CCG Governing Body (11 April 2013) – Item 3.0


	MEETING:
	6th Meeting in Public of the NHS North Lincolnshire Clinical Commissioning Group Committee
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COMMITTEE/GOVERNING BODY

	MEETING DATE:
	Thursday 14 March 2013

	

	VENUE:
	Board Room, Health Place, Brigg


	

	TIME:
	13:30

	


	PRESENT:

	NAME
	TITLE
	SERVICE/AGENCY

	Dr Margaret Sanderson (MS)
	CCGC Chair/General Practitioner
	NHS North Lincolnshire CCG

	Ian Reekie (IR) 
	CCG Lay Member, Patient & Public Involvement/Vice CCGC Chair
	NHS North Lincolnshire CCG

	Allison Cooke (AC)
	Chief Officer (Designate)
	NHS North Lincolnshire CCG

	Caroline Briggs (CB)
	Senior Officer, Commissioning Support & Service Change
	NHS North Lincolnshire CCG

	Karen Rhodes (KR)
	Senior Officer, Quality & Assurance/CCGC Nurse Member
	NHS North Lincolnshire CCG

	Therese Paskell (TP)
	Chief Finance Officer & Business Support
	NHS North Lincolnshire CCG

	Frances Cunning (FC)
	Joint Director of Public Health
	NHS North Lincolnshire/ North Lincolnshire Council

	Paul Evans (PE)
	CCG Lay Member, Governance
	NHS North Lincolnshire CCG

	Dr Andrew Lee (AL)
	Member CCGC/General Practitioner
	NHS North Lincolnshire CCG

	Dr Nick Stewart (NS)
	Member CCGC/General Practitioner
	NHS North Lincolnshire CCG

	Dr James Mbugua (JM)
	Member CCGC/General Practitioner
	NHS North Lincolnshire CCG

	Dr Jagrit Shah (JS)
	Secondary Care Doctor
	NHS North Lincolnshire CCG

	IN ATTENDANCE:

	Clare Smith (CS)
	PA (Note Taker)
	NHS North Lincolnshire CCG

	Sue Rogerson (SR)
	Sustainable Services Programme Director
In attendance for Item 6.1 only
	North East Lincolnshire Care Trust Plus

	John Pougher (JP)
	Assistant Senior Officer, Quality & Assurance

In attendance for Item 8.1 only
	NHS North Lincolnshire CCG

	Deborah Pollard (DP)
	Relationship Manager

In attendance for Item 8.5 only
	NHS North Lincolnshire CCG

	Emma Mundey (EM)
	Business Intelligence Manager

In attendance for Item 8.5 only
	North Yorkshire and Humber Commissioning Support Unit

	Sarah Glossop (SG)
	Designated Nurse, Safeguarding Children
	NHS North Lincolnshire CCG


	APOLOGIES:

	NAME
	TITLE
	SERVICE/AGENCY

	Dr Fergus Macmillan (FM)
	Member CCGC/General Practitioner
	NHS North Lincolnshire CCG


	SUMMARY OF DISCUSSION
	DECISION/ACTION

(including timescale for completion or update)
	LEAD

	1.0 WELCOME, ANNOUNCEMENTS AND APOLOGIES

	MS welcomed all attendees to the sixth meeting ‘in public’ of the Clinical Commissioning Group Committee/Governing Body. Dr Jagrit Shah, the new Secondary Care Doctor was welcomed to his first CCG meeting.
Apologies were noted, as detailed above.
 
	Decision: Noted
	Chair

	2.0 DECLARATION OF INTERESTS

	MS invited those with any Declarations of Interest to make them known to the meeting. No declarations were received.
	Decision: Noted


	Chair

	3.0 MINUTES OF THE PREVIOUS MEETING HELD ON 10 JANUARY 2013

	The minutes were accepted as an accurate record of the meeting.
	Decision: Noted
	Chair

	4.0 ACTION LOG – ACTIONS UPDATE FROM 10 JANAURY 2013

	· Item 6.1: Mental Health Service Specifications – Adult & Older People
· It was agreed that RDaSH would be asked to attend a Council of Members meeting to present the clinical content to GPs.
· Item 6.4: National Nursing & Midwifery Strategy

· It was confirmed that this item had been deferred to the next meeting on 11 April 2013, as action plans from providers were awaited
	Action: RDaSH to be contacted to present the clinical content to GPs

Action: To be added to the agenda on 11 April 2013
	CB

KR

	5.0 MATTERS ARISING (NOT COVERED ON THE AGENDA)

	Nothing discussed.
	
