CCG Committee/Governing Body (14 March 2013) – Item 3.0


	MEETING:
	5th Meeting in Public of the NHS North Lincolnshire Clinical Commissioning Group Committee
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COMMITTEE/GOVERNING BODY

	MEETING DATE:
	Thursday 10 January 2013

	

	VENUE:
	Board Room, Health Place, Brigg


	

	TIME:
	14:30

	


	PRESENT:

	NAME
	TITLE
	SERVICE/AGENCY

	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

	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

	IN ATTENDANCE:

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

	Tim Fowler (TF)
	Associate Director of Contracting 
In attendance for Item 6.2 only
	NHS North Lincolnshire

	John Pougher (JP)
	Assistant Senior Officer, Quality & Assurance
In attendance for Item 7.1 & 7.2 only
	NHS North Lincolnshire CCG

	Dean Gillon (DG)
	Scrutiny Officer, North Lincolnshire Council
In attendance for Item 7.4 only
	North Lincolnshire Council

	Deborah Pollard (DP)
	Relationship Manager

In attendance for Item 7.6 only
	NHS North Lincolnshire CCG

	Emma Mundey (EM)
	Business Intelligence Manager
In attendance for Item 7.6 only
	North Yorkshire and Humber Commissioning Support Unit


	APOLOGIES:

	NAME
	TITLE
	SERVICE/AGENCY

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

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

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

	Dr James Mbugua (JM)
	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

	IR welcomed all attendees to the fifth meeting ‘in public’ of the Clinical Commissioning Group Committee/Governing Body.
Apologies were noted, as detailed above.

IR advised that the meeting in ‘public’ had started at 14:30, instead of the usual time of 13:30, to enable Sue Rogerson, Sustainable Services Programme Director to provide a Sustainable Services Update to the CCG Committee/Governing Body in ‘private’.

It was noted that public consultation relating to the Sustainable Services Review would take place in due course. IR invited any questions from members of the public relating to the Review, or specifically in relation to Maternity Services across Northern Lincolnshire. No questions from members of the public were received. 
	Decision: Noted
	Vice Chair

	2.0 DECLARATION OF INTERESTS

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


	Vice Chair

	3.0 MINUTES OF THE PREVIOUS MEETING HELD ON 8 NOVEMBER 2012 

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

	4.0 ACTION LOG – ACTIONS UPDATE FROM 8 NOVEMBER 2012

	It was noted that all of the actions from the meeting held on the 8 November 2012 had been completed.
	Decision: Noted
	Vice

Chair

	5.0 MATTERS ARISING (NOT COVERED ON THE AGENDA)

	Nothing discussed.
	
	

	6.0 CLINICAL COMMISSIONING

	ITEMS FOR APPROVAL

	6.1 Mental Health Service Specifications – Adult and Older People
CB presented Item 6.1 on behalf of Keith Baulcombe, Senior Commissioning Manager, North Yorkshire and the Humber Commissioning Support Unit. CB advised that the purpose of the document was to update CCG members regarding progress made to date in the Commissioner and Provider negotiations for the Mental Health services specified to be delivered in 2013/2014.
CCG Committee/Governing Body members were asked to receive and approve the final specifications in relation to Adults and Older Peoples services commissioned from RDaSH, for inclusion in the contract.

It was noted that the full service specifications had not been added to the internet/printed out for members of the public, as they were large documents. Copies were available upon request.
CB advised that RDaSH were keen to present the clinical content of some of the care pathways to GPs, if required.
Specific areas highlighted/discussed were:

· Adult Mental Health Service Specification

· Home Treatment Team and the exclusion criteria relating to personality disorders. It was agreed to pick up directly with RDaSH when they present the clinical content 


	Decision: The CCG Committee/ Governing Body: 

· Received and approved the final service specifications in relation to Adults and Older peoples services commissioned from RDaSH, for inclusion in the 2013/2014 contract
Action:

· CB to arrange for RDaSH to present the clinical content
	CB

	6.2 Future Commissioning Arrangements for Enhanced Services and Other Agreements

TF presented Item 6.2 and the report was taken as ‘read’. The purpose of the paper was to ensure that CCG members were aware of the changes regarding the commissioning of enhanced services and other Service Level Agreements with primary care providers from 1 April 2013. 
CCG members were encouraged to begin to think about the approach CCG intended to take to those services currently subject to a Local Enhanced Services (LES) arrangement, and for which it would have commissioning responsibility from April 2013. In particular, whether it would wish to extend the LES arrangements into 2013/2014 in order to decide how best to utilise this funding in future. 
Specific areas highlighted/discussed: -
· Further to the CCG Engine Room discussion on 20 December 2012, and previous discussions at the CCG Committee in April 2012, it had been recommended previously to decommission the Chronic Wound Management service (detailed in Table A, page 4)
· The Non Clinical Enhanced Services regarding Council of Members was due to finish on 31 March 2013 (detailed in Table E, page 5)
· Public Health schemes would be transferred to the Local Authority
· Future arrangements for service agreements for which the CCG will be responsible for (Table A and Table B, Pages 3 and 4) to be reviewed by October 2013
	Decision: The CCG Committee/ Governing Body:

· Noted the content of the paper
· Agreed that current service agreements that will be the responsibility of the CCG from April 2013 would be extended into the 2013/14 financial year, with the exception of Chronic Wound Management (detailed in Table A) and the Non Clinical Enhanced Services regarding Council of Members, as this was due to finish on 31 March 2013 (detailed in Table E)
· A review date of October 2013 was set to consider future arrangements for service agreements for which the CCG will be responsible (Table A and Table B).
	TF

	ITEMS FOR AWARENESS AND NOTING

	6.3 Commissioning Plan 2013/2014 – Update on all elements to date
CB presented Item 6.3 and the report was taken as ‘read’, an update via a PowerPoint presentation (attached) was provided.

