport

1
1

Complaints (continued)

Norfolk and Suffolk Foundation Trust
6 complaints were received during March 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
Appointments delay/cancellation (outpatient)
Admissions/discharge arrangements
Communication/information to patients

Number of complaints
2
1
1
2

Harmoni
4 complaints were received by Harmoni in March 2014 regarding the Suffolk out of hours service. The subject type of these complaints, are as
follows;

Primary subject of complaint
Clinical Assessment Advice
Access Delay

27

Sub -category
Unhappy with advice not medication
Delay
Delay to home visit

1
2
1

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.
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Friends and Family Test (continued)

The figure for A&E has dropped significantly in March although analysis shows that 92% of patients surveyed were either ‘Extremely Likely’ or
‘Likely’ to recommend the service.
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.
An improvement in figures from the Post Natal Ward shows an increase from 70 to 86 this month.

Antenatal Care

Birthing Unit
Only

Labour Suite

Post Natal Ward

94

89

86

86

29

Post Natal
Community
Care
94

Friends and Family Test (continued)

The combined score for Suffolk Community Healthcare for March 2014 is 78.
During March 2014, Suffolk Community Healthcare have reported that 97% of their patients would recommend the service to family and friends if
they required similar treatment. For the third consecutive month, 100% of patients at Bluebird Lodge, Felixstowe Community Hospital and the
MIU would recommend the service to family and friends, and 95% of patients with a long term condition would recommend the service to family
and friends.
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Contract Query Log

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 addresses to be raised with the provider service:
wsccg.gp-contract-query@nhs.net

Number of queries
Number closed
Overall number outstanding
Harmoni
IHT
N&N
CUFT
Queries by
Papworth
Provider
WSFT
NSFT
Serco
Private
Other
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Oct
2013

Nov
2013

Dec
2013

Jan
2014

35
7
39
1
8
0
0
0
10
8
8
0
0

27
5
45
0
3
1
1
0
4
7
10
0
1

28
11
35
0
7
0
1
0
5
4
11
0
0

22
5
29
0
6
0
1
0
1
6
8
0
0

Feb March April
2014 2014 2014
19
7
21
1
5
0
0
0
1
5
7
0
0

23
5
25
1
3
0
3
0
4
5
3
0
4

8
2
19
0
3
0
0
0
1
2
2
0
0

Contract Query Log (continued)

Please see table below for breakdown of queries in April.

Provider

Query trends

Status

Referral x 1

Date
raised
10.4.14

WSH

NSFT

Access to Services x 1
Communication x 1

14.4.14
1.4.14

Closed
Closed

IHT

Communication x 1
Referrals to Services x 1
Data breach x 1

28.4.14
30.4.14
17.4.14

SERCO

Referral x 1
Access to services x 1

7.4.14
28.4.14
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Contract Query Log (continued)
The table below shows the outstanding queries prior to April 2014

Provider

Query trends

Date

WSH

Access to Services/Tests x 1

28.3.14

IHT

Referral x 1
Access to information x 1
Referral x 1
Referral x 1
Access to services x 1
Communication x 1
Referral x 1

16.12.13
17.12.13
4.2.14
26.2.14
3.3.14
13.3.14
31.3.14

SERCO

Access to services x 1

18.3.14

CUFT

Access to information x 1
Communication x 1

21.3.14
24.3.14

Colch
General

Pre-op Assessment x 1

17.3.14

Social
Care

Access to Services x 1

18.3.14
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Status

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.
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.

Continuing Health Care

CHC Finance and Performance Report
Demand and Performance
000 = WSCCG. 000 = IESCCG
These reports will be provided a month in arrears.
The CHC Team have a 2012/13 Backlog of 382 claims (120/232)
March 2014 - received (80/132)referrals of which 55 were Fast Track referrals (23/32)
158 Cases achieved a CHC funding decision (71/87)
1 Clinical post has been removed from the CHC funded establishment. 1 wte to recruit a Safeguarding Lead Role within the Quality Directorate

Quality
The CHC Team have completed an average of 40 CHC decisions per week
44/48 cases (including Fast Tracks) were processed within the 28 Day Target
New processes to request access to GP records have been developed and implemented to improve information flow

Finance
Package costs are rising
Care providers are less able to respond in a timely manner to requests to provide care in isolated areas
The top 10 CCG high cost packages are being reviewed over a 10 week period commencing 24th April jointly with SCC
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Continuing Health Care (continued)

Retrospective Cases
The Broadcare System is not fit for the purpose of reporting on retrospective cases
No cases have been closed this week, the change in rate of closure is due to a concentrated effort on reviewing pending cases over the last
month.
The cost of retrospective cases continues to be a risk to the organisation due to the length of time claims are backdated to.
The expected delivery date for the risk profiling work being carried out by BrayLeino is now 31/03/2014.
2 WTE band 4 administrators expected in April 2014.

Comments and Plan
Rapid recruitment has been activated for administration posts within the retrospective team and contracts extended to March 2015 to ensure
suitable applicants are sourced.
A proposal has been registered with the Contracts office to begin a project to standardise CHC fees.
The CHC Team KPI for 2014/15 is to achieve CCG funding decisions within 28 days
CCG CHC operational Policy is in circulation for comment.
If you require any further comment please contact j.hanratty@suffolk.nhs.uk
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Continuing Health Care (continued)

IESCCG/WSCCG - March 2013
Retrospective

Original
Retrospective Case
Load
Retrospective Cases
Eligible
Not Eligible
Cases closed - no
response received
Cases closed withdrawn
All Documents
Received & Allocated
Pending awaiting
further
documentation
All paperwork
received to be
Allocated
Total Cost of
Retrospective Cases
(YTD)
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w/c 10/03/14

w/c 03/03/14
348

w/c 17/03/14
342

Monthly
Total

w/c 24/03/14
342

346
1378

0

1

1

0

0

0

0

0

0

4

0

0

0

2

0

0

36

35

34

34

2
0
0
0

139
72

58

56

55
241

240

249

252

257
998

Safeguarding Children and Young People

Monthly Performance Report - Suffolk CCGs
April 2014
Safeguarding Children and Young People
Children on a Child Protection Plan
In Suffolk, 627 children are subject to a child protection plan. There is an upward trend, showing an increase of 17 children on last month’s figures. In
January 2014 the total was 573. The increase in children requiring Child Protection plans is multi-faceted but includes financial pressures on families due to
changes in the benefits system. Some neighbouring authorities have offered financial incentives to families to move into Suffolk to ease housing pressures,
we have since seen a rise in families with children on child protection plans from neighbouring counties moving into Suffolk.
Suffolk Children Subject to a Child Protection Plan by category and age group
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Safeguarding Children and Young People

Percentage Suffolk Children Subject to a Child Protection Plan by CCG area

Serious Case Reviews (SCR)
The Suffolk Serious Case Review action plan for agencies was presented at the March LSCB. The health response to this action plan will be
completed and disseminated to providers through the Health Sub-group of the LSCB.
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Safeguarding Children and Young People

Section 11 and the Safeguarding & LAC Dashboard
All providers have been asked to complete the Section 11 audit and start collating data for the first quarterly Safeguarding Dashboard. Returns for the
Section 11 audit are due in April. The Sect 11 audit from the CCG will be presented to the LSCB in June.

MASH update
We have successfully recruited to the MASH team posts and successful candidates will be in place June/July 2014. The MASH IT system has been
agreed and will be available to the MASH by July.

CQC Inspection of LAC and Safeguarding Children Services Preparation
The Designated professionals have prepared packs for all Providers and GP leads and a briefing has been sent out so that all know what to expect.
GP practices have been encouraged to audit their safeguarding status, by use of a modified version of the GP toolkit audit, also in preparation for an
Inspection.

NSPCC Supervision Training
A training package for Suffolk Safeguarding Children Teams on Safeguarding Children Supervision has been negotiated to be delivered in June/July.

Training
The CCG’s have sourced an e-learning training package for all CCG staff to undertake as part of the statutory requirements for all health organisations.
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Looked After Children (Suffolk)

Looked After Children Report April 2014
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Looked After Children
Child in need: under 18 and in need of local authority services to:
• Achieve or maintain a reasonable standard of health or development
• Prevent significant or further harm to health or development
Or is disabled.
Child in need of protection: a child who is deemed to be suffering or is likely to suffer significant harm as a result of a careful assessment
of their circumstances.
Harm is physical, sexual or emotional or is caused by neglect or domestic violence. A child protection plan harnesses services to support
parents to improve their care and monitors that progress.
Looked after child: a child in the care of the local authority.
The child may be accommodated at the request of their parent or someone with parental responsibility and they retain full parental
responsibility.
The child may be looked after through a care order, made in court and as a result of the local authority proving that the child has suffered or
is at risk of suffering significant harm and that harm is attributable to a lack of parental care. The local authority shares parental responsibility
with the parent but is able to decide where the child lives.
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Looked After Children

Reason for coming into care
(CiN reason)
Absent Parenting
Abuse or Neglect
Cases other than Child in Need
Child's Disability
Family Dysfunction
Family in Acute Stress
Low Income
Not applicable
Parental Illness/Disability
Socially Unacceptable Behaviour
Grand Total
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16/09/13
24
427
9
33
106
75
2
36
11
723

04/12/13
23
438
7
33
105
81
1
35
9
732

17/2//2014
20
438
5
33
110
85
3
35
8
737

15/4/2014
22
420
6
36
114
80
3
31
10
22
722

Looked After Children

Gender
Female
Male
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40.30%
59.70%

Looked After Children

Legal Status
Accomm under S20
Full Care Order
Interim Care Order
Placement Order
Total

44

0-5
29
23
47
80
179

6-11
28
133
17
16
194

12-17
126
206
4
7
343

18
4
2

6

Total
187
364
68
103
722

Children and Young Peoples’ Continuing Care and Complex Care Packages
The Complex Case Panel for West Suffolk CCG in April considered no cases.

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

2013/14

Apr-14

10

9

5,971

3,782

592
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No West Suffolk CCG responsible commissioner cases were presented to the Inter Agency County Panel in April. All young people currently placed
out of Suffolk are Looked after Children and are in either educational or 52 week residential 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

Apr-14

8

6

30,908

22,356

3,785

3,726

Safeguarding Adults

Active safeguarding adult referrals

Date
Notified Name of Home/Location

Jan‐14

Hilltop House, Bury St
Edmunds

Nov‐13 Chilton Croft, Sudbury

Aug‐13 Brandon Park
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Nature of Concerns

Actions underway

Update from teleconference, 03/04/14. CQC
Warning Notice issued (Reg: 13). Poor care
planning in regarding to specific client ‐ all
care plans being reviewed and redeveloped
with LA involvement. Poor documentation,
lack of dignity, respect reported. CQC to
Possible neglect, severe lack of
pressure area care.
undertake unannounced visit.
Only x1 CHC eligible client remaining in situ.
Regular monitoring of him by Zoe/Sharon,
with potential to move to alternative setting,
should situation not improve. Attendance at
Safeguarding MDT 10/04/14 by Sharon. CQC
have contacted Owner to inform that Notice of
Proposal will be sent, Manager has indicated
intention to appeal this. Owner has stated his
commitment to Chilton Croft and muted his
Manual handling/equipment
intention to source an experienced Registered
concerns, monitoring of
Manager.
wellbeing, documentation.
Attendance at previous Safeguarding MDT.
John Pepper undergoing CHC process,
Charlotte White has reviewed, all care
Possible neglect, severe lack of
appropriate at present. X1 client undergoing
pressure area care. General
CHC assessment. ?Further QIV to be
quality concerns, showing signs of undertaken. No further safeguarding MDT's to
improvement.
take place.

Safeguarding Adults

Date
Notified Name of Home/Location
Brookwood Manor
Residential Home,
Mar‐14 Sudbury
Brookwood Manor
Residential Home,
Apr‐14 Sudbury

Apr‐14

Glastonbury Court (Care
UK), Bury St Edmunds

Apr‐14

The Dell, Sudbury
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Nature of Concerns

Actions underway

LA suspension now lifted.

n/a

LA Dignity Team and Quality Team involved.
Medication issues, dignity issues. Awaiting updated from CQC.
Poor documentation and lack of
LA have ceased admissions at present. LA
care reported by relative. WSH
have made safeguarding referral ‐ Planning Meeting 02/04/14. Further, similar
patient admitted following fall, concerns at Care UK settings locally. X1
eligible CHC client, x2 undergoing assessment
no actions taken. Poor staffing
reported.
process.
Unsubstantiated allegations of
Action plan to be produced by The Dell,
investigation of one member of staff ongoing.
sexual abuse, though further,
New staff being recruited. 28/04/14 Planning
similar concern being
Meeting to take place. 1 Full CHC client in situ,
investigated. Institutionalised
x1 undergoing assessment.
practices, poor staffing levels.

L

Safeguarding Adults

Cawston Park – Winterbourne cohort
The Cawston Park review is nearing completion. No current safeguarding referrals are active for Suffolk residents (not including Waveney). The
cohort of 14 clients has reduced to 13 due to 1 being discharged. All other residents’ dates of discharge are being reviewed and progressed.
Concerns raised regarding care and management have been systematically reviewed ensuring robust systems and processes are in place and
evidenced in each client’s plan of care. All clients have had their mental health sections reviewed, advocacy support- access to IMHA/IMCA,
physical health, MDT process and meds management. Issues around restraint/segregation have not been evident. All Suffolk clients have been
able to express their views on their care, the placement and their discharge plans. Current recommendations are to review CPA process and
sharing of information between all stakeholders. Further recommendations will follow on completion of review.

SCR
The Independent Management Reviews for both Suffolk residents are nearing completion and will be finalised by the 12th May. The panel will
review to ensure all aspects of care have been covered. Margaret Flynn will deliver the report accompanied by recommendations by
July/August 2014.

PREVENT
A review of the prevent training is underway supported by lead GP for safeguarding, Dr. Sandra Weston. Details of a training event will be
published in the near future.
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Part 2
Financial and Performance Delivery Report
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FINANCIAL PERFORMANCE SUMMARY – MONTH 12

1.

Income & Expenditure: The major adverse variances to budget were an
overspend at West Suffolk £3.5m, Continuing Care £2.5m and
Prescribing £1.3m.These were off-set by reduced Mental Health
placements £0.4m, reduced Children’s placements £0.4m and a
combination of reduced investments and release of contingency. The
CCG has delivered the required full year surplus of £2.6m.

2.

Risk & Opportunity Schedule: All Risks and Opportunities have been
crystallised. The main variances from RF4 to Full-year were an increase
in prescribing expenditure £0.5m, and an increase in Mental Health
Placements £0.5m offset by further under activity at Addenbrookes £0.6m
and investments being delayed until 14/15

3.

4.

Activity Summary: Key areas of over performance are Elective activity
2,139, Non Elective combined 1,164, A&E 1,462 and Outpatient
Telephone 2,716. These areas are mainly driven by over performance at
WSFT and partly offset by Outpatient follow up 1,636 and Outpatient
procedures 481.

7.

At 31st March 2014 Total Assets less Liabilities were (£13.8m). Significant
liabilities were as follows:Prescribing Creditor - £6.4m
Accrued Expenditure with NHS Bodies - £4.2m
Accrued Expenditure with Non NHS Bodies - £4.7m
8.

Investment Tracker: Non-recurrent investments (Transformation Funds)
were slightly under plan £0.2m due to reduced Winter Bed costs. Delays
in Recurrent investments resulted in a £1.4m under spent.

5.

QIPP Tracker: QIPP delivery YTD (based on month 11 Acute data) was
£1.7m against a plan of £5m, £3.3m adverse to plan. Integrated Care
QIPP was £2.0m adverse to plan (excl. marginal threshold), Prescribing
£0.6m adverse and Planned Care £0.3m adverse.

6.

Local Quality Premium: The value of the Quality Premium available to
WSCCG is £1,2m. The CCG has already failed on two targets this year
(CB-A15/16 and Local Priority 3) reducing the Quality Premium to £902k.
For a number of targets totalling £602k (CB_A1, CB_A6 ,CB_A13 and
Local Measure 2) the data will not be available until later in 2014, but
given performance over the last year, meeting these targets are subject
to significant risk. In addition to the above, the CCG needs to meet 4 key
targets in order to avoid reductions to the Quality Premium. Each failed
target will reduce the Quality Premium by 25%. As at the end of March
the CCG has failed one of these targets (CB_B15_01), reducing the total
Quality Premium achievable to £677k (75% of £902k).
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Balance Sheet: Under the NHS reforms that came into effect this financial
year, most of the material high value assets previously carried by Primary
Care Trusts such as land and buildings were transferred to non-CCG
bodies - eg, NHS Property Services Ltd. Consequently CCGs in general
do not carry material non-current assets on their balance sheets. Their net
assets / liabilities equate to the difference between actual net operating
costs incurred (accounted for on an accruals basis) and the cash funding
drawn down from NHS England to finance this expenditure.

Cashflow: NHS West Suffolk CCG closed the financial year with a £183k
balance in the bank account at 31st March. This has been adjusted to £156k
on the Statement of Financial Position after accounting for unpresented
cheques that clear the account in the following month. The closing balance
was within the NHS England target.
During the month additional cash resources were made available by NHS
England to all CCGs who needed it. NHS West Suffolk CCG took advantage
of this opportunity to request an additional £500k which was used to settle
the final agreed contract overperformance invoice from West Suffolk
Hospital NHS Foundation Trust amounting to £490k.
Overall NHS West Suffolk CCG received cash funding of £258,582k during
the year to finance its activities.

9.

Better Payments: 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 valid invoice, which ever is later, unless other payment terms
have been agreed with a supplier. During the year to 31st March, the CCG
paid over 90% of Non-NHS invoices within target.

