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Foreword 

It is with great pleasure that I present the operational plan for NHS South Cheshire CCG. 
 
No plan is perfect and we do not claim that this one will be different! However, we do believe we 
have made important changes to how we approach our role as commissioners. I hope that readers 
find this plan to be “workmanlike”, to be a sensible analysis of what needs to change in our health 
service and where priorities should lie. I sincerely hope that it is clear that this document draws on 
a passionate drive to understand and improve our health services whilst honestly acknowledging 
the difficulties within it and the difficulties that lie in changing it. 
 
No plan is immune to change, nor should it be. However, we believe that the main pillars of this 
plan are those that our public and our partners will recognise and would wish to maintain and 
we look forward to working to improve the plan with them. 
 
Lastly, no plan is ever complete. On one level this plan makes no attempt to be complete. To pretend 
to have every answer in the face the financial challenges we have and the nature and extent of the 
changes needed to overcome this would be dishonest. We need to acknowledge where there are 
difficulties, and work with people using health services, and our partners, to overcome these 
problems. More fundamentally it may feel incomplete because part of the plan is to hand more of the 
responsibility for design and redesign of health services to those that work day in, day out, in the 
frontline services and those who day in, day out use those services. This way of working is outlined 
in the plan, inherent is outcome based commissioning and the concepts of accountable care systems 
and explicit in our desire to introduce quality improvement methodologies as core, day-to-day roles for 
all workers. But this way of working means that details of every change that will be made is not in the 
plan, as it is not yet decided and will not be until the teams on the ground have been formed and 
start their work. This can feel uncomfortable to those used to commissioning in a different way. Our 
role becomes one of systems manager, specifying outcomes with our population, ensuring that the 
environment of payment, incentive and contracts are aligned and then facilitating, encouraging and 
challenging. 
 
The challenge 
 
No informed person would doubt the challenge faced by both our health and social care systems. 
Our population lives with increasingly complex health needs, coupled with continual advancement 
of care options, means that each year more and more can be done for more people and that 
more money is needed. However, more and more money is not available and continual 
improvements can only be funded  largely from being more efficient. 
 
Build Services around Patients/the Person 
 
Such efficiency savings are possible by building services around patients and their most significant 
needs. Services have grown up divided into health and social care, into physical or mental health, 
divided by the organisation that delivers them and restricted in scope by referral criteria, 
specifications or the requirements laid down central funding streams. Good people, working hard 
in such systems often fail to meet the needs of those they are trying to help. The patient, with their 
needs unmet tries again, apparently driving up demand. Cutting out this ‘failure demand’ is 
possible, and doing so provides better services for less money. 
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Quality and Systems Improvement Methodologies  
 
Quality improvement methodologies are well-established, from the work of Dr W Edwards Deming to 
the contemporary work of Professor Don Berwick at the National Institute for Health Improvement in 
the USA, to more local examples like the work undertaken at Royal Bolton Acute Trust under the 
leadership of David Fillingham. This body of work, applied carefully to healthcare systems, improves 
care and improves efficiency when it is in the hands of clinicians and managers working on the front 
line. Our ambition is to implement it widely throughout our care systems 
 
However, our fragmented system with different organisations having different methods of payment, 
competing interests, different regulators and commissioners, lends itself poorly to applying these 
ways of working across organisations and the boundaries of care where much of the demand waste 
is generated. 
 
Our Solution 
 
Our plans essentially attempt to carve out a space, within our complex health and social care 
systems where services can be rebuilt with patients’ needs at their centre and within which 
improvement methodology can be consistently applied to improve the quality and efficiency of what 
is delivered. In order to do this we wish to contract multiple organisations together to deliver a 
common set of patient outcomes with payment based on capitation. The work mirrors strongly the 
Programme budgeting approach advocated by the right care movement and Professor Muir Grey. 
 
Accountable Care Systems and Accountable Care Teams - Commissioned for patient 
outcomes 
 
We are calling each, ‘carved out space’ an ‘Accountable Care System’. Each containing 
‘accountable care teams’, responsible for delivering care on the ground to a defined population, but 
also the continuous improvement of the systems of care within which they work. 
 
To oversee the improvement of care systems, professionals are brought together from across 
health and social care and different care organisations on ‘Care Improvement Panels’. Such 
panels would, we propose, have strong patient representation and we would hope, local 
councillors representing their constituents. All members would be trained together in quality 
improvement methodologies. Via this mechanism the care teams become accountable to the 
users as Patient Accountable Care Teams. 
 
We hope to restore professional pride in the delivery of the highest quality. We know that mastery, 
self-determination and the ability to deliver the best are strong motivators for health and social care 
workers, both clinicians and managers. If the clinicians role is to change to include a responsibility 
to improve the systems of care, then managers roles will need to change to one of facilitation for 
clinicians in their new role, their focus moving from the achievement of targets to understanding 
what patients need and helping clinicians deliver it. 
 
Barbara Starfield and Principles of Efficient Healthcare 
 
Barbara Starfield identified that health systems that contained strong primary care teams 
delivered: continuity of care, person and not disease centred care, a solution for all common 
problems and the coordination of care if more complex or specialist care was required, and so 
therefore provided higher quality and more cost-effective healthcare.  
 
To build on this work, we wish to build our main ‘accountable care teams’ around primary care 
with a community focus and an explicit recognition of public health. We must work closely with 



 

6 
 

our local authority colleagues with whom we would wish to have significant joint commissioning 
of such care systems. 
 
New Models of Care 
 
We need to develop new models of care, moving away from the medical or nursing model towards 
more person centred integrated models of care that recognise the importance of patient goals, 
care, carers and self-care, shared decision-making, health coaching, motivational support and 
move towards true partnerships with those who use services. We must recognise that sometimes, 
quite often, our population’s plea is “help me” not “fix me” but that we work in a system primarily 
designed to fix, where help can be an afterthought or missing altogether. Our new models must 
include a wider perspective, to include social elements and an understanding of the wider 
determinants of health. 
 
By delivering these efficiencies we safeguard the quality and availability of the highest tech, most 
specialist services that we all wish to see available to us. When the plea is “fix me”, we want that fix 
to be as effective, complete and timely as is possible. In other regards we wish to see more flexible 
specialist care, better able to support the work of the ‘accountable care teams’ and again more 
focused on patient goals. The principle of accountable care and service improvement 
methodologies can also be applied here and should be! 
 
I am very aware that not every section of the plan that is presented contains every aspect of these 
new ways of working and that not everything needed to deliver this new way is in this 2 year 
operational plan but will need to be developed in future plans.  
 
I hope that our focus on improving outcomes and on establishing changes that support a major shift in 
care delivery for the better can already be seen.  
 
 

 
Dr Andrew Wilson, 
GP Chair NHS South Cheshire CCG  
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Strategic Objectives 
5 outcome domains 

• Preventing people from dying prematurely 
• Enhancing quality of life for people with long-term conditions 

• Helping people to recover from episodes of ill health or following injury 
• Ensuring that people have a positive experience of care 

• Treating and caring for people in a safe environment and protecting them from avoidable harm 
+ 7 outcome measures 

+ Improving health, reducing health inequalities, parity of esteem 

Delivering Transformational Service Models 

Value 

Commissioning for Transformation (with Clinical Leadership) 

Vision: To maximise health and wellbeing and minimise health inequalities, informed by local 
voices and delivered in partnership 

• New approach to ensuring that citizens are fully included in all aspects of service 
design and change and that patients are fully empowered in their own care 

• Wider primary care, provided at scale 
• A modern model of integrated care 
• Access to the highest quality urgent and emergency care 
• A step-change in the productivity of elective care 
• Specialised services concentrated in centres of excellence 

 

Access Quality Innovation 

• Convenient for 
everyone 

• NHS Constitution 

• Value for money 
• Effectiveness 
• Efficiency 
• Procurement 

• Supporting our staff to 
innovate 

• Research 

• Francis/Berwick 
• Patient Safety 
• Compassion in Practice 
• Staff Satisfaction 
• Seven Day working 
• Safeguarding 
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1. Introduction  

The publication of The NHS belongs to the people – a call to action1 in July 2013 began a national 
discussion about the major transformational change that is required to ensure that the NHS responds 
to increasing pressures such as an ageing population, increasing prevalence of long term conditions, 
and rising healthcare costs.  A Call to Action outlines the ‘case for change’ across the system and 
called on the public to get involved in shaping the future of their NHS service. 
 
Given the scale of the challenges we are facing within the NHS, we are moving away from incremental 
one year planning and instead developing bold and ambitious plans which cover the next five years, 
with the first two years mapped out in the form of this detailed operating plan. 
 
As a CCG we will work with local NHS Trusts and local government organisations to identify and 
communicate the larger footprint strategy within which they will sit. This will inform the five year 
strategic plan.  As CCG sizes, and local configurations differ, a larger unit of planning is required for 
the development of consistent and integrated long-term strategic plans. As a CCG our strategic 
planning will take a PAN-Cheshire approach, aligning to our main priorities regarding the integration of 
health and social care. 
 
As a CCG, we see this as crucial to enabling us to take a longer term, strategic perspective of the 
direction of travel across the health and social care landscape. We must develop and implement bold 
and transformative long-term strategies and plans to enable us to be financially sustainable and 
uphold safety and quality of patient care.  
 
Our two year operational plan is intended to inform local people, partners and staff about the 
healthcare services that will be commissioned during 2014-16 on behalf of the population (173,000) 
covered by NHS South Cheshire Clinical Commissioning Group (CCG). 
 
Underpinning the large amount of work represented in this plan is the CCGs commitment to ensure 
that our population receives high quality healthcare. 
 
Whilst each of the areas highlighted in this plan are important we always need to decide on the areas 
that we are going to focus on as a priority.  We endeavour to do this in a transparent manner, 
involving patients, carers, local people, clinicians, voluntary organisations, local authorities and other 
interested parties. 
 
It is important that the CCG is seen as a responsive organisation that listens and takes into account a 
wide range of perspectives but at the same time keeps its core principles central to commissioning 
decisions, valuing: 
 

• self-care;  
• carers; 
• quality of personal care;  
• The family, community, voluntary and informal care structures. 

 
We are committed to help improve the general health of the population, reduce health inequalities, 
ensure equitable access to healthcare and to work with our partners on the Health and Wellbeing 
Board and providers of care so that patients are treated with dignity and respect at all times.  

                                                           
1 The NHS belongs to the people: a Call to action, July 2013, NHS England 
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At the heart of our work as a clinically led commissioning organisation is the focus on improving 
outcomes for our patients.  We have therefore focussed our key actions on each of the 5 Domains 
of the NHS Outcomes Framework.  Indeed these domains have now become our strategic objectives 
for 2014-16.  We have identified local levels of ambition, based on evidence of local patient and public 
benefit, against a common set of indicators that place our duty to tackle health inequalities front and 
centre stage.  This will ensure that we can clearly articulate the improvements we are aiming to deliver 
for patients across the 5 key areas: 
 

 
 
Poorly Coordinated Care It surprises many people to discover that a very small portion of the UK 
population — approximately 5 per cent — accounts for nearly half of total spending on health care, 
while 20 per cent accounts for four-fifths of total spending. This relatively small slice of the 
population incurs such high costs because most of these individuals have complex medical 
problems. The problems include common but difficult-to-manage chronic diseases like diabetes 
and heart failure, as well as mental and behavioural health issues. Chronically ill people take more 
prescription drugs, undergo more tests and procedures, and are hospitalised more often than 
people in good health. 
 
But the costs for these patients increase dramatically when the care they receive is poorly 
coordinated i.e. when patients are referred by their GP to a specialist; move in and out of the 
hospital; and transition from the hospital to home care or a long-term care facility, often with poor  
oversight or communication between providers.  Patients may undergo the same lab tests multiple 
times, they may get the wrong combination of medications, and serious conditions may get 
misdiagnosed. This not only leads to unnecessarily high costs but it also means poor care for the 
patients who most need help. 
 
Avoidable Hospital Readmissions One in five elderly patients discharged from hospitals in the UK 
ends up being readmitted within 30 days.  Many of these readmissions could be prevented if 
hospitals, doctors, and community health programme worked together to assist patients who are 
returning home, moving on to a nursing home or rehabilitation facility.  Discharged patients need clear 
instructions on how to care for themselves at home, as well as help in scheduling and keeping follow-
up appointments, sticking to a prescribed medication plan, and making necessary lifestyle changes. 

•Reducing the number of years of life lost from 
treatable conditions (e.g. including cancer, stroke, 
heart disease, respiratory disease and liver disease). 

1 
•Improving health related quality of life for people with 

one or more long-term condition. 2 
•Reducing the amount of time people spend avoidably 

in hospital through better and more integrated care in 
the community, outside of hospital. 3 
•Reducing the proportion of people reporting a very 

poor experience of care. 4 
•Making significant progress towards eliminating 

avoidable deaths in our hospitals. 5 

http://www.chrt.org/publications/price-of-care/issue-brief-2010-08-health-care-cost-drivers/
http://www.chrt.org/publications/price-of-care/issue-brief-2010-08-health-care-cost-drivers/
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The failure to provide genuine integrated care leaves most patients who suffer from long-term 
conditions with a patient pathway with gaps and frequent duplication of care.  The experience for the 
patient is, in some cases, so disjointed that the term ‘pathway’ cannot be applied in any real sense.  
It is the gaps in most patient pathways that lead to many of the health exacerbations that in turn lead 
to hospital beds that are filled with unnecessary emergencies. Therefore, one of the unplanned and 
unintended outcomes from this episodic approach to the patient experience is many more and longer 
stays in hospital. 
 
If we are to construct a patient centred future for the NHS, it will have to deliver genuinely integrated 
care, based around both the needs of patient groups (for example the frail elderly or children/adults 
with complex disabilities) and also based around the personal needs of individual patients within 
those groups. 
 
If we are to construct a sustainable future for the NHS, it will have to deliver genuinely integrated 
care, which provides powerful incentives to keep patients at home and out of hospital. 
 
To that end, the entire Health and Social Care Bill was amended to put a duty on all NHS bodies to 
promote integrated care. 
 
However, there are only a few examples of this policy being put into practice.  If we look at the 
delivery of most care to most NHS patients, in most parts of the country, for most conditions, it 
remains traditional episodic and fragmented care. 
 
Outcome-based contracts for integrated care with an Accountable Lead Provider This is a 
different process from the traditional input/activity based contract that has been at the core of NHS 
commissioning. To get to a health care system that’s affordable yet provides high quality, we need 
to tackle the issues that have made things so expensive in the first place.  It is the inefficiencies 
within the system as a whole that drive up fragmentation, and subsequently, cost. 
 
Accountable care systems - A new language is starting to emerge around outcomes and about 
population health in its entirety. This is the language describing both delivering and paying for 
patient care that is starting to take hold slowly. Typically, an accountable care system is a 
partnership between commissioners and a group of providers—primary care clinicians, community 
services, hospitals, specialists, rehabilitation centres, mental health services, social care and long-
term care facilities - that agree to share responsibility, and sometimes the financial risk, for 
delivering quality health care to a population of patients. 
 
The accountable care system receives a payment through an outcomes based contract that 
covers the cost of providing all the care needed by these patients. In addition, the ‘system’ 
providers get to share in the savings if they meet cost and quality targets for their patients. On the 
flip side, providers that participate also agree to accept penalties if they go over budget or fail to 
deliver a quality service. 
 
We know for certain that more spending does not translate into better care or a better-
functioning health care system! 
 
So what does all this mean locally? Some of our really key programmes of work (community health 
services, Extended Practice Teams, urgent care review) are moving in a direction that starts to 
develop this system approach. The example below demonstrates the point: 
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To support this direction of travel and respond to the very real cultural challenges, it is important to 
develop system improvement education and training across all staff working in health and social care.  
 

2. Who are we? 

NHS South Cheshire Clinical Commissioning Group exists to improve the health and healthcare of the 
local population. Our aim is to use the local knowledge of our GPs and their Practice teams to develop 
the way that health services are delivered and help our patients to make full use of the services that 
are available.  

NHS South Cheshire Clinical Commissioning Group comprises of 18 member practices. They cover a 
geographical area of Cheshire stretching from Nantwich in the south to Middlewich in the north. Crewe 
is the largest manufacturing town and much of the surrounding area is made up of smaller, rural 
market towns. The total registered population is 173,000,  

The South Cheshire area falls entirely within the boundary of Cheshire East Council. 
 

Close relationships exist between ourselves and NHS Vale Royal CCG, with whom we share a 
management team.  We also working closely with NHS Eastern Cheshire CCG which lies to the east 
of our patch and with whom we share community health services and the Local Authority. 

 
The acute general hospital, our main provider, is Mid Cheshire Hospital Foundation Trust (MCHFT), 
which is situated just outside Crewe. Mental health services are provided by Cheshire and Wirral 
Partnership Trust and East Cheshire Community Business Unit, which forms part of East Cheshire 
NHS Trust, provides community health services, such as district nursing, health visiting and therapy 
services 
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We have responsibility for designing and commissioning local health services and will do this by 
commissioning or buying health and care services including: 

 
• Elective hospital care 
• Rehabilitation care 
• Urgent and emergency care 
• Most community health services 
• Mental health and learning disability services 
 

We work with patients and healthcare professionals and in partnership with local communities and 
local authorities. On our Governing Body, in addition to GPs, we have a registered nurse and a doctor 
who is a secondary care specialist. We are responsible for arranging emergency and urgent care 
services within our boundaries, and for commissioning services for any unregistered patients who live 
in our area. All GP practices have to belong to a Clinical Commissioning Group. 
 
Commissioning Support 
 
South Cheshire CCG receives Commissioning Support Services from Cheshire and Merseyside CSU. 
(CMCSU) Commissioning Support Units were set up as part of the recent Health and Social Care 
reforms to support CCGs and NHS England in undertaking their commissioning responsibilities and 
delivering the best possible outcomes for Patients. 
 
The CCG works with the CSU as a key partner. There is a Service Level Agreement established 
between the CCGs and the CSU to manage the quality of the services that the CSU provides.  The 
services that are provided to the CCG are: 
 

• Technology Support (Information and Communication Technology) 
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• Business Intelligence and Data Management 
• Process Centre and Governance Support (Management of Incidents, Complaints, Individual 

Funding Requests, Freedom of Information, Information Governance, Compliance and 
Assurance Claims) 

• Communications Support including graphic and digital design 
• Human Resources Support 
• Organisational Design Support 
• Procurement advice and guidance 
• Continuing Healthcare, Complex Care and Clinical Quality 

 
This support is developed through a locality model so that CCG services can be understood and 
accessed locally. Each of these functions has a locality lead that is situated within the South Cheshire 
CCG team. This partnership approach has been enhanced during 2013/14 by the CCG and CSU 
sharing office space at Bevan House in Nantwich. 
 
 
 
3. Our Vision and Strategic Objectives 
 
 

To maximise health and wellbeing and minimise health inequalities, informed by local 
voices and delivered in partnership 

 
 
We believe that the overarching priority for the CCG is to improve quality of care and health outcomes 
for patients.  Therefore we have set the five domains of the NHS Outcomes Framework as our key 
Strategic Objectives.  All our programmes of work and projects must align to each of the 5 Domains. 
 

 
 

  

Vision 
CCG Strategic 

Objectives               
5 Domains 

Local 
Context 
(JSNA) 

Priorities for 
action Outcomes 
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OUR VISION 

 
To maximise health and wellbeing and minimise health inequalities, informed by local voices 

and delivered in partnership 
OUR PRINCIPLES 

 
Working to provide care ‘upstream’ (seeking prevention and avoiding crisis) 

 
Focus care on patient goals and where appropriate, carer and family goals 
 
Building services around the patients’ needs 

 
Championing quality in all its forms across all we do 
 

OUR WAYS OF WORKING 
 

Develop ‘Accountable Care Systems’  Locally 
• Put the patient at the centre of all commissioned services 
• Educate providers in accountable care system 
• Align workforces  across health and social care 
• Explore new contracting  options 
• Manage within a defined budget 
• Co-design  with the public 
• Active support for self care, self management 

Enhance local professional networks 
Co-produce metrics with public, patients and providers 
Shape commissioning of services with partners 

OUR STRATEGIC OBJECTIVES 
 
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 

 
Domain 5  Treating and caring for people in a safe environment and protecting them from 

avoidable harm 
ORGANISATION WIDE OBJECTIVES 

 
Good Governance - We will be a well-governed and adaptable organisation - with high standards of 
assurance, responsive to members and stakeholders in transforming services to meet future needs. 
Value for money - We will ensure resources are directed to maximise benefit to make the best use 
of public money. 
Engagement - We will embed meaningful and sustainable patient and member practice engagement 
into CCG decision making processes.  
Better communication and sharing of information - We will develop strong partnership working with 
our local authority partners to achieve shared outcomes and will also develop communication material in 
an accessible format 
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4. Central Cheshire Connecting Care - Our 5 Year Strategy (A Modern 
Model of Integrated Care) 

 
Integration and Pioneer Status in Cheshire  
 
It is widely accepted that there is a need to commission integrated care or, as patients and their 
carers would more likely call it, “joined up care”. The current model of care for patients is often a 
fragmented and disjointed one. It is driven by the fact that contracts, and an increasing drive 
towards specialism, means that organisational priorities can take preference over the needs of the 
patient. 
 
At the same time, we have a health and social care system that is unaffordable in the current 
climate. The ageing population means that demand for healthcare services will continue to 
increase. The current ‘episodic’ nature of care provision does not really meet the patients’ needs. 
Whilst individually patients and service users will often praise the service that they received at a 
specific time, there is an increasing theme “being heard” around improving the overall experience. 
 
Nationally the need to improve the integration of services has been recognised and there is a 
need for radical transformational change in the health and social care system,  because the 
money that is available to meet the increasing health and social care needs of our population is not 
sustainable.  Therefore we have to change what we are doing quickly before we can no longer afford 
healthcare for the population of South Cheshire. However this will not be easy and moving to a more 
coordinated system for patients whilst delivering control in the current system will be very challenging.  
 
In an attempt to try and learn more about this very real challenge nationally and assist in the delivery 
of transformational changes, implementation of new integrated care delivery models and new 
contracting models, it was agreed that some geographic areas should be supported to lead the way 
and go faster and for other areas to learn from them. Hence the national ‘Pioneers for Integrated 
Care’ programme was launched. The Government, NHS England, Monitor and the Local Government 
Association along with others, launched this initiative and asked for local areas to apply to become a 
‘Pioneer Site’. 
 
At a local level this was something that we were really interested in.  A submission was therefore 
made that covered both the Health & Well Being Board areas (one Health & Well Being Board for 
each Local Authority in Cheshire) and the 4 Cheshire CCGs (NHS South Cheshire, NHS Vale Royal, 
NHS Western Cheshire & NHS Eastern Cheshire). The application that was submitted was about 
recognising the 3 communities that exist in Cheshire and that the Pioneer Proposal would provide an 
overarching umbrella across these 3 communities. The local communities are important as they 
reflect patient flow and primary care provision. 
 