The report and the presentation provided an update on the development of the CCG Commissioning Plan for 2013/2014 following the publication of ‘Everyone Counts – Planning for Patients 2013/2014’ on the 18 December 2012, and supporting guidance for CCG’s on the 21 December 2012.
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Key Dates highlighted: -

· 21 January 2013 – Shadow Health and Wellbeing Board receiving update

· 22 January 2013 – Key Stakeholder Event

· 24 January 2013 – Council of Members receiving (ownership of the plan and delivery)
· 25 January 2013 – Initial submission to the NHS Commissioning Board Area Team

· 14 March 2013 – Final plans for sign-off by the CCG Committee/Governing Body

· 5 April 2013 – Submission of final plans to the Area Team
· 31 May 2013 – Publication of prospectus
	Decision: The CCG Committee/ Governing Body:
· Received the update

· Delegated the identification of three local priorities to be measured in relation to the Quality Premium to the Engine Room with input from the Stakeholder event on 22 January 2013, Council of Members on 24 January 2013 and the Shadow Health and Wellbeing Board on the 24 January 2013

· Agreed to receive the draft plans for submission to the Area Team on the 25 January 2013 ‘virtually’ with discussion supported at the Engine Room on the 17 January 2013 and the Council of Members on the 24 January 2013
	CB

	6.4 National Nursing & Midwifery Strategy

KR presented Item 6.4, a presentation relating to the National Nursing and Midwifery Strategy.
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Specific areas highlighted/discussed:

· Compassion in Practice Nursing, Midwifery and Care Staff

· Vision and Strategy

· All organisations to publish locally what they are doing to improve care and to describe at Board level meetings

· Detailed action plans required by 31 March 2013

· Use NHS Change Model to embed 6 C’s
· Care

· Compassion

· Competence

· Communication

· Courage

· Commitment

· Shared purpose – goes much deeper than mission and values
	Decision: The CCG Committee/ Governing Body:

· Received and noted the presentation
Action:

· Action Plan to be presented to the CCG Committee/Governing Body meeting on 14 March 2013

	KR

	7.0 CORPORATE GOVERNANCE AND ASSURANCE

	ITEMS FOR DISCUSSION AND/OR APPROVAL

	7.1 CCG Risk Management Policy and Strategy
JP presented Item 7.1 and the report was taken as ‘read’. The CCG Committee/Governing Body was asked to approve the Risk Management Policy and Strategy, to enable the CCG to effectively manage its risks and demonstrate compliance with national requirements. Specific areas highlighted/discussed:
· Corporate Issues (page 27)

· It was queried whether the overall risk rating of ‘15’ should be changed to avoid the Board Assurance Framework becoming cluttered with on-going ‘medium’ risks

· Financial target risks discussed

· Agreement that some risks need to remain on the framework as ‘transitional’ issues

· North Yorkshire and Humber Commissioning Support Unit (NYHCSU) (page 8)

· A number of support functions for risk management are provided by the NYHCSU via a Service Level Agreement

· Query as to whether the Board Assurance Framework should have immediate, serious risks on it, but not ‘on-going’ risks

· Suggestion that those risks with a risk score of 15 or above had to be identified on the Board Assurance Framework, not optional
· Audit Group (page 27)

· Query regarding the ‘role’ of the Audit Group as it stated on page 27 that ‘one of the roles of the Audit Group is to identify and manage key risks facing the organisation’. 

On page 6 it stated that ‘the purpose of the Group includes providing the CCG with an independent and objective view of corporate arrangements for managing risks. This includes reviewing the establishment and maintenance of an effective system of integrated governance, risk management (including financial risk management) and internal control, across the whole of the organisation’s activities (both clinical and non-clinical), that supports the achievement of the organisation’s objectives’.
It was agreed that the Quality Group had the lead on operational risk management, reviewing the Risk Register and identifying new risks.
	Decision: Subject to the amendments being made on page 27, the CCG Committee/ Governing Body:

· Approved the Risk Management Strategy and Policy

Action:

· Amendments to be made to Page 27 by JP

	JP


	7.2 Board Assurance Framework (BAF) and Development of Assurance Framework (AF)
JP presented Item 7.2 and the report was taken as ‘read’. The purpose of the report was to inform CCG members of the highest rated risks identified for NHS North Lincolnshire CCG. Specific areas highlighted/discussed:

· Development of an Assurance Framework

· A ‘transitional’ and ‘effective’ risk framework

· The top rated risk register is referred to as the Board Assurance Framework (BAF)

· Risk Register (for highest and lower rated risks)

· The register is supported by further registers identifying lower rated risks 

· Reviewed and updated with the support of the Commissioning Support Unit

· Awaiting confirmation as to what electronic/interactive system will be used to manage the risks

· Risk Register
· Register reviewed monthly by the CCG Senior Management Team
· Each risk has a nominated ‘Director owner’

· Operational review of the BAF and lower rated risks by the Quality Group
· The Board Assurance Framework
· Annual Report to be produced for CCG Committee/Governing Body highlighting performance

· Identifies and reports upon key areas of concern from a risk/compliance perspective


	Decision: The CCG Committee/Governing Body:

· Approved the BAF and agreed that it gave sufficient evidence that key risks were being managed effectively