	

	6.0 SUSTAINABLE SERVICES

	6.1 Sustainable Services Update

SR presented Item 6.1, a PowerPoint presentation, which provided an update regarding the Northern Lincolnshire Sustainable Services review.
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Specific areas highlighted/discussed were: -
· Commissioners are working to develop a new model of care (slide 1)
· Options to achieve ‘vision’

· Discussion regarding the Commissioners vision and how the Providers translate the vision

· Experience Led Commissioning approach

· Have a high level proposal, providers to provide the detail regarding how they will deliver

· Intention to hold a workshop in April 2013

· Existing and ‘potential’ providers to be involved

· Commissioners to develop criteria to look at the options

· Will end up with 4 or 5 options, one of which will be the existing providers preferred option

· High quality care in many areas within Northern Lincolnshire (slide 2)
· Elective care outcomes good

· Avoid unnecessary hospital admissions

· Positive patient primary care experience

· Northern Lincolnshire facing local challenges (slide 3)
· Public Health challenges (e.g. smoking)

· Rapidly growing older population

· Areas of deprivation

· National challenges (slide 4)
· Nicholson challenge

· The struggle for talent

· Increasing patient choice and changing provider market

· National challenge for quality improvement

· Lifestyle factors

· Recent commissioner review revealed key areas where we need to improve (slide 5)

· Primary Care

· Community Based Care

· Secondary Care 

· Query regarding the figures used in relation to Primary Care

· Figures from 2010-March 2011

· Up to date data from CCGs being obtained
· Mortality Analysis identified 6 high impact areas (slide 6)

· Emergency admissions

· Out of hours

· Busy periods

· Diagnoses

· Dementia

· Particular GP practices

· ‘Missing’ people discussed

· A practice can look good on the treatment of those we are aware of

· More work needed

· Some ‘good’ smaller practices 

· Commissioners have laid out their vision for a new model of care for the patch (slide 7)
· How Dementia services will look in the future (slide 8)
· How Maternity services will look in the future (slide 9)

· How Stroke services will look in the future (slide 10)

· Next Steps (slide 11)

· Engage and define options
· Broader engagement and define options
· Consultation and response (if necessary)
· SR was thanked for all of the work she has done to date as she was leaving the post on 28 March 2013.
	Decision: Noted
	SR

	7.0 CLINICAL COMMISSIONING

	ITEMS FOR APPROVAL

	7.1 Commissioning Plan 2013/2014 (including Financial Plan)
CB presented Item 7.1 and the report was taken as ‘read’. CCG Committee/Governing Body members were asked to receive and approve the draft version of the CCG Commissioning Plan for 2013/14, including the plan on a page, supporting annexes and financial plan (including QIPP). The final plan was required to be submitted to the NHS Commissioning Board, North Yorkshire and Humber Area Team by 5 April 2013. Dialogue between the CCG and the Area Team to refine the plans and provide assurance to the Commissioning Board that the plan was robust continues. It was therefore proposed that the CCG Committee/Governing Body approved as a ‘final draft’. Any changes required as a result of further dialogue would be minor, and would be agreed with the Chair and Chief Officer. A final version would be published on the CCG website following submission. Specific areas highlighted/discussed were: -
· Page 53: The ‘plan on a page’ diagram which highlighted the mission, strategic aims, values, levels of care, outcomes, life stages and key priorities for 2013/2014

· Pages 44 – 46: The matrix demonstrated the links between the key actions and the relevant indicators
· It was queried why some of the key priorities did not have a ‘x’ in any of the boxes (Cat A ambulance times, mixed sex accommodation, cancelled operations, 52 week waits, number of operations cancelled for second time)
· There was on-going debate regarding the ‘improving quality’ column. Agreement that those above would be reviewed 
· Page 46: Hospital Associated Infection MRSA/C Diff, should be ‘healthcare’ not ‘hospital’
· The plan had been a ‘team’ effort this year with joint working between the CCG and the North Yorkshire & Humber Commissioning Support Unit. The hard work of Jane Ellerton, Bill Lovell and Doug Flockhart was recognised

· Agreement that the layout of the document was helpful

· TP advised that a ‘narrative’ to support the Finance Plan would be available in the final version. The narrative would confirm that the Financial Plan met all requirements
· The Specialised Commissioning Group (SCG) was discussed. The SCG defund was still being worked through. Local impact of new SCG rules on providers was awaited.
	Decision: The CCG Committee/ Governing Body: 

· Received and approved the final draft version of the North Lincolnshire CCG Commissioning Plan for 2013/14 including the plan on a page, supporting annexes, and financial plan (including QIPP), subject to the amendments/additions discussed
· Agreed any changes required as a result of the dialogue are agreed with the Chair and Chief Officer
· Agreed to publish the final version on the CCG website following submission

· Agreed to develop a patient prospectus, based on the ‘plan on a page’ for publication by 31 May 2013
	CB

	7.2 Prior Approval Policy
· CB presented Item 7.2 and asked the CCG Committee/Governing Body to approve the extension of the CCG’s current Prior Approval Policy, agreed in December 2011, to 31 August 2013. Work was underway to review the detail of the policy allowing for updating to reflect latest available evidence, considering if there were further areas that should be added to the policy or removed following discussion with the Council of Members. Specific areas highlighted/discussed: -
· Prior Approval standards are not out of date