The strong history of partnership working in Cheshire was a key strength contributing to our success 
with our Cheshire wide partners in becoming one of the fourteen national ‘Integration Pioneer’ sites. 
 
Whilst the Pioneer proposal responds to the local challenges, it really focusses on the key themes 
being heard from patients about their overall experience: 
 

• Being asked the same questions over and over again 
• Spending time ‘hanging’ between bits of the service 
• Having lots of people involved in their health care but not being really sure who is 

responsible for what and who is overall charge of their care 
• Not really knowing what is going on 
• ‘Falling through the gaps’ 



 

18 
 

 
Across the South Cheshire and Vale Royal footprint we have established a Partnership Board for our 
Connecting Care Programme. This Board has representation from commissioners (both CCGs, 
both Local Authorities & NHS England), and our main providers (Mid Cheshire Hospital Foundation 
Trust, East Cheshire Trust for community services, Cheshire and Wirral Partnership NHS Foundation 
Trust, North West Ambulance Service and Primary Care). It has the Chief Executive, Medical Director 
and/or lead Executive Director from all of these organisations sitting on it. The commitment to the 
Connecting Care Board is strong and the recent announcement that we are one of the Pioneer sites 
has helped to bring a real focus and energy to its work. 
 
 
 

 
 
 
 
We are committed to delivering the National Voices narrative below: 
 
For the individual: 
 
‘I can plan care with people who work together to understand me and my carer/s, allow me 
control and bring together services to achieve the outcomes important to me’. 

(National Voices & Making it Real) 
 
Ours plans are ambitious and we will lead a programme of work to ensure that people within our local 
communities are empowered and supported to take responsibility for their own health and wellbeing. 
They will place less demand on more costly public services through the implementation of ground-
breaking models of care and support based on:  
 
• integrated communities 
• integrated case management 
• integrated commissioning and  
• Integrated enablers to support these new ways of working. 
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Integration (Connecting Care) and the Better Care Fund 
We will only make good progress and improve ‘joined up care’ if we invest in services that help 
reduce the demand on secondary care. These services need to be community based and not just 
limited to health.  Primary care, social care and community services are all needed to deliver care in a 
more coordinated manner if we are to tackle the rising secondary care demand.  
 
To support health and social care organisations to work more closely in local areas and to facilitate 
shared funding models, for 2014/15 a national ‘Better Care Fund’ (BCF) has been created.  The fund 
has been created through the movement of existing grants and resources and it mandates the pooling 
of funds across health and social care that will fully come into effect in 2015/16.  We will utilise this 
pooled fund to create a significant opportunity to transform the way that services are commissioning 
and delivered jointly across health and social care to support improved outcomes for our local 
populations. BCF truly supports the local impetus of our Connecting Care Programme.   
 
The 2 Health and Wellbeing Boards within Cheshire are leading this transformational change through 
a large-scale change programme with support from the national pioneer team.  The Cheshire wide 
pioneer footprint encompasses a range of shared commitments and the following 3 core components 
based on local populations: 
 
• Central Cheshire (South Cheshire and Vale Royal) ‘Connecting Care’ programme   
• East Cheshire ‘Caring Together’ programme 
• West Cheshire ‘The West Cheshire Way’/’Altogether Better’. 

 
Our Connecting Care Vision is “to ensure quality, personal, seamless support in a timely, 
efficient way to improve health and wellbeing”. 
 
 
To secure this vision, the Cheshire partners have given organisational and personal commitment to 
transform the health and social care system by: 
 
 
• Working much more closely together and in smarter ways to provide reliably, and without error, 

all the care that will help people and ONLY the care that will help 
 

o Putting the individual at the centre of all care – ‘no decision about me, without me’, 
improving their experience of care 

o Assure quality by employing high quality, well trained staff with strong leadership and 
development skills 

o Focusing on the multiple determinants of both physical and mental ill-health and creating 
innovative solutions across partners 

o Creating more opportunities for and embedding cross organisational working that reduces 
duplication and achieves the best use of available resources 

o Adding value to the lives of individuals and their families/carers and decommissioning 
care that does not add value 

o Exploiting the use of new technologies to support independence, self-care and 
information sharing across partner organisations  

 
 

• Building and strengthening community based services and support 
 

o More care will be organised and delivered outside of traditional hospital settings, in local 
communities with closer collaboration across teams 
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o People will access services differently: 
 with GP practices/Extended Practice Teams teams and community services 

delivering care and support ‘closer to home’ 
 with a smaller, more flexible community facing hospital delivering emergency and 

specialist care and 
 regional specialist hospitals continuing to deliver specialist care, some of which 

will be in the community setting 
o Traditional 5 day per week community services will be extended to offer support when 

needed, 7 days per week 
o Care and support will be personalised, timely, responsive and seamless 
 

• Developing our workforce and community assets to deliver new ways of working  
 

o Empowering individuals at a local level to lead change and problem solve with full support 
from their colleagues 

o Supporting people, their families/carers to take responsibility for their own wellbeing and 
make choices about their care based on their personal goals 

o Offering education and training programmes tailored locally to support the implementation 
of new ways of working, self-care, local leadership, change management and quality 
improvement approaches.  We are exploring a local academy approach to this 
programme. 

o The most effective use is made of resources across health and social care, involving 
partnership working, joint commissioning, sharing of information, new contracting and 
funding approaches, exploiting new technologies and avoiding waste and unnecessary 
duplication.  Again continuous quality improvement approaches are critical to this 
success. 
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A Strategy for Transformation 
 
A strategy of 7 key integration health and social care outcomes have been established to ensure that 
all work stream activity and work plans are outcomes focused and driven.  A large number of 
composite work plans are being delivered, or are in development, to achieve our integration outcomes 
and these are described within our programmes of work later in this document.   
 
The table below provides a summary of the Connecting Care Board priorities aligned to the ‘7 
Integration Health and Social Care outcomes’ framework. 
 

National Health And 
Social Care Outcomes 

Framework 

Local Connecting Care Programme Board Priorities 

Communities that 
promote and support 
healthier living 

Individuals and communities are able, motivated to and 
supported to look after and improve their health and wellbeing, 
resulting in more people being in good health or their best 
possible health for longer with reduced health inequalities.    
 

Personalised care that 
supports self-
management and 
independence and 
enhances quality of life 

People with physical or mental Long Term Conditions, those 
with complex needs and the elderly frail are able to live as safely 
and independently as possible in the community.  They will plan 
care with people who work together to achieve the outcomes 
important to them.  Care will have a focus on prevention, self-
management and independence and the individual will have 
control over their care and support. 
  

Individuals will have 
positive experiences and 
outcomes 

People have positive experiences of health, social care and 
support services, which help to maintain and improve their own 
health and wellbeing 
 

Carers are supported People who provide unpaid care for others are supported, are 
consulted in decisions about the person they care for and they 
are able to maintain their own health and well-being and achieve 
quality of life 
 

Services are safe People using health, social care and support services feel safe 
and secure, are safe-guarded from harm, have their dignity and 
human rights respected and are supported to plan ahead and 
have the freedom to manage risks the way that they wish   
 

Empowered and engaged 
workforce and public 

People who work in health, social care and community 
support/voluntary sector support are positive about their role, 
are supported to improve the care and support they provide and 
are empowered at a local level to lead change and develop new 
ways of working through continuous quality improvement 
approaches.   
Citizens are engaged in the shaping and development of health 
and care services and supported to make positive choices about 
their own health and wellbeing. 
 

Effective resource use The most effective use is made of resources across health and 
social care, involving partnership working, joint commissioning, 
sharing of information, new contracting and funding approaches, 
exploiting new technologies and avoiding waste and 
unnecessary duplication. 
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Joint Commissioning and Partnership Working 
 
SCCCG, ECCCG and CEC have established shared priorities for joint work over the next 2 years.  
These shared priorities support the Connecting Care transformational strategy and some will also form 
part of the Better Care Funding arrangements.   
 
The priorities cover children, adults and older people age groups with each commissioner organisation 
having taken part in a prioritisation process. 
 
The priorities are: 
 

• Early Help for Children – integration of children’s workforces (health, education, social care 
and VCFS) 

• Domestic abuse 
• Community Services including Extended Practice Teams 
• Urgent Care/ Rapid Response/ Community Intervention/ Transitional/ Intermediate Care 

Services as an alternative to hospital/ acute care 
• Community based stroke and rehabilitation services 
• Dementia - early detection, diagnosis and support services 
• CAHMS and transition to adult services 
• Primary mental health - early detection, diagnosis and support services 
• Supported self management of people with long term conditions including shared risk profiling 

for early detection. 
 
Special Educational Needs (SEN) 
 
National changes through the Children and Families Bill 2013 are extending the support for young 
people up to the age of 25 with Special Educational Needs (SEN).  These children and young people 
will have an education, health and care plan (EHC) that will support them outside of school age into 
further education and apprenticeships up to 25 years old.  Parents and the young person will be more 
equal in the plan and potentially personal health budgets will be applicable in some cases.  The CCG 
will need to work closely with Cheshire East Council to ensure a seamless transition into the new 
system. 
 
The changes to the commissioning of services has meant that some services that support children 
with SEN are now shared between the Public Health team within the council (school nursing) and 
special school support services – nursing and therapy services which is the CCGs responsibility.  
SCCCG is working closely with CEC through the Joint Commissioning Leadership Team to ensure 
joint commissioning of services is seamless and delivers targeted services with better health 
outcomes to children and young people with SEN.  The CCG is undertaking a review of all community 
services as commissioned through East Cheshire Trust (ECT) which currently includes the SEN 
support services through 2014-15. 
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5. Overview of Health Needs and Health Inequalities in South Cheshire 
 
Around 10.7% of South Cheshire CCG's population live in small areas (LSOAs) that are among the 
20% most deprived areas in England. A further 15.6% live in the next most deprived fifth of areas in 
England. The map colours individual postcodes to illustrate geographical variations in deprivation. The 
areas of solid colour represent the towns, while areas with white spacing represent rural villages and 
rural communities. It shows that: 
 

• Large parts of Crewe town are very deprived  
• Each of the four other main towns contain some deprived areas  
• All of the five main towns have a mix of very affluent areas as well as deprived areas  
• There is rural deprivation to the west and north of Nantwich, and from Sandbach to Alsager 

 
 

 
 
 
The Annual Report of the Director of Public Health has highlighted the stark difference that living in 
deprivation makes to premature death, with a twofold difference in death rates between the most 
deprived and least deprived areas in South Cheshire CCG. The Joint Strategic Needs Assessment 
shows that there are similar differences in the occurrence of many acute and chronic diseases, and 
also in many of the lifestyle factors that are known to cause disease in both children and adults. 
 
Within the area of the Crewe Local Area Partnership, there is a clear pattern of higher premature 
death rates among people experiencing higher levels of deprivation, whereas those who are less 
deprived have better health and a reduced risk of dying prematurely. The significantly worse health 
outcomes experienced by the people of Crewe adversely affect the average premature mortality rates 
for South Cheshire CCG, and also for Cheshire East Borough Council as a whole. 
 
The local variations are multi-factorial but are due in part to the health experience of people living in 

Alsager

Sandbach

Nantwich

Crewe

Middlewich
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socioeconomically deprived areas. Local levels of socioeconomic deprivation affect early death rates 
in several possible ways. These include the health effects of material deprivation (e.g. through poorer 
housing, education and income), higher prevalence of harmful lifestyle behaviours (e.g. smoking and 
alcohol) and possibly reduced access to good quality healthcare. 
 
 
Directly Standardised Mortality Rates for All causes by deprivation quintile, Crewe LAP, aged 
under 75, Males & Females, 2009-11 provisional (using Mid2011 population estimates) 
 

 
 
Where differences in health exist, are measured, deemed to be inappropriate, and can be reduced 
through the actions of GP practices or the CCG (either working alone or with partners), South 
Cheshire CCG can help to ensure that actions are targeted to all areas at a level that is appropriate to 
their needs. In so doing we will achieve maximum health gains within the available resources. 
 
Some of the areas that can be used for targeting initiatives in South Cheshire CCG include:  
 

• 25 electoral wards with an average population size of 6,800  
• 24 middle level super output areas (MSOAs) with an average population size of 7,100  
• 109 lower level super output areas (LSOAs) with an average population size of 1,600  
• 18 general practices with an average population size of 9,500 

 
Although many interventions will focus on populations defined by GP practices and/or the super output 
areas, we recognise the importance of ward level action and the role of elected Councillors as a force 
for change locally within the wards they represent. 
 
As already stated, the main towns across SCCCG have communities that are affected by deprivation. 
Some areas of Crewe are in the 20% most deprived areas in England, and people’s lives are up to 
nine years shorter than in other parts of the town. The main causes of premature death in these areas 
are cancer, heart disease, stroke, respiratory and liver disease. 
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Unhealthy lifestyles and harmful environments can lead to adverse health effects at each stage of 
people’s lives. Tobacco smoke is a major risk factor for poor health, and 25% of pregnant women in 
Crewe still smoke. In addition to the significant health hazards to babies and young children from 
being exposed to cigarette smoke, teenagers are at higher risk of becoming smokers if they live in a 
smoking household. 
 
In some areas of Crewe around a third of adults are smokers. These areas also have the highest rates 
of children admitted to hospital with respiratory problems. Most chronic respiratory disease in 
childhood is caused by repeated exposure to cigarette smoke, and the CCG has over 1,120 children 
with chronic respiratory disease. Preventing respiratory ill-health in future generations of children is a 
key health need and one of our local priorities. 
 
General practices in the CCG provide care for over 40,000 patients with a chronic health condition, 
including 1,500 children. People with mental health problems have important but often hidden needs, 
and there are over 20,000 patients in the CCG with a history of depression, about forty percent higher 
than expected. 
 
There are high rates of excess mortality among adults with serious mental illness in Cheshire East. 
The risk of death in this group of people is over four times higher than in the general population. They 
need better detection and management of their risk factors by general practices working in partnership 
with local mental health services. Addressing mental illness is a key health need and one of our local 
priorities. 
 
Crewe has higher than average cancer death rates among both men and women, and in this town 
there are fewer than expected numbers of people who have survived cancer. This may relate to lung, 
upper gastrointestinal and colorectal cancers. The priority actions for the CCG (in conjunction with 
Cheshire East Council and other partners) are to increase colorectal, breast and cervical screening, 
increase public awareness of cancer symptoms, encourage people to present early with symptoms to 
general practitioners, and strengthen specialist cancer referrals from general practices. 
 
The CCG’s registered population of 173,200 people is forecast to increase by 0.6% annually to 
177,400 by 2015, and to 183,000 by 2020. In NHS South Cheshire CCG the increase in the number of 
people over 75 will be around fifty percent higher than is occurring nationally, increasing by 3.6% 
annually from 13,700 to 18,800 in 2020. 
 
Ageing populations have additional health and social care needs, and more people require support to 
remain independent and live at home. Some older people develop disabling sensory impairments 
including loss of hearing and loss of vision. Others may suffer from multiple chronic conditions. The 
number of people with dementia is increasing in our CCG, although more slowly than anticipated. In 
2009/10, there were 925 people with dementia, which rose to 945 in 2010/11 and 984 in 2011/12. As 
fewer than 50% of patients with dementia are believed to be known to general practices, unrecognised 
dementia is becoming an important health need locally. 
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6. Delivering Improved Outcomes (and Ambitions) 
 

6.1.  Domains and Ambitions 
 
The 5 year strategic plan has been developed across organisational boundaries including the local 
authority, NHS provider Trusts and our neighbouring CCG’s.  This approach allows us to develop 
consistent and integrated long term strategic plan.  
 
This two year Operational plan maps out how we will evolve and deliver this strategy. It has been 
developed within the context of the NHS Outcomes Framework, the NHS Constitution and the 
Mandate set between the Department of Health and the NHS Commissioning Board:  
 
The overarching priority for Clinical Commissioning Groups is to improve quality of care and the 
outcomes for patients. Key to delivering this is ensuring our plans are aligned to the five domains of 
the NHS Outcomes Framework, which NHS South Cheshire CCG have adopted as their main 
Strategic Objectives in order to remain focused on commissioning for improved outcomes 
 
A CCG Outcomes Indicator Set (set within and including the NHS Outcomes Framework indicators) 
has been developed to provide clear, comparative information for CCGs, Health and Wellbeing 
Boards, local authorities and patients and the public about the quality of health services commissioned 
by CCGs and the associated health outcomes.  
 
NHS South Cheshire CCG has used the CCG Outcomes Indicator Set to help identify local priorities 
for quality improvement. They will also help contribute to deliver improved outcomes across the five 
domains of the NHS Outcomes Framework.  
 
Tackling health inequalities and being focused on advancing equality has also been a key component 
for the CCG in developing its Commissioning Intentions for 2014-16. Each of the 5 domains will 
address inequalities so that those most in need have the most to gain from the interventions we make. 
 
 What will success look like for NHS South Cheshire CCG: 

The NHS Outcomes Framework 2014/16 sets out the outcomes and corresponding indicators that are 
used to hold NHS South Cheshire CCG to account for improvements in health and wellbeing.   The 
Framework describes the five main categories (domains) of better outcomes NHS South Cheshire 
CCG aspires to deliver. To transform these five outcomes into measurable goals, NHS South 
Cheshire CCG will also target action against the seven Ambitions defined by NHS ENGLAND:  

 
 
 
 
 
 
 
 
 
 
 

 
 
 
 

http://www.dh.gov.uk/health/2012/11/nhs-outcomes-framework/
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DOMAIN  OUTCOME(s) 
 

 
 
 
 
 
 
 
 

NHS ENGLAND AMBITIONS(S) 

In developing our two year operational plan we have worked with our partners on the Health and 
Wellbeing Board, our provider organisations and the voluntary sector to consider the key challenges 
that together we need to address to make a real difference to the health and wellbeing of our 
communities over the coming years. Therefore during 2014-16 we aim to deliver a number of key 
Commissioning Intentions; all of which deliver key outcomes across the five NHS Outcome 
Domains (CCG Strategic Objectives) and key ambitions. 
 
Our Commissioning Intentions are aligned under three Strategic Programmes for NHS South 
Cheshire: 

Starting Well  Living Well  Ageing Well  
These programmes also have to deliver work that we call ‘business as usual’ which is core business 
around performance, contract management, risk management, quality improvement and assurance 
and financial probity. They also undertake partnership commissioning alongside other CCGs, local 
authorities and NHS England.  This programme approach brings clarity to our work and projects and 
aligns with our Joint Health and Wellbeing Strategy.  As members of the Health and Wellbeing Board 
with Cheshire East Council we have identified a set of joint priorities that we will address to make a 
real difference to the health and wellbeing of our community: 
• Integration of teams 

(Extended Practice Teams) 
• Joint Carers Strategy 
 

• Prevention work with 
children and young people 

• Integration of systems • Joint equipment services • Dementia Services 

•Prevent people from dying 
prematurely 1 
•People with Long Term Conditions 

(including mental illness) have the 
best possible quality of life 2 

•Patients are able to recover quickly 
and successfully from episodes of ill-
health and injury 3 

•Patient have a positive experience 
of care 4 

•Patient in our care are kept safe and 
protected from all avoidable harm 5 

•Securing additional years of life for 
people with treatable mental and 
physical health conditions 

i 
•Improving the health related quality of 

life for people with long term 
conditions, including mental health 
conditions 

ii 
•Reducing the amount of time people spend 

avoidably in hospital through better and 
more integrated care in the community, 
outside of hospital 

iii 

•Increasing the proportion of older 
people living independently at home 
following discharge from hospital 

iv 

•Increasing the number of people having 
a positive experience of hospital care v 

•Increasing the number of people with 
mental and physical health conditions 
having a positive experience of care outside 
hospital, in general practice and in the 
community 

vi 

•Making significant progress towards 
eliminating avoidable deaths in our 
hospitals caused by problems in care 

vii 
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Domain 1 
 
 
Currently, England’s rates of premature death are worse than those in many other European countries 
for big killers like cancer, heart and liver disease.  There are also significant inequalities between 
different communities and groups within England for both overall life expectancy as well as the quality 
of health people can expect to enjoy towards the end of their life (Source: NHS England). 
 
NHS South Cheshire CCG aims to prevent people from dying prematurely by promoting good health 
and discouraging decisions and behaviours that put health at risk.  Where people do develop a 
condition, we aim to commission services that diagnose this early and manage it in the community so 
that it does not deteriorate. 
 
The main focuses on potential years of life lost, specifically around under 75’s mortality rate 
by: 

• Reducing premature mortality from all major causes of death 
• Reducing premature deaths for severe mental illness 
• Reducing deaths in babies and young children 
• Reducing premature deaths in people with a learning disability (no CCG measure at 

present) 
 
Our JSNA findings state: 
 
Any death under the age of 75 is considered to be a premature death. Each year in South Cheshire 
CCG around 545 people die before their 75th birthday, and three quarters of these deaths are 
avoidable2.  Around half of the deaths are occurring in the town of Crewe, where death rates for both 
men and women are significantly higher than in other parts of the CCG and are comparable to local 
authorities in the third highest decile for premature mortality in the country.  
 
Premature Mortality under 75, annual deaths and directly standardised rate/100,000 2009-11 
 Male deaths Male rate (CI) Female deaths Female rate (CI) 
Alsager 21 288 (220-368) 15 184 (134-247) 
Crewe 145 358 (326-392) 117 286 (258-317) 
Middlewich 20 277 (213-353) 19 260 (198-333) 
Nantwich 30 346 (279-423) 19 199 (149-258) 
Sandbach 31 276 (223-337) 23 188 (146-238) 
Rural areas of CCG 61 216 (185-249) 45 162 (136-192) 
South Cheshire CCG 308 300 (281-319) 238 225 (209-242) 
Source: Annual Report of the Director of Public Health 2012-2013 
 
In the town of Crewe there is also a clear “North – South” divide, with higher death rates in the central 
and northern areas of the town. The highest rates of premature deaths are seen in the most deprived 
areas, and in some parts of Crewe female deaths are higher than among men. Focussing initiatives in 
Crewe would enable the CCG to achieve early and significant success in this domain. 
 
Reducing premature deaths for severe mental illness (Parity of Esteem) 
NHS South Cheshire CCG values mental health equally with physical health. There is significant 
evidence that links poor mental health with poor physical health, and poor physical health can lead to 
poor mental health.  Mental health illness influences premature mortality in the following ways: 

                                                           
2 Avoidable deaths are those that would not have happened if appropriate medical and/or public health interventions had 
taken place to reduce a person’s risk of dying prematurely. 

Preventing People from dying prematurely 
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• People with schizophrenia and bipolar disorder die on average 20 years earlier than the 
general population, largely owing to physical health problems. 