· Approved the assurance development paper
	JP

	7.3 Summary Hospital-level Mortality Indicator (SHMI) Action Plan

KR presented Item 7.3 and the report was taken as ‘read’. The purpose of the report was to provide CCG members with an update regarding work underway to implement a range of actions to address the issues raised in the Summary Hospital-Level Mortality Indicator (SHMI) report. An ‘Action Group’, with membership from Northern Lincolnshire & Goole Hospitals NHS Foundation Trust (NLaGFT), other local providers and the three local CCGs, meet regularly to oversee a range of actions. The membership includes senior clinical leaders, senior managers and lay representatives, with additional expert support brought in as necessary, e.g. analytics. The group have developed an action plan, which is a working document and hence subject to further revision. The actions fall into 2 main groups, improving processes and changing clinical behaviour. Specific areas highlighted/discussed:

· It was queried whether the document that had been shared was the full document, as the final column of the table was at the end of the page. It was confirmed that the action plan table was made up of seven columns (Report Action, Detailed Action, Lead, Timescale, Progress Update, RAG, Sustainable Services Impact), the document shared was therefore the full document
	Decision: The CCG Committee/Governing Body:
· Received and noted the Action Plan
	KR

	7.4 Protocol between North Lincolnshire Council’s Health Scrutiny Panel and North Lincolnshire Clinical Commissioning Group

DG presented Item 7.4 and explained that the document was guidelines to govern the relationship between North Lincolnshire Council’s Health Scrutiny Panel and NHS North Lincolnshire CCG. It was intended to be a formal agreement of each other’s roles and responsibilities, in order to ensure transparency and accountability, and to help deliver a shared interest in delivering the best healthcare services for local people. Specific areas highlighted:
· The Health Scrutiny Panel originally met with CCG Engine Room members to discuss the protocol 

· Item 2, page 1: Agreement that the initial contact should be made through the Health Scrutiny Officer at the council and the CCG’s Accountable Officer

· Agreement to remove the (?) from this statement

· Item 4, page 2: Agreement to remove ‘BMA’ and add General Medical Council (GMC) 
	Decision: Subject to the minor amendments highlighted, the CCG Committee/Governing Body:

· Approved the protocol between North Lincolnshire Council’s Health Scrutiny Panel and North Lincolnshire CCG
Action: Minor amendments to be made by DG

	DG

	7.5 Finance Report (Month 8)
TP presented Item 7.5 and the report was taken as ‘read. Specific areas highlighted/discussed:

· Headlines and Key Messages were all ‘on track’ (page 5)
· Continuing Care: Based on previous experience, significant additional growth funding had been budgeted for continuing care in 2012/13. At present funding appeared to be sufficient for the existing committed client cohort and demand growth, subject to the level of complexity of newly referred clients. At the end of Quarter 2, 162 retrospective claims were received. Following an initial piece of work on the claims submitted the risk range included in the executive summary risk table is between £0.8m and £3.2m, with £1.1m being the most probable outcome. A national 3 month deadline for claimants to provide supporting information for claims has now been set. However, based on the experience of a previous retrospective claim exercise, only a small proportion of claims were ultimately expected to be eligible for funding. NHS North Lincolnshire had earmarked existing un-utilised continuing care provisions to ensure this would not prevent the PCT from meeting its 2012/13 financial duties.
	Decision: The CCG Committee/Governing Body:
· Received and noted the financial performance for the period up to 30 November 2012, and the full year forecast out-turn position for 2012/2013 as well as the associated risks and mitigations
	TP

	7.6 Performance Report

DP and EM presented Item 7.6 and the report was taken as ‘read’. DP advised that EM, Business Intelligence Manager for the North Yorkshire and Humber Commissioning Support Unit would be attending to present future reports. 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: -

· Delayed Transfers of Care (page 9 and page 20)

It was noted that the target figure was 3% and the actual figure was 4.2%. The figure represented the trust wide performance at North Lincolnshire & Goole Hospitals NHS Foundation Trust (NLaGFT). The local position at Scunthorpe General Hospital was 2.3%. It was suggested that the breakdown should be shown in the report
· Healthcare Associated Infection Rates (Clostridium Difficile) (page 4)

· No longer ‘green’ as had a number of reported cases against the annual target of 23
· Unlikely to remain ‘green’ in year
· Ambulance Quality – Cat A Response Within 19 Minutes (page 5 and 15)

· Achievement for the target is measured for the whole of the East Midlands Ambulance Service (EMAS) area. EMAS have continued to struggle throughout the financial year to meet the A19 target, largely due underperformance in the County of Lincolnshire. Performance against this indicator for the NHS North Lincolnshire (NHSNL) area has hovered throughout the year around the 95% level and was 95.03% for the year to date to 5 November 2012. The lead commissioner (Erewash CCG) has recently discussed and agreed with EMAS a package of non-recurrent in year support which will enable EMAS to put in place funded actions to fully achieve the A19 target by 31 March 2013. NHSNL has been asked to contribute funding to the package of non-recurrent support
· IR advised that as part of the EMAS ‘Being the Best’ consultation, workshops had taken place to look at the options created having considered the feedback received during the 3 month consultation period
· Options included: 
· Do nothing
· Recruit more staff and have more vehicles
· Run with the 13 hub and 118 community ambulance posts model (as described before and during the consultation) 
· Have more than 13 hubs/stations (option includes the possibility of having 27 hubs supported by 108 Community Ambulance Posts (CAPs)
· Suggestion that there would be 1 hub in Scunthorpe and 1 in Grimsby with fleet servicing in Scunthorpe
· NHS Health Checks (page 12 and pages 30, 31)
· NHS Health Checks continue to be offered in the 14 practices signed up to the LES; and through the opportunistic outreach Health Checks service in community venues, actively promoted by the community public health improvement facilitators. However, the Health Checks programme coordinator has moved on to a new post outside the Health Checks programme. This coordinator role will be filled in an acting capacity until the end of March 2013 by an existing member of the Health Checks team. We are seeking to temporarily fill the vacancy this acting up role creates, but capacity to support the delivery of the NHS Health Checks through practices and the outreach service will be slightly limited until this takes place
	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