· Presents a challenge regarding ‘Engagement’ as, after Sustainable Services, this is the topic that IR is most often quizzed about

	Decision: The CCG Committee/ Governing Body:

· Approved the extension of the Prior Approval Policy to 31 August 2013
· Updated Prior Approval Policy to be presented to the CCG Governing Body, for approval, on 8 August 2013
	
CB

	8.0 CORPORATE GOVERNANCE AND ASSURANCE

	ITEMS FOR DISCUSSION AND/OR APPROVAL

	8.1 Board Assurance Framework (BAF) and Development of Assurance Framework
JP presented Item 8.1 and the report was taken as ‘read’. Specific areas highlighted/discussed:

· Risk Q5 (page 2): Risk to the effective mobilisation of the CCG due to staff having to manage legacy management process as a PCT (sender organisation)
· Legacy management work was taking up a significant amount of time and resources for CCG staff. Concern had been identified by the Senior Officer, Quality & Assurance that an unknown amount of work may need to continue past 1 April 2013

· There would be running costs involved if additional staff were used from 1 April 2013

· National Archive arrangements were not yet in place

· Cluster keeping ‘legacy’ staff on after 1 April 2013
	Decision: The CCG Committee/Governing Body:
· Approved the Board Assurance Framework and noted that it gave sufficient evidence that key risks were being managed effectively

	JP



	8.2 Finance Report Month 10 (January 2013)
TP presented Item 8.2 and the report was taken as read’. Specific areas highlighted/discussed:
· Headlines and Key Messages: All ‘on track’. QIPP Delivery ‘largely on track’ (page 5)
· QIPP: Now expected to deliver as planned
· Capital: A house in Auckland Road, Scunthorpe has been sold, will be completed in April 2013 (page 8)

· Continuing Care: Based on previous experience, significant additional growth funding has been budgeted for continuing care in 2012/2013. However, the original budget is shortly to be exhausted and so additional non recurrent slippage will need to be found to ensure there is sufficient resource for the current committed client cohort, demand growth and level of complexity of newly referred clients. This will be actioned for Month 11. Some growth has been included for budgets next year but any further pressure would need to come from the CCG’s contingency budget next year.

· At the end of Quarter 3, 156 valid retrospective claims have been received.  Since last month a further review of benchmarked figures has been made and executive summary risk table updated. In the latest return to the SHA the PCT was expecting to make a provision of circa £2.4m. NHS North Lincolnshire has earmarked existing un-utilised continuing care accruals/provisions and contingency/budget slippage to ensure this will not prevent the PCT from meeting its 2012/2013 financial duties. No cash payments for retrospective cases are expected to be made in 2012/2013. This provision will revert to the CCG in 2013/2014. (page 7)
· Appendix 7: CCG Format – Financial Monitoring Statement 2012/13

· AL referred to the e-mail and the Practice Clinical Commissioning Reports that had been forwarded from Jason Coombs, Relationship Manager dated 13 February 2013. It was agreed that TP would pick up ‘practice budgets’ at a future Council of Members meeting
	Decision: The CCG Committee/Governing Body:

· Received and noted the financial performance for the period up to 31 January 2013, and the full year forecast out-turn position for 2012/2013 as well as the associated risks and mitigations 
Action: To discuss further at a future Council of Members meeting
	TP
TP

	8.3 Audit Group Revised Work Plan
TP presented Item 8.3 and advised that following a CCG Audit Group self-assessment using the recommended checklist, it was identified as good practice to periodically update the Committee/Governing Body where changes had been made to the Audit Group Work Plan that it originally approved. 
KR advised that a Quality Group Revised Work Plan was available and it would be shared at a future CCG Committee/Governing Body meeting.
	Decision: The CCG Committee/Governing Body:

· Approved the revised and extended Audit Group Work Plan which will cover the Audit of the old PCT accounts
· Agreed to receive a new Audit Group Work Plan for the CCG for 2013/2014 on 13 June 2013
Action: Quality Group Revised Work Plan to be presented to  a future CCG Committee/ Governing Body meeting
	TP
KR

	8.4 Draft CCG Annual Budget 2013/2014

TP presented Item 8.4 and the report was taken as ‘read’. The purpose of the report was to approve the CCG’s first ‘official’ annual budget as a fully authorised body.