Financial Summary – Month 12
In Month

Headlines:

Full Year

Budget

Actual

Variance

Budget

Actual

Variance

7.7
2.6
1.2
0.4

8.6
1.8
1.0
0.6

0.9
-0.8
-0.2
0.2

99.3
29.2
15.0
4.5

102.8
28.1
15.0
4.6

3.5
-1.1
-0.1
0.1

11.9

12.0

0.1

148.0

150.4

2.4

0.7

0.6

-0.1

8.0

7.8

-0.1

2.0
0.3

1.9
0.4

-0.1
0.0

23.9
4.2

23.7
3.7

-0.2
-0.5

2.3

2.2

-0.1

28.1

27.4

-0.7

1.7
0.4

1.6
0.4

-0.0
0.0

20.0
4.5

19.6
4.1

-0.4
-0.5

2.0

2.1

0.0

24.6

23.7

-0.9

3.0
0.4

3.5
0.6

0.4
0.2

35.9
4.3

37.2
5.2

1.3
0.8

3.4

4.1

0.7

40.2

42.4

2.1

0.4
0.2
-

0.3
0.1
-

-0.1
-0.1
-

5.4
2.8
-

7.9
2.4
-

2.5
-0.4
-

0.7

0.5

-0.2

8.2

10.3

2.1

0.0
-

-0.0
-

-0.0
-

0.4
-

0.3
-

-0.1
-

0.0

-0.0

-0.0

0.4

0.3

-0.1

Contingency
Winter Pressure
2% Transformational

0.1
0.1
0.4

-0.6
0.1
0.6

-0.7
0.0
0.2

1.3
0.9
5.3

1.0
2.2

-1.3
0.0
-3.0

Corporate Running Costs

0.5

0.6

0.1

5.8

5.2

-0.6

22.2

22.1

-0.0

270.7

270.7

-0.0

All figures £m

Acute

West Suffolk
Cambridge
Acute: Other NHS
Acute: Non-NHS

Ambulance
Mental Health & LD

Community

Primary Care

Continuing Care

Clinical Academic Reserve
Property Recharges

CCG EXPENDITURE

NSFT
Other

Serco
Other

Prescribing
Other

Continuing Care
Funded Nursing Care
CHC Backlog

CCG INCOME
Allocation

21.5

263.0

Surplus Brought Forward
Running Cost Allowance

0.2

2.3

0.5

5.9

Revenue Adjustments

0.2

2.1

Carry Forward Surplus Required

Total Spend Allowance
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-0.2

-2.6

22.2

270.7

Results based on actuals for M1 to M11 for acute, M10 for Prescribing and M12 for
Continued Health Care (CHC)
Acute
West Suffolk is overspent by £3.5m; mainly due to Planned Care £1.3m,
Outpatients £0.6m , A & E £0.2m and Non-elective activity £0.9m.
Addenbrookes is underspent by £1.1m; mainly due to a favourable variance on
outpatients drugs £0.7m and critical care £0.4m.
Acute:Other-NHS favourable variance of £0.1m is mainly due to higher activity at
Colchester, Ipswich and the London Trusts £0.9m offset by reduced investment
expenditure £0.8m and Other NCAs £0.2m.
Acute:Non-NHS adverse variance of £0.1m is mainly due to overspends on Allied
Health Professionals £0.2m, Brain Injury Rehab £0.1m, ECR £0.5m and
Lymphoedema £0.2m offset by reduced expenditure on Minor Surgery £0.5m,
Investments £0.2m and Home Delivery Drugs £0.2m.
Mental Health
Mental Health is underspent by £0.7m mainly due to reduced activity on Learning
Difficulties placements.
Community
The favourable Serco variance is due to reduced expenditure in investments. Other
Community is favourable due to lower activity on Childrens Placements of £0.4m and
a recharge to Suffolk CC and Waveney CCG £0.1m.
Primary Care
Total Prescribing is £1.3m adverse against plan and includes actuals up to January;
the forecast for February and March was provided by the Prescribing Pricing
Authority. GP Prescribing is adverse by £1.4m but partly offset by prescription
income of £0.1m. The increase in GP Prescription is due to higher drug costs,
ageing patients with increased medical needs and a greater range of available
treatments.
Other Primary Care overspend represents additional GP IT costs £0.6m and other
prescribing £0.2m (oxygen and central drugs)
Continuing Care
Continuing Care shows an overspend of £2.1 m; due to an over-spend on CHC of
£2.5m slightly offset by FNC variance of £0.4m.
The full-year position ringfenced a proportion of Non-Recurrent Investment,
Contingency and Property Services to pay for the backlog in CHC.

Statement of Financial Position – Month 12

Line
Non Current Assets:
Fixtures and Fittings
Total Non Current Assets

Actual
May
Period 02
£000

Actual
Jun
Period 03
£000

Actual
Jul
Period 04
£000

Actual
Aug
Period 05
£000

Actual
Sep
Period 06
£000

Actual
Oct
Period 07
£000

Actual
Nov
Period 08
£000

Actual
Dec
Period 09
£000

Actual
Jan
Period 10
£000

Actual
Feb
Period 11
£000

Actual
Mar
Period 12
£000

1.0

0
0

0
0

0
0

0
0

0
0

0
0

0
0

0
0

14
14

14
14

14
14

Current Assets
Current Trade & Other Receivables:
NHS Receivables: Revenue
Non NHS Receivables: Revenue
NHS Prepayments & Accrued Income
Non NHS Prepayments & Accrued Income
Prepayments: PCT Legacy
Other Receivables
VAT

2.0
2.1
2.2
2.3
2.4
2.5
2.6

0
1,794
0
1,267
0
-4
4
3,061

1,651
833
0
11,360
0
-9
7
13,842

1,205
-26
0
3,386
0
2,287
16
6,868

1,156
293
0
1,124
37
333
8
2,951

669
588
963
2,291
281
-12
38
4,818

1,493
461
935
1,493
538
-12
70
4,978

938
529
2,462
1,065
605
-4
23
5,618

839
599
623
968
620
6
45
3,700

765
595
862
760
620
0
6
3,608

556
289
3,023
693
397
0
54
5,012

1,275
649
1,392
200
0
0
3
3,519

Cash at Bank and in Hand
Cash at Bank & Petty Cash

3.0

3,963

-69

-292

7,473

10,747

6,353

6,495

3,494

-181

-598

156

7,024

13,773

6,576

10,424

15,565

11,331

12,113

7,194

3,427

4,414

3,675

0
3,241
-12,216
0
0
-102
-93
-137
-9,307

-9,214
-6,131
-2,404
0
-2
-103
-95
-148
-18,097

-698
660
-7,437
0
-4
-106
-97
-141
-7,823

-6,436
549
-4,576
0
0
-107
-97
-144
-10,811

-6,501
394
-37
-4,459
-4,516
-113
-101
-143
-15,476

-6,549
-174
-531
-3,673
-7,106
-109
-99
-29
-18,270

-6,325
-2,562
-137
-2,923
-8,012
-116
-103
-79
-20,257

-6,209
-464
-856
-4,258
-7,506
-113
-104
-72
-19,582

-6,421
-1,500
-264
-4,642
-7,164
-99
-111
-8
-20,209

-6,283
-2,986
-759
-4,209
-6,019
-122
-108
-129
-20,615

-6,362
-1,748
-1,722
-2,468
-3,021
-113
-106
-176
-15,716

-2,283

-4,324

-1,247

-387

89

-6,939

-8,144

-12,388

-16,782

-16,201

-12,041

0

0

0

0

0

0

0

0

0

0

-1,806

-2,283

-4,324

-1,247

-387

89

-6,939

-8,144

-12,388

-16,768

-16,187

-13,833

6.0
6.1
6.2
6.3
6.4

-43,000
0
45,283
0
0
2,283

-63,000
0
67,324
0
0
4,324

-84,100
-4,852
90,199
0
0
1,247

-105,100
-7,189
112,676
0
0
387

-125,600
-9,640
135,151
0
0
-89

-139,600
-12,049
158,588
0
0
6,939

-159,100
-14,467
181,711
0
0
8,144

-174,600
-16,968
203,956
0
0
12,388

-190,600
-19,376
226,759
-15
0
16,768

-210,480
-21,871
248,553
-15
0
16,187

-233,127
-24,438
270,688
-15
725
13,833

Additional Information:
Year To Date Planned Net Operating Costs
Year To Date Actual Net Operating Costs
YTD Reported Surplus

7.0
7.1
7.2

45,729
45,283
446

67,986
67,324
662

91,086
90,199
887

113,784
112,676
1,108

136,478
135,151
1,327

160,140
158,588
1,552

183,486
181,711
1,775

205,947
203,956
1,991

228,973
226,759
2,214

250,979
248,553
2,426

273,346
270,688
2,658

In Month Planned Net Operating Costs
In Month Actual Net Operating Costs
In Month Reported Surplus

7.3
7.4
7.5

45,729
45,283
446

22,257
22,041
216

23,100
22,875
225

22,698
22,477
221

22,694
22,475
219

23,662
23,437
225

23,346
23,123
223

22,462
22,245
217

23,026
22,803
223

22,005
21,794
211

22,367
22,135
232

Total Current Assets
Current Liabilities
Current Trade & Other Payables:
FHS Payables (Prescribing)
NHS Payables: Revenue
Non NHS Payables: Revenue
NHS Accruals & Deferred Income
Non NHS Accruals & Deferred Income
Tax
Social Security
Other Payables

4.0
4.1
4.2
4.3
4.4
4.5
4.6
4.7

Net Current Assets / (Liabilities)
Provisions
Current Provisions:

5.0

Total Assets Less Current Liabilities
Financed By:
General Fund & Revaluation Reserve
Net Parliamentary Funding: Cash Drawdown
Net Parliamentary Funding: PPA Drawdown
Net Operating Costs
Modified Absorption Gain / Loss: Fixed Assets B/Fwd
Modified Absorption Gain / Loss: Partially Completed Spells B/Fwd
Total General Fund & Revaluation Reserve
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Cashflow Forecast – Month 12
Cash Flow 2013/04
Description

Line

Actual

Actual

Actual

Actual

Actual

Actual

Actual

Actual

Actual

Actual

Actual

Actual

Actual

Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

Total

£000

£000

£000

£000

£000

£000

£000

£000

£000

£000

£000

£000

£000

Cash Book Balance Brought Forward

1.0

0

2,485

3,971

-68

-292

7,473

10,748

6,353

6,493

3,535

-182

-598

0

Payments
Payments to NHS Bodies
Payments to Non-NHS Suppliers (inc GPs): Bacs
Payments to Non-NHS Suppliers: Payable Orders
Payments to Non-NHS Suppliers: CHAPS/DD
Payments to Nursing Homes: Funded Nursing Care
Payroll
PAYE/National Insurance Contributions to HMRC
Pension Payover to NHS Pensions Agency
Total Cash Payments

2.0
2.1
2.2
2.3
2.4
2.5
2.6
2.7
2.8
2.9

-17,926
-418
0
-1,613
-159
-400
0
0
-20,516

-15,967
-1,605
-15
-11
-177
-429
-186
-131
-18,521

-16,946
-4,604
-18
-1,563
-142
-436
-198
-134
-24,041

-17,783
-4,394
-78
-33
-156
-443
-198
-142
-23,227

-13,032
-4,280
-34
-81
-189
-445
-202
-141
-18,404

-12,407
-4,574
-44
-379
-210
-436
-201
-139
-18,390

-14,095
-3,763
-48
-59
-169
-442
-214
-144
-18,934

-15,392
-4,670
-97
-61
-152
-458
-209
-142
-21,181

-14,562
-3,732
-54
-37
-173
-481
-219
-148
-19,406

-14,350
-4,845
-45
-82
-191
-504
-217
-147
-20,381

-16,438
-5,141
-56
-60
-263
-512
-210
-159
-22,839

-18,231
-4,185
-52
-52
-170
-489
-229
-156
-23,564

-187,129
-46,211
-541
-4,031
-2,151
-5,475
-2,283
-1,583
-249,404

Miscellaneous Receipts
Receipts from NHS Bodies
Receipts From Non-NHS Bodies: VAT
Receipts From Non-NHS Bodies: Other
Total Miscellaneous Receipts

3.0
3.1
3.2
3.3
3.4

0
0
1
1

0
0
7
7

0
0
2
2

1,900
3
0
1,903

5,066
62
41
5,169

1,160
0
5
1,165

487
36
16
539

1,524
64
233
1,821

889
57
2
948

565
23
76
664

1,372
0
551
1,923

1,031
37
207
1,275

13,994
282
1,141
15,417

Net Cash Payments

4.0

-20,515

-18,514

-24,039

-21,324

-13,235

-17,225

-18,395

-19,360

-18,458

-19,717

-20,916

-22,289

-233,987

Financed by:
Cash Drawdown From NHS England
Cash Drawdown: Main Funding
Cash Drawdown: Supplementary Funding

5.0
5.1
5.2

23,000
0
23,000

20,000
0
20,000

20,000
0
20,000

11,100
10,000
21,100

21,000
0
21,000

20,500
0
20,500

14,000
0
14,000

19,500
0
19,500

15,500
0
15,500

16,000
0
16,000

20,500
0
20,500

22,543
500
23,043

223,643
10,500
234,143

Cash Book Balance Carried Forward

6.0

2,485

3,971

-68

-292

7,473

10,748

6,353

6,493

3,535

-182

-598

156

156

Charge to Cash Limit
Cash Drawdown From NHS England (as per line 5.0 above)

7.0
7.1

23,000

20,000

20,000

21,100

21,000

20,500

14,000

19,500

15,500

16,000

20,500

23,043

234,143

Items Top Sliced from Cash Limit Per Cash Advance Report
Home Oxygen Therapy Actuals (one month time lag)
Drugs recharge Actuals (two months time lag)
Advance pay adjustment for Drugs charges - current month
Advance pay adjustment for Drugs charges - reverse previous month

8.0
8.1
8.2
8.3
8.4

0
0
0
0
0

26
0
0
0
26

25
2,411
-77
0
2,359

23
2,398
-31
77
2,467

30
2,238
38
31
2,337

27
2,465
-3
-38
2,451

26
2,397
-17
3
2,409

33
2,367
1
17
2,418

26
2,413
63
-1
2,501

26
2,423
22
-63
2,408

28
2,472
18
-22
2,496

29
2,533
23
-18
2,567

299
24,117
37
-14
24,439

Maximum Cash Drawdown - £258,582k Per NHSE Cash Report 02/04/2014

9.0

23,000

20,026

22,359

23,567

23,337

22,951

16,409

21,918

18,001

18,408

22,996

25,610

258,582

Bank Statement to Cash Book Reconciliation
Bank Balance Per Bank Statements
Citibank
RBS
Combined Bank Balances Per Bank Statements
Less: unpresented payable orders
Less: bacs payment run clearing in following month
Bank Balance Per Cash Book (Agrees to Line 6.0)
Ledger Timing Difference Due to SBS Processing Delays
Roundings
Bank Balance Per SOFP (Agrees to SOFP Line 3.0)

10.0
10.1
10.2
10.3
10.4
10.5
10.6
10.7
10.8
10.9
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£000
2,485
0
2,485
0
0
2,485
0
0
2,485

£000
4,058
0
4,058
-14
-73
3,971
-8
0
3,963

£000
535
0
535
-10
-593
-68
0
-1
-69

£000
254
0
254
-4
-542
-292
0
0
-292

£000
7,541
0
7,541
-10
-58
7,473
0
0
7,473

£000
11,996
0
11,996
-9
-1,239
10,748
0
-1
10,747

£000
6,458
0
6,458
-24
-81
6,353
0
0
6,353

£000
6,813
6
6,819
-60
-266
6,493
0
2
6,495

£000
3,580
0
3,580
-45
0
3,535
-41
0
3,494

£000
112
0
112
-26
-268
-182
0
1
-181

£000
429
0
429
-16
-1,011
-598
0
0
-598

£000

£000
183
0
183
-27
0
156
0
0
156

183
0
183
-27
0
156
0
0
156

Risk Analysis – Month 12
M12
Action taken
Full Year
Variance to
Notes
RF4 v Plan
Actual v Plan
RF4
Additional Funds Required:
•West Suffolk Hospital

-£3.4 m

-£0.1 m

-£3.5 m

•Continuing Health Care

-£2.5 m

+£0.0 m

-£2.5 m

•Prescribing

-£1.0 m

-£0.5 m

-£1.5 m

•GP IT Costs

-£0.7 m

+£0.1 m

-£0.6 m

•Ipswich Additional Activity

-£0.3 m

-£0.1 m

-£0.4 m

•Other London specialists

-£0.2 m

-£0.1 m

-£0.3 m

•UCLH Additional activity

-£0.2 m

+£0.0 m

-£0.2 m

•Colchester Additional Activity

-£0.2 m

+£0.1 m

-£0.1 m

-£0.1 m

+£0.0 m

-£0.1 m

-£8.6 m

-£0.6 m

-£9.2 m

•Other Primary Care

Prescription Income returned to NHS England £0.3m, Feb & Mar forecast
figures provided by Prescription Prescribing Authority

Funded by:
•Non-Recurrent 2% funding ring-fenced

+£2.9 m

+£0.1 m

+£3.0 m

•Contingency Release

+£1.3 m

+£0.0 m

+£1.3 m

•Community Services

+£1.1 m

-£0.2 m

+£0.9 m

•Active Management of Investments

+£1.0 m

+£0.1 m

+£1.1 m

•Mental Health Placements

+£0.9 m

-£0.5 m

+£0.4 m

2 Patients transferred from East to West £0.3m. Invoice from Suffolk County
Council for Shared Care £0.2m

•Addenbrookes

+£0.5 m

+£0.6 m

+£1.1 m

WIP brought forward from 12/13 confirmed by NHS England 2nd April 2014

•Corporate (inc CHC Staff)

+£0.4 m

+£0.2 m

+£0.6 m

HR Legal Fees £0.1m, Other £0.1m.

•Funded Nursing Care

+£0.2 m

+£0.2 m

+£0.4 m

•NSFT

+£0.2 m

+£0.0 m

+£0.2 m

•Ambulance

+£0.1 m

+£0.0 m

+£0.1 m

•Other Acute

TOTAL

54

+£0.0 m

+£0.1 m

+£0.1 m

+£8.6 m

+£0.6 m

+£9.2 m

+£0.0 m

+£0.0 m

+£0.0 m

Late invoices from Suffolk County Council for contribution towards Public
Health Nursing School, Public Health Alcohol Services and IT Costs.