	7.7 Communications and Engagement Strategy

CB presented Item 7.7 and the report was taken as ‘read’. The Strategy was a refreshed strategy following a review from the Authorisation process and experience to date. Specific areas highlighted/discussed: 
· Overarching Tactics

· Experience Led Commissioning has been adopted as the operating model for clinical commissioning so that people’s experiences drive the commissioning process

· Objectives

· Effectively engage and communicate with member practices

· Have a community that is well informed and interested in its own health

· Ensure our partners and other key interested parties are kept informed
· Have supported and valued staff who are well informed and engaged

· Actively engage with local providers and secondary care clinicians

· Request for the population statistics to be updated (pages 6 and 7)
· Diagram (page 5)

· Bubbles in the middle to include Town and Parish Councils as well as Patient Groups and Community and Interest Groups

· Any further comments to be forwarded to CB 
	Decision: Subject to the suggested amendments and additions and any further comments made, the CCG Committee/Governing Body:

· Approved the refreshed Communications and Engagement Strategy
Action: Amendments/additions to be incorporated into the Strategy
	CB

	ITEMS FOR AWARENESS AND NOTING

	7.8 CCG Constitution
KR presented Item 7.8 and advised that it was a statutory requirement of the Health and Social Care Act that CCGs must have an approved Constitution. CCGs would not be authorised without a Constitution that was based upon the NHS Model Constitution that had been approved by the Council of Members. The effective date would be updated, once notification of Authorisation had been received.
	Decision: The CCG Committee/Governing Body:

· Received and noted the Constitution

	KR


	7.9 Quality Group Minutes – 25 October 2012

KR presented Item 7.9, for information only.
	Decision: Received and noted.
	KR

	7.10 CCG Audit Group Minutes – 30 August 2012

TP presented Item 7.10, for information only.
	Decision: Received and noted.
	TP

	8.0 PUBLIC QUESTION TIME

	A number of questions/issues were raised by members of the public relating to:

· East Midlands Ambulance Service

· Query as to whether ‘Barnetby’ was still an option for the local hub
· IR advised that, in his opinion, this was no longer likely to be the preferred option

· Future arrangements for procedures that needed permission from the PCT after 31 March 2013
· At the moment, nothing changes

· Request for details of the Councillors on the Health and Scrutiny Panel

· Details provided by DG, directly to the member of the public

· Commissioning arrangements for  Sexual Health/HIV services  in North Lincolnshire
· Contract for Sexual Health services in North Lincolnshire awarded to Virgin Healthcare

· Responsibility moving to the Local Authority from 1 April 2013

· Commissioning of HIV treatment and care will transfer to the NHS Commissioning Board
· Confirmation that the CCG Committee/ Governing Body were consulted fully throughout the procurement process 
· Benchmarking

· National benchmarking and benchmarks for North Lincolnshire discussed
· Podiatry

· Waiting time of 16 weeks to see a Podiatrist on the NHS

· Need to be seen every 6 weeks

· Patients resorting to ‘private’ treatment

· Agreed that 16 weeks is an unacceptable waiting time for an appointment

· To be discussed further with the patient outside of the Committee/Governing Body meeting

· Conflict of Interest

· Query regarding CCG members having shares in other companies, and therefore potential conflict of interest
· Confirmation that CCG members are asked at the beginning of every meeting if they need to declare an interest in relation to the meeting agenda, declarations are noted in the minutes
· The NHS Manual for Accounts requires full disclosure to be made of any potential interests of staff. All members of staff, particularly members of the Boards and Committees, key personnel at Senior Management level and those with budgetary responsibility, are asked to confirm any such areas of interest. For Corporate Governance purposes, these declarations are updated annually and declarations for Board and Committee members are disclosed within the Annual Accounts
· Policies/guidelines are in place, where if necessary, an individual would be excluded from discussions and/or decision making if a significant interest was identified

· Maternity Services, Surgery and Critical Care 
· Query in relation to Dr Peter Melton’s recent comments in the media in relation to the maternity, surgery and critical care services 
· It was confirmed that the Sustainable Services review was looking at the way all health and social care services across Northern Lincolnshire operated. 

· Public consultation would take place in due course

· The review was an opportunity to secure better outcomes for patients   

· National Nursing & Midwifery Strategy (6 c’s)

· Query as to how implementation would be monitored and maintained with limited resources available
· Nursing and Medical Directors would be required to scrutinise cost improvement programmes
· Ensuring that staffing levels are safe

· Scrutinise how staff are deployed

· Assurance provided that budgets for staffing at Scunthorpe General Hospital were adequate/sufficient
	Decision: Noted
	Vice

Chair

	9.0 ANY OTHER BUSINESS

	9.1 Urgent Items by Prior Notice

Nothing discussed.