Specific areas highlighted:

· Use of the term ‘Defund’ (Appendix 1, Gross Expenditure Summary)
	Decision: The CCG Committee/Governing Body:

· Approved the CCG’s draft Budget for 2013/2014
· Approved the on-going processes outlined in the paper
	DG

	8.5 Performance Report

DP and EM presented Item 8.5 and the report was taken as ‘read’. The report updated CCG members of the performance of NHS North Lincolnshire against the Performance Indicators in the NHS Operational Plan and NHS Outcomes Framework 2012/2013. Specific areas highlighted/discussed: -

· Number of Cases of Clostridium Difficile (pages 5 & 16)
· Plan for 2012/2013 was 23 cases, as at 26 February 2013 there had been 24 cases
· Cat A Response Times within 8 Minutes (Red 1 and Red 2) and Cat A Response within 19 Minutes (Red 2) (pages 5, 6, 17, 18, 19)
· EMAS has continued to receive close scrutiny of its performance against the targets by the lead commissioner and their host Area Team. However despite actions being taken it is unlikely that EMAS will achieve the targets for the year to 31 March. If EMAS fails to meet the combined Red 1 and Red 2 8 minute targets commissioners will enact financial penalty of £2.57m. EMAS has requested additional funding from CCGs in order to develop capacity to achieve this target on a sustainable basis and this is being discussed between EMAS and the lead and other commissioners as part of the 2013/14 contract discussions.
· Total time spent in A&E Department – 95th centile (pages 7 and 20)
· There has been further deterioration in A&E performance in January and February and action plans are now in place for both A&E Departments, and are supported by weekly progress meetings attended by commissioners. 

· Percentage of patients seen within two weeks of an urgent referral for breast symptoms where cancer is not initially suspected (pages 7 and 22)
· This is a new exception in December 2013. In month there were 13 breaches of this target (35/48 patients seen within 14 days). These details have been passed to the Commissioning Lead for discussion with the Provider Trust. 
· It was queried whether this could be a data recording issue
· Mental Health Crisis Resolution Team – Number of Episodes (pages 13 and 36, 37 and 38)
· This exception is new in December 2013. Details have been passed to the Commissioning Lead to progress details with the Provider Trust
· MRSA (page 4 and 5)

Although the report shows the position as at December 2012 as ‘green’, we are now aware of 2 further cases of MRSA, 1 in January and 1 in February, both at Castle Hill Hospital. This will move the indicator to a ‘red’ position 

· Business Intelligence Suite and Primary Care Indicators - 
DP advised that she would be providing a demonstration at the CCG Engine Room meeting on 18 April 2013. 
· Quality Dashboard

It was noted that the Quality Dashboard would be linked in to the Business Intelligence Suite

· A&E/EMAS Handover Times

Discussion regarding the use of Hospital Ambulance Liaison Officers (HALO’s) as a control and to manage handover between ambulance and hospital staff was discussed.
	Decision: The CCG Committee/Governing Body:

· Received and noted the report and was assured that areas of underperformance were being addressed at a local level to meet agreed targets and commitments
	EM

DP

	ITEMS FOR AWARENESS AND NOTING

	8.6 Clinical Commissioning Group Responsibilities to Ensure Robust Safeguarding and Looked After Children Arrangements
SG presented Item 8.6 and the report was taken as ‘read’. The purpose of the report was to provide a briefing to the CCG on their responsibilities to ensure robust safeguarding and looked after children arrangements across North Lincolnshire health economy. The CCG would have an opportunity to explore their Safeguarding Children responsibilities at a Governing Body Workshop on 11 July 2013.
The paper did not provide a report into current Safeguarding Children arrangements. The CCG will receive Annual Reports on Safeguarding Children Arrangements in the North Lincolnshire health economy 2012/2013, and Looked After Children Arrangements for the same period at the Governing Body meeting on 13 June 2013.
	Decision: The CCG Committee/Governing Body:

· Received and noted the briefing papers.

	SG


	8.7 Francis Report

KR provided a summary of the key findings from the Mid Staffordshire NHS Foundation Trust public inquiry, via a PowerPoint presentation.
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Specific areas highlighted/discussed:

· Information (slide 11)
· Increased sharing of Information between regulators/professional bodies

· Quality Surveillance Groups – NHS Commissioning Board

· Concerned with NHS commissioned services

· Bring together the different parts of the system to share information/ share view of risks/early warning system

· Membership - Monitor/CQC/

CCGs/Local Education Training Board/Healthwatch/Local Authority/Public Health England
· Whistleblowing

· Suggestion to review the whistleblowing policies
· Patient Engagement

· Suggestion to engage and find out more about poor patient experiences

· Incident Reporting

· Ensure systems are in place and being used

· E-mails to be sent to a central point

· Incidents to be co-ordinated

· Use of the Intranet to obtain direct reporting

· Commissioning for Quality Strategy discussed

· Standing agenda item at meetings to ensure a ‘proactive’ approach

· Next Steps: Need to review all recommendations and agree which apply to the CCG

· Undertake a gap analysis and develop and agree actions plan to address areas where new/additional work is required
	Decision: The CCG Committee/Governing Body: 
· Received and noted the presentation
	KR

	8.8 Quality Group Minutes – 22 November 2012 and 24 January 2013
KR presented Item 8.8. Specific areas highlighted:
· 24 January 2013 – Ombudsman Report (page 19)
KR advised that a payment of £500.00 had been made to the complainant, at the request of the Ombudsman
	Decision: Received and noted.
	KR