Investment Tracker – Month 12
FULL
YEAR
PLAN
(Budget)
£'000
Project
Ref
1
2
3.1.1
3.1.2
3.1.3
3.1.4
3.1.9
3.1.11
3.3.1
3.3.2
3.3.4
3.3.5
3.3.6
4
4
5

FULL
YEAR
ACTUAL

Full Year
Budget v
Actual

FULL
YEAR RF4

FULL
YEAR
ACTUAL

Full Year
RF4 v
Actual

£'000

£'000

£'000

£'000

£'000

53
437
153

49
437
126

4
0
27

69
60
479
100
45
167
35
271
51
36
80
200
51

69
59
479
100
45
192
21
180
28
34
80
200
53
10
1
1
24
1
15
2
6

0
1
0
0
0
-25
14
91
23
2
0
0
-2
-10
15
55
4
0
0
-15
-2
-6

2,389

2,213

176

84

84

0

56

11

44

3
2
43

3
1

-0
1
43

NON-RECURRENT INVESTMENT
Strategic Review of Stroke Services and Implementation
111 Project (Programme Management)
Admission Prevention in ED
Enhanced Care Car
7/7 Dementia Intensive Support Service
Stay at Home Support Service
Provision of OOHs social care crises response
GP Rapid Response
Extension of Flexible Dementia Service
Rehab Voucher Scheme
Community Beds - Hazel Court/Newmarket Community Hospital & Therapy
Community IV Therapy
Plan B Winter Beds - ACS, WSFT, Transport & Risby Care Homes
EOL Education - EPaCCs
EOL Education - Yellow Folders
GP Family Carer Advisor Project
Plan B West Suffolk Hospital - Winter Re-hab ward
Winter Planning Managers
Winter Message Cinema Campaign
Referral Management Nurse
Dermatology, T & O, IBS - Dermatology Tele-Medicine
Dermatology, T & O - T & O Education Materials
Dermatology, T & O, IBS - IBS
Other
Review of anti-psychotic drugs
Armed Forces Mental Health Project
Legacy Payment

100
38
437
153
230
92
150
500
100
60
153
80
150
51
36
97

2,426

RECURRENT INVESTMENT
Childrens Autism Service
Adults Autism Service
Dermatology, T & O, IBS (T & O)
Age Inclusive Eating Disorders
Pain Pathway (originally transformation)
Epilepsy & Asthma Nurses
Ophthalmology (Pilot, opticians triaging patients)
Diabetes (Evaluation of last years pilot)
Looked After Children
CAHMS (Emotional Wellbeing)
Dementia Suffolk Wide - Family Carers
Integrated Dementia Services (Enhanced Memory Assessment)
Dermatology, T & O, IBS
Integrated Care Pathway
Non-Urgent/Planned Care Pathway Development - Interface Geriatrics
Stroke Improvement

T OT AL PRIORIT ISED
FUNDED BY
Transformation Spend
Other Planned Investment

55

163
131
100
58
135
49

69
59
479
100
45
192
21
180
28
34
80
200
53
10
1

100
-11
-0
27
230
23
91
21
0
15
-39
59
-30
23
2
17
-200
-53
-10
-1

1
24
1
15
2
6

-1
-24
-1
-15
-2
-6

2,213

214

49
437
126

17
55
5
24
1

43
400

163
47
100
58
124
49
-3
-1
43
400

120
50
100
165

55

120
50
100
110

55

55

1,514

154

1,359

302

154

147

3,940

2,367

1,573

2,690

2,367

323

84

11
3
1

60

2,430
1,510
3,940

60

Summary of QIPP Delivery – West Suffolk CCG QIPP Report for March 2014
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Summary of QIPP Delivery

Notes:
QIPP delivery as shown above is based on actual activity and financial spend against plan for an agreed suite of Key Performance Indicators. These are
subject to final review and validation.
57

Quality Premium Indicators

58

NHS constitution and outcome measures

59

NHS constitution and outcome measures (continued)

60

NHS Outcomes Framework, NHS Constitution, and Acute Contractual Performance Measures 2013/14 ‐ @ 08/05/14

Key:

NHSOF – NHS Outcomes Framework, NHS Co - NHS Constitution;
NHS Sm – Supporting Measure; OCM – Other Contractual Measure
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NHS Outcomes Framework, NHS Constitution, and Acute Contractual Performance Measures 2013/14 ‐ @ 08/05/14

Key:

NHSOF – NHS Outcomes Framework, NHS Co - NHS Constitution;
NHS Sm – Supporting Measure; OCM – Other Contractual Measure
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NHS Outcomes Framework, NHS Constitution, and Acute Contractual Performance Measures 2013/14 ‐ @ 08/05/14

Key:

NHSOF – NHS Outcomes Framework, NHS Co - NHS Constitution;
NHS Sm – Supporting Measure; OCM – Other Contractual Measure
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NHS Outcomes Framework, NHS Constitution, and Acute Contractual Performance Measures 2013/14 ‐ @08/05/14

Key:

NHSOF – NHS Outcomes Framework, NHS Co - NHS Constitution;
NHS Sm – Supporting Measure; OCM – Other Contractual Measure

64

NHS Outcomes Framework, NHS Constitution, and Acute Contractual Performance Measures 2013/14 ‐ @08/05/14

Key:

NHSOF – NHS Outcomes Framework, NHS Co - NHS Constitution;
NHS Sm – Supporting Measure; OCM – Other Contractual Measure
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Part 3
Clinical Work streams

66

CCG Integrated “Plan on a Page”
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Dr Rakesh Raja

Clinical Workstream Dashboard – Planned Care
Current
position

Financial position against plan……

Headlines:
• QIPP – Based on the selected suite of QIPP KPI’s (Pages 56-57), there is a shortfall in
delivery of £0.29m;
• 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). This initiative will provide
a rich vein of intelligence to the CCG on the services that patients are accessing and a route
by which CCG lead clinicians can communicate with member practices to discuss local
pathways and other opportunities;

(See below)

Acute activity levels against plan…
QIPP delivery……………………….
(Based on delivery of QIPP KPIs)

Local Quality Premium Indicators ..
• Trauma and Orthopaedic pathways (T&O):OA hip, OA knee and Carpal Tunnel Pathways.
The Clinical Executive have agreed in February 2014 to continue the promotion of these
pathways for another Year, this will be promoted via the QIPP LES above;

NHS Constitution/national targets..
Contractual performance targets:

• Procurement of Community Physiotherapy. The CCG Clinical Executive has agreed a single
provider tender to be launched in May 2014;

West Suffolk hospital…….…
Serco………………………..

• Pain Pathway. The Clinical Executive has approved the procurement of a community pain
service and the tender process will commence in May 2014;
• Tele-dermatology. The CCG Clinical Executive in February 2015 agreed to fund the business
case to develop a screening service for dermatology. The tender process will launch on 16
May 2014;

Summary:

QIPP target:
Investments:
Trans. Fund:
68

Full Year 2013/14

Budget

Actual

0.8m
0.19m
-

0.5m
0.01m
0.2m

• Three new Clinical Forums have been established in West Suffolk in April 2014 (namely;
Diabetes, Cardiology and Respiratory) with WSHFT 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.

Clinical Workstream Dashboard – Planned Care

Dr Rakesh Raja

Headlines:
• Low Priority Procedures (LPP) Clinical Threshold Service. This service is working with WSCCG GP Practices to support LPP referral guidance
and practice. Discussions are taking place with West Suffolk Hospital as to where the operational triage of LPP referrals will occur. National
Targets – Performance against the national targets remains generally good, although the following targets were not achieved:
National Targets – Performance against the national targets remains generally good, although the following targets were not achieved:
• 6 week wait for diagnostics (page 71. ref 16). There were only 3 breach’s in March for the West Suffolk CCG (equivalent to 0.2% of total tests
provided against a target of 1%). 2 of the breach’s were reported at Cambridge University hospital’s (1 CT, 1 MRI) and the other at Croydon
health services (1 non obstetric ultrasound). For 2013/14 the CCG failed this measure reporting performance of 1.5% (target 1%). 358 breach’s
were reported in total for the CCG in 2013/14;
• Number of 52 week Referral to Treatment (RTT) pathways greater than 52 weeks. For March the CCG reported 4 breach’s. 3 of these were at
West Suffolk hospital (2 T&O, 1 general surgery) and 1 was at Cambridge University hospital’s (1 ENT). For 2013/14 the CCG failed this target
reporting a total of 9 breach’s (Page 71. ref 20);
• The following contractual targets were not achieved:
• For Quarter 4, the maximum two week wait standard for rapid access chest pain clinic was 100% (186 out of 186 patients) against a target of
100% (Page 71. ref 22). For 2013/14 West Suffolk hospital did not achieve the measure with performance of 89.4% (554 out of 602 patients)
against the 100% target;
• For March there was 0 direct access diagnostic breach’s within 3 working days. For 2013/14 West Suffolk hospital did not achieve this target
reporting performance of 18 direct access diagnostic breaches against the contractual three working day target for dispatch of results to
referrers. (Page 71. ref 24).
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Clinical Workstream Dashboard – Planned Care

Dr Rakesh Raja

Headlines:
• Current ratios of OP procedure to day case for agreed list of procedures to be maintained or improved – This measure was achieved in March with
performance of 90.2% (Target 90.2%). For 2013/14 this target was not achieved with performance of 89.1% (target 90.2%) (Page 71. ref 25);
• Choose and book, sufficient appointment slots. Performance for this measure for March was above target at 3.6% (159 out of 4,374 referrals) against
the 3% target. For 2013/14 West Suffolk hospital did not achieve this measure and their performance was above target at 3.4% (1,657 out of 48,806
referrals) (Page 71. ref 27);
• Choose and book, first outpatient booking, including Clinical Management System (CMS) referrals. Performance against this local measure for March
was below target at 60.2% (2,837 out of 4,709 referrals) against a target of 90%. For 2013/14 West Suffolk hospital did not achieve this measure and
their performance was above target at 56.1% (31,930 out of 56,956 referrals) (Page 71. ref 28);
• Provider cancellation of elective care operation for non-clinical reasons (Page 71. ref 29). This measure was above target in March with 28
cancellations at West Suffolk hospital (equating to 1.3%). The two main reasons for the cancellations in March were no ward beds and a lack of theatre
time. For 2013/14 this measure was not achieved with 334 cancellations (1.3%) against the 1% target.
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Clinical Workstream Dashboard – Planned Care
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Dr Rakesh Raja

Dr Emma Derbyshire

Clinical Workstream Dashboard– Integrated Care/EoL
Current
position

Headlines:
• QIPP - Based on the selected suite of QIPP KPI’s (Page’s 56-57), there is a shortfall in
delivery of £2.2m;

Financial position against plan……
(See below)

Acute activity levels against plan…

• Care homes: Care Home LES awaiting final approval at Governance meeting 21.5.14 before it
can be sent out to primary care. Joint work with Patient Safety and Quality concerning joint
post to support safeguarding and interface with LES being progressed for June
implementation;

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

Local Quality Premium Indicators ..
• Falls and Fragility Fractures:
• National Falls awareness week 16th June: preparation in progress for system wide
communications campaign;
• Contractual query in place concerning compliance of falls pathway by EEAST and
SERCO;

NHS Constitution/national targets..

Contractual performance targets:
West Suffolk hospital…….

• Short stay assessment unit:. As part of the expectations in the core contract between the CCG
and West Suffolk Hospital Foundation Trust, a review into the effectiveness of the Acute
Medical Unit consultant telephone line in in progress. It is planned that this review will be
completed by the end of Q1;

Harmoni (OOH)……………
Harmoni (‘111’)……………

• Over 75s primary care funding –The CCG has received 9 general practice plans so far which
articulate how each practice is going to meet the needs of patient aged 75 years and over;

Serco……………………….

Summary:

QIPP target:
Investments:
Trans. Fund:
72

Full Year 2013/14

Budget

Actual

3.6m
0.4m
2.4m

1.4m
0.06m
2.0m

• Comprehensive geriatric assessment service: Revised implementation plan from SERCO
agreed with Haverhill being next locality from June.. Aim is to achieve complete West Suffolk
coverage by September. As a result the RAIDR project leads have been made aware so that
the implementation of RAIDR and associated Risk Stratification tool follows our agreed roll-out
by locality. Implementation of RAIDR in general practice should be complete by the end of
June. This also links into MDT development as Risk Stratification will support appropriate
case finding of high risk individuals.

Clinical Workstream Dashboard– Integrated Care/EoL

Dr Emma Derbyshire

Headlines (contd):
• Pull based discharge: Pathway from A&E and AMU well established and working well with CGA support. Business case for enhanced EIT to be
produced by WSFT for CCG consideration;
• Ambulatory care pathways: The 4 pathways for the 2014/15 CQUIN have been agreed as – Headache; SVT; Cellulitis of the limb and first
seizure. Progress will be monitored on a quarterly basis;
• EoL – EpaCCs training for System1 practices is now complete within the West. There has been slippage of the ‘on-line’ training to further support
these practices in the first cohort, but should be out by the end of May. A similar package will be available on-line for Emis practices also with the
default that they can liaise with directly with Graham Hilson at I&ESCCG or St Elizabeth Hospice for further information and support. The official
launch is 6th May;
• Neighbourhood teams: A review of the Neighbourhood Teams is currently underway to inform the next phase of development. Positive progress is
being made in agreeing options for colocating the Mildenhall Neighbourhood Team with borough council staff at Forest Heath;
• Winter planning 2014/15: system discussions are taking place on the preparations for winter taking into account the lessons learnt last year. £1m has
been set aside to support the west Suffolk system with winter this year and winter community beds will be a major part of the local plan.
• Local Quality Indicators – Delivery of the Local Quality Premium Indicator relating to dementia was not achieved for 2013/14 with performance of
13.9% (target 12.9%) for the year. For quarter 4 performance was also above target at 13.2% (target 12.9%) (page 61. ref 7). The Local Quality
Premium Indicator relating to stroke care (admitted to a stroke unit within 4 hours) was not achieved for 2013/14. West Suffolk hospital performance
was 88.5% for the year (307 out of 347 patients) against a target of 90% (page 61. ref 8). Please refer to page 88 for the contractual details;
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Clinical Workstream Dashboard– Integrated Care/EoL

Dr Emma Derbyshire

Headlines (contd):
• National Targets - Performance against a number of national targets is not being achieved:
• Emergency admissions for conditions that should not usually require admission. For March this measure was below target with performance of 268
(target 328). For 2013/14 this measure was not achieved with performance 3,259 admissions against a target of 3,086 (page 76. ref 31);
• Emergency readmissions within 30 days of discharge from hospital. This was above target for March with performance of 6.92% (312/4,509) against
a target of 6.48%. For 2013/14 this measure was not achieved with performance of 6.54% (3,326/50,823) against the target 6.02% (Page 76. ref
34);
• East of England Ambulance Trust (EEAST) did not achieve the national clinical quality indicators for response times in March for CCG patients or
for 2013/14 (page 76. refs 36-38).
• Category A (Red 1) 8 minute response time – March performance 58.7% (27 responses in 8 mins, out of a total of 46), 2013/14
performance 68.5% (319 responses out of a total of 466). The national target is 75%;
• Category A (Red 2) 8 minute response time - March performance 57.8% (494 responses in 8 mins, out of a total of 854), 2013/14
performance 62.4% (5,886 responses out of a total of 9,436). The national target is 75%;
• Category A 19 minute response time – March performance 81.5% (732 responses in 19 minutes, out of a total of 898), 2013/14
performance 84.7% (8,367 responses out of a total of 9,875). 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 March, there were 66 delays exceeding 30 minutes, 16 of which then exceeded 60 minutes (page 76. refs 4142). For 2013/14 in total there were 784 delays exceeding 30 minutes, 94 of which then exceeded 60 minutes. Please refer to page 89 for the
contractual details;
• West Suffolk hospital’s A&E performance for 2013/14 was 95.3%. West Suffolk hospital met the target for April achieving performance of 94.4%. For
2014/15 the latest performance up to 6th May is 95.1%.
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Clinical Workstream Dashboard– Integrated Care/EoL

Dr Emma Derbyshire

Headlines (contd):
• The following contractual targets were not achieved for 2013/14:
• Increase the proportion of patients admitted to an acute stroke unit within 4 hours of hospital arrival. For 2013/14 the CCG did not achieve the 90%
target with performance of 85.9% (237 out of 276 patients). This measure was achieved for March with performance of 94.1% (16 out of 17 patients)
(Page 76. ref 44). Please refer to page 88 for the contractual details;
• Proportion of Stroke patients with access to a brain scan within 24 hours. For 2013/14 the CCG did not meet the 100% target with performance of
96.0% (289 out of 301 patients). This measure was also not achieved for March with performance of 94.7% (18 out of 19 patients) (Page 76. ref 46);
• Proportion of stroke patients and carers with a joint health and social care plan on discharge. For 2013/14 the CCG did not meet the 100% target with
performance of 88.2% (112 out of 127 patients). This measure was also not achieved for March with performance of 88.9% (8 out of 9 patients) (Page
76. ref 48). Please refer to page 88 for the contractual details;
• Percentage of stroke patients needing an urgent brain scan getting access within 60 minutes. For 2013/14 the CCG did not meet 100% target with
performance of 89.3% (109 out of 122 patients) (Page 76. ref 48). This measure was achieved for March with performance of 100% (20 out of 20
patients). Please refer to page 88 for the contractual details;
• West Suffolk hospital continues to exceed the target for the single longest time spent by patients in the A&E department (page 77. ref 56);
• A&E – Number of admissions for cellulitis. For March this measure was above target with performance of 24 (target 21). For 2013/14 this measure was
not achieved with performance being reported of 317 (target 284) (page 77. ref 57);
• Emergency assessment unit (EAU) advice and guidance service was below the target for March with performance of 3.6% (target 10%). For 2013/14
this measure is also below target for West Suffolk hospital with performance of 3.1% (183 out of 5,851) (target 10%) (page 77. ref 60);
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Dr Emma Derbyshire

Clinical Workstream Dashboard– Integrated Care/EoL
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Dr Emma Derbyshire

Clinical Workstream Dashboard – Mental Health & Learning Disabilities
Current
position

Financial position against plan……
(see below)

Acute activity levels against plan…

n/a

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

Local Quality Premium Indicators ..

n/a

Dr Roz Tandy

Headlines:
• QIPP - Based on the selected suite of QIPP KPI’s (Pages 56-57), there is a shortfall in delivery
of £0.2m;
• WSCCG, I&ECCG, Suffolk County Council and Public Health held two mental health half day
‘conversations’ at the end of March 2014 to consider how can the Suffolk community work
together to promote mental health and wellbeing and reduce mental illness, how can we
respond better when a person with mental health issues urgently needs help and considering
how we work together to improve recovery, prevent relapse and reduce stigma following an
episode of mental illness or a crisis. The output of the sessions will feed into the development
of the mental health JSNA and 5 year Suffolk commissioning strategy over the next few
months;

NHS Constitution/national targets..

• Psychiatric Liaison Service. The initiative has been extended to a second year to also
incorporate management of +13 years and medically unexplained symptoms;

Contractual performance targets:

•

NSFT……………………….

Norfolk and Suffolk Foundation Trust (N&SFT): New service operating model went live from
01.07.13. WSCCG and I&ECCG held a joint workshop on 04.03.14 to discuss with clinicians,
users and support teams to take stock on the new model and set out plans for 2014/15;

• Dementia Memory Assessment Service: WSCCG has agreed in February 2014 additional
funding at N&SFT to increase capacity to complete dementia diagnosis, to reflect this a key
priority for the CCG. This will also be the local Quality Premium target for WSCCG in 2014/15.