• People with mental disorder(s) smoke almost half of all tobacco consumed and account for 
almost half of all smoking-related deaths. Rates of smoking on in-patient mental health units 
are 70% compared to 21% in the general population. 3 

• Depression doubles the risk of developing coronary heart disease 
• People with depression have a significantly worse survival rate from cancer and heart disease 
• People with two or more long-term physical illnesses have a seven-fold greater risk of 

depression 
• Excessive consumption of alcohol is associated with higher levels of depressive and affective 

problems, schizophrenia and personality disorders as well as with suicide and self-harm4 
 
This highlights that many of the problems are circular.  For example if you drink large amounts of 
alcohol you increase your risk of poor mental health.  Poor mental health increases your risk of 
developing physical poor health.  Physical illnesses can lead to poorer mental health which can in turn 
lead to an increased risk of premature mortality.  By increasing the focus on mental health some of 
these issues can be addressed which will have knock on benefits for poor physical health and 
premature mortality rates. 

 
Reducing premature deaths from cancer 
Crewe has a lower proportion of patients on practice cancer registers, which is related to historically 
high mortality amongst cancer patients in this town. Premature mortality from cancer in men is 
currently higher that the CCG average in Nantwich, Sandbach, Alsager and Crewe. In women there 
are higher rates in Crewe (where cancer mortality is higher than in men) and in Nantwich. 
 
Patients with cancer in 2010/11, under 75 directly standardised deaths/100,000 in 2009-11 
 Patients with 

cancer (all ages) 
Proportion of 

practice list size 
Male death 

rate <75 (CI) 
Female death 
rate <75 (CI) 

Alsager 324 2.6% 119 (78-174) 82 (50-124) 
Crewe 1,334 1.7% 113 (95-132) 124 (105-144) 
Middlewich 326 2.4% 102 (66-151) 100 (64-148) 
Nantwich 320 2.3% 141 (100-191) 115 (78-161) 
Sandbach 414 2.2% 121 (87-162) 85 (57-119) 
Rural areas of CCG 938 2.2% 101 (81-123) 72 (55-91) 
South Cheshire CCG 3,656 2.0% 112 (101-124) 100 (89-111) 
Source: Annual Report of the Director of Public Health 2012-2013 
 
Local patterns of cancer give a good indication about where the CCG can focus action to improve 
lifestyle, screening, diagnosis and treatment. Looking at new cases of cancer in each town by tumour 
type for all ages for the six-year period from 2005 to 2010, the statistically significant outliers are: 
 

• Crewe has high incidence and high mortality from lung cancer in both men and women 
• Middlewich has high incidence and high mortality from prostate cancer and lung cancer in men 
• Nantwich has high incidence and high mortality from breast cancer in women  
• Alsager has low incidence but high mortality from breast cancer in women  
• Nantwich has low incidence but high mortality from colorectal cancer in both men and women 

 
Reducing premature deaths from cardiovascular disease 
 
While there have been significant improvements in the detection and recording of risk factors in 
primary care, more could be done to identify and effectively manage people with conditions which 
contribute to cardiovascular disease. In South Cheshire CCG there are an estimated 14,300 people 

                                                           
3 ‘Living Well for Longer in Cheshire East’, The Annual Report of the Director of Public Health 2012-13 
4 Royal College of Psychiatrists, 2010. No health without public mental health: the case for action 
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with undiagnosed hypertension and a further 12,200 people who have hypertension that is diagnosed 
but not sufficiently well controlled. The two figures together give an estimate of over 26,500 people 
whose high blood pressure is damaging their health and are directly leading to 51 avoidable heart 
attacks or strokes every year. 
 
Identification and Management of Hypertension, estimated numbers of patients, 2011/12 
 Diagnosed 

hypertension 
Undiagnosed 
hypertension 

Proportion 
undiagnosed 

Undiagnosed 
and/or poorly 

controlled 
hypertension 

Heart 
attacks or 

strokes 
that could 
be avoided 

Alsager 2,229 985 31% 1,852 4 
Crewe 11,005 6,240 36% 11,181 21 
Middlewich 2,256 749 25% 1,741 3 
Nantwich 2,403 1,030 30% 2,070 4 
Sandbach 2,716 1,707 39% 3,003 6 
Rural areas of CCG 7,024 3,589 34% 6,682 13 
South Cheshire CCG 27,633  14,300 34% 26,529 51 
Source: Annual Report of the Director of Public Health 2012-2013 
 
There are also 915 high-risk patients with atrial fibrillation who are not receiving blood thinning 
(anticoagulation) treatment. Every year, an estimated 47 of them will have a stroke that could have 
been avoided if they had been prescribed effective blood thinning treatment. 
 
2014-16 Areas of Action (Commissioning Intentions):  
 
The CCG have identified a number of areas of action and key commissioning priorities to address the 
health needs identified, which support this Domain. Some of this actions/ Projects will need to be 
taken forward in partnership with our partners, such as public health, third sector, providers and other 
Clinical Commissioning Groups.  
 
The projects highlighted below are given as examples of work contributing towards this domain, but 
it’s important to note that they also contribute towards other domains (in brackets). 
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Project and aims Outcome Milestones 

Diagnose Cancer Early (D2,3,4) 
 
GP and practice nurse education focused on early 
detection of cancer particularly colorectal, lung 
and Upper GI cancers. 
 
Risk assessment and clinical guidance on early 
signs and symptoms to aid clinical management. 
 
Campaigns: national, local and targeted to raise 
awareness of early signs and symptoms of cancer. 
 
Age extension to cancer screening programmes 
and introduction of bowel scope. 

Reduce the proportion of cancers that are diagnosed following an 
emergency presentation by 3% over three years. 
 
Cancer screening uptake to be in the top 20% compared to 
England. 
 
Cancers diagnosed at an earlier stage of disease progression – 
20% of GP suspected referrals for cancer are diagnosed at an 
earlier stage over next three years (baseline in development). 
 
Reduction in premature mortality from cancer (under 75):- 
 
Reduce to 110 per 100,000 in 2 years (South Cheshire). 
 
Reduce to 140 per 100,000 in 2 years (Vale Royal). 

• GP education – PLTs (March and 
May 2014) – workshop on early 
signs and symptoms prompting 
early diagnosis. 

On-going: 
• clinical education on cancer 
• MacMillan Practice nurse 

education course 
• Age extension to screening 

programmes  
• National Campaigns 
• Introduction of bowel scope (May 

2014) 
• Lung cancer pathway redesign 
 

Learning Disabilities Mortality (D2,4) 
 
To improve mortality rates of those with learning 
disabilities by the following: 
 
Introduction of health equalities framework to 
measure individual health outcomes 
 
Promotion of health screening including national 
health screening programmes 
 
Improving health outcomes resulting from annual 
health checks  
Learning lessons from a cross organisational audit 
of deaths among the LD population 

 
 
 
The key outcome for this work will be a reduction in avoidable 
mortality, improved quality of life for this population.  

 
 
 
Introduce CQUIN – April 2014 
 
Primary Care audit of health checks – 
June 2014 
 
Audit of LD deaths – September 2014 
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Enablers 
There are a number of areas of work that need to take place in order to ‘enable’ the delivery of the 
above projects and the overall delivery of the domain: 
 
Enabler Projects/Activity 

 
Primary Care Innovation in Primary care to support improved outcomes for lung cancer. 

 
At least 3% fewer strokes admitted to Acute/intermediate care, - as 
average for all practices, for each long term condition - hypertension, 
diabetes, AF; compared to March 2013. 
 
At least 3% fewer myocardial infarctions admitted to Acute services – 
as average for all practices; compared to March 2013 
 
Targeted health inequalities interventions at community level that 
provide support and interventions where greatest need has been 
identified. i.e. improving cancer outcomes in Crewe.  
 

Quality CCG Response Report to Francis (on-going action plans) 
 

Information Technology Development of integration Disease registers - hospital disease registers will 
enable audit and research and provide better joined up care across boundaries 
as well as supporting detailed information needs and analysis on the causes of 
hospital admissions and allow the CCG to target commissioning more 
effectively 
 
Cheshire Health Record – access to a (consenting) patient’s summary of their 
GP patient record. To provide partner health professionals up to date and 
accurate information that will enable more coordinated decision making about 
the treatment provided for the patient, which is also vital to the provision of 
coordinated and seamless services.  
 
Improved Data Sharing and Transparency - Working with colleagues and 
current / new partners to identify and plan for the delivery of integrations across 
Primary Care, community and Social care settings by connecting data and 
information across pathways, seamlessly integrating across organisations and 
systems  
 
 

Communication and 
Engagement 

Paediatric Pathway 0-5  
• Understand what services are used and when. 
• Understand current patient/parent experience 
• Understand current patient flows 
• Understand what drives parent choices 
 
Integrated Neighbourhood Teams 
• Understand what drives patient choices 
• Understand what services are used and when – and how this can be 

improved  
•  
Intermediate Care Services Review 
• To gather information on whether patients feel supported in returning to 

their own home and whether the support they were given helped  reduce 
admissions to care homes (following discharge from hospital) and helped 
reduce  readmissions to hospital. 
 

Transitional Care/ Community Intervention Beds (Winter 2013-14) 
• Understand patient experience in order to change, develop etc. 
• Identify gaps in current service 
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• Understanding patient experience of returning home from hospital  
 

GP Care Homes Scheme 
• To engage with the GP’s and homes to learn, understand and develop the 

new service spec.  
• To understand the patient experience and what are the benefits of the 

scheme. 
 

Medicines Management Maintain and develop the Local Health Economy Formulary including a work 
plan taking into account NICE Technology Appraisals programme, new product 
introductions and patent expiries 
 
Develop the capability of prescribing support software (Eclipse Live and 
Scriptswitch) to support improvements in patient safety 
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Domain 2 
 
 
Over a quarter of our population in England have a long term condition, and an increasing number of 
these have multiple conditions (the number with three or more is expected to increase from 1.9 million 
in 2008 to 2.9 million in 2018). People with long term health conditions use a significant proportion of 
health care services (50% of all GP appointments and 70% of days spent in hospital) and their care 
absorbs 70% of hospital and primary care budgets in England (Source: NHS England). 
 
NHS South Cheshire CCG is committed to supporting people to be as independent and healthy as 
possible if they live with a long-term condition such as heart disease, asthma or depression, 
preventing any complications and the need to go into hospital. If they do need to be treated in hospital, 
the CCG will support NHS provider services to work with social care and other services to ensure that 
people are supported to leave hospital and recover in the community.   
 
We will work to commission services that assist and help patients take charge of their care, supported 
by good quality primary care and continuity of care.  It is also important to us that there is a parity of 
esteem for mental health. 
 
This domain focuses on the health related quality of life for people with long-term conditions: 

• Ensuring people feel supported to manage their condition 
• Improving functional ability in people with long-term conditions 
• Reducing time spent in hospital by people with long-term conditions 
• Enhancing quality of life for carers, people with learning disabilities, mental illness and 

people with dementia (no CCG measure at present) 
 
Our JSNA findings state: 
 
The Joint Strategic Needs Assessment and Annual Public Health Report have both drawn attention to 
the increased risk of hospital respiratory admissions among young children who live in areas that have 
high rates of adult smoking. Crewe has high rates of adult smoking and more pregnant women smoke 
at the time of delivery than the England average. Children in Crewe have higher rates of respiratory 
admissions and asthma than elsewhere in the CCG. 
  
NHS South Cheshire CCG has acted quickly to look into the reasons why children are being admitted 
to hospital, and is working closely with the specialist children’s service at Mid Cheshire Hospitals Trust 
to develop alternatives to hospital admission and improve primary care clinical pathways for children 
with chronic respiratory disease and develop community-based alternatives in the early stages of the 
clinical pathway. 
 
Smokers with asthma have poorer control of their condition with a higher frequency of asthma attacks 
than non-smokers. Locally, emergency admissions to hospital for asthma seem to reflect this. South 
Cheshire CCG has significantly worse emergency admission rates (per 100 patients on the asthma 
register) compared to the England average (2.5% vs 1.8%). Compared to its peers within the ONS 
Cluster of Prospering Smaller Towns, South Cheshire CCG has the worst rates of emergency 
admission for asthma (55th out of 55).  
 
Management of respiratory disease, numbers of patients, 2011/12 
 14-19 year 

olds with 
asthma 

14-19 year olds 
with asthma with 
smoking status 

recorded 

All patients with 
asthma and % 
with a review 

recorded 

All patients with COPD 
and % with a review 

recorded  

Enhancing quality of life for people with long-term conditions 
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Alsager 25 21 (87%) 784 (79%) 248 (73%) 
Crewe 113 94 (83%) 4,588 (70%) 1,299 (77%) 
Middlewich 26 23 (89%) 851 (70%) 301 (81%) 
Nantwich 27 24 (87%) 851 (72%) 218 (81%) 
Sandbach 14 12 (84%) 1,211 (63%) 224 (83%) 
Rural areas of CCG 150 137 (91%) 2,602 (75%) 645 (81%) 
South Cheshire CCG 355 311 10,887 (71%) 2,935 (79%) 
Source: Annual Report of the Director of Public Health 2012-2013 
 
 
The occurrence of dementia starts to increase over the age of 65. Dementia is most common in 
people in their eighties (10-20% affected) and nineties (30% affected). Women are about 30% more 
likely than men to develop dementia. Because more women live to a very old age, there are about 
twice as many women living with dementia than men. Early diagnosis and intervention is cost-
effective, although these figures suggest that fewer than half of people with dementia in Cheshire East 
have received a formal diagnosis.  
 
The national benchmark rate for new referrals into a memory assessment service is 190 per 100,000 
population per year, which means that memory assessment services in Cheshire East need to be able 
to see around 700 new patients each year. 450 patients were diagnosed with dementia in Cheshire 
East in 2010, and again in 2011. Prescriptions for antipsychotics in people newly diagnosed with 
dementia have also reduced from 12.5% in 2006 to 1.04% in 2011 (the national figure was 4.46% in 
2011). This indicates that diagnosis is taking place much earlier. 
 
2014-16 Areas of Action (Commissioning Intentions):  
 
Under this domain a number of key areas have been identified. These are actions/ Projects which will 
need to be taken forward (in some cases in partnership with our partners – public health, third sector, 
providers and other Clinical Commissioning Groups) in order to make an impact on improving 
outcomes. 
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Project and aims Outcome Milestones 

Extended Practice Teams (D1,3,4) 
 
Improve care for adults with one or more long-
term conditions / complex needs by treating 
efficiently within community setting. 
 
To reduce fragmentation, duplication and 
communication between healthcare services.  
Care will be better co-ordinated around patient 
needs. Patients will be better informed and 
involved in their care.  
 
 

• Reduction in admissions to hospital from baseline. 
 
• Reduction in the number of re-admissions. 
 
• Reduction in the number of admissions to long term care 
 
• Increased number of people dying in their referred place of 

care.  
 
• Increase in number of patients that feel informed about their 

care.  
 
• Increased number of people that have a positive experience 

of care. 
 
• Increase in number of patients that feel able to manage their 

condition. 
 
The core teams will include the following posts:  

- General Practitioner  
- Care Coordinator (administrative support for the team)  
- Advanced Community Nurse  
- Community Nurse  
- Mental Health worker (health and wellbeing focus)  
- Social Worker 
- Wellbeing Practitioner (Third Sector)   

 
Aligned to practices with a community focus, the teams will work 
together to re-design the way care is delivered for adults with 
multiple long term conditions/complex needs, so that patients’ 
needs are at the centre of everything the team does and 
collectively they are able to deliver a common set of patient 
outcomes. 
 

Early adopters will be implemented during 
2014/15. This will include the necessary IT 
Infrastructure. 
 
Full implementation will be aligned with the 
Community Services Review (March 2015) 
taking into consideration the learning from 
our early adopter sites. 
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Paediatric Pathways 0-5 Admissions (D1,4,5) 
To reduce overall number of avoidable 
Paediatric 'Short Stay’ (<12 hours) Admissions.  
 
Develop alternative pathway to hospital 
admission for this cohort when appropriate. 
 

Reduction in avoidable paediatric admissions to hospital for 
common childhood illnesses by 1% (at a practice level with the 
top 25% in the country where safe and appropriate) 
• Care closer to home 
• Improving the patient experience of children and young 

people in healthcare settings 
• Improve the ability of 'Primary Care GP's' and 'Out of Hours' 

to manage common paediatric self-limiting conditions in the 
community 

• Change in parental behaviours with confidence of access to 
advice, guidance and management with GP or Community 
Nursing as first port of call (rather than directly accessing 
A&E) 

To put in place a clear and robust care 
pathway and protocols for the management 
of the sick infant (what happens, by when 
and to what quality standard). 
 
To develop appropriate and accessible 
information for children, young people, their 
families and professionals in terms of making 
positive choices and the management of 
common childhood illness. 
 
Phase 1 – establish nurse home visiting 
scheme 
 
Phase 2 – Options appraisal and business 
case regarding an enhanced community 
provision for observation of children 

Respiratory (D2,3,4) 
Build on the ‘Improving Inhaler Technique’ 
project and ‘Integrated Respiratory’ Teamwork 
to: 
 
Ensure compliance with NICE quality standards 
for COPD and asthma 
Deliver care close to home for patients with 
bronchiectasis. 
Reduce variation between practices and CCGs 
for respiratory admissions 
Improved consistency of provision of spirometry 
within general practice 

Service Specifications updated 
Quality of primary care services through a primary care CQUIN 
or other contracting vehicle. 
 
Develop bronchiectasis service – community IV antibiotic and 
physiotherapy service is developed to reduce the number spells/ 
LOS for patients with bronchiectasis. 
 
Implement guide on spirometry – to improve the certainty of 
diagnosis and reduce variation between practitioners. 
Prevention of exacerbations of COPD 
 

Audit current provision against NICE Quality 
Standards – June 2014 
 
Establish Steering Group  with clinical 
leadership and management support (as 
project links to planned care, urgent care, 
long term conditions and integrated care)– 
May 2014 
 
Develop work programme (linking to existing 
work – improving inhaler technique project, 
review of asthma/COPD register, supporting 
early discharge) – July 2014 
 

Children with LTC (D1,3,4,5) 
Improve care for children with long-term 
conditions 
Reduce avoidable admissions 

Improved self-management, reduction in avoidable admissions/ 
LOS for children with LTC including use of inhalers. 
 
Introduction of self-care/self-management methodology 
 
Reduction in time spent in hospital by children and young people 
with Long Term Conditions 
 
Improved transition pathways for children with LTC (possible 
CQUIN) 

Review local data – Within Q2 2014-15 
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People feel supported to manage their condition 

Neuro-developmental Pathways (D4) 
To review existing pathways and ensure equity 
of access to diagnosis of autism and ADHD and 
on-going support 
 
Ensure local services reflect requirements of 
NICE guidance and prescribing 
 
(interdependency with CAMHS specification 
reviews – See Domain 4) 
 

 
• As a ‘review’ the specific and measurable outcomes for this 

area have yet to be defined. The outputs for this work 
already agreed: 

 
• Recommendation as to the required changes in existing 

multi-agency pathways. 
 
• NICE guidance benchmarking 

 
• Mapping existing provision and pathways 

– Qtr 1 2014 
• Benchmarking data collated and review – 

Qtr 1 2014  
• Provider and user engagement – Qtr 2 & 

3 
• Report produced -  Qtr 3 

Adult Neuro-Developmental Conditions 
• Review of existing diagnostic pathways 

and service capacity for adults with 
suspected ADHD.  

• To ensure that services for adults with 
neurodevelopment conditions are able 
to meet current and future demand.  

• Implementation of the autism strategy. 
 

 
• improved quality of life for people with a long-term mental 

health condition (CCG OIS) 
• Adults with ADHD and/or autism are able to receive an 

accurate diagnosis 
• Appropriate follow-up is in place. 
 

 
• Review of existing diagnostic pathways – 

June 2014 
• Staff and service user engagement – 

July – Sept 2014 
 

Memory Services for Dementia (D4) 
To review the current configuration and 
sustainability of memory services in the context 
of the rise in numbers with the condition. 
 
To develop shared care arrangements with 
secondary care to benefit of patients and their 
families. 
 
This will form part of an accountable care 
system linking into Extended Practice Teams. 

Increased capacity in memory services, through a shift in activity 
from secondary to primary care. 
 
More timely access leads to earlier and more accurate 
diagnosis. 
 
Skilled primary care workforce 
Patients receive care closer to home. 
 
Enhance quality of life for people with dementia 
Improve dementia diagnosis rates - % target. 
 
Enhance quality of life for carers 
Improve the effectiveness of post- diagnostic care in sustaining. 
 
Improve the effectiveness of post- diagnostic care in sustaining 
independence and improving quality of life 
 

Full business case presented in Feb 2014 
Engagement with partners March – April 
2014 
Implementation from April 2014. 
 
Monthly highlight reports monthly to Living 
Well Programme Board. 
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Commissioning of Personality Disorder (PD) 
Service (D3) 
To consider and commission models for future 
delivery of a personality disorder service based 
on best available evidence and best practice. 

Establish a new service to:  
 
Reduce premature death of people with severe mental illness -  
% disorder. 
 
Ensuring people feel supported to manage their condition 
 
Enhancing quality of life for people with mental illness. 

Pathway and service review April 2014- June 
2014. 
 
Business case development August 2014 – 
October 2014. 
 
Implementation April 2015. 

Military Veterans IAPT Service 
To commission an effective service this focuses 
on the needs of ex-service personnel, reservists, 
and their families. 

• Decreased rates of re-admission for ex- service personnel 
 
• Improve recovery following talking therapies 
 
• Improve recovery from injuries and trauma 
 
• Increased access to psychological therapies for ex- service 

personnel 

Contract negotiations December 2013- 
January 2014. 
 
Commissioning and new contract commence 
April 2014.  
 
Quarterly monitoring. 

Stroke Rehabilitation Pathway Procurement 
(1,3,4,5) 
To procure a specialist community rehabilitation 
team to work in conjunction with the acute 
provider, social care and the voluntary sector. 
The current stroke service has been reviewed 
and the commissioning team identified a gap in 
service provision relating to the stroke pathway. 
Our intention is to integrate the acute provision 
with community to ensure stroke survivors 
realise their full potential and improve quality of 
life. 

Improved outcomes for stroke survivors and their families which 
will enable them to achieve their potential and improve their 
quality of life. 
 
Decrease length of stay in hospital. (Determined by individual 
patient need).  
 
Decrease the rate of readmission within 30 days by working 
within a multi-disciplinary team to address each stroke survivor’s 
individual support needs (health, social care and voluntary 
organisations, including carer support). E.g. supporting people to 
return to employment or activities of daily living.  
 
Improve patient access to the Community Stroke Rehabilitation 
Service by improving patient flow through the stroke unit, leading 
to earlier discharge by achieving 90% stay target. 
 
Reduction in acute bed days, working towards achieving the 
optimum length of stay of 19 days. 

Full tender process to be complete by April 
2014. 
 
Full implementation of new service by 
October 2014.  
 
The new service will be formally reviewed 
after the first 3 months following 
implementation in collaboration with the 
provider. This will also include service user 
and carer feedback to assure the CCG that 
the procured service does meet patient need, 
providing a quality service.  
 
This will be repeated on a quarterly basis as 
well as monthly meetings with the provider. 

GP Care Homes Scheme  (D1,3,4,5) 
• Review current service and provide 

recommendations on changes to service 
specification for contracting. 