	8.9 CCG Audit Group Minutes – 20 November 2012
TP presented Item 8.9, for information only.
	Decision: Received and noted.
	TP

	9.0 PUBLIC QUESTION TIME

	No questions asked.
	Decision: Noted
	Chair

	10.0 ANY OTHER BUSINESS

	10.1 Urgent Items by Prior Notice

· Authorisation
MS confirmed that the NHS North Lincolnshire CCG had now been authorised, with no conditions. A formal ‘thank you’ was expressed to everyone involved
· CCG Committee/Governing Body Meeting Cycle 2013
MS advised that the meeting cycle for 2013 had been amended. Future formal public meetings would take place as follows:

· 11 April 2013, 13:30 , Board Room, Health Place

· 13 June 2013, 13:30, Board Room, Health Place

· 8 August 2013, 13:30, Board Room, Health Place

· 10 October 2013, 13:30, Board Room, Health Place

· 12 December 2013, 13:30, Board Room, Health Place

MS reminded CCG Committee/Governing Body members of the need to ensure papers were submitted according to deadlines.
	Decision: Noted
	Chair

	11.0  DATE AND TIME OF NEXT PUBLIC MEETING

	Thursday 11 April 2013
13:30
Board Room, Health Place, Brigg
	Decision: Noted
	Chair



	12.0  ADDITIONAL ITEMS FOR NOTING/INFORMATION ONLY

	12.1 Yorkshire & Humber Specialised Commissioning Operational Group Minutes – 25 January 2013
	Decision: Noted, for information only
	Chair



Page 8 of 9

[image: image1]



Northern Lincolnshire Sustainable Services

Quality for all

March 2013

















‹#›

Community Providers Meeting v3.pptx

Click to edit Master title style





0





Commissioners are working to develop a new model of care

Options to achieve vision

Current status

Vision of the future 

Some excellent services locally



However, significant local and national challenges



Improvement needed in many areas

Next step: 

Commissioners and providers jointly developing options for new model of care

Commissioners have set out their vision for local healthcare



Drafted vision statements for key service lines
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High quality care in many areas within Northern Lincolnshire

Positive patient primary care experience

Avoid unnecessary hospital admissions







64

% that would definitely recommend 

GP surgery to someone (2011-12) 
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NEL

Standardised rate per 100,000 PCT population
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1. PROMs EQ-5D Index. Note: PROMs captures patient view of health-related quality of life before and after procedure. EQ-5D scoring consists of five dimensions (mobility, self-care, usual activities, pain/discomfort and anxiety/depression), each evaluated on levels of severity  (no problems / some or moderate problems / extreme problems). These five states are combined using weights to give a single index measure which ranges from -0.594 to 1, where 1 is the best possible state of health

Note: defined as emergency admissions with primary diagnosis: ear / nose / throat infections, kidney / urinary tract infections or heart failure. Standardised for age and sex. Patients aged 19 years 

Source: NHS iView Statistics; NHS IC December 2012; HES PROMS data
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Elective care outcomes good
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Northern Lincolnshire facing local challenges ...

Areas of deprivation3 

Rapidly growing older population2 

Public health challenges (e.g. smoking1 )











Prevalence of smoking – 18+
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1: Prevalence of smoking among persons aged 18 years and over in the routine and manual group, Jan 2010 - Dec 2010. Source: NHS IC

2: Projecting Older PeoplePopulation Information System (POPPI); Institute of Public Care

3: 2010 Indices of multiple deprivation. Red dots represent super output areas in 20% most deprived nationally Source: www.communities.gov.uk/communities/research/indicesdeprivation/deprivation10 













Projected total population aged 65+
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...and national challenges
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Nicholson Challenge

NHS to find £20 billion in efficiency savings by 2015



Increasing patient choice & changing provider market

Expansion of Local AQP programme

The struggle for talent

Potential national workforce shortages, including:

- GPs

 - District nurses 

-  Health visitors





Lifestyle factors

Changing lifestyle factors leading to rise in chronic conditions

National challenge for quality improvement

 Development of NICE clinical standards

NL +26%

NEL +13%



Northern Lincs.
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22% of GPs are aged over 55, compared to 17% in 2000 (NHS Information Centre General Practice Bulletin 2000-2010)

10,000 GPs intend to retire within five years  (BMA national survey of GP Opinion 2011)

Almost one in five practice nurses are aged 55 or over (RCN Labour Market Review, Difficult Times, Difficult Choices, The UK nursing labour market review 2009)
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Recent commissioner review revealed key areas where we need to improve

Primary care 

Community based care

Secondary care

Example: Save 

additional lives

Example: Reduce variability in services

Example: Improve quality of preventative work
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1. The percentage of patients with hypertension in whom the last blood pressure1 is 150/90 or less - Measured in the previous 9 months . Note: 2010-March 2011. Not including Open door and Quayside open access centre Source: NHSIC; QMAS database - 2010/11 data as at end of July 2011