Summary:

QIPP target:
Investments:
Trans. Fund:
78

Full Year 2013/14

Budget

Actual

0.2m
0.4m
-

0.1m
-

Clinical Work stream Dashboard – Mental Health & Learning Disabilities

Dr Roz Tandy

• National Targets - Performance against national targets is as follows:
• The proportion of those patients on a Care Programme Approach (CPA) discharged from inpatient care who were followed up within 7 days was
above target with performance of 97.2% for Quarter 4 (Target 95%). This consisted of 35 patients out of a total of 36 (page 79. ref 65). For
2013/14 West Suffolk CCG did not achieve this measure with performance below target at 94.8%. This consisted of 183 out of 193 patients;
• For Quarter 4 the improved access to psychological services (IAPS) for people with depression and/or anxiety disorders was below target with
performance of 3.2% (target 3%). This consisted of 823 patients out of a total of 25,949 (page 79. ref 66). For 2013/14 West Suffolk CCG did not
achieve this measure with performance below target at 11.9% (target 12%). This consisted of 3,076 out of 25,949 patients.
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Clinical Workstream Dashboard – Cancer
Current
position

• QIPP - Based on the selected suite of QIPP KPI’s (Pages 56-57), there is a shortfall in
delivery of £0.06m;
• Telephone Follow-ups: Prostate cancer: Conversion of up to 25 patients per month from face
to face consultant outpatient appointments to nurse led telephone follow up. This commenced
in July, however only now starting to see the odd patients transferring to this service; numbers
low but in progress. Evaluation of pathway change will inform potential for extension to other
cancer tumour groups. The plan is to look at low risk breast and colorectal cancers in the next
tranche;

Financial position against plan……
(See below)
Acute activity levels against plan…
QIPP delivery……………………….
(Based on delivery of QIPP KPIs)

Local Quality Premium Indicators ..

Headlines:

n/a

• AOS: The Acute Oncology Service based on best practice evidence is now fully operational at
West Suffolk Foundation Trust with monthly evaluation of impact from the improved access to
specialist support on patient experience, admission avoidance and length of stay. Plans are
being considered to extend the service from 5 to 7 days a week during 2014 by way of the 7/7
working CQUIN along with education/training and support to all acute departmental staff. In
addition a bid is being developed to Macmillan Cancer Support in order to support an
additional nurse to help cover the extended day and 7/7 service going forward. A contract
query is also in place here to support delivery of the 100% door to needle time target of 60
minutes for all suspected neutropenic sepsis patients;

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

• Unexplained Weight Loss Pathway: Regional Clinical Strategic Network funded project to
support direct access to diagnostics for an agreed client group. Care pathway approved which
was launched during July Evaluation being carried out by David Edwards at the WSFT,
working closely with Dr Dan Sharpstone.

Summary:

QIPP target:
Investments:
Trans. Fund:
80

Full Year 2013/14

Budget

Actual

0.06m
-

-

Clinical Workstream Dashboard – Cancer

Dr Andrew Yager

• Community Cancer Nurse Pilot:. The pilot is part of a region-wide programme being managed by the Regional Clinical Network which has
commissioned Health Economics Consulting at the University Of East Anglia to provide evaluation. The pilot commenced on 1 August and
focusses on three practices (Hardwicke House Group Practice in Sudbury; Siam Surgery in Sudbury and Long Melford Practice). The two postholders are being hosted by Serco – a band 7 Cancer Nurse Specialist and band 4 support worker. These roles are aimed at providing expert
information/support and guidance to individuals affected by cancer at any stage of their cancer journey;
• The majority of national and contractual cancer targets were achieved in February, and are on track for the full year (page 70. ref 67-77). Please
note that the majority of March performance information is not currently available. The following measures are the exceptions;
• National targets;
• Percentage of patients receiving first definitive treatment for cancer within 62 days of referral from an NHS Cancer Screening Service. West
Suffolk CCG performance for February is 83.3% (5 out of 6 patients) against the monthly national target of 90% (page 82. ref 74). The breach
was shared between West Suffolk hospital and Cambridge University hospital’s and the patient delayed initial visits and colonoscopies. Year to
date the CCG is above target with performance of 95.3% (121 out of 127 patients) against the 90 target;
• Contractual targets – The following targets were not achieved for 2013/14;
• Acute oncology service, 1 hour door to needle for all patients presenting with suspected neutropenic sepsis (page 82. ref 76), West Suffolk
hospital’s performance was 82.5% for Quarter 4 (33 out of 40 patients) against a contractual standard of 100%. For 2013/14 this measure was
not achieved with performance of 74.6% against the 100% target (109 out of 146 patients). Please refer to page 90 for the contractual details;
• Emergency oncology admissions - Reduction of 4.5% from 2012/13 baseline by the end of the year. This measure was not met in March with
performance of 38 (target 34) being reported (Page 82. ref 77). For 2013/14 this measure was not achieved with performance of 435 (target
408).
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Clinical Workstream Dashboard – Children & Young people & Maternity
Current
position

Dr Rakesh Raja

Headlines:
• QIPP - Based on the selected suite of QIPP KPI’s (Page’s 56-57), there is a shortfall in
delivery of £0.1m;
• Paediatric Urgent Care Pathway: The GP Telephone advice line for paediatrics provided by
WSH through CQUIN since 01.05.12. was reviewed by the CCG Clinical Executive on
12.03.14 where a decision not to commission the service for 2014/15 was made. The CYP
work stream will work with WSH to look at suitable alternative services to reduce the CYP
unplanned admissions during 2014/15;

Financial position against plan……
Acute activity levels against plan…
QIPP delivery……………………….
(Based on delivery of QIPP KPIs)

• CYPM Associate GP (Rachel Casey) has developed with clinicians at WSH guidelines
adopting a traffic light toolkit approach for gastroenteritis, bronchiolitis and fever based on
NICE guidance. Dr. Casey is also scoping the possible development of a short stay tariff for
paediatrics, a pathway for medically unexplained symptoms and perinatal mental health
services;

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

• West Suffolk Paediatric Strategy Group. This group has been established with clinical
representation from WSH, mental health services, primary care, community services and
social care. The group met on 30.04.14 focussing on children with disability;

West Suffolk hospital…….

• Eating Disorders Service for <18’s in West Suffolk. The CCG Clinical Executive supported
the funding of this Service in February 2014 which addresses the historic inequity of services
only been available in the East of the County. N&SFT are currently recruiting for the service;

Summary:

QIPP target:
Investments:
Trans. Fund:
83

Full Year 2013/14

Budget

Actual

0.1m
0.5m
-

-

• Children’s Emotional Health and Well Being (previously CAMHS). A new strategy has been
agreed between partners and the supporting multi agency governance structure
underpinning discussions refreshed and relaunched. The CCG Clinical Executive agreed to
invest in extending the number of Primary Mental Health Workers in February 2014 as part
of a shared commissioning approach with Ipswich and East CCG and Suffolk County
Council. N&SFT are currently recruiting for the service.

Clinical Workstream Dashboard – Children & Young people & Maternity

Dr Rakesh Raja

• Local Quality Indicators - The local quality premium of breastfeeding prevalence at 6-8 weeks (Page 61. ref 6) was achieved for 2013/14.
Performance was 49.0% against a target of 49.0% (1,177 out of 2,402 children were recorded as being fully or partially breastfed). For quarter 4 this
measure was also above target with performance of 52.3% (314 out of 600) against the 49.0% target;
• All national and contractual targets were met for 2013/14. The only measure that did not achieve its target for March was as follows;
• Breastfeeding initiation rate. The measure was below target for March reporting performance of 76.7% (132/172) against the 80% target. However,
for 2013/14 this measure was achieved reporting performance of 81.2% (1,674/2,061) against the 80% target (Page 84. ref 80).
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Clinical Workstream Dashboard – Prescribing
Current
position

Financial position against plan……
n/a

QIPP delivery……………………….
Local Quality Premium Indicators ..

n/a

NHS Constitution/national targets..

n/a

• QIPP - Based on the selected schemes below, there is a shortfall in delivery of £0.6m
(Page’s 56-57). Progress across the key workstreams is as follows:
Project description Expected
savings
2013/14
Prescribing
£380,000
recommendations

(See below)

Acute activity spend against plan…

Headlines:

PrescQIPP DROPList (drugs of low
priority)

£200,000

Medication
£10,000
reviews/ medicines
optimisation
Summary:

QIPP target:
Investments:
Trans. Fund:
85

Full Year 2013/14

Budget

Actual

0.6m
-

-

Dietetics

£10,000

Total

£600,000

Key achievements for March 2014

439 prescribing recommendations implemented.
2,227 further interventions made by medicines
management technicians working in GP practices, e.g.
drug quantities altered, review letters sent, medicines
archived.
Practice reports showing year to date achievement of PIP
metrics and prescribing recommendations (including
DROP-List) shared with all practices, to encourage further
savings to be made. Similarly, potential remaining savings
from implementation of ‘simple metrics’ highlighted.
PIP 2014/15 discussed further along with a possible
alternative model that may promote greater savings in
2014/15. On-going strengthening of working relationships
with care homes developed. Prescribing recommendations
relevant to female incontinence pathway embedded in the
revised service specification. Further additions made to the
WSCCG ScriptSwitch profile.
Further patients benefitted from medication
review/medicines optimisation; 544 interventions made by
medicines management sessional pharmacists.
Implementation of prescribing changes recommended by
sessional pharmacists discussed with prescribing leads to
explore how this could be improved.
Further dietetic prescribing changes implemented.
Enteral feeds contract under review

Part 4
Contractual Performance, by provider, reported
by exception only
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West Suffolk hospital – CQUIN Delivery: Quarter 3
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West Suffolk hospital – Summary of contractual levers (contd.)
Performance Issue
Stroke:
% patients admitted to a
stroke unit in 4 hours (target
90%)

Contract Notice Stage
First Exception report
(ER201314‐01)

Key Actions within RAP

Current Status

zero tolerance approach to non‐
availability of ring‐fenced beds:
Breach reporting on each
occasion this situation occurs
continued recruitment to ESOT
team to enable 24/7 availability

% stroke patients with a joint
health and social care plan
(target 100%)

patient level breach reports
% of suspected stroke
patients having brain scan
within 60 minutes (target
100%)

The Trust are compliant with all three targets set out
in the agreed RAP for this month.
This RAP has not as yet been closed however in light
of Februarys performance the Commissioner will be
now looking to close this RAP.
Moving forward into the next contractual year the
trust will be required to monitor and be compliant
with any new stroke targets arising from the
implementation of the HASU model.

Latest Performance

D3.1 Stroke - Proportion of Patients admitted to an acute stroke unit within 4 hours of hospital arrival.
SLA Standard
RAP Trajectory
Actual Performance

May‐13

Jun‐13

Jul‐13

Aug‐13

Sep‐13

Oct‐13

Nov‐13

Dec‐13

Jan‐14

Feb‐14

90%
N/A
78.4%

90%
80%
91.7%

90%
85%
90.9%

90%
90%
85.2%

90%
N/A
91.7%

90%
N/A
91.2%

90%
N/A
91.7%

90%
N/A
91.4%

90%
N/A
92.3%

90%
N/A
100.0%

D3.4 Stroke - Proportion of Stroke Patients and carers with a joint health and social care plan on discharge.
SLA Standard
RAP Trajectory
Actual Performance

May‐13

Jun‐13

Jul‐13

Aug‐13

Sep‐13

Oct‐13

Nov‐13

Dec‐13

Jan‐14

Feb‐14

100%
N/A
91.7%

100%
80%
90.9%

100%
90%
100.0%

100%
100%
100.0%

100%
N/A
100.0%

100%
N/A
94.4%

100%
N/A
91.7%

100%
N/A
100.0%

100%
N/A
80.0%

100%
N/A
100.0%

D3.5 Stroke - % of Stroke patients needing an URGENT brain scan getting access within 60 minutes.
SLA Standard
RAP Trajectory
Actual Performance
88

May‐13

Jun‐13

Jul‐13

Aug‐13

Sep‐13

Oct‐13

Nov‐13

Dec‐13

Jan‐14

Feb‐14

100%
N/A
78.6%

100%
N/A
100.0%

100%
90%
87.5%

100%
95%
100.0%

100%
100%
100.0%

100%
N/A
100.0%

100%
N/A
100.0%

100%
N/A
100.0%

100%
N/A
100.0%

100%
N/A
100.0%

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)

Current Status

The RAP has been reset in line with the 30 minute
and 60 minute target.
Reporting levels show a consistent improvement in
performance overall across both targets.

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

Number of breaches remains static and an action
plan to improve performance for the 30 minute
target is being agreed wit the trust.
Breaches for 30 minutes were confirmed as 49 and
4 breaches of the 60 minute target.

Latest Performance

30 Minute Handover
SLA Standard
RAP Trajectory
Actual Performance

Jun‐13

Jul‐13

Aug‐13

Sep‐13

Oct‐13

Nov‐13

Dec‐13

Jan‐14

Feb‐14

100%
N/A
93.48%

100%
N/A
93.56%

100%
N/A
94.42%

100%
N/A
97.21%

100%
70%
95.99%

100%
85%
94.67%

100%
100%
95.58%

100%
100%
92.70%

100%
100%
94.85%

Jun‐13

Jul‐13

Aug‐13

Sep‐13

Oct‐13

Nov‐13

Dec‐13

Jan‐14

Feb‐14

100%
N/A
99.71%

100%
N/A
99.82%

100%
N/A
99.48%

100%
N/A
99.91%

100%
70%
99.73%

100%
85%
99.92%

100%
100%
99.69%

100%
100%
99.74%

100%
100%
99.58%

60 Minute Handover
SLA Standard
RAP Trajectory
Actual Performance
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West Suffolk hospital – Summary of contractual levers (contd.)
Performance Issue

Acute oncology service: 1 hour
door to needle for all patients
presenting with suspected
neutropenic sepsis.
Contract target 100%

Contract Notice
Stage
Contract Query
(CQ1314‐04)

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 working
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, monitoring
implementation of PGD

Latest Performance
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A trajectory has been agreed with the Trust
against both areas with targets detailed in the
latest performance column to be 100%
compliant by March 2014.
The trajectory set for both targets has been met
for February with figures reporting no breaches
for G1‐MDU and 2 patients for A&E.

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

Methicillin‐resistant
Staphylococcus aureus
(MRSA)

Contract Notice Stage

Contract Query
(CQ 201314‐03)

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

Current Status

The Trust has had one incidence of MRSA and a RAP
has been agreed to put actions in place to avoid
reoccurrence. The RAP also requires improved
compliance with levels of emergency and non
elective MRSA screening to reach 100% by December
2013.
Current figures show the Trust continue to improve
in performance for both non elective and elective
screening with both targets reaching the highest
level of performance since the introduction of the
RAP.
The Trust will provide reassurance of screening for
pre‐assessment to treatment/surgery, orthopaedics
and the Commissioner will continue to review
performance with a view to closing the RAP.

Latest Performance

D5.11 MRSA Elective screening.
SLA Standard
RAP Trajectory
Actual Performance

Jun‐13

Jul‐13

Aug‐13

Sep‐13

Oct‐13

Nov‐13

Dec‐13

Jan‐14

Feb‐14

100%

100%

100%

100%

100%

84.41%

85.45%

87.18%

91.31%

92.98%

100%
96%
93.42%

100%
98%
94.32%

100%
100%
95.09%

100%
100%
97.08%

D5.11 MRSA Emergency Non-Elective screening.
SLA Standard
RAP Trajectory
Actual Performance
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Jun‐13

Jul‐13

Aug‐13

Sep‐13

Oct‐13

Nov‐13

Dec‐13

Jan‐14

Feb‐14

100%

100%

100%

100%

100%

92.60%

93.48%

89.61%

93.03%

95.09%

100%
96%
95.97%

100%
98%
96.91%

100%
100%
95.90%

100%
100%
96.87%

Harmoni ‘Out of Hours’ – Quality Dashboard

Headlines:
Overall, March performance against the KPIs was good, with the exception of routine home visits which were 96% against a 98% threshold. Performance
improved for urgent home visits in March 2014.