• Develop revised service specification. 
• Implement revised service specification 

• Care Homes less likely to call 999 and admit patients to 
hospital. 

• Patients feel they receive better co-ordinated care 
• Reduce risk of Hospital Acquired Infection  
• Sustain current low levels of emergency attendances and 

admissions to hospital 

 
Service review is currently underway and to 
be concluded by April 2014.  
 
A decision on the future of this scheme will 
be made by April 2014 based on the review. 
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Children & Young People with Disabilities 
(SEND) 
To meet the requirements of the Children and 
Families Bill 2013 (SEND) 
 

Improvements in Education, Health and Social outcomes, 
Compliance with Children and Families Bill 2012-13 (Clause 26) 
- legal requirement on CCGs 
 
Clear joint commissioning strategy is in place for CCGs and LAs 
to commission services that support children and young people 
with special educational needs and disability (up to age 25) 
 
Implementation of the single ‘Education, Health & Care Plan’ 
that replaces “statement” needs treating the child/ young 
person’s needs holistically. 
 
Transitional Care Pathways between Children’s and Adult 
services are seamless removing transition risks to the young 
person./ 
 
Personal Health Budgets give patients and children more 
autonomy to buy their healthcare. 

Start review of commissioning implications 
for CCG – Quarter 1 & 2, 2014-15.  
 
Whole project infrastructure established with 
both local authorities (CWaC, CEC) and 
partners, to set action plan.  
 
Delivery according legislative timetable. 

Pain Management Service Review 
This is a project to find improvement to the 
current community pain management patient 
pathway. 

An aligned NHS contract will be in place for 2014/15. 
 
A reviewed pain management patient pathway service will be 
complete for 2015/16 
 
Measurable outcome indicators will be developed during the 
review period. 

Align existing contract with current best 
practice – Complete by April 2014 
 
Review of patient pathway to commence – 
April 2014 
 
Tender for new contract – During 2014/15 
 
New contract awarded to commence – April 
2015 (for 2015/16) 

Third Sector Grants (D4) 
To work in partnership to review current spend 
and develop a strategic approach to working 
with and commissioning from the 3rd Sector. 
This programme of work will be reviewed in light 
of the Better Care Fund.  
It includes: 

- Pathway Support (e.g. Stroke service 
support)  

- Partnership Carer support 
- End of life review 
- Partnership work with CWAC (dementia) 
- Other grants (e.g YMCA homeless 

There are a wide range of outcomes based on individual grants. 
They support people with LD, Older People, lower socio-
economic status and disabilities. E.g. Stroke survivors, 
Neuromuscular patients.  
We aim to have one standard contract jointly commissioned by 
health and social care for the financial year 2015/16. 

April 2014 - Collating current levels of spend 
to identify duplication, identify gaps in locality 
provision, and to identify future joint 
commissioning opportunities.   
 
June 2014 - Production of a commissioning 
plan identifying services to be jointly 
commissioned 
 
August 2014 - Agree an approach to 
developing the Third Sector’s opportunity and 
ability to deliver local services, this will 
include info sessions, workshops and 
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worker in Crewe, Drop in centre in 
Winsford for people with mental health 
difficulties) 

networks 
 
Dec 2014 - Work with Locality commissioners 
to develop protocols to ensure that the needs 
identified in locality action plans are reflected 
in any newly commissioned. 

Community Equipment Services 
To provide equipment to support independent 
living. Community equipment is to aid 
independent living, usually for the elderly or 
disabled.    
This is provided locally by way of an innovative 
nationally recognized model of best practice via 
a local retailer (or a supplier for larger items that 
are then reused).   
The current service is a collaboration of 6 
partners – the 4 CCGs and 2 local authorities. 

• People are supported to live independently  
• Support effective discharge from hospital  
• Value for money based on partnership approach 
• Prevention hospital admissions  
• Supports Reablement 
• People have the ability to test equipment locally to suit their 

needs 
• Equipment  is available quickly to people at a local level 

Memorandum of Understanding (MoU) 
between the 6 partners is due for renewal 
form April 2014. 
 
Pilot scheme on extended hours provision in 
West Cheshire is due to conclude by June 
2014.  
 
Review of current project plan will take place 
in light of the pilot in this area during July 
2014.   

Community Services Review 
During 2014-2015 South Cheshire CCG will be 
developing proposals for the future configuration 
of community provision that will deliver 
improvements in patient care.  

To provide care in a way that better meets the needs of the 
whole person. 
A range of different approaches to the organisation and delivery 
of care will be explored.  These include: 
• Integration of services across health and social care 

providers 
• Better coordination of care between professional groups, for 

example, case management, disease management 
programmes, virtual wards, care pathways and hospital at 
home 

• A range of financial incentives to encourage higher-quality 
and integrated care 

• Commissioning of services on an outcome basis 
• Tools to help patents better understand and self-manage 

their health problems 
• Technology devices aimed to deliver health care at a 

distance 
• Efforts to increase personalisation, such as personal health 

budgets 

This review and subsequent actions/ 
commissioning will conclude by March 2016.  
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Enablers 
 
There are a number of areas of work that need to take place in order to ‘enable’ the delivery of the 
above projects and the overall delivery of the domain: 
 
Enabler Projects 

 
Primary Care Innovation in Primary care to support Patient self-management 

 
Innovation in Primary Care to support improved outcomes for circulatory 
disease, diabetes, cancer, COPD and dementia. 
 
At least 3% fewer hospital admissions for COPD, acute adult asthma, 
acute child asthma – as average for all practices; and per practice that 
attains clinical targets; compared to March 2013.    
 
Practice average prevalence rate at least 70% of expected for COPD, 
diabetes, CHD, asthma, CKD, hypertension (compared with most 
recent public health observatory figures and NHS England 
benchmarks). 
 
Practice identification of carers at least 60% of expected carers register 
as identified by The Carers Association. 
 
Improved outcomes for patients with one or more long term conditions 
through tailored single care planning and wider access to patient self-
management resources and education, with a focus on diabetes and 
hypertension.  
 
Target quality improvements and interventions towards our changing 
demographics and increasing frail, elderly population with multiple 
morbidities.  
 
Supporting the adoption and implementation of the Dementia strategy 

Quality Quality report on stroke pathways will monitor improvement to services as 
community responses improve. 
 
Quality and Performance Dashboard  assurance reports 
 
Nurse leadership process to engage harder to reach groups 
 

Information Technology Electronic Prescribing Service (EPS) Release 2 - to send prescriptions 
electronically to a dispenser (pharmacy) of the patient's choice. This makes the 
prescribing and dispensing process more efficient and convenient for patients 
and staff. 
 
Development of integration Disease registers - hospital disease registers will 
enable audit and research and provide better joined up care across boundaries 
as well as supporting detailed information needs and analysis on the causes of 
hospital admissions and allow the CCG to target commissioning more 
effectively 
 
Cheshire Health Record – access to a (consenting) patient’s summary of their 
GP patient record. To provide partner health professionals up to date and 
accurate information that will enable more coordinated decision making about 
the treatment provided for the patient, which is also vital to the provision of 
coordinated and seamless services.  
 
Risk Profiling and stratification – will identify patients earlier at risk of crisis to 
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reduce likelihood 
 
EMIS Developments – move towards integration systems across primary, 
secondary services to improve communications about individual patients 
needs. 
Telehealth/ Telecare 
 
Improved Data Sharing and Transparency - Working with colleagues and 
current / new partners to identify and plan for the delivery of integrations across 
acute care, Primary Care, community and Social care settings by connecting 
data and information across pathways, seamlessly integrating across 
organisations and systems  
 

Communication and 
Engagement 

Integrated Neighbourhood Teams 
• Understand current patient experience of NHS and social care services 

following individual patient story to identify improvements at practice level.. 
• Understand current patient flows 
 
GP Care Homes Scheme 
• To engage with the GP’s and homes to learn, strength and weaknesses 

and develop the new service specification. 
• To understand the patient experience and what are the benefits of the 

scheme. 
 
Choose Well 
• To check brand awareness of Choose Well amongst groups and revise if 

necessary 
• Engagement of ‘expert patients’ who can devise appropriate Choose Well 

messages for people with LTC. 
 
Third Sector Grants 
• To ensure that the sector are engaged in the suggested new process of 

commissioning, ensuring that funds are allocated in the best way to meet 
the needs of the population.   It is intended that this will be done jointly with 
Cheshire East Council 2014-16. 

 
Medicines Management Maintain and develop the Local Health Economy Formulary including a work 

plan taking into account NICE Technology Appraisals programme, new product 
introductions and patent expiries 
 
Develop the capability of prescribing support software (Eclipse Live and 
Scriptswitch) to support improvements in patient safety 
 
Work with the local Acute Trusts to improve financial and clinical governance 
for patients receiving medicines from Homecare services 
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Domain 3 
 
 
 
There has been an ever-increasing demand on our hospitals over the past 10 years – a 35% increase in 
people being admitted to hospital as an emergency and a 65% increase in the episodes of care in hospitals 
for over 75s. Patients in our hospitals are older and frailer, and around 25% have a diagnosis of dementia. 
Care that is not joined up, particularly between health and social care services is causing increased 
admission and readmission amongst those with long term conditions and the elderly. The outcomes of care 
vary significantly across the country (Source: NHS England). 
 
NHS South Cheshire CCG is committed to ensure that if people do experience an episode of ill health or 
suffer an injury, our NHS provider services should treat them effectively and support them to recover and 
restore their maximum independence as quickly as possible. 
 
This domain focuses on helping people to recover from episodes of ill health or following 
injury.  In particular it targets: 

• Improvement of outcomes from planned treatments 
• Preventing lower respiratory tract infections in children from becoming serious 
• Improving recovery from injuries and trauma (no CCG measure at present) 
• Improving recovery from stroke 
• Improving recovery from fragility fractures 
• Helping older people to recover their independence after illness or injury (no CCG 

measure at present) 
• Improving recovery from mental illness 

 
Our JSNA findings state: 
 
The Stroke Improvement National Audit Programme (SINAP) assesses the quality of stroke care in 
hospitals in England by describing the pathway followed by patients with acute stroke in the first three 
days and assessing the quality of care provided to them during this time. This information is helping 
South Cheshire CCG to steer improvements in care for acute stroke patients. 
 
Stroke Improvement National Audit Programme (SINAP) – selected results for Oct to Dec 2012 
 Leighton Nth Staffs England 
Stroke patients brain scanned within 1 hour of arrival at 
hospital 

23% 43% 40% 

On a stroke bed within 4 hours of hospital arrival (out of 
hours) 

42% 86% 65% 

Seen by stroke consultant or associate specialist within 24 
hours 

78% 100% 85% 

known time of onset for stroke symptoms 57% 53% 66% 
Eligible stroke patients who received thrombolysis 67% 100% 70% 
Nutrition screening and swallow assessment within 72 hours 83% 87% 68% 
Average score of 12 key stroke indicators (high is good) 71.7 86.3 74.7 
Quartile ranking on 12 key stroke indicators (high is good) 3rd 1st  
 
Results are available for each quarter from April 2011 to December 2012, during which time Leighton 
improved from the fourth to third quartile of hospitals in the country, and North Staffs from the second 
to first quartile. A new Sentinel Stroke National Audit Programme (SSNAP) is now measuring acute 

Helping people to recover from episodes of ill health or following 
injury 
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care, rehabilitation, 6-month follow-up, and outcome measures. These longer-term outcomes have not 
yet been published for local areas. 
 
2014-16 Areas of Action (Commissioning Intentions):  
 
Under this domain a number of key areas have been identified. These are actions/ Projects which will 
need to be taken forward (in some cases in partnership with our partners – public health, third sector, 
providers and other Clinical Commissioning Groups) in order to make an impact on improving 
outcomes 
 
• Keeping people out of hospital when appropriate 
• Effective interfaces between primary, secondary and community care 
• High quality, efficient care for people in hospital 
• Co-ordinated care and support for people following discharge from hospital 
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Project and aims Outcome Milestones 

Intermediate Care Services Review (D1,4) 
To understand the Capacity and Demand 
requirements for Intermediate Care Services Beds 
(Home Based Capacity and Bed Based Capacity) 
and the Quality and Performance Issues within the 
current contracted services. 
 
This work will run alongside the review of 
transitional care/ community intervention beds to 
develop “alternative beds to an acute setting” bed.   

The CCG will gain an understanding of the capacity and 
demand requirements for Intermediate Care Services Beds 
(Home Based Capacity and Bed Based Capacity) for the:  

- short term (next 12 months) 
- medium term (next 5 years)  
- long term (next 10 years). 

The CCG will gain an understanding of the Quality and 
Performance Issues within the current contracted services. 

- The report will then be used to; 
- Inform the Community Services Review 
- Inform the Connecting Care Board 

Inform the Better Care Fund transfer of funding arrangement 
to Cheshire East Council 

Review commenced  - December 2013 
 
Engagement with GP’s, Patients, primary 
care, secondary care and social care 
providers – Complete by March 2014 
 
Review complete – May 2014 
(this will inform and contribute to other 
related projects within 2014-16) 
 

Transitional Care/Community Intervention Beds 
Winter 2013-14 (D1,4) 
To provide additional step-up and step-down 
capacity. 
 
Evaluate pilot from 2013-14 and develop a business 
case to inform the Community Services Review 
contracting.  
 
Work to timescales for Better Care Fund. 
 
Extend contracts with pilots to ensure continuity of 
service between end of pilot and permanent service 
commencing. 

90% of patients are to be discharged home from the 
community intervention beds  

100% of patients transferred to the service within 16 hours of 
the decision of the transfer being made 

The maximum LOS is not to exceed 21 days 

A 20% reduction in delayed discharges from MCHFT 
compared to 2012/13 baseline 

Reduction in emergency admissions outcome measure (CCG 
measure to be in place following evaluation of the pilot) 

Improvement in patient experience 

Improvement of staff experience 

Evaluation to be completed by June 2014. 
 
Tendering for permanent service to form part 
of the Community Services Review process 
and subsequent timescales. 

24/7 Urgent Care (1,2,4,5) 
To develop and implement an integrated urgent 
care system across health and social care that is 
both responsive to patient need and delivers quality 

Reduction in A&E attendances  - 7% reduction from April 
2015 

Reduction in non-elective Admissions - 30% reduction from 

Project Implementation Plan to be developed 
and approved by March 2014. 
• Q1 – The development of protocols, 

processes and governance with providers 
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care in the most suitable setting.  
Delivering a high quality, cost effective, seamless, 
responsive services both in and out of hours. 

April 2015 

Improvement in A&E 4hr target - 97% from April 2015 

Patients feel better supported for their ambulatory care 
sensitive condition (in the community) - 55% feel supported 
from April 2015 

Reduction in unplanned hospital admissions for chronic 
ambulatory sensitive conditions per 100,000 population - VR 
850 SC 800 Per 100,000 from April 2015To improve people’s 
experiences of A&E services via the Friends and Family test 
to the national upper quartile.  

for the integration of ED, Urgent care 
Centre and Out of Hours 

• Q2 – Implementation of an integrated ED, 
UCC and OOH.  

• Q3 – Identification of other services for 
integration to the urgent care system.  

• Q4 – The development of protocols, 
processes and governance with providers 
for integration of additional services into 
the urgent care system.  

1st April 2015 – New integrated Urgent care 
systems fully operational. 

Diagnosis and Treatment Pathways Compliant 
with NICE Guidance (1,2,4) 
• Choose and Book progressed for suspected 

cancers from GP 
• One stop or direct access diagnostic clinics for 

lung, colorectal and breast cancer to speed 
diagnosis 

• Pathway redesign of Urology, Gynaecology and 
Skin Cancers to ensure NICE Improving 
Outcome Guidance compliant pathways in 
partnership with Greater Manchester 

• Lung pathway review across primary and 
secondary care 

• Macmillan Practice Nurse Course to train a 
Practice Nurse from 15 practices as Cancer 
champions in recognising earlier signs and 
symptoms of cancer and support the cancer 
care reviews in Primary Care 

• Reduction in premature mortality from cancer (under 75) 
• High quality Patient Experience measures 
• Cancer Waiting Time Standards achieved 
• Stretch of 2ww Cancer Waiting Time standard to Day 9 

by 2014 
• Cancer Peer Review assures of NICE Improving 

Compliant pathways 
• Enhanced recovery for lung cancers with reduced LOS 
• Patients in GP practice receive faster support at an 

earlier stage of cancer from the practice nurse. 

 

• Pathway redesign of the following 
cancers – urology, gynae and skin (2014-
16) 

• Lung pathway review across primary and 
secondary care (March 2015) 

• Cancer peer review (Sept 2014, 2015, 
2016) 

 

MERIT Response (1,4) 
There is a National requirement for CCG  to 
commission ambulance service providers to deliver 
Medical Emergency Response Incident Teams 
(MERIT). The CCG will work with North West 
Ambulance Service to deliver an appropriate level 
of clinical care at the scene of major incidents 
across the health footprint during 2014/16. 
 

• Lives saved and clinical outcomes improved  
• Medical implications reduced for casualties by using 

advanced specialist clinical interventions at the point of 
delivery in the pre-hospital environment. 

• To bring senior clinical decision making and critical care 
interventions closer to the point of injury. 

• Greater public confidence in anticipated clinical assistance 
in the event of becoming a casualty 

Service specification prepared by NWAS by 
April 2014. 
Service will commence from Q2-3 2014. 
Annual service review to be carried out by 
the Lead Commissioner (Blackpool CCG).  
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‘Think Pharmacy’ -  Minor Ailments Service 
 
To provide patients with access to advice and 
treatment for a range of Minor Ailments from every 
community pharmacy in the CCG area to: 

• Reduce presentations in A&E  
• Reduce attendance at urgent care and out 

of hours primary care services  
• Release opportunity costs through freeing 

up GP consultations. 
 
 
 

Rapid access to treatment for a range of minor conditions 
provided by a health care professional for no more than the 
price of prescription charge (and free if patients are eligible 
for free prescriptions). 
Manage the costs of medicines for minor ailments by 
enforcement of a limited formulary. 
Empower patients to care for themselves in a community 
setting. 

• Service to be launched by 1 April 2014. 
• Reduced attendance at general practice and urgent 

care facilities for the named conditions to be 
demonstrated by 1 April 2015 

Community Pharmacy will provide consultations at a lower 
unit cost than other urgent care providers 
 

• Define range of conditions and 
protocols for treatments by 31 March 
2014 

• Determine method of self -
accreditation for provision of service 
by 31 March 2014 

• Register providers from 1 Apr 2014 
• Increase number of consultations 

throughout 2014 and 2015 
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Enablers 
 
There are a number of areas of work and assurance mechanisms that will/do take place in order to 
‘enable’ the delivery of the above projects and the overall delivery of the domain: 
 
Enabler Projects 

 
Primary Care Innovation in Primary Care to reducing emergency admissions for respiratory 

conditions 
 
High quality general practice with sufficient capability and capacity to support 
reductions in avoidable referrals and admissions to secondary care 

Quality Quality and Performance Dashboard  assurance reports monitor the progress 
of services delivered to patients. 
 

Information Technology Electronic Prescribing Service (EPS) Release 2 - to send prescriptions 
electronically to a dispenser (pharmacy) of the patient's choice. This makes the 
prescribing and dispensing process more efficient and convenient for patients 
and staff. 
 
Development of integration Disease registers - hospital disease registers will 
enable audit and research and provide better joined up care across boundaries 
as well as supporting detailed information needs and analysis on the causes of 
hospital admissions and allow the CCG to target commissioning more 
effectively 
 
Cheshire Health Record – access to a (consenting) patient’s summary of their 
GP patient record. To provide partner health professionals up to date and 
accurate information that will enable more coordinated decision making about 
the treatment provided for the patient, which is also vital to the provision of 
coordinated and seamless services.  
 
Improved Data Sharing and Transparency - Working with colleagues and 
current / new partners to identify and plan for the delivery of integrations across 
Primary Care, community and Social care settings by connecting data and 
information across pathways, seamlessly integrating across organisations and 
systems  
 
Risk Stratification – identifying patients at an earlier stage, before a crisis, then 
care/support can be arranged to reduce the risks. 
 

Communication and 
Engagement 

Think Pharmacy 
• Engagement of local community to test existing knowledge of minor 

ailments scheme 
• Development of engagement and communication strategy to promote the 

‘Think Pharmacy’ brand to target audiences. 
 
Integrated Neighbourhood Teams 
• Understand current patient experience of health and social care services 
• Understand patient concerns about lack of joined up services 
• Understand what drives patient choices 
• Understand what services are used and when – and how this can be 

improved  
 
Transitional Care/ Community Intervention beds (Winter 2013-14) 
• Understand patient experience in order to change, develop etc. 
• Identify gaps in current service provision 
• Understanding patient experience of returning home from hospital 
 
GP Care Homes Scheme 
• To engage with the GP’s and homes to learn, strengths and weaknesses 
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and develop the new service specification.  
 

Medicines Management Maintain and develop the Local Health Economy Formulary including a work 
plan taking into account NICE Technology Appraisals programme, new product 
introductions and patent expiries 
 
Implement the extended Think Pharmacy; Minor Ailments service to support 
the Urgent Care Working Groups to reduce demand in general practice and 
Accident and Emergency departments 
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Domain 4 
 
Positive patient experience is common in NHS. However, care is inconsistent, as seen in recent 
examples of the unacceptable care documented in the Francis and Winterbourne View reports. The 
poorest care is often received by those least likely to make complaints, exercise choice or have family 
to speak up for them, and there is evidence of unequal access to care. 
 
Patient experience is everybody’s business, yet evidence suggests the NHS does not consistently 
deliver patient-centered care, and that there are particular challenges in coordinating services around 
the needs of the patient (rather than passing the patient between services).  Good patient experience 
is associated with improved clinical outcomes and contributes to patients having control over their own 
health. We also know that good staff experience is also fundamental for ensuring good patient 
experience (Source: NHS England). 
 
NHS South Cheshire CCG is committed to achieving and supporting our providers to achieve 
consistently: compassion and respect for patient’s preferences and expressed needs; equal access to 
services; good communication and information; physical comfort; emotional support; welcoming the 
involvement of family and friends.   
 
We are also introducing to our providers the requirements to adopt “quality improvement” and 
“systems thinking”, meaning all providers have to continually critically question “how” and “what” they 
provide and seek to improve it to meet the needs of their patients.  This is done across the whole 
system that the patient uses, not just the part that any one provider provides. 
 
As a CCG we will continue to improve the mechanisms by which we seek out, listen to and act on 
patient feedback, ensuring the patient and carer voice is heard and directly influences improvements 
across our health and social care landscape. 
 
This domain focuses on the introduction of the Friends and Family Test (FFT) – aiming to 
achieve ‘real-time’ feedback.  In particular it targets: 

• Improving people’s experience of outpatient care 
• Improving hospitals’ responsiveness to personal needs 
• Improving peoples experience of A&E services 
• Improving women and their families ‘ experience of maternity services 
• Improving the experience of care for people at the end of their lives 
• Improving the experiences of healthcare for people with mental illness 
• Improving children and young people’s experiences of healthcare (no CCG measure at 

present) 
• Improving people’s experience of integrated care (no CCG measure at present) 
• Improving the experience for people with learning disabilities experience – 

implementing reasonable adjustments 
 
Our JSNA findings state: 
 
The adult social care survey in 2012-135 provides an invaluable insight into user experience of adult 
social care and within the context of personalisation and transformation of social and health care 
provide is critical analysis for understanding the impact and outcomes achieved, enabling choice and 
informing service development. 
 