 
	Decision: Noted
	Vice

Chair

	10.0  DATE AND TIME OF NEXT PUBLIC MEETING

	Thursday 14 March 2013
13:30
Board Room, Health Place, Brigg
	Decision: Noted
	Vice

Chair



	11.0  ADDITIONAL ITEMS FOR NOTING/INFORMATION ONLY

	11.1 Yorkshire & Humber Specialised Commissioning Operational Group Minutes – 26 October 2012
11.2 North of England Specialised Commissioning Group Minutes – 14 September 2012
	Decision: Noted, for information only
	Vice

Chair
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2013/14 Commissioning Plan

1o January 2013 CCG Committee

















Do any introductions at this point

1



Progress and next steps

Time line and approach supported at 20 September Engine Room, 25 October Council of Members and signed off at November CCG Committee  (updated copy – progress to date)



Regular item on Engine Room and Council of Members agendas



CCG Committee workshop held 13 December 2012



Draft commissioning intentions shared with Clinical Leads and Council of Member reps



National guidance and policies

Local priorities including QIPP



QIPP 



Benchmarking undertaken

areas being worked up



































Progress and next steps continued

18 December – CCG allocations and planning guidance published


20 December Engine Room considered



Planning guidance

Allocations

QIPP outline plan

Draft CQUIN’s update



21 December supporting guidance for CCG’s and further guidance re technical definitions, CQUIN’s, Quality Premium and NHS standard Contract published



3 January Engine Room – considered update from 21 December guidance and report as on agenda today


10 January CCG Committee



21 January Shadow Health and Wellbeing Board receiving update



22 January  Key Stakeholder Event


24 January Council of Members – QIPP,CQUIN’s, ownership to plan and delivery






























Everyone Counts

Published 18th and 21st December

5 ‘offers’ 

Delivery of NHS mandate including NHS Constitution and NHS Outcomes Framework

CCG’s required to plan on the assumption that no indicator contained in the national NHS Outcomes Framework or CCG Outcome Indicator deteriorates





































Five offers from the Board

NHS services, seven days a week

More transparency, more choice

Listening to patients and increasing their participation

Better data, informed commissioning, driving improved outcomes

Higher standards, safer care































Patient-centred, customer focused

Working towards “assumed liberty” for local commissioning to

create a patient centred service.

The planning guidance addresses two key challenges:

Guaranteeing no community is left behind or disadvantaged – focusing on reducing health inequalities and advancing equality in its drive to improve outcomes for patients;  and

Treating patients respectfully as customers and putting their interests first – transforming the service offer of the NHS to take control and make more informed choices.

































NHS Mandate

The key objectives contained within the Mandate include:

improving standards of care and not just treatment, especially for the elderly 

better diagnosis, treatment and care for people with dementia 

better care for women during pregnancy, including a named midwife responsible for ensuring personalised, one-to-one care throughout pregnancy, childbirth and the postnatal period 

every patient will be able to give feedback on the quality of their care through the Friends and Family Test starting from next April – so patients will be able to tell which wards, A&E departments, maternity units and hospitals are providing the best care 

by 2015 everyone will be able to book their GP appointments online, order a repeat prescription online and talk to their GP online 

putting mental health on an equal footing with physical health – this means everyone who needs mental health services having timely access to the best available treatment 

preventing premature deaths from the biggest killers 

by 2015, everyone should be able to find out how well their local NHS is providing the care they need, with the publication of the results it achieves for all major services































Planning to improve outcomes

Eliminating long waiting times – zero tolerance on 52+ week waits

Urgent & emergency care – better turnaround times for ambulances

Reducing cancellations – penalties in contract

Mental health – completion of improving access to psychological     therapies (IAPT) rollout

































NHS Outcomes Framework

Domain 1 	Preventing people from dying prematurely; 



Domain 2 	Enhancing quality of life for people with 
		long-term conditions; 	



Domain 3 	Helping people to recover from episodes of 
		ill health or following injury; 

	

Domain 4 	Ensuring that people have a positive experience of care; and 	

Domain 5 	Treating and caring for people in a safe environment; and 		protecting them from avoidable harm. 	

































Financial Assumptions 13/14

Commissioning Allocation/budget of £195.811m

Represents CCG Growth of 2.3%, savings 4.0% ( net -1.7%)

Net -1.1% - net 1.3% for Provider Trusts

Running Cost Allowance of £4.23m ( no uplift)- has to cover CCG share of ‘Prop Co’ charge for HP.

Total CCG allocation £200.111m

Charges to come for Prop Co shortfall/unregistered military etc.

Requirement for 2% recurrent surplus/ non recurrent headroom release subject to business cases to Area Team

1% cumulative surplus requirement into next year

CQUINS still 2.5% in contracts





































Draft Joint Health and Wellbeing Strategy

Proposed Strategic Priorities


Safeguard and Protect

Close the Gaps

Raise Aspiration

Preventing early deaths

Enhance mental well being

Support Independent Living































Quality Premium 

Four measures

Potential years of life lost from causes considered amendable to healthcare

Avoidable emergency admissions

Friends and family test

Incidence of MRSA and Clostridium difficile

Plus 3 local measures to be agreed with NHSCB after consideration by HWWB and key stakeholders especially  patients and community representatives





















25 January – initial submission to the NHS Commissioning Board Area Team



14th March – CCG Committee – final plans for sign off



5 April – submission of final plans to the Area Team



31 May publication of prospectus

Timescales



















Emerging Plan































Mission

“To achieve the best health and well-being that is possible, for the residents of North Lincolnshire, within the resources available to the CCG”

































North Lincolnshire CCG – Strategic Aims































Patients & People





Continue to Improve the quality services 





Best Outcomes  for patients 





Reduce unwarranted variation in services 





Improve patient experience 





Reduce the inequalities gap 









































In order to achieve these we will:

Increase effectiveness, efficiency and value for money

Tackle waste and duplication across all areas of health care

Use the evidence base when commissioning

Review services and pathways to streamline them

Develop new and existing partnerships across practices and with other health and social care organisations to:

Join up services and build on strengths

Change culture

Influence socio economic factors

Support patient education

Support lifestyle changes

































Values

Preserve and uphold the values set out in the NHS Constitution 



Treat colleagues, patients, and carers, with dignity and respect 



Value the input of patients  and their carers into the design and delivery of services we commission



Work with all our Partners for the benefit of North Lincolnshire residents 



Encourage innovation and promote “a can do attitude” by all, to solve health challenges 

































Key Priorities for 2013/14

To work with partners across Northern Lincolnshire to develop proposals to ensure safe and sustainable services . Developing a Future Model of Care that delivers ‘Right Care in the Right Place’

Improving the Quality of Primary care

Improving mortality and preventing people dying prematurely

Improving outcomes for people with LTC including focusing on diabetes, chronic neurological disorders , circulatory and stroke

Improving care at End of Life

Supporting peoples mental health and wellbeing with a particular focus on Dementia and IAPT

Improving outcomes for children and improved care for women during pregnancy

Implementing the Urgent Care model including NHS 111

Support to carers
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‘Right Care, Right Place’


We will continue to work with partners to design future services to ensure that care takes place in the ‘right place’ to 

raise the quality of services for our patients improving the overall quality of care and improving SHMI / mortality rates

Support sustainability as demand increases

Implementing the Urgent Care model agreed in 2012 including NHS 111

Continue to work with the Carers Partnership to increase support to carers in line with the agreed carers action plan

































We will work with the NHS Commissioning Boards North Yorkshire and Humber Area Team to ensure we take actions to ensure high quality primary care



Work with member practices to understand variation and seek to reduce unwarranted variation







Improving the Quality of Primary Care
































We will work with partners through the SHMI steering group to implement the action plan developed following the external review

We will work with North Lincolnshire Council as they take on their responsibilities for Public Health

As part of the Health and Wellbeing Board we will support actions to deliver against the Joint Health and Wellbeing Strategy currently being consulted on which includes the strategic priority of preventing early deaths



Improving mortality and preventing people dying prematurely
































Including focusing in year on :

Diabetes

chronic neurological disorders 

circulatory disease

Stroke

Implementing the LTC strategy agreed in 2012 including:

Additional support for people to self care

Rolling out risk profiling to all GP practices

Making decisions about the use and roll out of telehealth

Embedding the 5 locality based integrated health and social care teams that will be in place by April 2013

Implementing the outcomes of the experience led commissioning review underway in relation the outpatient experience for those with LTC


Improving outcomes for people with LTC































Implement the outcomes of the Experience Led Commissioning review of End of Life services underway

Work with Northern Lincolnshire and Goole Hospitals Foundation Trust to implement a new model for specialist palliative care to support a move to IOG compliant services

Improving care at End of Life
































Work with partners to implement the joint dementia strategy and action plan agreed in 2012 as part of which we aim to increase dementia diagnosis rates

Continue to commission Improving Access to psychological services (IAPT) in line with national models, working with our provider RDASH to increase the proportion of people entering treatment

Work with partners to implement the joint autism strategy and action place agreed in 2012


Supporting peoples mental health and wellbeing































Children's and Maternity Services

Developing approach for children in relation to LTC management



Commission a revised ADHD pathway



Reviewing maternity services to be clear on the future model of care

































Prioritisation Framework 

to finalise the plan

Contribution to strategic aims


In line with values



Contribution to moving us towards the ‘future models of care’


Contribution to key priorities



Contribution to delivering NHS Outcomes Framework



Contribution to addressing JSNA  and JHWS priorities



Relative impact on elements of value – quality, spend, patient outcomes


Capacity required – managerial and clinical to both take forward and implement



































Reminder of next steps

10 January CCG Committee



21 January Shadow Health and Wellbeing Board receiving update



22 January  Key Stakeholder Event


24 January Council of Members – QIPP,CQUIN’s, ownership to plan and delivery
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Compassion in Practice  Nursing, Midwifery and Care Staff

Our Vision and Strategy



Karen Rhodes 

CCG Registered Nurse

















National vision and strategy- published 4 Dec 12 by NCB CNO & DON DH/PHE

Following  3 month engagement exercise
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Caring – an extraordinary role & privilege (but with it comes professional responsibility)



Deeply important everyday



Big challenges – care falling short



Need to renew professionalism & public confidence



Draft vision Sept 12– 6 fundamental values/behaviours  & 6 areas for action to support excellent care







Background
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6 C’s



Care



Compassion



Competence



Communication



Courage



Commitment





































Note 7th C – collaboration underpins 6 C’s

These are the values that motivate us to work in health care in first place – core business

All carry equal weight – not one more important than the other

Focus on putting person being cared for at heart of care they are given

Staying connected to these gives strength to keep going every day
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Responses



6 C’s Not just about nursing  - the business of all health & care staff



Integrate 6 C’s  into everything we do e.g. explicit in planning guidance, commissioning plans & delivering care

Change delivered by frontline staff – champions

Leadership at every level – support staff, manage performance, champion change, create environment

Training & development of all staff reflecting the 6 C’s

Creating the right organisational culture

Communicating the vision

Doing this collaboratively with others

Supporting staff health & wellbeing

Shared decision making & communication with patients

Releasing time to care & reducing bureaucracy
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Delivering the Vision



Helping People to stay independent , maximise well-being & improving health outcomes



Working with people to provide a positive experience of care



Delivering high quality care & measuring the impact



Building & strengthening leadership



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



Supporting positive staff experience




































3 Year strategy

National actions – PHE, NCB, DH, CQC, Monitor, HEE,  ETC.