1
2
3
4
5
6
7
9b
9c
9d
9e
10a
10b
10c
11
12a
12b
12c

12d
12e
12f

13
KPI
KPI
KPI
KPI
DEN

Quality Standard
Reporting on NQRs for PCT
% call information to practices by 8AM
Special patient notes available
Clinical Audit of patient contacts
Patient experience audited
Complaints handling
Matching capacity to demand & contingency
% calls triaged within 20 mins
% calls triaged within 60 mins
% calls triaged within 2 hours
% calls triaged within 6 hours
% walk-ins passed to 999 in 3 minutes
% walk-ins triage complete within 20 mins
% walk-ins triage complete within 60 mins
GP consultants available at all times & places
% emergencies consulted within 1 hour
% urgents consulted within 2 hours
% routines consulted within 6 hours
% routines consulted within 12 hours
% routines consulted within 24 hours
% emergencies visited within 1 hour
% urgents visited within 2 hours
% routines visited within 6 hours
% routines visited within 12 hours
% routines visited within 24 hours
Patient communication - special needs met
% urgent face to face consultation 2 hours
% routines visited within 4 hours
% non urgent face to face consultation 6 hours
% GP's on East of England performers list
% of clinical shifts filled
% requiring urgent treatment seen within 36 hours
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Target
100%
100%
100%
100%
100%
100%
100%
97%
95%
95%
95%
100%
100%
100%
100%
95%
95%
98%
98%
98%
95%
95%
98%
98%
98%
100%
95%
95%
98%
84%
100%

Mar-13
100%
100%
100%
100%
100%
100%
100%
44%
56%

Apr-13
100%
99.5%
100%
100%
100%
100%
100%
47%
69%

May-13
100%
100%
100%
100%
100%
100%
100%
62%
75%

Jun-13
100%
97%
100%
100%
100%
100%
100%
60%
76%

Jul-13
100%
97%
100%
100%
100%
100%
100%
63%
81%

Aug-13
100%
97%
100%
100%
100%
100%
100%
88%
90%

Sep-13
100%
97%
100%
100%
100%
100%
100%
87%
93%

100%
100%
100%
100%
100%
94%
99%

100%
100%
100%
100%
100%
94%
99%

100%
100%
100%
100%
100%
97%
99%

100%
100%
100%
100%
100%
98%
99%

100%
100%
100%
100%
100%
99%
100%

100%
100%
100%
100%
100%
97%
100%

100%
100%
100%
100%
100%
99%
100%

100% 100%
83% 86%

100%
88%

100% 100% 100%
91% 90% 87%

100%
94%

100% 100%
85% 91%
85% 89%

100%
94%
93%

100% 100% 100%
95% 95% 92%
95% 97% 95%

100%
97%
97%

Oct-13
100%
100%
100%
100%
100%
100%
100%
95%
94%
99%
100%
100%
100%
100%
100%
100%
97%
100%
100%
100%
100%
90%
97%
100%
100%
100%
94%

Nov-13 Dec-13
100% 100%
100% 98%
100% 100%
100% 100%
100% 100%
100% 100%
100% 100%
98% 98%
97% 97%
100% 97%
100% 100%
100% 100%
100% 100%
100% 100%
100% 100%
100% 100%
97% 97%
100% 100%
100% 100%
100% 100%
100% 100%
97% 95%
99% 99%
100% 100%
100% 100%
100% 100%
97% 96%

Jan-14
100%
97%
100%
100%
100%
100%
100%
96%
96%
97%
100%
100%
100%
100%
100%
100%
96%
100%
100%
100%
100%
93%
98%
100%
100%
100%
95%

99%

100% 100%

99%

Feb-14 Mar-14
100% 100%
97% 98%
100% 100%
100% 100%
100% 100%
100% 100%
100% 100%
98% 97%
95% 96%
97% 97%
100% 100%
100% 100%
100% 100%
100% 100%
100% 100%
100% 100%
97% 95%
100% 100%
100% 100%
100% 100%
100% 100%
93% 95%
97% 96%
100% 100%
100% 100%
100% 100%
95% 95%
99%

99%

85%
91%
100% 100%

93%
100%

96% 96% 92%
100% 100% 100%

96% 97% 94% 95% 93% 95% 95%
100% 100% 100% 100% 100% 100% 100%

Harmoni ‘111’ – Quality Dashboard

Headlines:
• Overall, performance in March against contract requirements was satisfactory with the exception of warm transfer, or call backs within 10 minutes.,
65% and 60% respectively against a threshold of >95%. A Warning Notice has been issued for this performance failure. A RAP has been received
and is being reviewed by the CCG.
• There have been some significant performance issues in April caused by various factors; workforce resourcing, IT software and Directory of Service
issues. The summary position will be included in next month’s exception report.

KPI
Calls Answered in 60 Seconds
Abandoned Calls
Engaged Calls
Warm Transfer
Call Back in 10 minutes
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Target
>95%
<5%
<0.1%
>95%
>95%

Achievement
96%
0.5%
0.00%
65%
60%

Summary of Contractual Levers ‐ Harmoni

Performance Issue

Harmoni 111‐
Non achievement of KPI
thresholds for Warm
Transfer, Call Backs within
10 minutes and Warm
Transfer Waiting Time
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Contract Notice Stage

Warning Notice

Key Actions within RAP

TBC – areas of focus to
include;
‐ Reviewing workforce
resources against
demand profile
‐ Actions to improve
operational
performance (maximise
efficiency)

Current Status

The final RAP is still to be
agreed. The initial draft
was not satisfactory.

Latest Performance

March
Warm transfer; 65%
(standard is 95%)
Call backs in 10 mins; 60%
(standard is 95%)

Community Services (SERCO) – Service Quality & Performance Dashboard

Headlines:
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 Milestones have been met.
2. Community Equipment Service – the Remedial Action Plan Milestones have been met for the first phase of this RAP (Analysis) Phase.
The CCGs are working with Serco to specifically review the following services;
Podiatry and Wheelchair services
Community Intervention Service (CIS)
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Summary of contractual levers – SERCO (continued)
Performance Issue
Serco
Failure to meet data
quality and access
standards for key services

96

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 – the number of
trained care leads is 63
against a Milestone of 45. (2)
On track – with 100% of Care
Plans shared within 2 weeks
by mid March
67.1%
(3) The reporting of
‘vulnerable’ adult requires
definition resolution,
otherwise, 100% achieved.
(4) Not achieved – 126
patients were offered PR in
Q4, above the Milestone
Threshold of 125, however,
37 courses were completed in
Q4 against a Milestone
Threshold of 63.
(5) Complete – March
Milestone Threshold of 90%
exceeded.
(6) On track – 74%
performance against a
Milestone Threshold of 50%
(7) On track – March
performance of 76% against a
Threshold of 50%.
(8) Complete
(9) Not met

Summary of contractual levers – SERCO (continued)
Performance Issue

Serco – failure to achieve
4 hr. and 72 hr. response
time standards

Contract Notice Stage

Key Actions within RAP

Contract Query

Current Status

Plan to close ‐ both
Milestones met

Latest Performance

4 hrs. ‐ 98.53%
72 hrs. – 96.49%

67.1%

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

Analysis and Review
phases built in the RAP
timetable‐full compliance
is required by the end of
June 2014.

A Final RAP has now been
agreed.
The analysis phase
completed on 1st April.
The review phase
completion is 3rd May.

March ‐ delivery times,
98% Threshold for all
standards; 4 hrs. –
86.73%, Next Working Day
– 88.99%, 2 Working Days
– 89.91% and 7 Working
Days 94.09% and
collections within 10
Working Days, No
requests (standard 98%)

Mental Health Services (Norfolk & Suffolk Foundation Trust) – Service Quality & Performance Dashboard
Performance Overview
Data Quality
a) Payment by Results
NSFT have completed the actions set out in the Suffolk action plan. The work has been led by the informatics team who are confident the changes will
ensure the dataset is more robust and can be used to generate Commissioner reports.
b) 15/18 week referral to treatment pathway
NSFT have undertaken a comprehensive review of the patients on the 15/18 RTT pathway. A number of data quality issues were identified including:
•
•
•
•

Patients having been seen but still on the pathway
Problems linking closed referrals with re-referrals coming in at a later date
Problems caused by move to integrated delivery teams
Non RTT pathway patients included when they should have been excluded

NSFT have put in place a validation processes to review the data and ensure those on the RTT are correct. The NSFT Suffolk Data Quality Group will
also be cascading information out to NSFT teams to support this work so that the issues do not recur.
c) Waiting times Exception report validation
NSFT undertake a validation process for all patients breaching the contract waiting time thresholds as they do not operate the 18RTT pathway clock
stops and pauses in the same way acute trusts do. All valid breaches from this process are excluded from the SQPR report. It was agreed that CCGs
would review this exception report on a quarterly basis to obtain reassurance that the number reported in the SQPR and exception report are robust
and accurate.
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Mental Health Services (Norfolk & Suffolk Foundation Trust) – Service Quality & Performance Dashboard

Exception reporting of NSFT’s Contractual KPI’s
The quarterly exception report review for October to December was undertaken initially by CCGs and then discussed with NSFT. This was the second such
review undertaken. It was clear that the comments and issues raised by the CCGs following the first review had been noted by the Trust and the second
report had been improved upon and was more robust and only 3 actual breaches were identified. Clear information was provided by the Trust as to why
each case was excluded from the SQPR activity and further information/clarity requested on a few cases was provided. It was agreed that a further 6
monthly review would be undertaken August 2014.
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.
No trajectories were agreed for 3.3c, 3.3d, 3.3a for February as the RAP was agreed after the activity could be influenced.
Performance as at end of February demonstrates that activity is above agreed trajectory thresholds and if it is maintained would see the Trust on track to
meet the RAP thresholds. Good performance continued into March.

3.3a

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

3.3b
3.3c
3.3d
3.3a
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Feb 14
targets

Feb 14
actual

March 14
target

April 14
target

May 14
target

June 14
target

July 14
target

100%

100%

100%

100%

100%

100%

100%

100%

100%

100%

100%

100%

100%

100%

N/A

96%

94%

95%

96%

97%

98%

N/A

77%

67%

74%

81%

88%

95%

N/A

97.6%

87%

89%

91%

93%

95%
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2. IAPT waiting times
A revised RAP and trajectories have been agreed

Good progress against the RAP continues but performance is under trajectory for both areas. It is recognised that 100% targets are very difficult to achieve
on an on-going basis. NSFT have been asked to provide a report to CCGs within 2 weeks in respect of numbers waiting and how long past the thresholds
for 2.3 and 2.4 above. CCGs will consider whether further action is required once the report has been reviewed Performance above 96% continued into
March.
3. Staff Training
A contract Query Notice was issued in respect of staff training levels for MCA DOLS and level 3 Safeguarding on 21 February 2014. A Remedial Action Plan
was agreed 28 March 2014. NSFT did not meet its targets in March or April with the exception of Safeguarding, therefore the CCG is likely to issue a First
Exception Notice.
IAPT recovery plan
The recovery plan to increase Suffolk access to psychological therapies from 12% for 2013/14 to 15% for 2014/15 has been developed further to include
specific areas for marketing and communications. NSFT have been asked to review and update the plan in respect of work already underway or planned
before final draft can be agreed with CCGs.
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Performance Issue
Failure to meet data
quality and access
standards for key mental
health services

Contract Notice Stage
First Exception Notice

Key Actions within RAP
Identification of clear data
counting rules including
access criteria

Current Status
A First exception notice
was issued to the Trust .
New RAP trajectories
have been agreed

A revised RAP with new
trajectories set against
the new service delivery
thresholds has been
agreed

Although overall
performance has
improved the Trust have
failed to meet the RAP
target requirements. The
CCGs are considering next
steps

NSFT have been asked to
submit a report outlining
how many are waiting
above contract thresholds
and for how. Further
action will be agreed once
the information has been
reviewed

Improvements in waiting
list management to bring
service performance back
in line
Failure to meet data
quality and access
standards for key Suffolk
well being services

Contract Query

Complete technical
guidance
Improve reporting
Meet waiting time
standards

A need to increase the
numbers of staff trained
in MCA, DOLS and
Children’s level 3
safeguarding
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Contract Query

Tighter reporting of
training compliance
Increased numbers of
personnel trained

Latest Performance

Remedial Action Plan has
been agreed. The Trust
have not met the RAP
target for March. Further
action is being considered
by CCGs.

NSFT have not met the
agreed RAP target for
March 2014 or April 2014.
A first exception report
will be issued.

Part 5
Appendices
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Sentinel Stroke National Audit Programme
(SSNAP) October-December 2013
East of England benchmarking
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Sentinel Stroke National Audit Programme (SSNAP) overview

• The Sentinel Stroke National Audit Programme (SSNAP) is a programme of work which aims to improve the quality of stroke care by auditing
stroke services against evidence based standards. SSNAP will build on the work of the National Sentinel Stroke Audit (NSSA) and the Stroke
Improvement National Audit Programme (SINAP);
• SSNAP provides regular, routine, reliable data;
•
•
•

to benchmark services national and regionally;
to monitor progress against a background of change;
to support clinicians in identifying where improvements are needed, lobbying for change and celebrating success
to empower patients to ask searching questions.

• SSNAP will be the single source of data for stroke;
•
•
•

SSNAP will provide the data for all other statutory data collections including the NICE Quality Standard and Accelerating Stroke
Improvement (ASI) metrics;
SSNAP will be the chosen method for collection for stroke measures in the NHS Outcomes Framework and the CCG Outcomes
Indicator Set (formerly known as the Commissioning Outcomes Framework or COF);
SSNAP metrics will be aligned with those in the Cardiovascular Disease Outcomes Strategy.

• The following three slides show a graphical presentation of the October – December 2013 patient-centred results for teams within the East stroke
care network. These slides have been chosen as they are three of the key stroke metrics for West Suffolk hospital;
• Each slide provides both local provider level stroke performance, and benchmarks this against the national performance;
• Further information is available at the following link - www.rcplondon.ac.uk/ssnap/clinical-audit.
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Stroke ‐ % of stroke patients needing an urgent brain scan getting access within 60 minutes
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Stroke ‐ Increase the proportion of patients admitted to a stroke unit within 4 hours of hospital arrival to 90%
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Stroke ‐ >80% people treated on a stroke unit >90% of their stay
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WSCCG 14-37

From: Amanda Lyes, Chief Corporate Services Officer
COMMISSIONING GOVERNANCE COMMITTEE – TERMS OF REFERENCE
1.

Purpose

1.1

To approve a revision to the terms of reference of the Commissioning Governance
Committee as agreed by the Governing Body in January 2014.

2.

Background

2.1

The Health and Social Care Act 2012 requires that CCGs set out in their Constitution
arrangements for managing conflicts of interest.

2.2

The document produced by the then NHS Commissioning Board, Towards Establishment:
Creating Responsive and Accountable CCGs and its supporting appendix on managing
conflicts of interest, set out general safeguards that CCGs should have in place. A further
document, Code of Conduct: Managing Conflicts of Interest Where GP Practices are
Potential Providers of CCG Commissioned Services published in October 2012 provided
more specific additional safeguards that CCGs were advised to have in place when
commissioning services that could potentially be provided by GP practices.

2.3

Whilst the West Suffolk CCG Constitution does include general arrangements for managing
conflicts of interest, it has become clear that the process for approving services
commissioned from GP practices does need to be clarified and strengthened.

3.

Key Points

3.1

The Governing Body in January 2014 agreed the establishment of the Commissioning
Governance Committee which would meet as and when required, and would provide an
additional safeguard for the CCG when commissioning services for which GP practices are
the recommended provider.

3.7

The Commissioning Governance Committee has delegated responsibility from the
Governing Body for approving (or otherwise) the commissioning of services for which GP
practices are the recommended provider.

3.8

Since approval of the Terms of Reference in January 2014, it is proposed that they be
revised as per Appendix A to ensure that adequate arrangements are in place for chairing
the meeting in the absence of the Lay member for Governance.

4.

Recommendations

4.1

The Governing Body is recommended to approve the revised terms of reference for the
Commissioning Governance Committee, as attached to the report.

Author:
Colin Boakes
Governance Advisor
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WEST SUFFOLK CLINICAL COMMISSIONING GROUP
COMMISSIONING GOVERNANCE COMMITTEE
TERMS OF REFERENCE

1.

OVERVIEW
Managing potential conflicts of interest appropriately is needed to protect the
integrity of the NHS commissioning system and Clinical Commissioning Groups
(CCGs) and GP practices from any perceptions of wrong-doing.
NHS England is responsible for commissioning primary care services under the GP
contract. However, an essential feature of the new commissioning arrangements is
that CCGs should be able to procure a range of community based services,
including some primary care services, to improve quality and outcome for patients.
The Commissioning Governance Committee provides an additional safeguard for
the CCG when commissioning services for which GP practices are the
recommended providers. Where the Governing Body would not be quorate for
approving commissioning intentions, due to the withdrawal of GP members because
of conflict of interest, the Commissioning Governance Committee assumes
delegated responsibility, reporting its decisions to the Governing Body in public.

2.

PURPOSE OF THE COMMITTEE
As a formal sub-committee of the CCG Governing Body, 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 CCG has the necessary governance arrangements in place
to manage conflict of interest in regard to the procurement of services provided by
GP practices.
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(iii)

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

(iv)

Demonstrate that the CCG 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.

3.

ROLE OF THE COMMITTEE
On behalf of the Governing Body, the role of the Commissioning Governance
Committee is to scrutinise and approve proposals ensuring that where the
recommended provider of services is to be a GP practice, there is evidence that
they:

(i)

Clearly meet local health needs and have been planned appropriately

(ii)

Go beyond the scope of the GP contract

(iii)

Have been procured using the appropriate methodology

(iv)

Promote improvements in the quality of primary medical care

(v)

Demonstrate the achievement of improved outcomes and value for money

(vi)

Cannot be delivered by another provider to the same level of quality, specification
and/or price

(vii)

Include details for monitoring the quality of service provision

(viii)

Include the details of any actual or potential conflict of interest having been
appropriately declared and entered in the register which is publicly available

(ix)

Maintain confidence and trust between patients and GP’s

(x)

Have been clearly detailed within the agreed proforma

4.

AUTHORITY
The Committee is accountable to the CCG Governing Body and operates within
agreed delegated powers.
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5.

MEETINGS
The Committee will not meet routinely but on an as required basis.
Meetings may be conducted on a ‘virtual’ basis through the use of e-mail
communication if necessary.
Minutes of meetings will be presented to the next available meeting of the CCG
Governing Body in public.
Agendas and any papers for Committee meetings will be circulated to members at
least five days in advance. Where the committee meets in person, a Committee and
Governance Officer will attend to formally minute the proceedings.

6.

MEMBERSHIP
Membership of the Committee comprises the CCG Chief Officer, Chief Finance
Officer, Chief Contracts Officer, the Secondary Care Doctor and Governing Body
Lay Members.
When the committee meets in person:
The Lay Member for Governance will chair the committee.
A quorum shall comprise at least four members, two one of whom shall be the a
Lay Members and two three other members.
In the absence of the Chairman, the Lay Member for Patient and Public
Engagement shall chair the meeting those members present shall choose one
member to chair the meeting.
Where voting is required and in the event of an equality of votes, the Chairman shall
have a casting vote.

7.

REVIEW
The Committee shall review its terms of reference on an annual basis.

8.

AUTHOR
Colin Boakes - Governance Advisor
Date: January 2014
Review Date: January 2015
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From: Ed Garratt, Chief Operating Officer
WEST SUFFOLK HOUSE ACCOMMODATION
1.

Purpose

1.1

To ask for the governing body’s approval for the accommodation move from the Active Business
Centre to West Suffolk House, Western Way, Bury St Edmunds.

2.

Background

2.1

West Suffolk CCG are currently tenants at the Active Business Centre in Bury St Edmunds,
which was an arrangement originally agreed by the West Suffolk Commissioning Federation.

2.2

On 20 June 2012, the CCG’s ‘shadow’ governing body agreed to re-locate the West Suffolk
based staff (34 staff) to West Suffolk House, the home of Suffolk County Council, St
Edmundsbury Borough Council and Forest Heath District Council. This followed an extensive
review of public and private sector estate in West Suffolk conducted by David Boshier and
Company, independent surveyors.

2.3

In 2012 the move was refused by the East of England Strategic Health Authority, on the grounds
that CCGs were asked to use existing NHS estate.

2.4

Following the closure of Strategic Health Authorities in April 2013, CCGs are now able to choose
their own accommodation.

2.5

The CCG has therefore has acted upon the shadow governing body’s decision to relocate to
West Suffolk House. The move has been negotiated by NHS Property Company.

2.6

The licence is for 5 years from 1 July 2014 signed between the CCG and St Edmundsbury
Borough Council and Suffolk County Council. There is a 12 months’ notice period.