The introduction of Adult Social Care Survey (ASCS) in 2010-11 was the first time all service users 
had been surveyed on a national basis using the same methodology and questionnaires.  The 2012-
13 survey aims to build on this to provide another set of survey data which can be benchmarked 

                                                           
5 Cheshire East Council, Adult Social Care Survey, 2012-13, Internal Report, July 2013 

Ensuring that people have a positive experience of care 
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across councils and within councils with the 2010-11 and 2011-12 results.  A summary of the results is 
given below: 
Overall 92% of respondents said they were extremely/very/quite satisfied with the care and support 
service they received.    
Quality of life: 

• 90% felt that care and support services help them to have a better quality of life and the 
majority of respondents, nearly half felt they had adequate control over their daily life. 

• 80% of respondents sadi they had as much social contact as they want or adequate social 
contact and  

• 70% felt they were able to spend time as they wanted doing enough of the things they value or 
enjoy.   

• 59% felt that the way they helped and treated made them feel better about themselves.  Only 
1% felt that they way they were helped or treated completely undermined the way they felt 
about themselves. 

 
Your health: 

• Nearly half of respondents felt the health was fair.  17% felt their health was bad or very bad. 
• 13% of respondents said they had extreme pain or discomfort. 
• 8% of respondents said they were extremely anxious or depressed. 
• Over half (59%) of respondents said they couldn’t manage finances and paperwork by 

themselves. 
• 41% of respondents said they couldn’t manage to wash all over, using a bath or shower, by 

themselves. 
 

About your surroundings: 
• 91% of respondents said their home met all or most of their needs. 
• Just over a quarter said they could get to all the places in their local area that they want.  Over 

half said they found it difficult at times or they were unable to get to all the places in their local 
area that they wanted to.  Just under a quarter do not leave their home. 

 
The NHS Patient Survey has been in place for several years and presents a picture of the public’s 
satisfaction with the way in which the NHS runs and with important parts of its services such as general 
practice, inpatients and outpatients as well as satisfaction with social care provided by local authorities.with 
patients reporting. The latest survey was carried out over the summer of 2012 and  
 
Satisfaction with the way the NHS runs now stands at 61%, the third highest level since the survey began 
in 1983. This follows a record fall in satisfaction, from 70% in 2010 to 58% in 2011. 
 
The survey also measured satisfaction with individual services. Satisfaction with A&E services increased 
by 5 percentage points from 54% to 59% while satisfaction with outpatient services (64%) and inpatient 
services (52%) showed no real change from 2011.  
  
Satisfaction with GP services (74%) and dentists (56%) are also unchanged. In contrast to the high levels 
of satisfaction with the NHS, satisfaction with social care services was much lower, at only 30 per cent. 
 
2014-16 Areas of Action (Commissioning Intentions):  
 
Under this domain a number of key areas have been identified. These are actions/ Projects which will 
need to be taken forward (in some cases in partnership with our partners – public health, third sector, 
providers and other Clinical Commissioning Groups) in order to make an impact on improving 
outcomes. 
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Project and aims Outcome Milestones 

Citizens Advice Bureau 
To improve patient’s health and wellbeing, by 
addressing the underlying issues affecting health 
outcomes that often relate to non-medical issues 
such as welfare benefits, debt, employment, 
housing and relationships. 
 

• More people kept in work – retaining jobs  
• Reduction in child poverty  
• Increase in disabled people’s income  
• Supporting people with mental health  
• Helping people remain in their own homes  
• The overall health and wellbeing in our deprived 

population is improving as identified by the Marmot 
Report. 

• Service review currently taking place, to 
complete by April 2014.  

 
• New contracts to be in place subject to 

service review – from April 2014. 

Chemotherapy Reform AND Acute Oncology 
(1,2,3) 
To provide care closer to home by transferring the 
delivery of chemotherapy from Christie’s and 
North Staffs to Leighton Hospital. 
To Purchase and set up of electronic prescribing 
of chemotherapy with each tumour group regimes 
uploaded 
Acute Oncology team accessed from A&E and 
extended into primary care 
 

• 80% solid tumour chemotherapy delivered locally by 2015 
• Patients travel no more than 45 minutes for specialist 

chemotherapy and 20 minutes for local chemotherapy by 
2015 

• E-prescribing of chemotherapy 
• Reduction of mortality within 30 days of chemotherapy 
• Emergency admissions for cancer related reasons 

reduced by the primary care and acute oncology teams 
• Average length of stay for cancer related admissions 

reduced from 9 days to 6 days by end 2014. 
 

• To identify next tumour group where 
chemotherapy can be moved from the 
Christie to Leighton Hospital and 
implement change by 31st March 2015. 

• E-prescribing to be in place by 31st 
December 2014 

• Establish pathway to develop primary care 
implementation to the acute oncology 
service by 31st March 2015 

 

Dementia/EoL 
• 2 year Pilot of a specialist Dementia EOL team 

across the 3 CCGs (to commence July 2014) 
• Education and training programmes for staff on 

dementia EOL 
• Consultancy / case management where the 

specialist team will co-work clinical complex 
cases with “mainstream” clinical teams 

• Practice development to facilitate best practice 
pathways within care settings 

• Brief educational work with families / carers re: 
disease trajectory, difficult conversations, and 
planning for future care  

• Increase in the knowledge, skills and 
confidence of the workforce 

• 70% of people with dementia, their carers and families, 
report a positive experience of End of Life care 

• 10% reduction in unplanned hospital admissions at EOL 
for people with dementia 

• 10% reduction in hospital length of stay for people with 
dementia at EOL 

• 10% increase in the number of people being treated in 
and dying in their preferred place of care 

• Increase in patient and carer satisfaction and experience 
• 80% of NHS patient facing staff will have accessed 

communication skills by 2015 
• EOL Care will be a core component on education and 

induction programme for staff who care for people in their 
last years of life. 

• 20% reduction in A&E attendance over 2 years for people 
with dementia 

• 60% of people with dementia who have a recorded 

• Recruitment to dementia/EOL team – July 
2014 

• Engagement and Communication on the 
new service – July – December 2014 

• Formal evaluation to the service to 
commence April 2014 

• Education and training programmes for 
staff on dementia EOL – July 2014 

• Formal evaluation against agreed 
outcomes (31st March 2016) 
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preferred place of care achieve this. 
• 10% increase in patients with dementia on the GP GSF 

(Gold Standards Framework)register 
End of Life (D1,2,3) 
• Normalising death, dying and loss within 

communities 
• Enabling future life planning and making 

informed choices 
• Increased knowledge, skills and confidence of 

workforces in EoL care 
• Enabling public/patient/carer experience to 

shape future behaviour and practice in EoL 
care 

• Development of robust evidence base in EOL 
• Facilitating excellent and compassionate EoL 

care 
• Leading, influencing and developing behaviour 

and practice in EoL Care 

• 1% of practice population are on the GSF register by 
December 2015 

• 25% of ALL deaths had an advanced care plan by 
December 2015 

• 80% with a preferred place of death achieve their choice 
by December 2015 

• Increase in usual place of residence to 48% by March 
2016 

• 15% reduction in A&E attendances for people in their last 
year of life by December2015 

• Reduce average length of hospital stay for people at end 
of life by 2 days by March 2016 

• Support 8 Care Homes through quality programmes in 
EoL care by March 2016 

• Have 2 research based published articles on EoL Care by 
December 2015 

• Obtain research funding from a national research body 
December of 2015 

• 80% of staff can evidence  change practice due to 
modules of learning in EoL 

• Development of EoL Partnership to 
support delivery of project outcomes 

 
 

EPACCS (D1) 
• To implement an end of life electronic shared 

care record that is accessed from all care 
settings including NWAS, OOHs, hospices, 
primary and acute care. 

 

• Improve communication between services  and enable 
access to real time palliative care real time information for 
clinicians 24/7 

• 80% with a preferred place of death achieve their choice 
by December 2015 

• Increase in usual place of residence to 48% by March 
2016 

• 15% reduction in A&E attendances for people in their last 
year of life by December2015 

• Reduce average length of hospital stay for people at end 
of life by 2 days by March 2016 

 

• information standard by December 2014 
• Procure AMIG to allow data sharing 

across organisations by December 2014 
• Ensure data sharing agreements in place 

across practices by September 2014 
• Support hospices with N3 connectivity 

and consider development of EMIS Web 
as preferred clinical system by September 
2014 

• Roll out of EPACCS by March 2016 
• Engagement and Communication with 

primary care, throughout development 
and implementation 

NHS 111 (1,2,3,5) 
Commissioning of national NHS 111 service 
across the Cheshire and Merseyside footprint.  
 

• 13%* decrease in A&E 
• and UCC attendances by April 2015 
• 15%* reduction in 999 calls by April 2015 
• ** reduction in number of 

1st April 2014 – 31st March 2015: 
Limited service provided by NWAS as 
stability partner.  
Development of service specification and 
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• RRVs/ambulances activated prior to grading 
• of call by April 2015 
• 4%* reduction in ambulance conveyance by April 2015 
• ** reduction in Ambulance response times by April 2015 
• 5%* reduction in out of hours contacts by April 2015  
• Achieve national target (consider stretch target locally).  
• Achieve national target (consider stretch target locally). 
 

financial plan. 
31st March 2015: 
• Full service commences 
• Decision on re-procurement 
• 1st September 2015 – New contract in 

place. 

CAMHS Specification Review 
All CAMHS specifications to be reviewed 
Delivered under Living Well programme project  
review of specifications 
 
(interdependency Neuro-developmental Pathways 
– See Domain 2) 
 

• Better understanding of un-met need/ required pathway 
improvements 

• Better understanding of CAMHS offer/cost/activity 

• CWP provide current specifications with 
details of spend and resources – 
timescale to be agreed 

• Agree a mandate in order to progress 
further redesign as required  - timescales 
to be agreed 

• Report identifying next steps to ensuring 
specifications are fit for purpose and 
reflect the required provision and needs 
of children and young people (including 
benchmarking analysis and review of 
best practice) 

 
Complex & High Risk Adolescents (D5) 
Ensure robust system and care pathway across 
agencies that can identify and support vulnerable 
young people 
Improving commissioning process across partners  
(governance improved and assurance) 

• Ensure robust transitional arrangements between 
services 

• All young people with complex and chronic mental health 
needs have planned and robust transition arrangements 
in place. 

 

Strategic oversight group established (CCG 
and LA) – timescales to be agreed 
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Enablers 
 
There are a number of areas of work and assurance mechanisms that will/do take place in order to 
‘enable’ the delivery of the above projects and the overall delivery of the domain: 
 
Enabler Projects 

 
Primary Care Innovation in Primary Care to support reducing the incidence of teenage 

pregnancy 
 
Improved access to a wider range of Primary Care based services, 
through 7 day working  
 
 

Quality Quality and Performance Reports to monitor progress of improvements to 
patient services . 
 
Quality Surveillance Group and Action Plans  to challenge current providers 
improvements 
 
Nurse leadership to plan quality visits to provider organisations to identify any 
improvements needed 
 
6 C’s Plan to drive quality through commissioning activity 
 

Information Technology Electronic Prescribing Service (EPS) Release 2 - to send prescriptions 
electronically to a dispenser (pharmacy) of the patient's choice. This makes the 
prescribing and dispensing process more efficient and convenient for patients 
and staff. 
 
National Summary Care Record (SCR) - will improve patient safety, increase 
efficiency and effectiveness and increase quality of patient care. GPs will know 
that their patients are being treated in out of hours or in urgent care settings 
across England using accurate, up to date information. 
 
Patient access  to their digital clinical information 
 
 

Communication and 
Engagement 

Paediatric Pathways 0-5 
• Focus groups with parents of under-fives to identify strengths and areas for 

improvement 
 
CAMHS specification review 
• Understand patient experience 
• Identify gaps in current service 
• Gather information on accessibility of service 
• Identify potential improvements within current services 
• Find out what is working well and what needs to be improved 
 
Integrated Neighbourhood Teams 
• Understand what drives patient choices 
• Understand patient experience  
• Identify gaps in current service of health and social care services 

 
Intermediate Care Services Review 
• Understand patient experience and identify gaps in current service 
• To gather information on whether patients feel supported in returning to 

their own home and whether the support they were given helped  reduce 
admissions to care homes (following discharge from hospital) and helped 
reduce  readmissions to hospital. 



 

57 
 

 
Transitional Care/ community intervention beds (Winter 2013-14) 
Understand patient experience in order to develop and reshape services. 
Identify gaps in current service 
Understanding patient experience of returning home from hospital 
 
GP Care Homes Scheme 
• To understand the patient experience and what are the benefits of the 

scheme. 
 
Choose Well – understand patient and public expectations of NHS through use 
of alternatives to a hospital 
 
Third Sector Grants 
• To ensure that the sector are engaged in the suggested new process of 

commissioning and ensuring that funds are allocated in the best way to 
meet the needs of the population.   This work will be done in partnership 
with Cheshire East Council. 

 
Medicines Management Continue phased introduction of the Blueteq system to capture the information 

on usage and provide clinical assurance of compliance with NICE guidance 
and local protocols 
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Domain 5 
 
 
 
Although research suggests around 90% of patients admitted to hospital will not experience an 
adverse incident, around 10% of patients will experience an adverse event, half of which are 
considered avoidable. Older patients are disproportionately affected by patient safety incidents 
causing severe harm or death. Over a million patient safety incidents are reported to the National 
Reporting and Learning System each year, over 90% of which involved low or no harm. However, we 
know this is an underestimate of the true burden of harm (Source: NHS England). 
 
NHS South Cheshire CCG is committed to protecting people from avoidable harm and ensuring care 
is provided in a safe environment.  
 
This Domain focuses on measuring the broader outcomes resulting from development of a 
patient safety culture across the NHS, in particular it targets: 

• Reducing the incidence of avoidable harm  
 
Our JSNA findings state: 
 
South Cheshire CCG is committed to support our providers to ensure there is a zero tolerance 
approach for MRSA (as required by national targets). The CCG supports our providers to ensure that 
infection prevention and control (IPC) practices are robust, meet best practice standards and are 
adopted at all levels within each organisation.  
 
South Cheshire CCG is committed to support our providers to meet national targets for C Difficile.  
 
2014-16 Areas of Action (Commissioning Intentions):  
 
This Domain focuses on measuring the broader outcomes resulting from development of a patient 
safety culture across the NHS, in particular it targets: 

• Reducing the incidence of avoidable harm  
• Caring for patients in a safe environment 

 
NHS South Cheshire CCG has identified a number of areas of action to address the identified health 
need above. In the table on the following page we have identified a number of management methods 
to enable the CCG to seek and gain assurance regarding quality and patient safety (This is not an 
exhaustive list but highlights three key areas of work): 
 

Treating and caring for people in a safe environment and 
protecting them from avoidable harm 
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Project and aims Outcome Milestones 

Quality and Performance Committee 
The aims of the committee are to develop, implement 
and audit our Quality strategy that commissions 
appropriate actions from providers to ensure quality 
outcomes measures are realised.    
 
This group also has a sub-group looking in detail at all 
complaints, SUIs and professional concerns raised by 
clinicians about providers. 

Information from a number of sources is triangulated to 
identify areas or risk and to mitigate risk and identify actions.  

Meets on a monthly basis, action plans 
monitored to meet individual 
milestones.  

Quality dashboard 
This dashboard has been developed by the CCG to 
provide information on all providers to identify trends in 
quality issues, performance and patient safety. This 
also includes complaints and SUI’s.  
 

By identifying areas of concern this allows the CCG to 
efficiently and timely act upon and mitigate risk.  

All provider information/ data will be 
available via the quality dashboard by 
July 2014.  
 
The dashboard will be reviewed on a 
monthly basis at the Quality and 
Performance Committee.  

Provider Quality Review Meetings 
The aims of the meetings are to discuss performance 
relating to quality and patient safety. This also includes 
patient story.  

• Providing support and developing relationships with 
our providers to foster a culture of openness and 
transparency in reporting. 

• Enabling all organisations to act quickly in response 
to areas of concern regarding quality and patient 
safety.  

• To review serious untoward incidents and lessons 
learned.  

All providers Quality Review Meetings 
to include a patient story by September 
2014.  
 
These review meetings are held 
monthly with all providers.  

Safeguarding Contract Review Meetings 
A scorecard is in place for our 3 main providers 
(MCHFT, ECT and CWP), which is monitored by the 
CCGs and gaps/ improvements identified to be 
addressed. 

• Regular performance monitoring of safeguarding 
activity addresses weaknesses at an early stage to 
protect vulnerable adults/ children locally. 

• The LSCB/LSAB are assured that health 
commissioners/ providers are addressing 
safeguarding issues systematically and pro-actively. 

• Action plans have individual 
milestones relevant to the 
issue. 

• Quarterly meetings are held. 
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Enablers 
 
There are a number of areas of work and assurance mechanisms that will/do take place in order to 
‘enable’ the delivery of the above projects and the overall delivery of the domain: 
 
Enabler Projects 

 
Primary Care  
Quality Safeguarding Dashboards 

 
Local Commissioner Regulator Action Plans 

Information Technology National Summary Care Record (SCR) - will improve patient safety, increase 
efficiency and effectiveness and increase quality of patient care. GPs will know 
that their patients are being treated in out of hours or in urgent care settings 
across England using accurate, up to date information. 
 

Communication and 
Engagement 

Paediatric Pathways 0-5 
• Patient feedback and patient stories from MCHFT 
 
Children with LTC 
• Identify gaps in current service 
• Gather information on accessibility of service 
• Identify potential improvements within current services 
Find out what is working well and what needs to be improved. 
 

Medicines Management Develop the capability of prescribing support software (Eclipse Live and 
Scriptswitch) to support improvements in patient safety 
 
Work with the Quality team and local Acute Trusts and Primary Care to 
implement the Medicines Safety Thermometer and medicines-related CQUIN 
schemes and Quality Schedule requirements. 
 
Develop a local strategy to reduce the pressure on antibiotic resistance and 
support providers to meet targets for incidence of Healthcare Acquired 
Infections including MRSA and Clostridium difficile 
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6.2.  Improving Health & Reducing Health Inequalities 
 
The Marmot Review “Fair Society, Healthy Lives” found that health inequalities result from social 
inequalities, and that action on health inequalities requires action across all the social determinants of 
health. Reducing health inequalities will involve concerted action by the CCG and its partners across 
six objectives:  

• giving every child the best start in life;  
• enabling all children, young people and adults to maximise their capabilities and have control 

over their lives;  
• creating fair employment and good work for all;  
• ensuring a healthy standard of living for all; creating and develop healthy and sustainable 

places and communities; and  
• strengthening the role and impact of the prevention of ill health. 

 
Marmot also found that focusing solely on the most disadvantaged will not reduce health inequalities 
sufficiently. To reduce the gradient in health, actions must be universal but with a scale and intensity 
that is proportionate to the level of disadvantage. This is called proportionate universalism and it has 
particular significance in South Cheshire CCG because of the local variations that include widespread 
social deprivation (in Crewe), small communities experiencing deprivation (parts of Alsager, 
Middlewich, Nantwich, Scholar Green and Sandbach), and areas of rural deprivation (to the west of 
Nantwich and Crewe, and around Sandbach). All three CCG Locality Groups are developing health 
inequality strategies for their areas.  
 
NHS South Cheshire CCG is committed to systematic action to meet this concern and to commission 
services effectively to meet this challenge.    
 

 
Institute of Public Health  
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Public Health Resources 
 
The principles of ‘proportionate universalism’ apply also to the allocation of Public Health resources; 
and focussing public health interventions on reducing the health impacts of social gradients will mean 
that there is a differential preventive investment in the more deprived communities such as Crewe. 
Public Health will lead on the following actions: 
 

• Promoting the NHS Health Check for people aged 40-74 years; identifying those with major or 
multiple risk factors which could lead to premature death and reducing these risks 

• Ensuring maximum uptake of current national cancer screening programmes and promotion 
and support of early detection 

• Reducing harmful drinking 
• Reducing smoking amongst highly addicted smokers and reduce the number of young people 

starting to smoke 
• Increasing physical activity; helping people to build it into their day and promoting low cost 

physical activities which are accessible to all 
• Working with local businesses and food banks and others to promote healthy eating; 

encourage and support people to eat healthier, locally grown, cheaper unprocessed foods 
• Using readily available data to identify people at greatest risk of premature mortality and target 

action appropriately 
 
Aligning our Health Inequality Plan in South Cheshire CCG 
 

 
 
The diagram demonstrates the various partnerships and work streams that the CCG is involved with 
to improve health and social care for all our populations. However, each of these elements has a 
distinct contribution to make to also reducing health inequalities as an overarching factor, i.e. all 
children have universal health checks but we have to target additional resource in our more deprived 
areas of Crewe to make sure local children have additional chances of improved health through 
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additional nursing or GP sessions through schools or children’s centres. 
 
The CCG priorities are aligned to the main health inequalities in South Cheshire: 
 
HEALTH INEQUALITY CCG COMMISSIONING PLAN 2014-16 PRIORITY 
Male life expectancy Targeted work needed in Crewe, particularly ‘north’ Crewe. 

 
Female life expectancy 
 

Targeted work needed in Crewe, particularly ‘north’ Crewe. 

Higher than (national) average 
incidence for long term 
condition (respiratory disease, 
cancers, strokes, heart 
disease) and higher than 
(national) average ageing 
population. 
 

Commissioning intentions to improve community and 
primary care provision for people with long term conditions 
including stroke, respiratory conditions and cancers.  Once 
again targeted work needed in Crewe, especially in women, 
but also for men in Nantwich, Sandbach, Alsager and 
Crewe. 
 
Commissioning intentions to improve end of life services, 
dementia care and hospital admissions avoidance schemes. 

High levels of deprivation in 
some towns and medium super 
output areas (MSOA) 

Commissioning intentions to improve outcomes for children 
experiencing domestic abuse/safeguarding /admission to 
hospital. 
 
Commissioning intention to improve access to mental health 
services, particularly relates to parity of esteem with higher 
mortality rates in Crewe. 
 
Alignment with Cheshire East Health and Wellbeing  
priorities from JSNA and Joint Health & Wellbeing Strategy 
to include: 

• Alcohol 
• Smoking 
• Obesity  

 
Tackling Health Inequalities in South Cheshire CCG 2014-16 
 
Working alongside Cheshire East Council we will: 
 
For Children and Young People: 
 
 Target effective outreach services on identified ‘troubled families’ (shared between health and 

council services) to increase early prevention work increasing understanding of primary care 
services and access. 

 Target schools in deprived parts of Crewe to have additional health input to increase 
understanding of /and access to healthcare – GPs to visit schools to educate young people in 
primary care services and how best to access services. 