2. Proportion of older people (aged 65 and over) discharged from acute or community hospitals to their own home or to a residential or nursing care home or extra care housing for rehabilitation, with a clear intention that they will move on/back to their own home (including a place in extra care housing or an adult placement scheme setting), who are at home or in extra care housing or an adult placement scheme setting 91 days after the date of their discharge from hospital Source: ASCOF Outcomes 2011/12

3. Note: Summary Hospital Mortality Indicator. Error bars estimated using a 95% confidence interval; July 2011 – June 2012 Source: HED dataset; BCG analysis. Emergency admissions only
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Mortality analysis identified six high impact areas

Emergency admissions to NLaG have higher SHMI

Busy

periods

Out of hours

Diagnoses

Particular GP practices

Dementia

Emergency

admissions
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Out-of-hours NLaG admissions have higher SHMI

Particularly at weekends



Busy periods in the hospital associated with a higher SHMI

Higher SHMI for patients admitted when longer waits in A&E, and higher 
bed occupancy



A raised SHMI particularly with diagnoses requiring urgent treatment

Higher particularly for respiratory, stroke and sepsis



Dementia patients have higher SHMI, particularly in the 30 days 
following discharge

Higher SHMI for certain practices

E.g. single and double GP practices associated with higher SHMI
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Commissioners have laid out their vision for
a new model of care for the patch

Comprehensive

Affordable

Healthcare providers should provide a comprehensive service, from supporting prevention and self-care, through community provision, to specialist and tertiary care. 



Providers of these services should take an integrated approach, so that local people have access to a seamless service



The result will be higher-quality care, with more lives saved and more people returned to full health





A further result will be a service that is affordable in the years to come





Change in 

activity vs. today







		Primary care				Community based care				Secondary / Tertiary care



Integrated

Higher quality
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How dementia services will look in the future

Identification & diagnosis

Appropriate

early treatment

In-hospital

 care

End of life

Support

 for carers

Early on, George is referred to memory-assessment services for suspected dementia.



George receives a comprehensive, combined-care plan. He has a named care worker, who he can contact for support.



When George develops challenging behaviours, he is offered an assessment to help find a solution.



George visits hospital. Whilst there, his specific dementia needs are addressed by various services, including mental-health services.

Our vision

What happens now

Too few patients are referred promptly after showing initial symptoms. It is some time before George is assessed

Some patients are too reliant on anti-psychotic drugs. Fortunately, George receives more appropriate support than that for his behaviours.



Patients in hospital don’t always have access to mental-health services whilst there.





At the end of his life, George, with his wife and other carers, will have a say in choosing where he dies – whether at home or in a hospice. 

Many patients are inappropriately admitted to hospital  when they are nearing the end of their life. The worry is that George will be one of them.



George's main carer is his wife Margaret. She is invited to discuss her own particular needs, and a multi-agency care plan is agreed with her.



If Margaret experiences psychological distress, she is offered cognitive behavioural therapy. 



George’s wife and other carers receive inadequate help and support.











George's story







Example
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How maternity services will look in the future

Before / during

pregnancy

   Choice of birth setting

Access to high quality

maternity-unit care

After 

pregnancy

Anita was a smoker when she became pregnant. She was offered support, and has managed to quit.



She receives a health and social-care risk assessment, and has a named professional that she can seek advice from.

Anita is assessed as being at low risk. She is given a choice of birth setting, including a home birth and a birth at a midwife-led unit.



Some complications arise as the time of birth approaches. However, there is 24/7 consultant-obstetrician presence, so Anita has the specialist expertise available when she needs it.



In the end, thanks to receiving the right support, Anita can give birth without an interventional delivery.

Anita is given advice and support on breastfeeding, after finding it difficult at first to breastfeed the baby.



It is her first child, but a health visitor gives her all the advice needed, and provides peace of mind.











Anita continues to smoke. She was warned that smoking increases the risk of a  low birth-weight baby, but she receives no special support to help her quit.



Anita knows that some women give birth at home or in midwife-led units, but these options are never properly explained to her. 

In the hospital, Anita has a challenging labour. Luckily, there is an obstetrician on-site at the time. But at another time, such support might not have been available.

Rates of still birth are higher than the national average.

Not enough mothers breastfeed their children. Anita perseveres, but without adequate help and advice, she is finding it a struggle.