3.

Rationale for move

3.1

There is a strong rationale for moving to West Suffolk House.

3.2

The CCG’s ambition is around integrated working. The move will enable us to be co-located with
key local government partners, which will bring operational and strategic benefits, particularly to
the delivery of our integrated care strategy. It is very positive to be co-located with public sector
partners.

3.3

The facilities of West Suffolk House are on a much greater scale than our current
accommodation. For instance, they have a number of modern purpose built meeting rooms with
free WIFI access and telephony.
Page 1 of 2

3.4

The overall cost of accommodation at West Suffolk House provides much greater value for
money for the taxpayer:
•
•

Current accommodation annual cost: £120K
West Suffolk House annual cost: £68k

3.5

West Suffolk House is central in the West Suffolk patch and is easily accessible from the A14.

4.

Conclusion

4.1

The governing body is asked to approve the move to West Suffolk House.
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WSCCG 14-39

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 each year.

2.

Background

2.1

The CCG continues to progress in managing it’s responsibilities in relation to health and
safety matters.

2.2

As a commissioner of services the risks encountered by the CCG, whilst obviously important
are less than would be seen in other types of organisation, especially those providing the
medical and clinical services.

3.

Key Points

3.1

Health and Safety and Risk Committee
The joint Health and Safety Committee continues to meet every other month. Both CCGs are
represented along with representatives of the management delivery team and NHS Property
services.
The committee will not be examining risks in detail (other than those relating to Health and
Safety) this work will continue to be the overall responsibility of COT and the governing
bodies with regular reporting to the Audit Committee.
To strengthen risk management and the CCG’s approach to managing this, the role of
Information Governance Manager has now been extended, and the post renamed to
“Information Governance and Risk manager”. This role will provide co-ordination and advice
on all aspects of risk to the CCG and will include management of the GBAF.

3.2

Health and Safety Annual Plan 2013-14
The 2014/15 plan is in the process of being finalised and will be available shortly. It will be
cascaded to staff via BUZZ and the intranet in the coming month.

3.3

Health and Safety Advice
Professional advice continues to be provided by the independent contractor Safetyboss, a
local health and safety consultancy and training company based in Melton near Woodbridge.
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Safetyboss continues to be contracted by the CCGs, through a Service Level Agreement
(SLA), to provide on-site and telephone advice and support, training and audit.
Safetyboss has carried out a number of “walk arounds” introducing themselves to staff and
helping them to address any health and safety concerns they have. These visits include
helping staff with “display screen equipment” assessments where a need has been identified.
3.4

Health and Safety Training
Staff continue to attend the half day Health and Safety training provided by Safetyboss.
These sessions have been refreshed for 2014/15 and now include reference to corporate
manslaughter legislation and how it could affect the CCGs.
All staff attended sessions during the last year and new dates are in the calendar for staff to
book for their next annual training. As part of staff mandatory training, attendance at the
Health and Safety sessions is monitored as part of their personal development review.
Regular reports are presented to the Heath and Safety and Risk Committee to enable overall
training to be monitored.

3.5

Health and Safety Newsletter
The second edition of the Health and Safety newsletter, edited by Safetyboss is due to be
published in the next week or so.

3.6

Health and Safety Risk Assessment
The CCGs as part of an overall programme of risk management are being asked to create, at
a departmental level, risk logs. These will incorporate Health and Safety, Information,
financial, organisational and all other risks. These logs will be monitored at chief officer’s
level under a process overseen by the Information Governance and Risk manager. Any risks
as scoring sufficiently to be of concern will be considered to be put forward to the Corporate
Risk register and from there possibly for inclusion in the GBAF.
As mentioned previously the number of Health and Safety risks which are likely to be
included is low, but because of the proposed revised terms of reference for the health and
Safety and Risk Committee, any significant issues will be reported here in the future

3.7

Fire and First Aid
The CCG’s identified Fire Wardens and First Aiders continue to fulfil their roles
Safetyboss has provided a basic first aid awareness session aimed at informing staff of
some of the issues which can be faced.
Both CCG sites have carried out evacuation exercises and both reported successful
outcomes. The full reports were discussed at the Health and Safety and Risk committee
meeting and all lessons learned as a result are being progressed through the committee.

3.8

Incident Reporting
The Vantage Technologies Sentinel Incident Reporting System continues to be used to
record all incidents.
To date the system has recorded two incidents regarding slips, trips and falls. Both of these
are now closed with no further action being taken.
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4.

Recommendation

4.1

The Governing Body is asked to note the health and safety report.

Author:
Norman Pottinger
Information Governance and Risk Manager
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WSCCG 14-40

From: Bill Banks – Lay Member for Governance

GOVERNING BODY ASSURANCE FRAMEWORK

1.

Purpose
To provide the Governing Body with the updated CCG Governing Body Assurance
Framework (GBAF) document for May 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 01:

Failure to safely manage surges in patients requiring urgent care during the
winter period across West Suffolk and impact on ability to deliver 95% A&E
target and ambulance turnaround targets: Amendments to granular risks,
key controls and action plan/timeline.

Risk 02:

Failure to achieve on-going financial balance beyond 13/14 and deliver
optimum service from the financial resources available. Amendments to all
columns

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
plan/timeline several items marked as complete.

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: Change to action plan/timeline. Winter pressures work
complete, HCAI refresh due June 2014.

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: Amendments to key controls and action plan/timeline.

Risk 09:

Service risks as a result of the NSFT proposed service redesign model
This risk has been removed from the GBAF.

Risk 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.
This risk has been removed from the GBAF.

Risk 11:

As a result of the NHS white paper there is no legal basis for CCGs to
receive, retain and process patient identifiable data .Amendments to action
plan/timeline

Risk 12:

Implementation of Transforming Pathology Services
RAG rating reduced to 9 (remains at amber) + amendments to action
plan/timeline.

Risk 14:

Failure to comply with NHS continuing
Amendments to action plan/timeline.

Risk 15:

Reputational risk to the CCG from the role of lead commissioner for the East
of England Ambulance Service Trust: Amendments action plan/timeline.

Risk 16:

Risk of sub optimal clinical outcomes for stroke patients:
This risk has been removed from the GBAF.

Risk 17:

West Suffolk Hospital financial challenge in 14/15 adversely impacting on
quality and performance at the Trust. Amendments to all columns

Risk 18:

Failure to meet some statutory duties for Looked After Children:
Amendments to action plan/timelines.

Health

care

Framework:

NEW RISKS ADDED

4.

Risk 19:

West Suffolk Hospital change in CEO.

Risk 20:

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

Recommendations
The Governing Body is requested to review and approve the updated GBAF for May 2014

Author:
Norman Pottinger
Information Governance and Risk Manager

Governing Body Assurance Framework and
Action Plan
2014 - 2015

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

July 2014

16

August 2014

17

September 2014

18

October 2014

19

November 2014

20

December 2014

21

January 2015

22

February 2015

23

March 2015

24

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.

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 Framework
the
RAG
Score
Governing Body

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)

MANAGEABLE
(1-6)

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.

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

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

3.
Human resources/ organisational
development/staffing/ competence

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

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

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)

Critical report

Gross failure to meet national
standards

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

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

ASSURANCE OF
CONTROLS

RAG
RATING OF
GAPS IN
CONTROLS

REVISED RAG RATING

KEY CONTROLS
ESTABLISHED

RAG RATING LAST MONTH

INITIAL RAG RATING

GRANULAR
OPERATIONAL
RISKS

(LIKELIHOOD x CONSEQUENCE)

ACCOUNTABLE OFFICER &
GP OWNER

No & DATE RISK ADDED

DESCRIPTION OF
STRATEGIC RISK

ACTION PLAN & TIMELINE

Failure to safely manage
surges in patients
requiring urgent care
across West Suffolk and
impact on ability to
deliver 95% A&E target
and ambulance
turnaround targets

•

•

•

WT + ED

01

•

•

•

Insufficient staffing
and flexible
capacity in APS &
CIS
Continued delays in
SCH re-organisation
impacting on
delivery of
Integrated
Neighbourhood
Teams and APS
Capacity in SCH to
accept primary care
referrals
Delays in
ambulance
handover affects the
ability of the
ambulance service
to respond to
emergency calls
resulting in a risk of
emergency
response failure in
the community
Operational issues
at the ambulance
service result in the
delay in ambulance
response
Operational issues
at WSFT impacting
on ability to deliver
95% A&E target

4x4

•

16
•

•

•
•

•
•

•

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 WSHrecently stepped up to
Director daily led calls
Escalation process agreed
system wide-stepped
down and under review
First Exception Notice
issued and all actions
complied with-closed.
EEAST/IHT/WSH action
plans to improve
ambulance handover
times-plans under review
NHS England risk summit
undertaken

•
•

•

•
•

UCN dashboard
monthly
Review
performance and
recovery plans at
COT and CCG
Clinical Executive
Reports to CCG
clinical execs and
integrated care
workstream
Board to Boards
AT performance
reviews

INTERNAL AUDIT
PLAN:
• 4.2 Monitoring of
Contracts
CCG PRIORITY:
•
Demonstrate
excellence in
patient experience
and patient
engagement
•
Improve health
and wellbeing
through
partnership
working

█

3x4

3x4

MANAGEABLE

12

12

• Monthly UCN meetings to
manage delivery of agreed
Winter Plan and overall
integrated care plan-evaluation
in progress
A&E performance against 95%
- Year end 95.3% - target met
• First Exception report closed as
all actions successfully
completed. .Validated
Performance for April = 94.79%
- no contractual escalation and
regular review going forwards.
• Performance in A&E fell below
the target due to an outbreak of
Norovirus on F8 during the
beginning of the month. This
coupled with junior doctor
handover and Easter resulted in
performance falling below
target.
• Ambulance handovers >60mins
at WSFT remains static.
Weeks 1-4 = 30
Weeks 5-8 = 23
Weeks 9-12 = 5
Weeks 13-16 = 3
Weeks 17-21 = 3
Weeks 22-25 = 2
Week 31-35 – 1
Week 37-39 = 3
Week 40-43 = 4
Week 45-48 = 5
Week 49-52 =24
A revised ambulance trajectory
and operational plan is being
agreed to remedy performance
for 30 minute and 60 minute
targets.
• Work completed with WSH on
the Discharge planning project
to aid ‘flow’ through the Hospital
system, including review of CHC
processes.

CG + CB

02

• Failure to achieve
ongoing financial
balance beyond 13/14
and deliver optimum
service from the
financial resources
available.
• The CCG has an
£8.3m QIPP savings
target in 2014/15
• The degree to which
the CCG is underfunded has reduced
by around 5%, from
being 2% underfunded to 3% overfunded following an
adjustment to the
national allocation
formula for
deprivation. This will
result in lower than
anticipated allocation
increases and a
significant reduction in
overall anticipated
funding.
• The national
requirement for the
transfer of money
from Health (the
CCG’s existing
budget) into the
‘Better Care Fund’
(Social Care) of
£14.2m places a
significant and
unachievable burden
on the financial
balance of the CCG if
demand in acute
trusts cannot be
reduced to fund the
new initiative over the
next 12 months.

•

•

•

•

•

•

•

Failure to deliver
required QIPP
levels. £8.3m
Inability to invest in
development areas
to improve health
outcomes, financial
overspend
Cost pressures in
continuing care &
specialist
commissioning
budgets & GP IT
allocation
Public / political
opposition to QIPP
change
programmes - delay
or prevention of
delivery
Inability to gain
support for QIPP
changes from
providers or clinical
groups - Inability to
deliver projects as
planned
Failure to engage
wider health
providers outside of
existing core
contract
Providers require
extra financial
support to
maintain/meet
clinical quality and
contractual
standards.
Higher than
anticipated activity
level

4x5
20

• Project management
approach to delivery of the
QIPP plans
• Focus on activity levels of
acute 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 the Specialised
Commissioning Group
Finance, Commissioning
and Performance
Committee
• Only investing in schemes
that will deliver an in year
saving. Investments that
deliver direct savings will
need to be held until QIPP
delivery is assured
• 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

• COT
• Project heads
•
•
•
•
•

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

█
CHALLENGING

4x5

4x5

20

20

• 13/14 reforecast 3 remains at a
position of delivering a 1 yr
surplus.
• Monthly identification of risks
and opportunities
• Non-recurrent spend held to
support areas that could create
financial risk/pressures
• Clear prioritisation process for
investments within available
funds
• Ongoing tracking of
management of risks and
opportunities
• Ongoing QIPP tracking
• LPP audits/coding counting
changes
• Active participation in
discussions on Better Care
Fund with Council.
• Organisation focused on QIPP
delivery

BM + CB

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

(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)

4x3
12

•

All MRSA bacteraemia
cases to be subjected to
NHS England Post
Infection Review (PIR)
•
CCG will lead pre 48hr
cases
•
Acute provider where
case occurred will lead
post 48hr cases
•
Attendance at all PIRs by
Shared Management
Team, reviewing
assurance and
management systems.
• 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.

•

•
•

•

•

Infection Control
audits, including
secondary
assurance
audits/QIVs
Monthly evidence
submission linked
to the action plan
Performance
report data to
CCG Governing
Body
Monthly reports
to COT on
progress of
action plan
Details of
individual cases
reported to CCG
with identified
actions

INTERNAL AUDIT
PLAN:
•
4.2 Monitoring of
Contracts ; 1.4
Clinical
Governance Overview
CCG PRIORITY:
•
Demonstrate
excellence in
patient experience
and patient
engagement

█

4x4

4x4

CHALLENGING

16

16

L
•
•

Lead GP identified for
WSCCG. - complete
Regular communication with
ICT via meetings and Network
Group - on-going

•

QIV programme on-going

•

Contract query raised with
WSH – Remedial Action Plan
(RAP) closed in February
2014 following sufficient
response to plan with ongoing
monthly monitoring through
quality meetings

•

Monitoring and thematic
review of PIR learning
outcomes to be reflected in
local action plans and BAF

•

MRSA screening and
Decolonization audit results to
be scrutinized by CCG and
concerns raised at HICC and
ICSG

•

Monthly progress on HCAI’s to
be monitored; issues raised
via monthly HICC meetings

•

Isolation capacity monitored
with learning from breaches
raised at ICSG opening of new
isolation facility will provide
additional capacity from
February 2014. Matter is ongoing.

•

Annual consideration ‘winter
pressures’ funding for
improvements - complete

•

RAG to be rated ICSG action
plan reviewed annually by
WSCCG CEB (Quarter 4)

BM + CB

06 (November 2012)

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

(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)

4x4

•

16
•

•
•
•
•

•

•
•

Robust RCA process for
each provider case
identifying those for
successful appeal*
GP ownership of primary
care cases with clinical
review identifying those
for successful appeal*
Provider and CCG joint
thematic analysis of all
cases of CDI
Isolation capacity
monitored with breaches
raised at ICSG*
Ribotyping of all cases of
CDI
Audit programme of CQC
recommended IC
standards (to include
antibiotic prescribing) in
all CCG commissioned
services
Delivery of targeted
infection control
education and audit in all
CCG commissioned
services.
14/15 trajectory to be
agreed in SLA – ceiling
for 25 cases
Independent C diff
Review (Sept 2013)

•

Monitoring of
RCA process and
audit results at
each bi-monthly
ISCG meeting
• System wide
action plan
updated in line
with RCA
outcomes with
bimonthly review
at ICSG;
• CCG led GP
review of CDI
cases (being
upgraded Dec
2013) with
findings shared at
each bi-monthly
ISCG meeting.

INTERNAL AUDIT
PLAN:
• 4.2 Monitoring of
Contracts ; 1.4
Clinical
Governance –
Overview
• Work in
collaboration with
CCG to
implement
recommendations
from independent
C diff review.
CCG PRIORITY:
•
Demonstrate
excellence in
patient experience
and patient
engagement

█

4x4

4x4

CHALLENGING

16

16

• Scrutiny of audit outcomes and
identification of further actions
(by CCG Infection Control Team
and Providers) with findings
shared at HICC and ICSG
• Ribotyping of all specimens with
results shared locally
• Ribotyping of all community
cases to be scoped for funding
and lab capacity
• GPs to work collaboratively with
CCG in developing monitoring
process for CDI cases in primary
care.
• Evidence of actions at ICSM in
response to themes and trends
identified from RCAs
• Evidence of best practice to be
shared from successful CDI
appeals*.
• CDI appeals* cases that are
unsuccessful to be revisited and
reasons for failure to be raised
at HICC and ICSG
• Annual consideration of ‘winter
pressures’ funding for
environmental improvements complete
• Updated HCAI action plan
reviewed at each bi-monthly
Infection Control Strategy Group
(ICSG) meeting. Due for refresh
in June 2014.
• Monitoring and thematic review
of CDI outcomes reflected in
local action plans and BAF
• RAG rated ICSG action plan
reviewed annually by IESCCG
CEB (Quarter 4)
• Support trust in implementing
recommendations from
Independent review
• Open Infection Control isolation
beds to provide additional
isolation facility, identify ward to
use as decant area to facilitate
deep cleaning programme in
line with best practice.

Potential impact of
Serco model of care
and transformation as
a result of staff
consultation
Major change
introduces instability
and could impact
delivery
Contractual 2014/15
Deed of Variation not
agreed (signature
required 1st April 2014)

•
•

•
Patient care
adversely affected
Reputation damage
to community
health service

3x4
12

•
•

•
•
•

WT + SA

07 (November 2012)

•
•
•

Serco invited to meetings
with CCG and
stakeholders
Risk assessment of
changes
Formal presentation to
HOSC and follow up
meeting with HOSC in
April
Formal inclusion of KPI’s
in performance report
from March 2013
Engagement with
Sudbury WATCH
Results of Quality Review
shared.
3 Contract Queries
opened-one closed due
to remedy of performance
CEO meetings set up to
agree DoV and
corresponding issues;
Clinical Executive
members fully briefed
and involved in on-going
dispute

•

•
•

Discussion of
assessment and
risks at CCG
clinical Executive
Reports to CCG
Governing Body
Feedback
outcomes of
model of care to
future HOSC
meetings

INTERNAL AUDIT
PLAN:
•
4.2 Monitoring of
Contracts ; 1.4
Clinical
Governance Overview
CCG PRIORITY:
•
Improve access to
mental health
services
•
Improve health
and wellbeing
through
partnership
working
•
Demonstrate
excellence in
patient experience
and patient
engagement

█

4x4

4x4

MANAGEABLE

16

16

•

CCG/Serco review of
transformation on-going.
Structures in place

•

Further discussion with Serco
regarding contract updates &
KPI review. Complete

•

Review of service quality
complete. Action plan in place
including work through
contractual route/Contract
Queries.