 Support women to put their health first before and during pregnancy, to stop smoking and 
drinking alcohol, and to obtain good quality healthcare throughout their pregnancy (this may be 
considered as a possible CQUIN).  The Family Nurse Partnership nurses are particularly 
focussed on very young mothers in Crewe, currently to improve outcomes for their children. 

 
For Adults: 
 
 Assist Public Health programmes to be targeted to specific geographic areas where health 



 

64 
 

outcomes are poorest. 
 Assist public health to investigate access to diagnostics and access to early treatment in 

deprived populations. 
 Actively publicise when to seek medical help for cancer/liver disease/heart disease/respiratory 

disease, specifically in deprived areas. 
 Target help for patients with multiple lifestyle issues in deprived areas alongside Public Health 

i.e. weight loss and motivational support. 
 Improve preventative support in secondary care services (hospital) to target advice/help 

patients on lifestyle support (weight/smoking/exercise) 
 
For Older People: 
 
 Assertive outreach through Extended Practice Teams to frail older people to avoid hospital 

admission/breakdown of carer support. 
 Work with Cheshire East Council and East Cheshire CCG to shape the local nursing/care 

home market to improve quality and create the right capacity and services to meet identified 
need. 

 
In developing our plan, we have discussed and aligned our priorities with Cheshire East Health and 
Wellbeing Board. This ensures our plan: 
 
 Aligns with and supports delivery of the Joint Health & Wellbeing Strategy 
 Gives a focus for the future work of our established joint commissioning arrangements with 

Cheshire East Council and East Cheshire CCG. 
 Reflects the Joint Strategic Needs Assessment. 
 Contributes to the wider vision for our communities shared with partner commissioners in 

Cheshire East  (other CCGs, council) 
 Shapes other local commissioning plans to enable integration of services/pathways. 
 Integrates local planning with Cheshire East Council to use local resources to better effect in 

the most deprived areas. 
 Develops a shared vision (and consensus) with Cheshire East Council and local communities 

about the priorities for local services (including integrated services.) 
 
 
Equality and Diversity  
 
As Commissioners we know and understand that there is clear evidence that people’s health, their 
access to health services and experiences of services are affected by their age, gender, race, sex, 
sexual orientation, religion/belief, transgender, marital/civil partnership status and pregnancy/maternity 
status (known as the nine protected characteristics).  
 
We also understand the benefits of commissioning services that meet the needs of our communities 
and we will strive to improve access and outcomes for patients, by: 
 
• Meeting our Public Sector equality Duty and our requirements  under the equality Act 2010  
• Our commitment to reduce health inequalities. 
 
The mechanisms we will use to improve access and outcomes are by: 

• Delivery against our strategic  Equality Objectives 
• Strong Leadership and Governance via our health inequalities Sub group 
• Ensuring we make fair and transparent commissioning decisions using Equality Analyses so we 

consider our Public Sector Equality Duty and improving the equality performance of our providers 
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through the quality contract schedule 
• Undertaking a Equality Delivery System 2  (EDS2) self-assessment 
• Working closely with HealthWatch Cheshire East  and other expert patients and stakeholders  to 

engage meaningfully in the process 
• Partnership working with the local authority and community, voluntary, and faith sector. 

Through Equality Analysis on priority commissioning intentions and an annual Equality Analysis, the 
CCG will ensure it is taking into consideration the 9 protected groups and is not increasing health 
inequalities or access to services. 
 
As South Cheshire CCG, we have a duty to have due regard for the need to eliminate unlawful 
discrimination, harassment and victimisation; advance equality of opportunity and foster good relations 
between different groups. 
 
As part of our Health Inequalities Plan, we have also identified certain groups within the 9 protected 
characteristics that need specific targeting of commissioning resource in order to reduce their potential 
health inequality: 
 
• the Polish community in Crewe unable to access health services easily due to language barriers; 
• children in deprived wards in Crewe with poor health outcomes; 
• higher level of cancer in women in parts of Crewe; 
• earlier deaths at a younger age in parts of Crewe; 
• higher admission to care/nursing homes for older people; 
• higher paediatric admissions due to respiratory issues. 
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7. Parity of Esteem (Physical and Mental Wellbeing) 
 
‘Parity of esteem’ means that, when compared with physical healthcare, mental healthcare is 
characterised by: 

• equal access to the most effective and safest care and treatment 
• equal efforts to improve the quality of care, the allocation of time, effort and resources on a 

basis commensurate with need  
• equal status within healthcare education and practice  
• equally high aspirations for service users; and 
• equal status in the measurement of health outcomes. 
 

NHS South Cheshire CCG values mental health equally with physical health and aims to commission 
high quality care for all.  However there has been, historically inequity in services for people with 
mental health problems who also have physical problems. There is significant evidence that links poor 
mental health with poor physical health, and poor physical health can lead to poor mental health.   
 
For example; over 75% of those with heart disease are in treatment, for people with diabetes or 
hypertension more than 90% are in treatment. Conversely only 25% of people with depression or 
anxiety receive treatment.   If you have mental illness it can reduce your life expectancy by 10 years 
because of your poor physical health.   
 
Mental health illness influences premature mortality in the following ways: 

• People with schizophrenia and bipolar disorder die on average 20 years earlier than the 
general population, largely owing to physical health problems. 

• People with mental disorder(s) smoke almost half of all tobacco consumed and account for 
almost half of all smoking-related deaths. Rates of smoking on in-patient mental health units 
are 70% compared to 21% in the general population. 6 

• Depression doubles the risk of developing coronary heart disease 
• People with depression have a significantly worse survival rate from cancer and heart disease 
• People with two or more long-term physical illnesses have a seven-fold greater risk of 

depression 
• Excessive consumption of alcohol is associated with higher levels of depressive and affective 

problems, schizophrenia and personality disorders as well as with suicide and self-harm7 
 
This highlights that many of the problems are circular.  For example if you drink large amounts of 
alcohol you increase your risk of poor mental health.  By increasing the focus on mental health some 
of these issues can be addressed which will have knock on benefits for poor physical health and 
premature mortality rates. 
 
We are committed to ensure that we commission services to provide services to support people with 
both physical and mental health conditions and also those who have learning disabilities.  To this end, 
a number of key commissioning priorities and areas of action have been identified to address the 
identified health inequalities identified above: 
 

                                                           
6 ‘Living Well for Longer in Cheshire East’, The Annual Report of the Director of Public Health 2012-13 
7 Royal College of Psychiatrists, 2010. No health without public mental health: the case for action 



 

67 
 

 
 

Project and aims Outcome Milestones 

Challenging Behaviour (including 
Winterbourne View Concordat) 
‘Transforming Care’ and the 
‘Winterbourne Concordat’ set out a 
number of recommendations for the 
development of community based 
services to support people with 
challenging behaviours. In line with this 
concordat the CCG working with local 
partners will agree a joint strategic plan to 
commission high quality health, housing 
and support services for people of all 
ages with challenging behaviours.  

 
• Review of current provision and develop proposals for 

future models of care 
• People with challenging behaviour will be able to continue 

to live locally near their families and social networks with 
high quality services to support them. 

 
 
 

 
Local partners are committed and have 
agreed to develop the joint strategic plan. 
We have a national target to meet by June 
2014 to review the individual cases of those 
currently placed out of area with a view to 
bringing people closer to home. 

Physical Health Needs – Mental Health 
This commissioning intention builds on 
the work done during 2013/14 to address 
physical health needs, working with 
providers to systematically improve 
health screening, and to commission a 
programme of brief interventions targeted 
at this vulnerable group of people. Much 
of the learning has come from the AQUA 
programme ‘Don’t just screen, intervene’.   
This new programme of work will take 
things to the next step and provide a 
service to ‘intervene’ to support this 
population group.  
 

• The monitoring of physical health needs of this client 
group will be carried out in a systematic way.  

• A brief intervention programme will be available to deliver 
targeted interventions. This will focus on weight 
management, stop smoking, alcohol awareness, healthy 
eating and physical activity.  

• A brief intervention programme will be available 
specifically focused on the physical health of children and 
young people who experience their first episode of 
psychosis. 

• The physical health of people with mental health issues 
will be dealt with quickly and as a part of their overall 
health and wellbeing. 

• CQUIN will be agreed in April 2014 
 
• Adult brief intervention programme will be 

available by June 2014. 
 
• A children and young people’s brief 

intervention programme will be available 
by October 2014. 

  
• Programmes will be reviewed on a 

monthly basis throughout. 

Review of Liaison Psychiatry Service 
To review the existing liaison psychiatry 
service, with a view to understanding the 
demand and scope of such a service. To 
create a service re-design project 
extending the scope and capacity of the 
existing service. 
This will form part of an accountable care 
system linking into Extended Practice 

• Prevention of unnecessary admissions for patients with 
physical and mental ill health 

• Reduced length of stay for patients with physical and 
mental ill health 

• Reduces rates of re-admission for patients with physical 
and mental ill health 

• Reduction in rates of frequent attenders for patients with 
physical and mental ill health 

 

• Full business case presented Feb 2014 
 
• Engagement with partners by April 2014 
 
• Project implementation from April 2014 
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Teams. • Improved clinical outcome for patients with physical and 
mental ill health 

• Improving experience of healthcare for patients with 
physical and mental ill health 

• (The baseline assessment for this project will form part of 
the scope of the project. A balanced scorecard approach 
to assessing performance will be developed as part of 
the re-design of the service). 

Perinatal Mental Health (links with Liaison 
Psychiatry Service) 
Review provision of perinatal mental 
health support in CCG commissioned 
services, primarily midwifery 
With Local Authority and NHS England 
partners ensure a joined up 
commissioning approach to peri-natal 
health 
Develop a robust, integrated and 
evidenced based pathway of care and 
ensure commissioned services can 
effectively support this. 
Implement findings of review into year 2. 
 

Early identification of mental health problems and prevention 
of further ill health (mental and physical) for mother and baby 
(‘Parity of Esteem’) to reduce risks of poor mental health. 

• Review findings of Liaison Psychiatry 
Service review – Qtr1 

 
• Commence the review of commissioned 

per-natal mental health services – Qtr 2 
2014-15 

 
• An understanding of the quality of 

existing provision, gaps in services, total 
resources, met and un-met need for 
maternity services - Qtr 2 

 
• Identify any joint commissioning 

opportunities that exist – Qtr 3-4. 
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Carers are key to integration and delivering transformation 
 
Carers – quality of life 
 
The statutory ‘Carers survey’ (Caring for others), commissioned by the Department of Health, is the 
first of its kind. The Cheshire carers survey completed in June 2013 presented its key findings:  
 

• Over two thirds of carers do some of the things they value or enjoy with their time, but not 
enough  

• Over a quarter of carers have as much control over their daily life as they want  
• Almost two thirds are able to look after themselves (this is in relation to getting enough sleep 

and eating well)  
• The majority of people have no worries about their personal safety  
• Almost half of the respondents have as much social contact as they want with people  
• Almost half feel they have encouragement and support in their caring role.  

 
Supporting carers can help CCGs meet priority areas for improvement in the NHS and ensure that 
they are meeting the post-Francis agenda. We believe that commissioning services for carers can 
improve the interface between health and social care by improving information sharing between 
services and through joined up aftercare. Integration between health and social care can also be 
improved if statutory services also promote the involvement of carers.  
 
Commissioning for carers can help meet a number of Outcomes Framework domains. This can be 
achieved through: 
 
Reducing the amount of time spent in hospital by people with long-term conditions 
 
Admission or readmission to hospital by a person with a long-term condition can be an indication that 
the carer is no longer able to care, often due to the strain of caring causing physical or mental ill 
health, or that discharge planning is poor and the carers is not involved as an expert partner in care. 
 
Tackling health inequalities 
 
Carers are more likely to have poor health compared to those without caring responsibilities. Health 
problems such as stress, anxiety and depression and poor physical health can occur due to their 
caring role. Their health can also suffer as they consider their own health needs unimportant 
compared to the needs of the person they look after and their caring role means they can find it 
difficult to attend clinical appointments. 
 
Support for young carers can also tackle health inequalities. Young carers’ health and wellbeing can 
be impacted by feelings of stress, anxiety, depression, panic and problems such as poor sleep, risk of 
self-harm, and neglect of their own health, and failure to do well at school. 
 
Improving the care of people with dementia 
 
Improving the diagnosis, treatment and care of people with dementia in England and support for their 
carers is a key part of the NHS Mandate and one of the Secretary of State’s key priorities. 
 
Carers support people with dementia to stay independent for as long as possible which delays and 
prevents the cost of residential care. However, many carers feel unsupported and uninformed about 
the condition of the person they care for, and the demands of caring for someone with dementia are 
challenging. Carers of people with dementia experience particular difficulties, they are older people 
themselves and many have their own long-term health conditions or disabilities. Often carers who 
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support someone with mental health issues know best about how the condition affects the person but 
least about the diagnosis and prognosis due to issues around confidentiality. 
 
Improving the quality of life of people with long-term conditions and help people recover from illness 
 
Carers often provide the majority of care that would otherwise be the responsibility of health or social 
care professionals. They therefore need support the appropriate knowledge and skills to care safely 
and in a way that promotes wellbeing for the care recipient. When carers are well supported they 
provide better care to the person they care for and are able to enjoy the caring experience whilst 
having some time for themselves as well. 
 
Ensuring people have a positive experience of care and are protected from harm 
 
The Francis Report called for CCGs to work with NHS England to develop enhanced quality standards 
to drive improvements in the Health Service. 
 
The NHS Mandate states that NHS England’s objective is to ensure the NHS is better at involving 
patients and carers and that by 2015 carers have access to information and advice about support 
available. 
 
For carers, as well as patients, information relating to conditions and services and how these are to be 
paid for can be complicated and confusing. Many carers struggle alone not knowing what help is 
available to them through local carers support services. 
 
It is important that carers are able to access information and advice on balancing their employment 
and education with their caring role,.  They need advice about welfare, respite breaks and training in 
areas such as first aid, moving and handling and stress management. If carers build up a relationship 
with a trusted local provider of advice, such as a local carers organisation, they are more likely to seek 
support in advance of a future crisis. 
 
One of the key recommendations from the Francis Report is to create a system that is more 
responsive to feedback from friends and family. Involving carers in a patient’s care can then ensure 
that any potential problems or concerns are picked up quickly and dealt with to reduce harm and 
distress.  
 
Areas of Action: 
 
NHS South Cheshire CCG, NHS East Cheshire CCG and Cheshire East Council are jointly 
developing an action plan for its joint Carers strategy.  Key areas of action over the next two years are 
highlighted below: 
 
Key Areas of Action 
 

By When 

Deliver the carer break application and 
commission activities 

2013 /14  
 

Finalise reviewed strategy and ensure 
delivery of the 5 objectives: 
 

• To help and advice carers so that 
they are not forced to into financial 
hardship 

• To ensure carers will be respected 
as expert care partners and will 
have access to integrated and 
personalised services they need to 
support them in their caring role 

April 2014 – March 2015 



 

71 
 

• To ensure children and young 
people are protected from 
inappropriate caring roles and 
have the support they need to 
learn, develop and train and to 
enjoy positive childhoods 

• To support carers to stay mentally 
and physically well and ensure 
they are treated with dignity 

• To support carers to have a life of 
their own alongside their caring 
role 

 
Commence delivery against reviewed 
strategy 
 

April 2015  - March 2016 

 
The commissioning of carers support services will be done jointly by South Cheshire CCG, Cheshire 
East Council and ECCCG from 2014. 
 
8. Our ‘Enablers’ to Transformation 
 
For CCG’s as commissioners, the enduring challenge is to transform the way care is delivered, 
improving the quality and outcomes that matter most to patients (and carers), their friends and family 
and the public. We have the ability to use our resources for investment in what matters most to 
patients and the public in different ways.  
 

8.1 Making a Difference – Engagement, Involvement and Communication 
 

To achieve improvements in quality and to enable change to meet our challenges we see great value 
in ensuring that citizens are fully included in all aspects of service design and change and that patients 
are fully empowered in their own care. 
 
NHS South Cheshire Clinical Commissioning Group (SCCCG) holds patient and public involvement in 
high regard and believes that true success occurs when we share, involve and engage with our local 
population.  Much emphasis has been placed on ensuring this has occurred over the last year, and 
every effort is being made to ensure our engagement activity increases and becomes a sustainable 
and vital role within the development and transformation of the health and social care system.  
 
Therefore our engagement, involvement and communications plans to enable this transformational 
change do not start from scratch but builds on that early work and it’s subsequent developments.  
 
The CCGs transformation agenda, embedding the Connecting Care vision is “to ensure quality, 
personal, seamless support in a timely, efficient way to improve health and wellbeing” is a central 
driver in all of our forthcoming engagement, involvement and communications work, to ensure the 
most insightful results can no longer take place in isolation. To this end, an Engagement Network of 
all those working within engagement and communications from our partner organisations has been 
initiated, so that we can maximise our partnership working, ensuring consistency of message and 
approach and reduce duplication of effort.  

During the next year, our emphasis will be on the integration of care systems and joint working across 
health and social care and different care organisations, developing Care Improvement Panels. These 
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panels will feature strong patient representation, professionals, local councillors, clinicians, CCGs and 
social care and will add a further dimension to the way that patients have a local voice in shaping 
locally delivered healthcare. 

 
Working, communicating and engaging with our stakeholders to make a difference. 

 
NHS South Cheshire CCG has a wide range of stakeholders that it needs to engage, involve and 
communicate with in order to deliver its commissioning vision, objectives and operational plan. In 
order to ensure that all communication and engagement activities are tailored to individual stakeholder 
needs, it is very important to analyse the various audiences and plot their level of interest and 
influence in the success of SCCCG. 
 
It is important that specific stakeholder analysis is carried out regularly and routinely to underpin all 
specific programmes of work. By carrying out a formal stakeholder analysis this will further support the 
deliverables within Transforming Participation in Health and Care (NHS England, 2013) as it will allow 
us to, 1) Identify key messages for each identified audience (or participation level) and, 2) identify 
communication opportunities and challenges 
 
Below is an overview of NHS South Cheshire CCG’s stakeholders: 
 

Public 
 Public 
 Carers 
 Patients 
 Cheshire East HealthWatch 
 Patient Participation Groups 
 South Cheshire Federation of Patient Participation 

Groups 
 Community organisations which represent local 

people/service users (CVS) 
 Local, regional and national press 
 Local radio 
 Websites/social networking sites/Twitter 
 Newsletters – internally produced and partner 

newsletters 

Commissioners 
 South Cheshire GPs 
 SCCCG staff 
 Cheshire East Council  
 Vale Royal CCG 
 Eastern Cheshire CCG 
 Public Health (within Cheshire East Council) 

Providers 
 Practice staff 
 MCHFT staff 
 North West Ambulance Trust 
 Other specialist Trusts (Cheshire and Wirral partnership 

Trust) 
 Voluntary sector providers 
 Cheshire and Merseyside Commissioning Support Unit 
 Pharmacists 
 Dentists 
 Ophthalmologists  

Public Partners 
 Cheshire East Council 
 Parish Councils 
 Voluntary sector representatives 
 Regulatory bodies 
 Health and Wellbeing Board 

Professional Bodies 
 NHS England  
 Royal Colleges 
 Unions (GMC etc.) 
 Public Health England 

Political Partners 
 Department of Health 
 Members of Parliament 
 Health Overview and Scrutiny Committee 
 Council leaders 
 Councillors from parish to County level 
 MPs and MEPs 

 
Embedding engagement in the whole health and social care system working with our partners is the 
key to achieving excellent, safe and quality services. We consider our local population to be the 
‘experts’; knowing what services and support they may need to support their health and wellbeing. We 
would like to harness their local knowledge to commission the most appropriate services that provide 
value for money.  
 
For NHS South Cheshire CCG ‘engagement’, ‘involvement’ and ‘communications’ means the full 
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spectrum of patient and public relations work that leads to the public conversations that will influence 
health and wellbeing outcomes.  This is at all levels, individual, organisational and population levels. 

 
In developing our plans NHS South Cheshire CCG has taken into account the duties for NHS 
commissioners as set out within the Health and Social Care Act (2012) with respect to public and 
patient participation: 
 

NHS commissioners should: At NHS South Cheshire CCG: 
 

Make arrangements for and promote individual 
participation in care and treatment through 
commissioning activity. 

We actively encourage individual participation through 
patient stories and experiences. These have been used 
in order to investigate issues of quality and service 
improvement.  
 

Listen and act upon patient and carer feedback 
at all stages of the commissioning cycle – from 
needs assessment to contract management. 

Embedding patient and carer feedback is a crucial part of 
the commissioning cycle. At present patient and carer 
feedback is included during the initial stages of 
commissioning cycle.  However during 2014-16 we want 
to build patient and carer insight into the expectations 
of our local providers to deliver accountable care 
systems around patient’s needs. 
 

Engage with patients, carers and the public 
when redesigning or reconfiguring healthcare 
services, demonstrating how this has informed 
decisions. 

We base our public engagement and communication 
planning around the Engagement Cycle of Participation; 
this ensures that patients, carers and public are involved. 
You Said, We Did is the mechanism that the CCG uses 
to demonstrate how feedback informs our decisions. 
 

Make arrangements for the public to be 
engaged in governance arrangements by 
ensuring that the CCG governing body includes 
at least two lay people. 

We have a lay member of Participation and Public 
Engagement, who sits on the Quality and Performance 
Committee and who also proactively supports the South 
Cheshire Federation Of Patient Participation Groups. We 
also have 2 lay audit members that support the 
Governance and Audit Committee of the CCG.  Our 
meetings of the Governing Body are held in public bi-
monthly. 
 

Publish evidence of what ‘public and patient 
voice’ activity has been conducted, its impact 
and the difference it has made. 

We will be collating information during 2014-2016 (and 
onwards) gathered from public and patient voice activity 
into a monthly insight report, which will be issued to all 
Service Delivery and Clinical Project Managers and lead 
GP commissioning clinicans. 
 

CCGs will publish the feedback they receive 
from local HealthWatch about health and care 
services in their locality. 

We will publish feedback from HealthWatch Cheshire 
East about our locality as and when it becomes available. 
This will be published via all methods we have available 
to us to suit audience requirements. 
 

Patients and carers to participate in planning, 
managing and making decisions about their 
care and treatment, through the services they 
commission 
 

We will ensure that engaging with patients and carers is 
at the forefront of all elements of the commissioning 
process via a transformational shift to person-centred 
commissioning 
 
We will invite patient/ public to be involved in specific 
service areas i.e. cancer/ stroke/ urgent care/ mental 
health or the transformational changes i.e. Extended 
Practice Teams, Connecting Care. 

The effective participation of the public in the 
commissioning process itself, so that services 
provided reflect the needs of local people 

We will report back via You Said, We Did to ensure that 
engagement, involvement and communications activity 
has been effective and reflects the needs of local people. 
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The overarching aims within our approach to public engagement, involvement and communications 
are: 

• To continue to build meaningful engagement with the public, patients, carers, stakeholders and 
our own staff to influence the shaping of health services and improve the health of people in 
South Cheshire. 