Our vision

What happens now



Anita's story

Example
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How stroke services will look in the future

Prevention & health promotion

Access to high quality care

Timely first diagnosis & treatment

In-hospital

care

Rehabilitation & reablement

Sandra has been given support from her GP to help her stop smoking and manage her blood pressure better

Sandra has a stroke. She calls 111 service, which calls an ambulance which responds as an acute emergency



Sandra is admitted to a 24/7 access hyper-acute stroke unit

Sandra receives brain imaging within 1 hour and is treated by thrombolysis within 4 hours



While she is in hospital, Sandra thinks she has excellent care. It means she can concentrate on recovery



Sandra is admitted to a rehabilitation unit and is seen by a specialist team within 5 days



A joint care plan is are made on discharge, with  Sandra's GPs seeing her  to make sure risk factors are controlled 

Sandra can return to her home since she has the right support from community based health workers



Because of her rehabilitation, after a few months she can return to work and recover her independence









Our vision

What happens now

Many patients don't get the right help to manage risk factors associated with stroke

Sandra feels poorly, so goes to bed. Later, she calls an out of hours GP service. It is some time before she is referred to hospital as an emergency



A lack of specialist trained staff and delays at admission meant that not all patients receive treatment within recommended best practice guidelines



Hospital infections and harms are too high



Many patients are  not seen quickly enough by the rehabilitation team



Not all rehabilitation services are effective in improving independence







Sandra's

story



Example
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Next steps ...

Today

Broader 

engagement

and define options

Wider engagement with broad range of stakeholders

Detailed assessment and  development of preferred options

Develop commissioner vision

Develop case for change & baseline





Dec 12- Feb 13

Describe current

status and vision



   Consultation 

and response

(if necessary)

Apr-Aug

Sept-Dec

Engage

and define options

Engage key clinicians and wider provider group

Identify shortlist potential options

Develop criteria for assessing options

Feb -Apr

Today
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NHS NORTH LINCOLNSHIRE CLINICAL COMMISSIONING GROUP

THE MID STAFFORDSHIRE NHS FT PUBLIC INQUIRY 

SUMMARY OF KEY FINDINGS
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Karen Rhodes

CCG Senior Officer for Quality& Assurance/Lead Nurse





























Do any introductions at this point

1







This is a story of appalling & unnecessary suffering of hundreds of patients in Mid Staffordshire Hospital between 2005-2009

They were failed by a system which ignored the warning signs and put corporate self interest and cost control ahead of patients and their safety
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BACKGROUND

The Healthcare Commission identified a higher than expected mortality rate being reported by Mid Staffordshire Hospital Trust 

When questioned the Trust was unable to support its claim that this was due to problems with the recording of the data rather than with the quality of care 

Mid Staffordshire Inquiry –published February 2010



Findings: 

     Lack of basic care

	Culture not conducive to providing good care

	Failings in the use of clinical information, record keeping and communication between staff, patients and families

	Failure to act and investigate the cause of the high mortality rate which had been reported by the trust for several years 

	The failings at the trust resulted in serious harm and in some cases the death of patients

	18 Recommendations made for improvement































Independent Inquiry published in Feb 2010 – care and treatment of patient at hospital
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PATIENT STORIES



Mid Staffordshire NHS trust left patients humiliated and in pain

Francis inquiry finds 'shocking' failures in care as hospital focused on cutting costs and hitting government targets



The most basic elements of care were neglected while others were left humiliated and sobbing. The report found that:



• Patients were left in sheets soiled with urine and faeces for considerable periods of time- especially distressing for patients with CDI



• There was striking evidence of the incidence of falls suffered by patients, some of which led to serious injury. Many took place unobserved by staff



• The attitude of nursing staff left much to be desired-uncaring



Water/food out of reach or not offered



• Relatives took to taking soiled sheets home to wash



• There was insufficient care for patients' dignity, with some left in degrading conditions and others inadequately dressed in view of passersby



 Patients assaulted by confused patients



• Families were forced to remove used dressings from public areas and clean toilets themselves for fear of catching infections

‘The things we witnessed will haunt us for the rest of our lives. Night after night of patients screaming lying in their own urine and faeces, left without water. I watched my nan, who was a strong woman, become a fragment of that person’
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DESCRIBED TRUST CULTURE

Lack of openness to criticism

Lack of consideration for patients

Defensiveness when questioned/denial

Looking inwards not outwards-isolated

Secrecy/bullying culture

Misplaced assumptions about the judgement and actions of others

An acceptance of poor standards

A failure to put the patient first in everything that is done - complaints went unacknowledged

































THE PUBLIC INQUIRY

    In June 2010, the new government announced that a full public inquiry would be held

    The inquiry commenced on 8 November 2010 chaired by Robert Francis QC

    Focus on :- 

‘National failure of the regulatory & supervisory system which should have secured the quality & safety of patient care’

    































Public Inquiry – published Feb 13 role played by numerous external organisations e.g. commissioners, reg authorities etc.