•

Review reported to Clinical
Exec and Governing Body.
On-going work programme
through SL and Quality
Forum.

•

Contract Query issued for
priority KPI performance and
reporting, RAP agreed.
Progress on track

•

Contract Query issued for
Response Times-RAP met
and Contract Query closed

•

Contract Query issued for
Community Equipment
Services-RAP agreed and to
be delivered in phases
(analysis, review, test
implementation and roll out
(full implementation.

•

Analysis-completed;

•

Review: in progress and on
track

•

Full compliance with KPIs
required end June.

CG + DC

11 (February 2013)

As a result of the NHS
white paper there is no
legal basis for CCGs
to receive, retain and
process patient
identifiable data.

• Inability to validate
financial transactions.
• Inability to conduct
healthcare planning
activities.
• Inability to
commission the right
services for the right
people.
• Unable to target
support for patients
and populations
groups at highest risk
• Unable to provide
robust contract
monitoring and
measurement of
patient outcomes
• Unable to monitor
delivery and success
of QIPP initiatives.

4x5

•

20
•

•
•

•

•
•
•

Potential cost
pressure around anti
coagulation, pathology
services & phlebotomy

WT + JF

12 (April 2013)

Implementation of
Transforming
Pathology Services

•
•
•

•

•

•

Lack of clear
pathways
Lack of
engagement with
GP practices
Lack of clarity
about SCH role in
community
phlebotomy service
Potential for
confusion and gaps
in service provision
while new
pathways embed
Risk that patient
results are delayed
resulting in delays
in care
Proposed changes
are unaffordable

3x3
9

The DSCRO are now
processing, validating,
costing and retaining
SUS data. Pseudo data
made available to CCG
On0going development
work with the DSCRO to
process, validate and
cost non SUS data.
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
CEfF established to
process identifiable NCA
invoices

• 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

INTERNAL AUDIT
PLAN:
• 5.1 Information
Governance

█

3x4

3x4

MANAGEABLE

12

12

• Audit of & use of data
undertaken
• Programme of work under
review of Information
Governance to get to IG toolkit
level 2 is in place

CCG PRIORITY:
• N/A

• Confidentiality Advisory Group
(CAG) have now extended
exemption until October 2014.
• DSCRO processing SUS and
Non SUS identifiable data and
providing pseudonymised
outputs

• Review at COT &
Executive
• AT review
CCG PRIORITY:
• N/A

█

4x3

3x3

MANAGEABLE

12

9

•

•
•
•
•
•

Delivery date is delayed to
May2014 Regular meetings
are attended to review
progress
Contract negotiation almost
complete
Further discussion with
Special Projects Team
CCG Board decision to
progress signed off.
Mitigation for poor data
counting built into contract
Communication approach
agreed.

Failure to comply with
NHS continuing Health
care Framework

•

4x5
20

• 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

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

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-going CHC

• 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

█

4x5

4x5

CHALLENGING

20

20

•

•
•

INTERNAL AUDIT
PLAN:
• 2.3 Continuing
HealthCare
CCG PRIORITY:
• Demonstrate
excellence in patient
experience and
patient engagement
• Improve the health
and care of older
people

BM + JF

14 (April 2013)

•

Inability to assess
patients for CHC
within 28 days
Limited compliance
with DH Policy

•

•

•

•
•
•

•

•

Policies and processes to be
established and embedded to
implement a full auditable
process for reporting. Policies
and SOP by February 2014 complete
Review backlog cases to
ensure all remain eligible for
review.
External review by Broadcare
– March 2014.
Team reconfigured into
localities to improve
efficiencies. Complete
Explore Technology required
to improve team efficiencies
project. Report complete and
implementation plan being
developed. - complete
Workflow and systems being
reviewed to ensure alignment
to NHS CHC Framework –
April 2014.
Retrospective team
established fully December
2013. Recruitment ongoing to
maintain staffing levels
First stage caseload review
complete.
Correspondence with all
applicants second stage complete
A report to Collaboration
Group and clinical exec to
provide information on current
position and agree process
for retrospective cases,
complete
Clinical risk assessment being
undertaken after second
stage Brayleino review March
2014
Regular reporting to Lead GP
and Clinical Executive

•

EEAST is currently
experiencing
significant
operational issues
leading to significant
patient risk and high
profile interest
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 expense of
other work due to
high profile nature

4x3

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

4x4

•

•

WT + SA

15 (April 2013)

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

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

CG

17 (October 2013)

•

•

12
•

•

•

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

•

•

•

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

█

4x3

CHALLENGING

12

4x3
12

•
•
•
•

INTERNAL AUDIT
PLAN:
• 4.2 Monitoring of
Contracts

•

•

CCG PRIORITY:
•
Demonstrate
excellence in
patient experience
and patient
engagement

•

16

• Sign off Provider CIPs
• Monthly meetings to discuss
financial position
performance and level of
clinical quality

•

•

Ongoing
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

█

4x4

4x4

CHALLENGING

16

16

•
•
•

Risk summit taken place.
Consortia to remain this year.
New governance structure to
ensure timely decision making.
Quality review meetings
continue
Overview and scrutiny
committee now in place.
NHSE and TDA with lead
commissioner and EEAST
attending. Transformation
Business case and remedial
action plan due 30/04/2014
Hospital handover times are
being monitored and managed
by each CCG system.
Structure for the review of
Quality and Patient Safety now
in place, with all CCGs and E
EAST. Additional monthly
review meetings taking place
with provider and Quality
Team.
CNO & CCO attended QSG to
update on ambulance position

Regular performance
meetings and sharing of plans
and assumptions
Regular meetings with DoN to
review quality and patient
safety issues
CIP plans reviewed – on-going
programme to identify further
savings.

BM + RR

18 (January 2014)

Failure to meet some
statutory duties for
Looked After Children

CG

19 (April 2014)

West Suffolk Hospital
change in CEO.

• 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

• WSH CEO leaving
• Potential delay before
new CEO in place
.

5x3

12

15

• 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

•

•
•
•

•

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

█

3x4

3x4

MANAGEABLE

12

12

•
•

•
•

•

Agreement to resource to
implement plan 23/7/13. complete
Short term action plan
objectives to be met within 3 to
6 months – complete Dec
2013.
Task and Finish Group on
target against action plan
timescales.
Internal Audit review being
undertaken to review progress
against actions – complete
March 2014
Report to Audit Committee
April 2014.

INTERNAL AUDIT
PLAN:
CCG PRIORITY:
• To ensure high
quality local
services
• To improve health
and educational
attainment for
children and young
people

Ongoing
monitoring of
performance and
quality via SLA,
CEO to CEO and
CFO to CFO
meetings

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

█

5x3

MANAGEABLE

15

•

Ongoing dialogue with other
members of the Management
Team.

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

•
•

JH + CBr

20 (May 2014)

•

Potential for
services to fall out
of contract
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
Reputational
damage to
commissioners

•

4x4
= 16

•

•

Programme structure put
in place for Health and
Care Review including
Systems Leaders
Partnership, Programme
Boards for both Urgent
Care and Health &
Independence
programmes plus working
groups
Mapping of all existing
services to ensure full
coverage of newly
commissioned services
Fortnightly meeting with
SCC to ensure smooth
running of programmes

•
•
•
•
•

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 and care
of older people
•
Improve access
to mental health
services
•
Improve health
and wellbeing
through
partnership
working
•
Deliver financial
sustainability
through quality
improvement

█
CHALLENGING

4x4
=16

Each programme has set out
timelines to ensure fully
commissioned redesigned services
in 2015. These have been
reviewed by the Executive Group

Agenda Item No.

19

Reference No.

WSCCG 14-41

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, and Clinical Executive Committee.
(i) Audit Committee
The (un)confirmed minutes of a meeting held on 8 April 2014
(ii) Remuneration and HR Committee
The (un)confirmed minutes of a meeting held on 22 April 2014
(iii) Clinical Executive Committee
The (un)confirmed minutes of a meeting held on 30 April 2014

2.

Recommendations

1.2

The Governing Body is asked to endorse the minutes.

Author:
Jo Mael
Corporate and Governance Officer

Unconfirmed Minutes of a Meeting of the West Suffolk Clinical Commissioning
Group Audit Committee held on Tuesday 8 April 2014

PRESENT
Bill Banks
Peter Knights

-

Lay Member for Governance (Chair)
Governing Body Member

IN ATTENDANCE
Neil Abbott
Colin Boakes
Mark Game
Mike Gooch

-

Carl Goulton
Mark Hodgson
Jo Mael
Norman Pottinger

-

Ruth Pritchard-Wooles

-

Head of Internal Audit
Governance Advisor
Head of Accounting and Control
Emergency Planning & Resilience Manager (item
14/018 only)
Chief Finance Officer
Ernst and Young – External Audit
Corporate and Governance Officer
Information Governance Manager (item 14/019
only)
Ernst and Young – External Audit

14/017 WELCOME AND APOLOGIES
The Chairman welcomed those present to the meeting and apologies for
absence were noted from:
Lorraine Bennett, Local Counter Fraud Specialist
Amanda Lyes, Chief Corporate Services Officer
The Committee agreed that agenda items 12 (CCG response to coastal
flooding) and 13 (Information Governance) be brought forward.
14/018 CCG RESPONSE TO COASTAL FLOODING MAJOR INCIDENT –
DECEMBER 2013
The Committee received a report from the Emergency Planning and
Resilience Manager which provided a summary of the CCG’s role in the
multi-agency response to the December 2013 tidal surge along the East
coast. The report set out the reporting mechanisms associated with the
incident along with CCG response activities and an action plan that had
been developed following the debrief.
It was noted that whilst NHS England had not provided physical presence
during the response, it had provided emergency planning support and a full
flood response plan had now been produced.
The Committee was pleased to note the successful response to the
incident and that an action plan was being taken forward by the Emergency
Planning and Resilience Manager.

14/019 INFORMATION GOVERNANCE
The Committee received a report from the Information Governance
Manager which detailed the CCG’s current information governance position.
Key points highlighted from the report included;
•

That the CCG’s toolkit return had been completed in October 2013. The
new version of the toolkit return due in March 2015 was expected to be
released during June 2014.

•

Both CCGs had achieved stage one of the accredited safe haven status,
which meant they were now able to process information received from
the newly appointed Data Services for Commissioners Regional Office
(DSCRO).

•

Staff continued to be engaged in the on-line information governance
training.

•

A policy review group had been set up to review policies (and
procedures) to ensure they were fit for purpose.

Having reviewed the Information Governance Group minutes as attached to
the report, it was questioned whether there might be risks associated with
the recording of meetings. It was suggested that, as any risk was likely to
result from inconsistencies in reporting, thought should be given to
providing communication and guidance for staff.
The Committee noted the content of the report and asked that the Chief
Finance Officer discuss with the Chief Corporate Services Officer outside of
the meeting how best to facilitate communication to staff in respect of
attendance at recorded meetings.
14/020 MINUTES OF THE PREVIOUS MEETING
The minutes of the West Suffolk CCG Audit Committee meeting held on 11
February 2014 were reviewed and confirmed as a correct record.
14/021 MATTERS ARISING AND REVIEW OF ACTION LOG
Minute 14/006 Internal Audit Report (Conflicts of Interest) - it was
confirmed that the register of interests was able to be accessed by
procurement staff.
The action log was reviewed and updated.
14/022 EXTERNAL AUDIT
The Committee was in receipt of an External Audit Briefing which provided
information on issues that might have an impact on organisations, the
health sector and audits undertaken.
Representatives from External Audit reported the following in respect of its
work with the CCGs;
•

That the interim audit had gone well.

•
•

Annual report guidance had been published the previous week.
NHS Property Services charging had been identified as a significant risk
and, as such, would be added to the audit plan in order to seek
assurance.

The Head of Accounting and Control advised that the CCGs had recently
received agreement from NHS England that credit notes would be raised on
national invoices in respect of NHS Property Services which should mitigate
the above risk.
The Committee noted the content of the report
14/023 INTERNAL AUDIT INTERIM REPORT
The Committee was in receipt of a report from the Head of Internal Audit
which provided a summary of progress against plan from April 2013 to
February 2014, together with the results of audit work undertaken and
finalised to date.
Key points highlighted from the report included:
•

Internal Audit had spent 67 days auditing the systems and activities of
the CCGs out of a contracted total of 100. It was expected that days not
used would be carried forward into 2014/15.

•

Of nine internal audit reports carried out throughout the year, most had
returned a satisfactory or good level of assurance. The opinion
statement for the annual accounts was currently being drafted and was
likely to report good assurance.

The Committee noted the content of the report
14/024 INTERNAL AUDIT REPORTS
The Committee received the following reports from internal audit:
Progress report on continuing healthcare actions from internal audit report
13/04
The report provided an update of progress against recommendations
included within the continuing healthcare internal audit report presented to
the previous meeting. Whilst the report indicated that, overall good
progress was being made in respect of the action plan, it was noted that
two target dates had passed with actions noted as ‘ongoing’ those being in
relation to review of the IT system and agreement of key performance
indicators.
The Committee was advised that, alongside the action plan already in
existence, it was intended that a workforce plan be developed to address
the level of outstanding backlog cases. Reporting processes had now
improved and the Clinical Executive Committee was receiving regular
updates on progress against the action plan.
The Chief Finance Officer highlighted that changes being made to personal
health budgets might have consequences on continuing healthcare and, as
such, the Audit Committee should keep the item on the agenda for

forthcoming meetings.
Safeguarding Looked After Children (LAC)
A ‘good’ assurance level had been reported and a full action plan was being
progressed.
Having questioned whether the CCG was now meeting its statutory duties
in respect of LAC, it was agreed that the Head of Internal Audit investigate
and report back to the Committee at its meeting to be held on 10 June
2014.
The Committee accepted the report.
Non Clinical Contracts
A ‘good’ assurance level had been reported, with a contract register being
developed.
The Committee accepted the report.
HR Recruitment and Payroll
A ‘good’ assurance level had been reported in respect of HR Recruitment
and a ‘satisfactory’ level in respect of payroll. Whilst it had been noted
within the report that a positive pay return exercise had not been completed
within the current year, mitigating information had been supplied which
would need to be investigated further and might result in an updated
assessment and subsequent revised report.
The Committee accepted the report.
Internal Audit Recommendations
The Committee welcomed the report which was a good control document
and noted the intention that it be updated and brought back to each
meeting going forward.
14/025 COUNTER FRAUD
The Committee was in receipt of a report from the Local Counter Fraud
Specialist (LCFS) which included advice that the requirement for assessing
provider’s counter fraud arrangements would be covered by NHS Protect
assessments with there being no need for the CCG to undertake its own
assessments.
Due to concern raised as to whether sufficient work was being carried out
locally in respect of the categories outlined within the report, it was
suggested that improved links with counter fraud be explored.
The Committee noted the content of the report and the Chief Finance
Officer agreed to discuss with the Chief Corporate Services Officer how
improved links with counter fraud might be facilitated for 2014/15.
14/026 DRAFT GOVERNANCE STATEMENT

The Committee was in receipt of a draft 2013-14 Governance Statement
which it was explained, had been based on NHS England Annual Reporting
Guidance revised in March 2014. It was noted that, due to the late issue of
the new model, the current draft remained incomplete and a full review
against the requirements of the model was required which would result in its
further revision.
It was thought that the governance statement had been designed as a
document for regular update and revision and that consideration should
perhaps be given to updating it with performance management reporting
information on a six monthly basis with presentation of the draft to the Audit
Committee in February prior to finalisation at year end.
The Committee noted the content of the report and that Committee
members were being asked to feedback any comments on the draft
Governance Statement to the Head of Accounting and Control outside of
the meeting.
14/027 YEAR END TIMETABLE AND YEAR END READINESS CHECKLIST
The Committee received a report from the Chief Finance Officer which, as
requested by NHS England, sought acknowledgement of the year end
timetable and readiness checklist.
As production of the annual accounts was currently going to plan, the
Committee had no concerns in respect of the timetable and readiness
checklist.
The Chief Finance Officer provided updates in respect of previously
reported risks, as follows;
•
•
•

Ipswich Hospital financial position – the position had improved, with
months 10 and 11 having been reconciled.
Prescribing income – attempts to mitigate the risk were continuing
through the area team.
Continuing Healthcare – remained as a concern, with new advice in
relation to the settlement of costs being contrary to that issued for
other areas.

The Committee noted the year end timetable and acknowledged the year
end readiness checklist issued by NHS England.
14/028 RISK MANAGEMENT – GOVERNING BODY ASSURANCE FRAMEWORK
(GBAF)
The Committee was in receipt of the updated West Suffolk CCG GBAF
which was 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;
The amount of risk associated with non-delivery of the QIPP programme
was questioned, together with how the Audit Committee might assist with
on-going management of the programme. It was felt that the Audit
Committee’s role was to ensure that adequate systems were in place to
manage delivery of the programme and to ensure that detailed work plans

were in existence. Exception reporting in respect of the work programme
was reported via the Clinical Executive Committee and there was option to
request an Internal Audit be carried out.
The Committee noted the content of the report and agreed that Internal
Audit should be asked to produce terms of reference for an audit of the
QIPP programme to be delivered during the first quarter of 2014/15.
14/029 WAIVERS OF COMPETITIVE TENDERING
The Committee received and considered waivers of competitive tendering,
as attached to the report, in respect of the following:
•
•

011 – Replacement servers for GP practices
012 – Replacement desktop computers for GP practices

The Committee endorsed the waivers of competitive tendering presented.
14/030 REVIEW OF THE FORWARD AGENDA
The Committee reviewed the forward agenda for future meetings and
noted that the Internal Audit Plan would be presented to the 10 June 2014
meeting.
14/031 ANY OTHER BUSINESS
No items of other business were received.
14/032 DATE OF NEXT MEETING
The next meeting of the West Suffolk CCG Audit Committee would be an
informal meeting in respect of the annual accounts, held on Tuesday 22
April 2014 at 12.00 noon in the Paddock Meeting Room at Rushbrook
House.
Future meetings:
Date
2014
2 June 2014
Exceptional Audit
Committee (Annual
Accounts)
10 June 2014
9 September 2014
14 October 2014
9 December 2014
2015
10 February 2015

Venue

Time

Rowley

3.00pm

Paddock
Paddock
Paddock
Paddock

2.00pm
2.00pm
2.00pm
2.00pm

Paddock

2.00pm

Part One

Unconfirmed Minutes of a meeting of the West Suffolk Clinical Commissioning
Group Remuneration and Human Resources Committee Meeting held on
Tuesday, 22 April 2014

PRESENT:
Bill Banks
Jo Finn

Lay Member for Governance (Chair)
Lay Member for Patient and Public Engagement

IN ATTENDANCE:
Amanda Lyes
Jo Mael
Alistair Smith
Janine Smith

Chief Corporate Services Officer
Corporate and Governance Officer
HR Specialist Services (Min 14/011 only)
HR Specialist Services (Min 14/011 only)

14/010

WELCOME AND APOLOGIES FOR ABSENCE
The Chair welcomed everyone to the meeting. No apologies for
absence were received and it was agreed that item 4 - (Remuneration
Benchmarking Review for Clinicians and other Governing Body
Members) be taken as the first item.