Local actions – Commissioners, providers, social care, LETB’s, individuals

Full implementation plans by 31 March 13

Within existing resources
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Next Steps



All organisations – publish locally what doing to improve care, describe at Board meetings



Detailed action plans by 31 March 13





Use NHS Change Model to embed 6 C’s




Shared purpose – goes much deeper than mission & values
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One example
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Overarching strategy on a page

Several specific ones for different aspects e.g. practice nursing
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Video Clip



http://www.commissioningboard.nhs.uk/nursingvision
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ate Care — Creating a Vision for Nurses, Midwives and Care Staff

hared purpose is to maximise our contribution to high quality, compassionate care
and to achieve excellent health and well-being outcomes
Our values and behaviours are at the heart of the vision and all we do ...

Careis our core Compassionishowcare ( Competence means all Communicationis Courage enablesusto A commitment to our
business andthat of our is giventhrough those in caring roles cantralto successtul dothe rightthing torthe | | patients and populations
organisations andthe relationships based on musthave the abilityto caringrelationships and Ppeoplewe care for,to is a comerstone of what
care we deliver helps empathy, respectand understand an 10 effective team speakup when we have we do. We needto
the individual person dignity; i can also be individual’s health and working. Listeningis as ‘concems andto have build on our commitment
andimprovesthe heath | | gescribed as intefligent social needs andthe important as what we the personal strength to improve the care and
of the whole community. | | kindness andis central expertise, clinical and say and do and andvisionto innovate experience of our
Caringdefinesusand | | to how people perceive technical knowledge to essentialfor o andto embrace new patients o take actionto

our work.People their care. deliver effective care dedision aboutme ways of working. make this visionand
receiving care expact it andtreatments based withoutme™. strategy a realityfor all
1o be right for them on research and Communication s the and meetthe health and
consistently throughout evidence keyto a good workplace social care challenges
every stage of theirlfe with benefits for staff ahead

uonE)‘““ and patients alike.
K Collaboration underpins these values and behaviours in the NHS, in public health and in social care. u

Making this happen needs us all to commit to action and nurses and midwives to take the lead in these six areas ...

Helping people to stay

independent, maximising

well-being and improving
health outcomes

tional Actions:
“Policy and programmesfor.
-Making every contact count
-Maximising the leadership role of
SCPHN
~The public health role of midwives
-Healthvisitor and school nursing
plans
-Dementia challenge
~'No heaith without Mental Health
*Developing accessible evidence
based on NICE guidance
+Actively engaging across sectors,
teadingwork effectively, integratng
health, care and support

maximise their contribution to the
‘Dementia Challenge’

«Ensure practice is supported by
appropriatetechnology

Cail to Action:

+Develop skills as ‘heaith

promoting practitioners’ makng

nymﬂhu count /

-

Working with people to
provide a positive
experience of care

National Actions:

» Provide rapidfeedback from

patientsto build a rich picture of

the 6Cs inaction

* Support local servicesto segk the

views of the most vuinerable

+ Use feedback o improve the

reported experiences of patients
(dentify strong patient experience

measuresthatcan be used

between settings and sectors

Local Actions:

« Support the rofl out of the Family

andFriends test

*Rollout of the public reporting of

pressure ulcers, falls, patient and

stalf experience and Safety

Thermometer

Call to Action:

Actively listento, seek out and
acton patientand carerfeedback.
identifying anythemes of issu
and ensuring the patientand carer
voice s heard

AN

Delivering high quality care
and measuring impact

‘National Actions:

+Publish High Quality Care
Metics for Nursing’ by the National
Nursing Research Unit

« Identification of metrics and
indicators, whichreflect
compassion and effective care
*Rolloutthe Safet ometer
+NHS North of England will
complete their review cf pressure
uicersand falls and make
recommendations

Local Action:

+ Publish & discuss quality metrics.
andoutcomes at each Board
meeting

+Enable staff to gain knowledge
and skils to interpret data.
+Ensure measuremertand data
collection is effective and simple.
Call to Action:

* Support the measurementof cai
to leam, improve and highlightthe

caredfor

Building and strengthening
leadership

Nauonal Actions:

« Develop a set of tools that enable
0f13anisations to measure their
cuiture

«New leadership programme for
ward managers, team leaders and
nursing directors based on values
andbehaviours of the 6Cs

+ DH will lead work to implement
and embedtne Leadership
Qualities Framework for Adult
Social Care and roli this out
Local Actions:

« Providers undertake a review of
thesr organisational culture and
publish the results

« Providers feview options for
inoducing wardmanagers and
team leaders supervisory status
into their staffing structure

Call to Action:

+ See curselves as leadersinthe
care sefting and role mode! the.

abents

posttive impact onthe people

6Cs Inour everyday care of

C

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

‘National Actions:

«Develop evidence based staffing
levelsfor mental health,
community, learning disabiity
services and care and support
*Embedthe 6Cs in all nursing and
midwifery universty sducation and
¥aining

Walue based recruitment and
appraisal

*Effective raining, recruitment and
induction of support workers

Local Actions:

+B0ards sign off and publish

least every 6 months, linked to
quality of care and patient
expenence

“Providers review options 10 daliver
supervisory status

Call to Action:

“Deploy staff effectively and
efficiently; identfy the impactthis.
has onthe quality of care and the
experience of the people in our

tm

Supporting positive staff
experience

tional Actions:
*National scheme to recognise
excelientimplementaton of 6Cs
+Plan to supportcare staff within
the workplace
+Review implementation of the
Cultural Barometer once pilots.
havetaken place
+Evidence based good practice for
clinical placements of students,
preceptorship and supenvision
*Review the ‘Image of Nursing
work and develop actions
Local Actions:
+ Strategies to secure meaningful
staff engagement
+Implementthe Friends and
Family Test for staff
* Commissioners to ensure locally
agreedtargets to deliverhigh
quality appraisals for their staff
Call to Action:

+Committo working withiocal
employers to improve experience

in the work place /

... we will focus on the areas that will have the biggest impact for all and particularly older people
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Vision and Strategy: An Approach to Practice Nursing

Delivering and contributing to all ages and all conditions

and excellent healtl

the local community

Delivery of holistic and wide-
ranging services within the
general practice and population
setting. Their unique setting in
their community ensures
Practice nurses develop a life
long relationship with patients
and ensures that care s tailored
o the patient's individual needs.
“This includes working towards.
selt<are.