Most important task - Identification of lessons to be learnt not bringing individuals to account
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KEY FINDINGS

Critical of 



Patient & Public Involvement Forums  and their successor Local Involvement Networks, OSC & Local MPs - Public had no effective voice

GPs- expressed substantive concerns only when they were specifically asked

PCT- significant gap between their role & capacity to deliver. Focus on reorganisation

SHA- remote from the patients it was there to serve. Focus on financial and organisational issues

DH- officials too remote from the reality of services

Monitor - did not share intelligence with Healthcare Commission (HCC) 

Healthcare Commission- too much reliance on provider self assessments

CQC -  focus on meeting statutory requirements – less attention on safety & welfare, standards not owned by clinicians

Professional Regulation – (GMC & NMC) cases dealt with in a silo, process complex and different approaches used, lack of capacity and skills 

Deanery/Universities- when concerns of bullying were raised they were not followed  up

































Inquiry examined what each org know or should have known that might have given cause for concern/further inquiry & what if any action was taken
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RECOMMENDATIONS



290 Recommendations made- falling into 5 categories



If accepted some will require changes to legislation

































RECOMMENDATION THEMES

1.	Fundamental standards and measures of compliance 



Development of a list of fundamental standards that must be met to permit any hospital service to continue- rigorous enforcement

Causing death or serious harm to a patient through non compliance without reasonable excuse should be a criminal offence 

NICE to develop standards on staffing levels

GP monitoring role:



GPs need to undertake a monitoring role on behalf of their patients who 

receive acute hospital & other services. Need to have internal systems alerting

them to patterns of care. A GPs duty does not end on referral to hospital, but 

is a continuing relationship. They will need to take this continuing partnership 

seriously if they are to be successful commissioners 





































     THEMES CONT…

2.	Openness and candour 



There should be a statutory duty to be truthful to patients where harm    has or may have been caused 

Staff should have a statutory duty to make their employers aware of such  incidents 

It should be a criminal offence for trust directors to deliberately give  misleading information to the public and regulators



3.	Improved support for compassionate, caring and committed nursing 



Entrants to nursing should be assessed for their aptitude to deliver and lead proper care and their commitment to patient welfare 

Training standards must be developed to ensure qualified nurses can deliver compassionate care to a consistent level 

All healthcare support workers should be regulated by a registration 	scheme 



































THEMES CONT…

4. Stronger healthcare leadership 



An NHS leadership college should be established to ensure there is a common culture, code of ethics and conduct among all current and potential future leaders. 

There should be a fit and proper person test for NHS directors. Being guilty of a serious breach of the code of conduct should lead to disqualification from holding senior positions in the NHS 



5. Information 



The public should be able to compare relative performance in providers’ compliance with standards 

All healthcare providers should develop and publish real time information on the performance of consultants and specialist teams in relation to mortality, morbidity, outcomes and patient satisfaction

Every provider should have a designated board member as chief information officer 

Increased sharing of Information between regulators/Professional bodies

































WHAT NOW ?

 Government reviewing recommendations- further development expected

All NHS organisation's to consider the findings & recommendations and decide how to apply them

Organisations to report the extent to which they accept the recommendations and how they intend to implement them 

Organisations to produce annual progress reports

Reporting Guidance Awaited- but don’t wait to act!







































NATIONAL ACTIONS TO DATE

Bruce Keogh reviews for Mortality outliers

	Review into the Quality, Care & Treatment provided by 14 

	Hospital Trusts (NLAG)

	The investigations will seek to:

    Determine whether there are any sustained failings in the quality of care and treatment being provided to patients 



Quality Surveillance Groups- NHS CB 

	Concerned with NHS commissioned services

	Bring together the different parts of the system to share 

	information/ shared view of risks/early warning system

	Membership - Monitor/CQC/CCGs/LETB/Healthwatch/LA/ Public Health England

 

































NATIONAL ACTIONS TO DATE Cont…….

National Nursing Strategy - Care & Compassion

Review commenced of HCA support & supervision

Patient Led Assessments of Care (PLACE) to run April- June. 50% patient led. (Voluntary)

Friends & Family Test (A&E/in-patients/Midwifery)

National Quality Dashboards in development

New Chief Inspector of Hospitals - CQC

? HSE right to conduct criminal investigations  to be transferred to CQC for healthcare































CCG ACTIONS TO DATE

Provider CMB & Quality Monitoring

Observational site visits – ad  hoc to date

Raised awareness & revised process for Primary Care incident reporting

Strengthened approach to patient engagement & feedback 

Provider /CCG Quality Dashboards

Capturing Ward level Patient  Experience Data

Mortality Reduction Plan

Process for quality assessment of Provider CIP’s

































SUGGESTED NEXT STEPS

Review all recommendations (? 89 relate to CCG)

Agree which recommendations apply to CCG

Undertake a gap analysis and develop & agree action plans to address the areas where new work/ additional work is required to be undertaken 

Commence implementation & Performance monitoring. 

Refine as further guidance received

? CCG Commissioning for Quality Strategy/ other related policies/strategies to incorporate revised & strengthened approaches



































The CCG Committee is asked to:



 Review and agree the approach to undertaking a gap

  analysis and developing an action plan to progress the

  commissioner specific recommendations in Francis 2



Questions and Discussion
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