14/011

REMUNERATION BENCHMARKING REVIEW FOR CLINICIANS AND
OTHER GOVERNING BODY MEMBERS
The Committee was in receipt of a report from HR Specialist Services
(HRSS) which, it was explained, had been prepared in response to the
CCG’s request for research to be carried out in respect of review of the
remuneration of clinicians and other members of the Governing Body.
As CCGs were new organisations, the availability of comparative data
had been limited, with little guidance having been issued from NHS
England. It was explained that the report had been prepared from other
CCG data together with information available in respect of GP pay and
locum rates. Information in respect of Lay members had been drawn
from other NHS and public sector sources.
The report set out conclusions from the work carried out, which included
that there was currently nothing to suggest that the Remuneration and
HR Committee should look to increase remuneration to Clinical or Lay
members of the Governing Body at present.
The Chief Corporate Services Officer advised that GP members of the
Governing Body and Clinical Executive were currently able to choose
whether payment was received via the CCG’s payroll or via their GP
practice. Many of the GP members had chosen to receive payment via
their practices as the remuneration was then used to mitigate the cost of
backfilling the GP members’ time at the practice via the use of locums

etc.
The Committee welcomed the report and thanked HRSS for its work in
preparing the report.
The Committee accepted the recommendations of the report and
agreed that, as GP and Lay Members of the Governing Body were due
for re-election in 2015, the situation should be reviewed on a regular
basis going forward with the next review taking place in October 2014
prior to the 2015 election process.
14/012

MINUTES OF THE PREVIOUS MEETING
The minutes of the West Suffolk CCG Remuneration and Human
Resources Committee meeting held on 18 February 2014 were
reviewed and agreed as a correct record subject to the paragraph
contained within the attendance section of the minutes being revised to
read as follows:
PRESENT:
Bill Banks
Jo Finn *

Lay Member for Governance (Chair)

* ( Attended at the beginning of the meeting and had no comment to
make on those papers to be discussed which contained no requirement
for decisions to be made)

14/0013 MATTERS ARISING AND REVIEW OF THE ACTION LOG
No matters arising were discussed and the action log was reviewed and
updated with comments as follows:
14/003 – Dress Code Policy – the Chief Corporate Services Officer
explained that as a result of receiving further feedback from staff, the
policy would now be presented to the 24 June 2014 meeting.
14/004 – IT Services Redesign – the Chief Corporate Services Officer
reported that the TUPE transfer of staff from Norfolk and Suffolk
Foundation Trust was now complete. Five staff that had commenced
work at the CCG from the beginning of April 2014 had settled in well.
14/006 – Joint Staff Partnership Committee – the Chief Corporate
Services Officer clarified that no staff had had increments withheld
during 2014/2015. The intention, going forward, was for any future
instances of the withholding of incremental pay to be notified to the
Remuneration and HR Committee.

14/014

WEST SUFFOLK CCG – QUARTER 3 2013/14 HR KPI REPORT
The Committee was in receipt of a report from the Chief Corporate
Services Officer which detailed CCG progress during quarter three of
2013/14 in relation to HR key performance indicators.
Key points highlighted during discussion included:

•

•
•
•

The Committee was pleased to note the improvements in appraisal,
mandatory training and sickness levels. It was thought that the
improved sickness levels might be due to earlier intervention and
awareness of occupational health.
The improvement in Equality and Diversity performance was
recognised.
It was reported that managers that had employees on fixed term
contracts working within their departments were advised by HR
when contract terms were nearing their end.
In relation to disabilities, the CCG was supporting staff in carrying
out their roles by acquiring specialist equipment such as chairs, mice
etc

Whilst recognising that equality and diversity comparative data within
the report was from the most recent census, it was felt that information
might not be the most current, and suggested that more accurate
information might be available from alternative sources such as schools.
The Chief Corporate Services Officer agreed to investigate the
provision of more up to date equality and diversity data and report back
to the Committee.
The Committee noted the content of the report.
14/015

RISK MANAGEMENT
The Committee was in receipt of a report from the Chief Corporate
Services Officer which advised of proposed activity for the recording and
management of risk within the CCG.
It was explained that whilst the Chief Officer Team (COT) had
recognised the need for improved reporting and management of risks it
had had concerns that the creation of departmental risk registers would
place additional demand on available resources.
As a result, COT had felt that the key performance indicator/service
report prepared for review by the CCG Collaborative Group should form
the basis of departmental risk logs going forward with newly identified
risks also being included. Each Chief Officer had also agreed to
nominate a departmental risk lead and the Information Governance and
Risk Manager was preparing a template risk log for departmental use.
It was intended that Health and Safety risks would be reviewed by the
Health and Safety Committee with other risks being reviewed by the
Audit Committee.
The Committee noted the content of the report and asked that it be
presented with an example of the risk log at its meeting to be held on 24
June 2014.

14/016

INVESTORS IN PEOPLE
The Committee was pleased to receive a report from the Chief
Corporate Services Officer that detailed the results of a recent Investors
in People assessment which had resulted in both Ipswich & East Suffolk

CCG and West Suffolk CCG achieving the Investors in People Gold
Award.
The Committee was advised that the CCGs were the first to have
achieved the Gold Award and an action plan had been developed to
meet the challenge of retaining the award going forward, which was to
be progressed through the CCG’s organisational design group. Reassessment would take place after three years.
The Committee thanked the Chief Corporate Services Officer and all
staff for their efforts in achieving the award and asked that it receive a
further progress report in October 2014.
14/017

JOINT STAFF PARTNERSHIP COMMITTEE MEETING – 14 MARCH
2014
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 14 March 2014.
The Committee noted the content of the report.

14/018

HEALTH AND SAFETY
The Committee received a report from the Chief Corporate Services
Officer which provided an update on health and safety matters.
The Committee noted the content of the report.

14/019

ANY OTHER BUSINESS
No items of other business were received

14/020

DATE AND TIME OF NEXT MEETING
It was confirmed that the next meeting of the West Suffolk CCG
Remuneration and Human Resources Committee would be held on
Tuesday, 24 June 2014 at 10.00am in the Committee Room, The
Farmers Club, Bury St Edmunds, Suffolk

______________________
Chairman (Bill Banks)

______________________
Date

Unconfirmed Minutes of WS CCG Clinical Executive Committee held on
Wednesday 30 April 2014 from 0900 – 1100 in
The Lounge, The Athenaeum, Angel Hill, Bury St Edmunds
PRESENT:
Dr Christopher Browning
David Cripps
Dr Emma Derbyshire
Dr Ed Garratt
Carl Goulton
Julian Herbert
Dr David Kanka
Peter Knights
Dr Daniel Knowles
Amanda Lyes
Barbara McLean
Dr Rakesh Raja
Wendy Tankard
Dr Giles Stevens
Dr Roz Tandy
Dr Andrew Yager
Andy Eley

GP Governing Body Member and CCG Chair
Governing Body Member
GP Governing Body Member
Chief Operating Officer
Chief Finance Officer
Chief Officer
Deputy Director of Public Health
Governing Body Member
GP Governing Body Member
Chief Corporate Services Officer
Chief Nursing Officer
GP Governing Body Member
Chief Contracts Officer
GP Governing Body Member
GP Governing Body Member
GP Governing Body Member
Deputy Chief Operating Officer

IN ATTENDANCE:
Carina Austin
Bill Banks
Jo Finn
Jo Mael

Corporate Governance Assistant (Observer)
Lay Member – Governance
Lay Member – Public and Patient Engagement
Corporate and Governance Officer (Minutes)

14/018

WELCOME AND APOLOGIES FOR ABSENCE
The Chair welcomed everyone to the meeting and apologies for absence were noted
from;
Dr Simon Arthur
Dr Crawford Jameison

14/019

GP Governing Body Member
Secondary Care Lead

DECLARATIONS OF INTEREST
No declarations of interest were received.

14/020

MINUTES OF PREVIOUS MEETING
The minutes of the meeting held on 26 February 2014 were reviewed and agreed as
a correct record, subject to the inclusion of Wendy Tankard, Chief Contracts Officer
on the list of those present.

14/021

MATTERS ARISING & ACTION LOG
There were no matters arising from the previous minutes and there were no actions
to review on the action log.

14/022

INTEGRATED PERFORMANCE REPORT

The Committee received the Integrated Performance Report for April 2014, which
provided members with a summary of performance against national targets,
contractual targets, clinical quality and patient safety issues, financial performance
and acute activity.
Key points highlighted during discussion included;
Clinical Quality and Patient Safety
•

•

•

•

•

There had been seven cases of MRSA for 2013/14 against a trajectory of nil,
with one case being apportioned to the acute trust and six cases to the
community. There had been three C.difficile cases reported in March 2014
against a monthly trajectory of five. The 2013/14 year to date figure was 52
cases against a trajectory of 52.
The serious case review in relation to Cawston Park was nearing completion with
residents from Gt Yarmouth and Waveney CCG and Ipswich and East Suffolk
CCG affected. The provider had been receptive to recommendations and
learning from the process was to be disseminated.
Quality improvement visits continued and the Committee was asked to note the
changed reporting format contained within the report. Visits were currently being
focused on care homes, with the intention they move to acute trusts and the
community in a phased approach.
The presentation of Patient Advice and Liaison Service (PALS) information within
the report had been revised and members were invited to feedback comment to
the Chief Nursing Officer outside of the meeting. Future reporting would
incorporate actions of the team and effectiveness of the service.
The GP Lead for Continuing Healthcare was receiving weekly progress reports.
He was fully engaged with the team and had been involved in development of
the new reporting format.

Although it was questioned whether some issues raised in relation to care homes
should be given a higher priority, it was explained that the issues had come to light
as they did not meet the highest standard, the situation was being monitored closely
with action plans requested from the homes concerned. It was also suggested that
thought be given as to how the experience of patients might be incorporated into the
review process.
The Committee was advised that regular information sharing meetings in respect of
care homes were held with the Care Quality Commission and the local authority to
identify any concerns, review the planned programme of visits and arrange joint
visits should they be required. Once compliance was achieved ongoing support
included the review of training needs.
Having questioned the high number of dental queries received by PALS it was
explained that, rather than complaints, the enquiries consisted of mainly signposting
queries. The need for the report to include information in respect of services not
commissioned by the CCG was discussed with it being suggested that future reports
should clearly identify those services commissioned by the CCG and those that were
not.
The Chief Nursing Officer reassured the Committee that, once received, reports from
serious incidents in relation to Norfolk and Suffolk Foundation Trust would be
reviewed in detail to ascertain any specific concerns that might require action.
Having noted that falls reported were those that occurred within provider
organisations, it was felt that the provision of information on falls occurring on a
wider scale across the CCG’s area should be explored. The Committee was
advised that historic year on year data should be available and it was suggested that
the availability of such data be investigated.

As a result of the above discussions the Committee agreed the following actions;
1) That the Chief Nursing Officer include within future PALS reporting a breakdown
of complaints by Commissioner, clearly identifying services commissioned by the
CCG.
2) That the Chief Nursing Officer develop and share weekly reporting information in
respect of continuing healthcare with Committee members.
3) That Chief Officers’ ensure that Harmoni was included within provider reporting.
4) That the Chief Finance Officer, in conjunction with the Chief Nursing Officer,
investigate for inclusion within the next report, any historical year on year falls
information.
Finance
•

•
•

•

The CCG had delivered the required full year surplus of £2.6m with the main
adverse variances to budget being overspend at West Suffolk Hospital and
continuing healthcare costs. Those adverse variances had been off-set by a
reduced cost in relation to mental health placements.
Non-recurrent investments had been slightly under plan due to reduced winter
bed costs and delays in recurrent investments had resulted in a £1.4m
underspend.
Whilst the value of the Local Quality Premium (LQP) was £1.2m there were risks
associated with achievement of a number of indicators which could reduce the
premium. It was explained that, as data in respect of the LQP was required to be
submitted to the Area Team by quarter two, the CCG might need to explore other
options to justify outcomes should the data not be available in time.
The NHS Constitution and outcome measures were reviewed with adverse
indicators highlighted as being – emergency readmissions within 30 days of
discharge from hospital which was 7.29% against a trajectory of 6.51% and – the
percentage of patients having received first definitive treatment for cancer within
62 days of referral from an NHS cancer screening service being 83.3% against a
trajectory of 95.3%.

Having questioned whether focus on delivery of the Local Quality Premium had been
sufficient during 2013/14, it was noted that performance against the indicators going
forward was to be reviewed and monitored within the various workstreams.
The Committee was advised that the CCGs level of spending had informed the
setting of its base budget for 2014/15 together with consideration of QIPP challenges
and a growth in West Suffolk Hospital activity. It was noted that information
contained within the report in relation to QIPP schemes was relevant to February
2014 as more recent data was not yet available, updated information would be
included within the next report.
Contracts
•

Ambulance Service – although improvements had been achieved since the
Summit held in February 2014 the service remained behind national targets.
A business case setting out an intended recovery plan was expected to be
received today and once received would be presented to the Accountable
Officer meeting scheduled to take place on 1 May 2014.

•

West Suffolk Hospital – a first exception report issued in relation to stroke
services was due to be closed in light of improved performance. A contract
query was in existence in relation to ambulance arrival to handover times.
Information being processed for April 2014 was indicating that A&E
performance had been poor in relation to bedflow with a lack of escalation to
the executive team. The CCG had met with the hospital’s Chief Operating

Officer to gain confidence that performance would improve. Other contract
queries were in existence in relation to the acute oncology service and
MRSA.
•

Harmoni/111 Service – Harmoni’s performance continued to be good
although trajectories in respect of patients receiving a home visit within two
hours and routine home visits had not been met and financial penalties were
to be applied. Although a remedial action plan had been received from the
111 Service in relation to the contract query issued for its warm transfer
performance shortfall, the plan had not been accepted and a revised one had
been requested.

•

Serco - contract queries were in existence in relation to data quality and the
equipment service. Data quality milestones were being met and a report
from Serco requested in respect of the equipment service was awaited.

•

Norfolk and Suffolk Foundation Trust (NSFT) – a revised remedial action
plan (RAP) had been requested in relation to access and assessment
performance. Data quality performance was currently at 96.7% against a
RAP trajectory of 100% and consideration was required as to whether the
RAP trajectory was achievable. The trajectory for trained staff numbers
continued not to be met and had been raised at recent contract meetings.

The need to ensure that only exceptions were included within future reports was
emphasized.
Whilst the CCG had had a good 2013/14 it was recognised that budget requirements
would be tighter going forward and the availability of current, up to date information
would be vital for decision making. It was expected that section 3 of the report built
from the workstreams would provide faster reporting to aid planning and provide
assurance on QIPP schemes.
The Chief Operating Officer and Chief Finance Officer agreed to progress the
facilitation of 2014/15 QIPP monitoring reporting within the workstream reports.
Having been advised that Colchester Hospital performance was giving cause for
concern the Chief Contracts Officer agreed to investigate with the lead
commissioner and report back.
The Committee noted the content of the report.
14/023

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 Committee was advised that, as detailed below, risks 4, 6, 9 and 16 had been
reduced, with risk 8 having been removed. It was reported that risk 17 in relation to
West Suffolk Hospital’s financial position required updating in light of news that the
current Chief Executive would be leaving the Trust.
Risk 04:

Failure to evidence the national drive
bacteraemia as set out in NHS England
Counts: Planning for patients 2013/14:
(but remains red: critical) and
plan/timeline

of zero tolerance on MRSA
Planning Guidance Everyone
RAG rating reduced to 16
amendments to action

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: RAG rating reduced to 16
(but remains red: critical) and amendments to key controls and
action plan/timeline
Risk 08:

Failure to deliver performance standards and quality of care at
Addenbrookes Hospital (CUHFT): Risk removed

Risk 09:

Service risks as a result of the NSFT proposed service redesign
model: RAG rating reduced to 9 (but remains amber: challenging)
and amendments to key controls and action plan/timeline

Risk 16:

Risk of sub optimal clinical outcomes for stroke patients: RAG rating
reduced to 9 (but remains amber: challenging) and amendments
to action plan/timeline

Risk 17:

West Suffolk Hospital finance position adversely impacting on quality
and performance at the Trust: Amendments to action plan/timeline

Although Risk 09 in relation to NSFT’s service redesign model had been
downgraded it was highlighted that NSFT’s forthcoming cost pressures might
necessitate the inclusion of an additional risk.
The Committee noted the content of the report.
14/024

CONTINUING HEALTHCARE CURRENT POSITION
The Committee received a report from the Chief Nursing Officer which set out the
current position in relation to continuing healthcare and progress against the
previously reported internal audit action plan.
Although there was concern at the lack of information available to provide
reassurance regarding progress in respect of the retrospective cases it was
explained that a validated list existed and that the team were continually in touch
with clients and closing cases when appropriate. Broadcare did not contain
information in respect of retrospective cases and its lack of analysis data for other
cases was currently being discussed with the software provider.
Having questioned whether it was felt there was sufficient resource within the team
to address the backlog it was noted that, whilst compared to other CCGs the team
was smaller recruitment had been paused due to the induction of new staff taking
time away from dealing with cases. There was recognition that the recruitment of
additional clinical staff was required. It was highlighted that turnaround of the
situation by March 2015 would be dependent on the workforce plan and how much
the CCG wished to invest.
The Chief Nursing Officer reported that once the backlog had been addressed there
was potential for the service to make savings and achieve QIPP challenges.
The Committee noted the content of the report, and that the Executive Committee
and Clinical Executive Committee would receive regular progress updates.

14/025

ANY OTHER BUSINESS
The Chief Operating Officer reported that the CCG’s performance pack had been
highlighted by facilitators at a recent National Leadership Course, as an example of
best practice.

14/017

DATE OF NEXT MEETING
Wednesday 25 June, 0900-1200 hrs, Nowton Court, Bury St Edmunds