‘The primary care setting
faciitates a ‘hub of care’ linking
to multi-disciplinary areas, with
safe and effective care delivery
by known, trusted and
competent nurses from the
cradle to the grave. Practice
nurses are flexible and
responsive to manage the
continuum of health through to

N

Compassion

Providing accessible care with
dignity and respect for allin the
local community. Responding to
‘and developing life-long
relationships with the whole:
family for a range of issues.

Working hard to prokjde access
for everyc onsirating
‘compas: the population.

Recognising every patient
interaction/consultation is
unique -~ they bring not only
their concerns but also those of
their wider family.

Providing a hoistic approach,
being pro-active and providing
individualised care. Care is
also provided to people who are
not registered (immediately
necessary treatment)

/

Competence

Confident, capable staff who
are aware of the scope of their
professional competencies and
uilse appropriate knowledge,
skills and attitudes in decision-
making.

Understanding and knowledge
of a range of conditions.
Developing a wide range of
skills to deal effectively with all
aspects of care. Pracice nurses
are generalists with lots of
specialist skills. Practice nurses
utilise their skills and
experience 1o grow the fulure
workforce. Abilty to recognise
imitations and to actin
signposting role ~ to appropriate.
expertise.

\ v

Communication

Practice nurses utiise adaptive

communication and  listening

approaches  to faciltate

relationships with clients across

the lfe span. This includes

 Proactive communication
opportunities

* Developing the abillty to
communicate in a short
period of time, priorfise
relationship to a high level
‘and make patients feel
they are cared for

Motivational interviewing

«  Signposting and referting
patients.

Acting as the hub of
‘communication and a vital link
between Community
team/GP/practice
nurselfamily/social services.
Using their skills they
influencing primary care

Courage

Practice nurses utise their
courage 10 act as autonomous
practiioners, advocating on
behalf of patients. This can
include challenging the patients’
perception about where
expertise lies, e.g. diabetes —
primary care as el as
secondary care.

Practice nurses require courage
to specialise as they work
autonomously and often carry
sole responsibilty for patient
care.

‘They work across many
professional boundaries in their
role. They are assertive, flexible:
and adaptable.

A

_J

Delivering and designing
ngoing support for people vith
fong-term care and commitment
to ensuring shared
responsbilty through
interdependent working.

Delivering services that are
responsive to local population
needs and a commitment to
maintaining professional
standards.

Often longstanding team
members who are committed to
the teamiclients/wider team in
the community

The unigue role of the Practice Nurse: Practice nurses co-ordinating and supporting a team to deliver care and support in primary care settings;
Positive lifestyle change
*  Health promotion and protection

Optimising the health of the practice population within the community
* Mental health and wellbeing

*  Contraceptive and sexual health advice

* Employers and employment law

*  Qualiy assurance law

* Education, screening and immunisation

o Travel advice

©  Management ofrisks (drugs, alcohol, obesity, smoking cessation

Managing acute events

Long term conditions
Medicines management
Assessment / Triage

Minor iinesses and minor injury management
Management of emergencies (such as acute asthma attack, chest pain)

Maximising health and
wellbeing. Helping people
to stay independent

Working with people to
provide a positive
experience

Delivering Care and
Measuring Impact

Supporting positive Ensuring we have the
right staff, with the right

skills in the right place

Building and
staff experience

strengthening
leadership

Using knowledge to support

Ensuring delivery of good

P Using professional role to ®  Developing and supporting the Recognised accredited Acting as a positive role model and
and deliver care {o individuals patient care and publicising influence business decisions workforce in general practice specialised practice nurse valuing the inter-disciplinary

and local populations the good patient experience and commissioning intentions and supporting positive degree level course with conribution to seamless care
Supporting all Chronic that is reported. Utlising data to ensure student placements ‘standardised key *  Supporting and empowering
Disease Management Ensuring staff feel valued b competencies the team through supervision

targeted care for groups within .
practice populations

Creating opportunities through

Providing accessibilty and preceptorship and mentoring

Idenifying and supporting staff
flexibilty

« Skillmix, safe and appropriate
through development and

delegation toHealth Care

« Praciitioners championing
their professional role

A i O Mental Health *  Providing opportunities for s i

Providing patient-led services training Assistants and recognised « Providing examples of

Dullvem?gp;ublw health, 0 Cancer patient feedback training pathway for all staff leadership to the team and

providing immunisations, iscreening. ®  Ensuring staff feel valued and «  Educational pathways, CPD partners

screening and advice Audit and researchevidence respected, and part of and career trajectory for « Access to leadership and
based care decision making nurses wanting to develop development opportunities

®  Access to professional fora !umwuds nurse practitioner *  Opportunity to have non-
status

clinical time in support oles.
* Mentorship skills to ensure. for CCG etc

develooment of the team
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