• Deliver effective communications that encourage patients, stakeholders and our own staff to 
better understand and take advantage of CCG led developments.  

• To further develop the culture within the CCG that promotes open engagement, involvement 
and communication within and outside our clinical commissioning group to demonstrate how 
engaging people helps to make a difference. 

• Develop effective communication channels that encourage leadership, involvement and 
engagement across the 18 GP practices within South Cheshire.  

• Increased involvement at commissioning level via person-centred commissioning.  
• To increase confidence in the CCG as a responsive commissioning organisation. 
• Increase awareness of the CCG vision, strategic objectives, principles and ways of working. 

 
Public engagement, involvement and communications work within NHS South Cheshire CCG does 
and will include the following activity: 
• Using a range of activities and approaches to ensure that the public voice visibly influences 

and is directly involved in the decisions made by the CCG, underpinned by our ‘Making a 
Difference - Good Engagement Charter’. We plan to launch the Charter at the same time 
as our new Membership Scheme in June 2014. 

• A wide range of communication channels will be used to reach and receive feedback from a 
wide range of audiences including those groups and individuals whose voices are not always 
heard. We have recently reviewed the Paediatric Pathway with parents and grandparents 
within the Polish and Bengali community. Other planned work includes engaging with 
frail elderly to gain their perspective of the GP Care Home Pilot. A proactive assessment 
of all protected characteristics underpins all engagement activity. 

• Continuing to develop the external reputation of the CCG as a leading commissioning 
organisation. As leader of the local health economy, the reputation of the organisation is critical 
to successful relationships. Effective management of the CCGs identity and house style is 
an important element in protecting the organisations reputation and it is important that 
the CCGs identity is not used inappropriately. 

• Proactive and planned internal and external communications assist South Cheshire CCG to 
operate effectively and gain the support of staff and stakeholders needed to implement wider 
scale changes. For example – regular team brief, CCG Intranet (which is also accessible 
to all 18 member practices), quarterly GP Member Newsletter, Stakeholder Newsletters, 
CCG website, Twitter feed, LinkedIn members group. 

 
Engaging with our location population to make a difference 
In line with Transforming Participation in Health and Care (September 2013) 
 
Individual Participation 
Why? 
People’s lives can be transformed when they have knowledge, skills and confidence to manage 
their own health, when they are able to shape their care and treatment to fit with what is important 
to them. When health outcomes and goals are agreed, needs are better met and people are 
supported to manage their own care.  
 
There is now a growing body of literature to show that patient participation: 
 
• Improves outcomes (linked to achieving the CCG Strategic Objectives of the Domains 1-5) 
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• Improves quality of life (linked to achieving the CCG Strategic Objectives of Domains 2 and 3)  
• Provides value for money 
 
Ways of communicating and measuring success – Individual Participation 
• Patient stories and voices 
It is often said that individuals are the best experts to manage their own health and care. Patient 
stories are an incredibly rich, powerful but underused source of information. They bring to life 
issues that really matter to people, in their own words. Engaging at an ‘individual’ level, means 
that SCCCG will be able to work closely with ‘experts’ (the individual) in order to create a real 
difference, not only to the individual concerned, but by taking this expert guidance and making the 
insight real and meaningful for those who deliver services, so they can change their service.. 
Insight gathered from individual participation links directly to Domains 1, 2, 4 and 5. 

 
Public Participation to make a difference 
Why? 
Evidence suggests that engaging and involving communities in the planning, design and delivery 
of health and care services can lead to more, co-ordinated and efficient services that are 
responsive to local community needs. Public participation can also build partnerships with 
communities, learn more about their aspirations for their health and care and identify areas for 
service improvement.   
 
Ways of communicating and measuring success – Public Participation 
• Patient Participation Groups 
• The South Cheshire Federation of Patient Participation Group 
• The South Cheshire CCG Readers Panel 
• Membership Scheme (to commence June 2014) 
• Making a Difference Good Engagement Charter (to commence June 2014) 
• Use of electronic survey with registered patients 
 
Not everyone will want to participate in the same way or at the same times and therefore it is 
essential that a range of options is provided.  
 
This will include: 
• Online survey tools 
• Dedicated events to enable discussion about proposals 
• Seeking views from the community at local events or venues e.g. attending local festivals, 

markets, schools, leisure centres, libraries etc. 
• Understanding the assets within our local community and collaborating to identify and solve 

problems together (Asset Based Community Development) 
• Pro-active work through local voluntary and community sector organisations, including small 

grass roots organisations in order to collaborate and solve problems together, particularly with 
communities of interest e.g. mental health charities, homeless organisations. 

 
Insight and Feedback to make a difference 

Why? 
The NHS Constitution is clear that every individual deserves to have as good an experience of the 
NHS as we can possibly provide. To ensure this happens, we need to listen to people in order to 
understand what they need and what works for them, this is what we mean by insight and 
feedback. 
 
Using insight and feedback at South Cheshire CCG 
Insights occur when people recognize relationships or make associations between objects and 
actions that can help them solve new problems. Therefore, South Cheshire CCG will start to 
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create insight reports which draw together the various strands of feedback which we receive. In 
order to become more insightful with this information we need to be asking more thoughtful 
questions, looking beyond the obvious and not being afraid to reframe what is it is that we need to 
find out.  Equality and Diversity work (and the nine protected characteristics), is embedded into 
our regularly public engagement and communications work as standard in order to gain insight 
from as wide a range of our public as possible. 
 
Engagement and Communication within our work programmes 
In development of our Plan, each of the three work programmes have been identifying their public 
engagement and communications priorities for the coming year, examples of the priorities are 
presented across each of the Domains. 
 
Insight from Partners 
The following are sources of information and insight from external sources to SCCCG. Together, 
these sources of information allow us to develop a broader context to any engagement, 
involvement or communications activity which takes place:- 
 
• Working with our local authority and partner CCGs 
In order to maximise the insight which we gain from our engagement and involvement activity, 
South Cheshire CCG, Cheshire East Council and Eastern Cheshire regularly share updates on 
what our local citizens are telling us. This allows us to share best practice and to avoid 
duplication. 
 
Our shared management team arrangements means South Cheshire CCG also works very 
closely with Vale Royal CCG on much of our commissioning work. 
 
• Healthwatch Cheshire East 
Healthwatch is the independent consumer champion that gathers and represents the public's 
views on health and social care services in England. It operates both on a national and local level 
ensuring that the views of the public and people who use the services are taken into account. 
Healthwatch Cheshire East is our local partner. South Cheshire CCG has formed close working 
arrangements with Healthwatch through sharing public engagement work (minor 
ailments/pharmacy and Prior Approval Policy Review), introducing Healthwatch to our Patient 
Participation Groups and supporting Healthwatch with their Youth Engagement project. 
 
• NHS Patient Survey 
The NHS patient survey programme systematically gathers the views of patients about the care 
they have recently received. Patients are asked specific factual questions about what happened 
to them during their recent healthcare experience. These 'reporting' style questions highlight 
where the problems are and what needs to be done to improve care. 
 
• Patient Choices 
We make choices all the time, whether it is about our lifestyle or healthcare, most people would 
agree that it's important to be involved in the decision process. Carrying out desktop research into 
what the general public are telling us about their experiences services commissioned by South 
Cheshire CCG, we can capture an array of almost ‘real-time’ information. 
 
• Patient Opinion 
Patient Opinion is an independent feedback service that aims to promote honest and meaningful 
conversations between patients and health services. It believes that telling your story can help 
make health services better. Whilst the reports generated via Patient Opinion may not always be 
directed linked to our local context, they can provide us with further insight.  However, there is 
good use made of this site by patients using Mid Cheshire Hospitals Foundation Trust. 
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8.2 Commissioning for Quality in Primary Care (Wider primary care, provided at scale) 
 

NHS South Cheshire CCG has a shared responsibility with NHS England, for the continual 
improvement of quality in primary care.  We believe the CCG is ideally placed to support 
practices to improve the quality of GP services, that not only meet the changing needs of the 
local health economy but also put the needs of the patient at the centre of primary care 
development, achieving excellence together. 
 
NHS South Cheshire CCG firmly believes that Primary Care quality, in all of its forms - 
engagement, development and education should be embedded throughout the culture of our 
organisation.  We recognise the pivotal role Primary Care plays in supporting a reduction in 
health inequalities and the valuable contribution general practice makes towards achieving the 
aims of the 5 domains of the NHS Outcomes Framework, as our strategic objectives.  Our 
member practices support our belief that Primary Care acts as an enabler for the successful 
delivery of many of our commissioning intentions and in doing so, strengthens the resolve of the 
CCG to ensure that we get in right.   
 
We recognise the scope of this challenge and over the course 2014/16 we will fully developing 
and implementing our Primary Care Strategy in consultation with our stakeholders, including lay 
members, public, clinical representatives as well as NHS England and Social Care.  Key 
elements of our strategy will be: 
 
Engagement – South Cheshire CCG is a membership organisation so robust and regular 
engagement with our member practices is a fundamental activity.  We do this through numerous 
methods, which include monthly Membership Council, regular newsletters, Locality Lead GP 
(who are also Governing Body members) and also through strengthening the role of our 
Practice Engagement Managers.  Our Practice Engagement Managers are a visible presence in 
Primary Care, acting as a “critical friend” enabling all members of the CCG to share experiences 
and to voice the views of Primary Care.  South Cheshire CCG is also intending to support 
practices to improve the quality of primary care delivery through the introduction of quality 
improvement processes.  Resources are being identified to support this quality initiative. 
 
The CCG also recognises the increasing value in public, patient, third sector contributions 
towards shaping Primary Care and are working closely with the CCG Practice Engagement 
Managers to develop this important relationship further over the next two years. 
 
South Cheshire are keen to empower a strong nursing voice, particularly from practices nurses 
who have well developed relationships with patients and take a big role in supporting patients to 
manage their own health needs and have valuable knowledge and skills relating to impact for and 
approaches with patients.  
 
Practice Nurses across South Cheshire want to ensure consistently high quality care for all 
patients, delivering on all of the 6C's of the nursing strategy. Therefore a Practice Nurse 
Membership Council is being established.  This Council will provide the opportunity for consistent 
approach to achieve quality and share best practice within practice nursing and also to influence 
nursing developments and approaches within the South Cheshire area.  
 
The Practice Nurse Membership Council will therefore be a mechanism to: 

• facilitate implementation of the national nursing strategy- 'Compassion in Practice', 
• provide consistency in policy, procedure and protocols 
• Development of quality framework detailing practice nurse quality standards 
• Facilitate and share best practice across South Cheshire 
• Consistent approach to quality within practice nursing, benchmarking, peer review 
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• Workforce development 
• Raise awareness of key nursing issues and implications in practice locally for patients to 

the Governing Body 
• Mechanism for communication with CCG membership council, CCG shared management 

team, wider primary care, community and acute care 
 
Transformational Change - The CCG has established a Primary Care Quality, Engagement, 
Development and Education Group (the Primary Care Group) to oversee the delivery of Primary 
Care quality initiatives supporting the delivery of the integration and transformational change 
agenda within primary care. The group benefits from strong clinical leadership, through which 
the Membership allows the development of ideas and initiatives to grow, specifically those that 
involve the voluntary sector to target vulnerable or isolated communities. Over the next 12 
months we will be gathering intelligence and ideas to plan and prioritise our innovation 
opportunities, channelling these through Programme Boards to understand the health needs or 
gap analysis within existing work streams. 
 
Data Quality/ Dashboard Development – The CCG is working towards developing a 
comprehensive and meaningful set of Practice level information (‘Primary Care Quality 
Dashboard’), encompassing clinical benchmarks as well as supporting the delivery of improved 
quality measures to support the practice and inform the population. This information will provide 
relevant, timely and benchmarked information based on practice demographics and 
performance.  Information from the CCG Quality team will also help to develop the ‘dashboard’ 
to capture, triangulate and audit professional concerns and significant events.  We also 
recognise the role of NHS England has in reporting significant events and professional 
concerns, and we aim to work collaboratively to ensure that any such concerns are dealt with 
quickly and sensitively. 
 
The information will be able to support practices in understanding the requirements from both 
NHS England as well as CQC as their regulatory body.  Through supportive engagement it is 
the ambition of the CCG to raise the bar of quality across the CCG and for practices to be held 
up as exemplars of best practice.  
 
The CCG is working in conjunction with the Cheshire and Mersyside Commissioning Support 
Unit (CSU) to tailor and develop our Primary Care data sets, it is envisaged that this information 
will be available in practice by the end of June 2014. We will then start to work with practices 
around action planning for the next 12 months.  
 
Enhanced Quality Frameworks (CQUIN) 
The Locally enhanced Quality Framework (LeQOF) - Primary Care CQUIN affords South 
Cheshire CCG an opportunity to examine local health need and develop a system of targeted 
improvement initiatives for roll-out in General Practice.   
 
The scheme aims to improve the quality of services for patients as well as reward innovation in 
GP commissioning.   We will continue to align several of the LEQOF initiatives for primary care 
with those in place with our main secondary care providers as a means of promoting integrated 
quality improvement schemes – linked to delivering the CCG intention of quality improvement 
embedded with all our providers across systems. 
 
These initiatives will continue to benefit the quality, range and access of primary care services in 
South Cheshire as well as the proactive management of long term conditions. It is the intention 
of the CCG to align the initiatives for 2014/15 closely with the health needs of the population. 
Through the Primary Care Quality Group, the CCG is taking informed decisions to the areas that 
are to be identified for quality improvement.  We know we have specific health issues in certain 
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geographies i.e. Crewe, Alsager and Nantwich, so will be targeting specifically to improve health 
outcomes.  The CCG has outlined some ambitious targets within the Primary Care CQUIN that 
not only draws from Public Health intelligence, Right Care data models and directly from the 
Membership.  The CCG recognises the value in the improvement scheme - over the next two 
years we will be developing the programme to encapsulate Innovation in Primary Care.  At a 
locality level, we will draw support from Public Health to identify service improvement 
opportunities that are tailored to meet the needs of specific communities, e.g. dementia 
awareness, improving outcomes for lung cancer, reducing teenage pregnancy, reducing 
emergency admissions for respiratory disease, targeting isolated or vulnerable groups.  These 
pieces of work are currently CCG commissioning intentions now supported through primary care 
interventions as well as work with other commissioned health, social care providers. 
 
We will continue to maximise our use of IT systems to ensure data accuracy. We will encourage 
practices to undertake audit and validation to support quality, education and shared learning. 
We will be promoting peer review across the CCG to develop transparency and openness.  

 
Education 
South Cheshire CCG firmly believes in the importance of education and mentorship for all of its 
members which provides a platform across General Practice that promotes pastoral and 
developmental learning.   
 
Diabetes, chronic heart failure, paediatrics, asthma, COPD, mental health, atrial fibrillation, 
cancer, self-care, medicines management, substance misuse and patient experience continue 
to be clinical areas prioritised for learning and development support in 2014-16 - a selection of 
local workshops will take place to promote the best practice guidelines. A programme of review 
for elective referrals to support the delivery of efficient use of health resources and promote best 
practice across all of our primary care providers is also on-going locally. 
 
We will try to anticipate knowledge, skills and professional behaviour required to deliver clinical 
pathways that support a secondary to primary care shift. We will actively interface with CCG 
localities / membership and their provision of learning & development to ensure that we 
minimise duplication and optimise a range of learning and development opportunities to match 
local practitioners’ needs. We will continue to enhance exemplary clinical care in relation to 
patients with long term conditions (LTCs).  
We will continue to commission accredited courses and other learning activities to promote 
effective working for practice managers, practice nurses, GPs and others.  
 
Innovation  
Local priorities for innovation will be derived from the Joint Strategic Needs Assessment and 
other associated public health needs.  
 
Our challenges and innovations will be mapped to the CCG commissioning priorities – in 
particular the prevailing health issues including long term conditions: circulatory disease, 
diabetes, cancer, COPD and dementia. The CCG profile generated by NHS England highlights 
our high levels of respiratory disease, cancer mortality and the challenges to achieve improved 
patient outcomes. Patient self-management is highlighted as an area for potential improvement 
across South Cheshire.  High quality general practice with sufficient capability and capacity is 
seen as key to reductions in avoidable referrals and admissions to secondary care – avoiding 
deterioration of patients’ long term conditions, meeting QIPP targets, and enhancing patients’ 
health and wellbeing.  

 
South Cheshire CCG believes a key part of clinical commissioning is the recognition of 
innovative ideas coming from staff and patients within primary care.  We will ensure that GPs 
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have access to a formal system to follow any suggestions or ideas through. The system will 
actively support the delivery of one or more of the following areas: 
 

• Improving quality of care provision 
• Admission Avoidance initiatives 
• Preventing of exacerbations  
• Preventing attendance at emergency points of care 
• Areas for commissioning or service improvement  
• Improving access to local Primary General Medical Services . 

 
Transformation and Integration 
The CCG is committed to delivering the transformational change and integration agenda across 
the whole health economy. In doing so, we recognises the need to develop resilience within 
primary care in order for it to meet the increasing needs and expectations of the residents of 
South Cheshire and as a body of NHS providers, be able to compete and achieve an level of 
expectation for service delivery that this programme of change will expect.  
 
NHS England has emphasised that ‘primary care professionals’ are best placed to make 
effective preventative interventions and to impact positively on the quality and efficiency of the 
whole health service to deliver a consistent offer to patients of high quality, patient centred 
services and build on the very best practice to deliver continuous improvements in health and 
care outcomes. The CCG will be able to drive greater integration between primary care and 
other services. Services that are provided in individual practices form part of a broader network 
of integrated, community based care for patients (Extended Practice Teams) with shared clinical 
leadership, clinical pathways/protocols and clinical information systems. This approach is our 
CCG’s 5 year Strategic Plan (Connecting Care), and is supported by the Membership.  
 
Over the next 12 – 18 months, the CCG will be working to develop the systems that deliver 
improvements, such as enhanced access to Primary care services through 7 day working, 
developing patient centric care through extended practice teams, developing a model of co-
ordinated care that at its core, marries patient need and wellbeing to a named GP or Nurse co 
coordinator, that prioritises effective care management through single care plans including 
social care, mental health, end of life and therapy teams support.  
 
Over the next 6 – 9 months, the CCG will looking at the workforce requirements across general 
practice in South Cheshire in order develop a greater understanding of what level of nursing and 
clinical workforce will be required to deliver our ambitious plans, this is also being considered as 
part of Connecting Care Board priorities for transformation. 
 
We are looking to develop training programmes on quality improvement and system change for 
all health and social care staff locally to deliver changes “on the ground” to patient facing 
services. 
 
Suggested outcomes by March 2016 through Primary Care initiatives  
 
The following initiatives are areas of work that primary care will focus on over the next 2 years, 
to support the delivery of the CCG Strategic Objectives (Domains).  There are also other 
initiatives that will developed to support the wider integration strategy. 
(To be developed in line with Primary Care CQUIN suggestions and ratified through 
membership, by 1st April 2014) 

 
Domain1 
• At least 3% fewer strokes admitted to Acute/intermediate care, - as average for all 
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practices, for each long term condition - hypertension, diabetes, AF; compared to March 
2013.  

• At least 3% fewer myocardial infarctions admitted to Acute services – as average for all 
practices; compared to March 2013.  

• Enabling flexibility within the Primary Care Quality Improvement scheme to enable 
targeted health inequalities interventions at community level that provide support and 
interventions where greatest need has been identified. i.e. improving cancer outcomes in 
Crewe.  

 
Domain 2 
• At least 3% fewer hospital admissions for COPD, acute adult asthma, acute child asthma 

– as average for all practices; and per practice that attains clinical targets; compared to 
March 2013.   (Domain 2) 

• Practice average prevalence rate at least 70% of expected for COPD, diabetes, CHD, 
asthma, CKD, hypertension (compared with most recent public health observatory 
figures and NHS England benchmarks). (Domain 2) 

• Practice identification of carers at least 60% of expected carers register as identified by 
The Carers Association.  

• Improved outcomes for patients with one or more long term conditions through tailored 
single care planning and wider access to patient self-management resources and 
education, with a focus on diabetes and hypertension.  

• Target quality improvements and interventions towards our changing demographics and 
increasing frail, elderly population with multiple morbidities.  

• Supporting the adoption and implementation of the Dementia strategy 
 
Domain 2, 3 and 4 
• Implementation of Extended Practice Teams - the CCG will support the practices to 

transform the care of patients aged 75 or older and reduce avoidable admissions by 
providing funding for practice plans to do so. We will be providing additional funding to 
commission additional services which practices, individually or collectively, have 
identified to further support the accountable GP in improving quality of care for older 
people. This funding will be at around £5 per head of population for each practice, which 
broadly equates to £50 for patients aged 75 and over. The implementation of Extended 
Practice Teams as a major transformational point supports this initiative and has been 
included in the Better Care Fund with Cheshire East Council. 

 
Domain 4 
• Improved access to a wider range of Primary Care based services, through 7 day 

working  
• Delivery of the Primary Care strategy in conjunction with NHS England Area Team  
 
Domain 5 
• To embed a culture of quality improvement and clinical safety in each practice, delivered 

through a named practice clinical champion for quality and safety. 
  



 

82 
 

8.3 Quality Premium 
 

The ‘quality premium’ is intended to reward CCGs for improvements in the quality of the services 
that they commission and for associated improvements in health outcomes and reducing health 
inequalities.    
 
For 2014-15 the ‘quality premium’ is based on six measures that cover a combination of national 
and local priorities these are: 
 

 
Domains National Measures Local Measure 

 
Domain 1 
Prevent people from dying 
prematurely 

• Reducing potential years of 
life lost from amenable 
mortality (15%) 

Addressing locally agreed priorities 
for reducing premature mortality.  
(Please see projects outlined on 
page 31) 

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

• Improving access to 
psychological therapies 
(15%) 

 

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 

• Reducing avoidable 
emergency admissions 
(25%)  

 

Domain 4 
Ensuring people have a positive 
experience of care 

• Addressing issues 
identified in the 2013-14 
FFT, supporting roll-out of 
FFT in 2014-15 (15%) 

Showing improvement in a locally 
selected patient experience 
indicator  
(Please see projects outlined on 
pages 53-55) 

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

• Improving the reporting of 
medication-related safety 
incident based on a locally 
selected measure (15%)  

 

  To develop a clinical audit in 
primary care focussed on deaths 
within 30 days discharge, to 
support the work being undertaken 
by MCHFT and AQUA. 
 
This work will also focus on deaths 
occurring in Nursing homes 
patients admitted and 
subsequently  discharge back to 
the home  i.e. appropriateness of 
original admission. 
 
(to be confirmed)  
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The Quality Premium payment for achieving 2013-14 will be invested locally during 2014-15.  A 
summary of the position for 2013-14 is shown below: 

 
 

NHS South Cheshire CCG 
Quality Premium 2013-14 

6 Month Summary Progress 
 Measure on Target – End of 

Quarter 2 
RAG 

Four National Measures 
Reducing potential years of life lost from amenable 
mortality (12.5%) 

Yes  

Reducing avoidable emergency admissions (25%) Yes  
(one of composite measures is 

currently failing) 

 

Improving patient experience of hospital services 
(12.5%) 

Yes  

Preventing healthcare associated infections 
(12.5%) 

No 
(MRSA breaches June & Sept)  

 

Three Local Measures 
People feeling supported to manage their condition 
(12.5%) 

Yes  

Reduce emergency readmissions within 30 days of 
discharge hospital (12.5%) 

Yes  

Reduce unplanned hospitalisation for asthma, 
diabetes epilepsy u19s (12.5%) 

In development  

  
 
8.4 Access to the Highest Quality Urgent And Emergency Care 

 
A cross-organisational, clinically led, review of current urgent care services was undertaken by NHS 
South Cheshire CCG in 2013. The review included local engagement events: a set of workshops 
designed to develop understanding of the current services and issues faced locally; a provider day 
that was advertised on Connecting For Health, and a review of national guidance and independent 
reports.  
 
The following key objectives were identified for this project:  
 

• Develop and implement an Integrated Urgent Care System across health and social care that 
is both responsive to patient need and delivers quality care in the most suitable setting. 
 

• The New Model of Care must deliver a high quality, cost effective, seamless, responsive 
services both in and out of hours. 

Successful implementation of a new model of care will require a co-ordinated commissioning 
approach across health and social care, involving primary, community, ambulance, acute, mental 
health and social care services. There will be no scope for additional funding; all developments will 
have to be undertaken within the current financial envelope of current health and social care services.  
 
The urgent care work during 2014/15 will focus on establishing the most effective and robust 
contracting models for our urgent care services, while delivering these policy objectives. 
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System redesign: A new model of care 
 
Emerging principles for urgent and emergency care locally and nationally outline a system that: 
 

• Is simple and guides good choices by patients and clinicians; 
• Provides consistently high quality and safe care, across all seven days of the week; 
• Provides the right care in the right place, by those with the right skills, the first time; 
• Is efficient in the delivery of care and services. 

The system redesign opportunities identified through work undertaken in 2013 and the national 
documentation and guidance, will be evaluated within the full business case prior to implementation in 
2014/15. 
 
CQUINs will be used as a lever to incentivise services within the urgent care system to work together 
to develop an integrated urgent care team (IUCT). Commissioners and providers will work together to 
agree pathways, protocols and governance that meet the vision of the IUCT across urgent care 
services. 
 

8.5 A Step Change in Productivity of Elective Care  
 
Commissioning Intentions and service developments 
 
South Cheshire CCG will continue to support the development and delivery of Out-Patient, Elective In-
Patient and Diagnostic services within the local health economy. This programme of work will review 
planned care service provision, patient outcomes, health needs and health Inequalities to establish 
priorities for pathway improvements and developments. The CCG will establish priority areas of action 
to initiate service developments and pathway changes across Primary Care, Community Services and 
Secondary Care. 
  
The CCG will complete a number of service/pathway reviews during 2014-16 that will improve 
outcomes, quality and productivity within the local healthcare system, we will triangulate current 
patient outcomes, health needs, health inequalities and the NHS England benchmarking data to 
establish which of these priorities will be agreed. 
 
CQUIN – incentivising Partnership working 
 
South Cheshire CCG will incentivise the provider trust to work with the CCGs to: 
 

• Review planned care service provision, patient outcomes and health Inequalities to establish 
priorities for pathway improvements and developments by July 2014. 

• Establish the benchmarking data for the areas of development against indicators to measure 
contribution towards the delivery of Health Needs, Health Inequities and the NHS Outcome 
Domains by July 2014. 

• Incentivise trusts to work together on the integration of services locally i.e. urgent care and 
extended practice teams. 

 
South Cheshire CCG will incentivise the trust to work with the CCGs to undertake pathway/service 
review and implementation of priority 1 by September 2014. 
 
South Cheshire CCG will incentivise the trust to work with the CCGs to undertake pathway/service 
review and implementation of priority 2 by December 2014. 
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South Cheshire CCG will incentivise the trust to work with the CCGs to undertake pathway/service 
review and implementation of priority 3 by January 2015.  
 
South Cheshire CCG will incentivise the trust to work with partner providers to deliver extended 
practice teams by March 2015. 
 
8.6 Specialised services concentrated in centres of excellence. 
 
We will be working with NHS England Area Team to ensure our local providers, where required, are 
able to offer specialised centres of excellence.  However we also recognise that geographically our 
patients will need to travel greater distances to access the full range of specialist services and we will 
need to co-commission local integration of care and clinical oversight of patients. 
 
9 A FOCUS ON ESSENTIALS 
 

9.1 Access  
 
Convenient access for everyone:  

 
South Cheshire CCG is committed to ensure good access for everyone to a full range of services, 
including general practice, community services, and mental health services in a way which is timely, 
convenient and also consider the needs of disadvantaged and minority groups. To deliver meaningful 
outcomes, the CCG will engage and consult with patients, carers and the public to develop and 
improve our constitutional commitments.  
 
It is important that patients don’t have to wait for treatment. The CCG acknowledges that waiting can 
be very distressing. Evidence also suggests that waiting can make health outcomes worse and can 
even make services unsafe. We also know that to improve outcomes for patients: 

• Services need to be available and easily accessible to them 
• they receive those services quickly 
• when they need them 
• In a way which is convenient for them and fits with their daily lives.  

 
Disadvantaged and minority groups (e.g. people who live with mental health conditions) need tailored 
services which suit their circumstances or they will simply not be accessible to them. There are many 
minority groups who will struggle to get the care they need if they are expected simply to fit in with 
what works for the majority.  
 
During 2014/15 the CCG, will explore opportunities to develop pilots designed to extend access to 
general practice services and stimulate innovative ways of providing primary care services, supported 
by the Prime Minister’s £50 million Challenge Fund.  
 

Meeting the NHS Constitutional Standards 
 

The NHS Constitution identifies a range of standards to which patients are entitled and which NHS 
England has committed to deliver. The CCG strategic and Operational Plan seek to make services 
accessible and deliver the standards in the constitution.  
 
South Cheshire CCG is committed to ensuring delivery of the full range of NHS Constitution measures 
and support measures: 
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NHS Constitution Measures 
Referral to Treatment waiting times for non-urgent consultant-led treatment 

Admitted patients to start treatment within a maximum of 18 weeks from referral – 90% 
Non-admitted patients to start treatment within a maximum of 18 weeks from referral – 95% 

Patients on incomplete non-emergency pathways (yet to start treatment) should have been waiting no 
more than 18 weeks from referral – 92% 

Diagnostic test waiting times 
Patients waiting for a diagnosis test should have been waiting less than 6 weeks from referral – 99% 

A&E waits 
Patients should be admitted, transferred or discharged within 4 hours of their arrival at an A&E 

department – 95% 
Cancer waits – 2 week wait 

Maximum two-week wait for first outpatient appointment for patient referred urgently with suspected 
cancer by GP – 93% 

Maximum two-week wait for first outpatient appointment for patient referred urgently with breast 
symptoms (where cancer was not initially suspected) – 93% 

Cancer waits – 31 days 
Maximum one month (31 day) wait from diagnosis to first definitive treatment for all cancers – 96% 

Maximum 31-day wait for subsequent treatment where that treatment is surgery – 94% 
Maximum 31-day wait for subsequent treatment where that treatment is an anti-cancer drug regime – 

98% 
Maximum 31-day wait for subsequent treatment where that treatment is a course of radiotherapy – 

94% 
Cancer waits – 62 days 

Maximum two month (62 day) wait from urgent GP referral to first definitive treatment for cancer – 
85% 

Maximum 62-day wait from referral from an NHS screening service for first definitive treatment for all 
cancers – 90% 

Maximum 62-day wait for first definitive treatment following a consultant’s decision to upgrade the 
priority of the patient (all cancers) – no operational standard set  

Category A ambulance calls 
Category A calls resulting in an emergency response arriving within 8 minutes – 75% (standard to be 

met for both Red 1 and Red 2 calls separately) 
Category A calls resulting in an ambulance arriving at the scene within 19 minutes – 95% 

 
NHS Constitution Support Measures 
Mixed Sex Accommodation Breaches 

Minimise breaches 
Cancelled Operations 

All patients who have operations cancelled, on or after the day of admission (including the day of 
surgery), for non-clinical reasons to be offered another binding date within 28 days, or the patient’s 

treatment to be funded at the time and hospital of the patient’s choice. 
Mental health 

Care Programme Approach (CPA): The proportion of people under adult mental illness specialties on 
CPA who were followed up within 7 days of discharge from psychiatric in-patient care during the 

period – 95% 
Referral To Treatment waiting times for non-urgent consultant-led treatment 

Zero tolerance of over 52 week waiters 
A&E waits 

No waits from decision to admit to admission (trolley waits) over 12 hours 
Cancelled Operations 

No urgent operation to be cancelled for a 2nd time 
Ambulance Handovers 
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9.2 Quality, Safeguarding and Patient Safety 
 
Quality is about delivering an excellent service in an effective way as possible whilst ensuring a 
positive experience. It is central to all aspects of commissioning within NHS South Cheshire CCG.  
Our main quality drive is centred on patient feedback to ensure they get the right services in the right 
location delivered by the right health care professionals at the right time (NHS Outcome Framework 
Domain 4. 

We work collaboratively with Vale Royal CCG on the quality agenda as both CCGs have prioritised 
quality and safeguarding vulnerable adults and children. We have a joint approach in with our 
providers and have a joint Quality and Performance Committee. We ensure delivery of a cohesive 
strategy and makes best use of shared resources with monthly reporting on quality and performance 
with all our main providers. (Domain 4 & 5). 

NHS South Cheshire ensures all providers deliver the expected rights and pledges from the NHS 
Constitution, complies with national quality standards such as the National Institute for Health & Care 
Excellence (NICE) and they operate to the high standards expected within the NHS Standard 
Contract.  

The safety of patients is the highest priority for the CCG; we will expect our providers to comply with 
national standards set out in the NHS contract for example relating to safeguarding vulnerable adults 
and children and reducing Hospital Acquired Infections such as MRSA. We also have quarterly 
safeguarding contract meetings to ensure providers are meeting statutory and contractual duties 
through a balanced scorecard methodology. (Domain 1,2,3,4,5)   

NHS South Cheshire CCG monitors the quality of healthcare provision in South Cheshire and Vale 
Royal by reviewing quality and performance indicators, serious incidents, patient experience 
information, complaints, morbidity and mortality data and GP feedback through a variety of means 
including professional concerns (this is an internal system that GPs/ providers use to raised clinical 
concerns about patients care as they arise). The CCGs use a standard escalation policy to ensure 
providers rapidly improve sub optimal services. This includes the use of contractual levers where 
necessary such as contract enquiries and financial penalties. (Domain1,3,4,5) 

NHS South Cheshire undertook a reflective review on the recommendations of the Francis Report into 
the failings at Mid Staffordshire NHS Trust. We used feedback from patients, staff, clinician, members 
and partners to pinpoint actions we need to take: increasing the amount of information on quality we 
receive and broadening the resources from which we receive it.  From 2013/14, we now use 
information from commissioner service review visits; information from provider complaints, serious 
incidents, workforce indicators and information directly sourced from clinicians and patients. These 
additional multiple sources of information has built a comprehensive view of quality in provider 
organisations that is triangulated to ensure we have a comprehensive picture of local providers i.e. 
mortality rates and safeguarding incidents, stroke services. We will ensure a duty of candour is 
embedded in all provider organisations through the contract requirements as per recommendation 181 
of the Francis report (Domain 1,3,5) from 2014. 

NHS South Cheshire CCG participates in Cheshire Warrington and Wirral Quality Surveillance Group 
to look more broadly at quality issues across the health economy. Led by NHS England Cheshire 
Warrington and Wirral Area Team, participants include HealthWatch from all areas, Care Quality 
Commission, Monitor and the Trust Development Agency, Cheshire West and Chester Council, 
Cheshire East Council, Health Education England, and representatives from all Clinical 
Commissioning Groups in Cheshire Warrington and Wirral. The purpose of the group is to share 
quality/safeguarding concerns and improve services on a thematic basis across a larger footprint. 
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(Domain 4,5,) 

There is also a local monthly meeting with CQC, South Cheshire CCG, Eastern Cheshire CCG, 
Cheshire East Council and HealthWatch to triangulate and share poor quality care concerns or 
safeguarding issues on the Council footprint.  The work is action planning, based on local intelligence 
working with our main providers (and the nursing home sector) to prompt improved quality of care. 
The new rating system from CQC will be included in the shared intelligence at these meetings. 

NHS South Cheshire CCG currently receives reports from our main providers on the Patient Safety 
Alerting System, this is overseen through the quality reporting process within the CCG. 
 
MRSA and C.Diff targets are challenging for our local health economy and were not achieved in 
20313-14.  However the CCG continues to require that providers demonstrate they are actively 
working to achieve their specific targets.  There are action plans in place when an incident occurs 
and these are monitored by the CCG.  CCG clinicians regularly attend provider reviews to ensure 
robust and challenging investigation is carried out when an incident has occurred. 
 
The New Patient Safety Alerting system will be included in the contracts for 2014-15 for our main 
providers.  The NHS Safety Thermometer in included in the 2014-15 contracts and there has been 
work happening with our local nursing home sector to investigate whether the same system could be 
applied to this sector.  This work is on-going. 
 
We hold monthly Clinical Quality and Performance Review meetings with our providers.   When issues 
arise and/or performance is failing, action plans are put in place.   An example of this was in Stroke 
services, where targets were not being met.  A multi-agency working group was convened to address 
the issues.  This led to a set of proposed change in the stroke pathway that has been approved by the 
Commissioning Advisory Board and will commence in 2014/15.   

 
Quality visits to provider organisations form an integral part of how the CCG assures itself that quality 
standards are being implemented.  These visits can be reactive – in response to concerns, or 
proactive to review the safety, quality and effectiveness of commissioned services.  These visits also 
help develop and strengthen good working relationship between the commissioner and the provider. 

 
We routinely monitor commissioner and provider Quality, Innovation, Productivity and Prevention 
plans (QIPP) and Cost Improvement (CIP) plans to ensure that we deliver on quality whilst meeting 
financial challenges.  We use the operational delivery system to ensure quality impact assessments 
are carried out on proposed service changes and we will use the Star Chamber Methodology to 
determine the overall impact. 
 
South Cheshire CCG has a statutory duty to safeguard children and adults in partnership with other 
agencies locally.  We are members of both statutory Safeguarding Boards and contribute to various 
working groups that ensure improvement in safeguarding activity continues. There are regular 
quarterly contract meetings with our main providers as well as multi-agency meetings with CQC 
regulators and CEC to ensure intelligence from providers is shared at an early stage of concerns 
locally. 
 
Friends and Family Test  
 
In April 2013 the Friends and Family Test was introduced across the NHS in England. The Friends 
and Family Test (FFT) is a survey which asks patients whether they would recommend the NHS 
service they have received to friends and family who need similar treatment or care. It also provides 
the opportunity for general feedback.  
 
The FFT for acute in-patients and patients discharged from A&E became mandatory on 1 April 

http://www.england.nhs.uk/statistics/statistical-work-areas/friends-and-family-test/friends-and-family-test-data/
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2013. From 1 October 2013, all providers of NHS funded maternity services in England will ask 
women the same question. 
 
The results of the FFT are published online on the NHS Choices website. The FFT enhances patients’ 
choice with patients’ able to use the information to make decisions about their care and make 
comparisons between different providers.   
 
NHS South Cheshire CCG uses the information from the FFT to: 

• Work with providers to identify areas of good practice, acknowledge what is going well and 
identify areas of weak performance to improve services for patients and families  

• Look at trends in the FFT results to provide triangulation with other quality measures to provide 
a more in-depth understanding of issues and areas for improvement.  

 
 
Complaints, Management of Serious Incidents and FOIs  
 
NHS South Cheshire Clinical Commissioning Group (CCG) is responsible for discharging its duty in 
respect of a number of statutory and regulatory requirements, together with NHS directives; which 
focus on patient safety for the population which we serve.  The key components which the CCG are 
committed to ensuring on-going compliance with and continual improvement of service are 
summarised in the table below: 

 
 

Management of Complaints and PALS (Patient 
Advice and Liaison Service) 
 

How we will deliver this 
 

The Local Authority, Social Services and NHS 
Complaints (England) Regulations 2009 and The 
NHS Constitution places specific duties on the CCG.  
 
Duty to ensure  
 
complaints are: 

• Dealt with efficiently. 
• Properly investigated. 

 
and complainants are: 

• Fully informed of the outcome of the 
complaint investigation. 

• Advised of their rights to take Independent 
advice from The Independent Complaints 
Advocacy Service and the Parliamentary & 
Health Service Ombudsman.   

 

Systems and processes are in place to provide a 
comprehensive complaints management service 
which includes: 
 
• A single point of contact for members of the 

public/complainants. 
• Recording and documenting system for the 

management and investigation of concerns and 
complaints. 

• Act as a co-ordinating hub for the process of 
investigation of multiple commissioned provider 
complaints. 

• Respond promptly to complainants on the 
outcome of complaint investigations, providing 
clear and concise explanations.  

• Trend analysis of complaints to identify repeated 
occurrences and monitor effectiveness of 
implemented actions to improve commissioned 
service provision.     

 
 

Management of Serious Incidents, Never Events 
and Incident Management 
 

How we will deliver this 
 

Patient safety directives set by the NHS 
Commissioning Board require the CCG to ensure 
key actions are undertaken as follows: 
 
• When a serious incident or never event does 

occur, that there are systematic measures in 
place for safeguarding people, property and the 
services it commissions; and for understanding 
why the event occurred. 

Systems and processes are in place to provide a 
comprehensive Serious Incident, Never Event and 
Incident Management service which includes: 
 
• Single point of contact to receive notifications of 

serious incidents, never events and incidents. 
 
• Monitoring progress of provider investigation 

reports to ensure mandatory 45 day deadline is 
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• Steps are taken to learn from incidents and to 
reduce the chance of a similar incident 
happening again in order to:  

o Improve the safety of patients, staff and 
visitors 

o Improve the work and care environment  
o Improve patient experience 

 

adhered to. 
 

• Facilitation and co-ordination of sharing lessons 
learned across the CCG health economy.  
 

• Trend analysis monitoring to identify repeat 
occurrences and monitor effectiveness of 
implemented actions to improve commissioned 
service provision. 

 
 

Freedom of Information Act 2000 (FOIA) 

 

How we will deliver this 
 

The aim of the FOIA is to promote greater 
openness in public authorities, about operational 
decisions and how public money is used.     

The CCG is obliged to publish certain information 
regarding its function and commissioning activities.   

In addition, the CCG is required to respond to 
information requests made by members of the 
public, except where an exemption applies.  

 

Systems and processes are in place to provide a 
comprehensive Freedom of Information service 
which includes: 
 

• Single point of contact for receipt, logging 
and management of requests for 
information. 

 
• Establishment and maintenance of the CCG 

Publication Scheme. 
 

• Statistical analysis of information requests. 
 

 
SMART Objectives 2014-2016: 
 
• Continue to monitor the provision of systems and processes which allow the CCG to 

discharge its statutory duties in respect of patient safety. This process is managed through the 
Performance & Quality monthly meetings.   

• Continue to monitor for changes in legislation and/or statutory regulations which impact on 
current CCG systems and processes which relate to patient safety. 

• Continue to develop the Serious Concerns system to improve quality of commissioned 
services, this will include primary care (GP) services from April 2014. 

 
Compassion in Practice 

The National Nursing and Care Strategy states that leadership is necessary at every level of health 
and social care, ‘every person involved in the delivery of care needs to contribute to creating the right 
environment and providing clear leadership to patients, carers, staff and colleagues’.  

The values and action areas of Compassion in Practice align with the CCG’s vision in particular the 4 
facets of quality identified and agreed with patients/service users and staff across South Cheshire 
referred to as CASE: 

Care- the patient experience must be positive. Patients are treated as individuals and afforded dignity 
and respect 

Accessibility- Patients must be able to readily access services. Services are designed to meet the 
different needs of communities and individuals 
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Safe- it is vital that we protect our patients and staff, and manage all risks effectively 

Effectiveness- it is important that our interventions result in positive outcomes and that our work is 
cost-effective. Services must co-ordinate with other health and social care services to ensure patients 
receive seamless care 

The CCG has responsibility for assuring quality in all commissioned services and driving up quality in 
primary care.  The 6C’s present an opportunity to embed core values and provide a framework to 
develop quality putting the person at the centre, focusing on quality and challenging poor practice.  

Actions/objectives taken and planned: 

• Proposal for Governing Body to use the 6C’s as a checkpoint for all commissioning decisions 
• A Practice Nurse Membership Council established to: facilitate implementation of the 

Compassion in Practice within primary care, ensure a consistent approach to quality within 
practice nursing and primary care, to have a clear nursing voice into the governing body 

• Executive Nurse is working with a number of colleagues to develop a Leadership programme 
for Practice nurses the focus of which will be Compassion in Practice 

• Through quality visits, patient feedback and contract monitoring actively seek evidence of how 
provider organisations are embedding the 6 C’s 

• Quality and safeguarding strategy incorporates the values of Compassion in Practice 
• Work together with provider trust to develop and pilot a quality visit framework based on the 6 

C’s identified in the Nursing and Care Strategy 
 
Our approach to quality is based on the well-established measures of patient experience, safety and 
clinical effectiveness as set out in the NHS Outcomes Framework.  The aims of South Cheshire CGG 
are to: 
 

• Put the patient at the centre to ensure that we listen, hear and learn from their experience 
• Support learning and development of all our staff to embed quality and safeguarding as the 

foundation for all that we do 
• Continually improve our systems and processes for ensuring and assuring quality in all 

commissioned services and primary care so that standards of patient safety and quality are 
understood, met and effectively demonstrated  

• Work in partnership with key stakeholders to increase choice maximising the health and 
wellbeing of all patients and service users. 
 

2014-16 will see the implementation of our South Cheshire Quality and Safeguarding Strategy; to 
ensure quality is incorporated into all aspects of our commissioning activities and our key aims 
achieved.  The key components of the South Cheshire Quality and Safeguarding Strategy and the 
activities we have planned for the next two years are summarised in the table below:  
 
Priority Action 

 

By when 

Bringing 
Clarity to 
Quality 

Use information collated from focus group events around Francis to 
confirm with patients, partners and staff what we mean by quality and 
implementing different approaches to monitor and improve 
 
Continue to develop  mechanisms  and ways of working together with 
providers, Local Authority partners, Health Watch and 3rd Sector to gather 
patient, carer and staff experience, data and evidence of impact on 
outcomes 
 
Work together with provider trust to develop and pilot a quality visit 

May 2014 
 
 
 
December 
2014 
 
 
 
April 2014 
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framework based on the 6 C’s identified in the Nursing and Care Strategy 
 
Work together with NHS England to further develop systems for quality 
improvement and monitoring 
 

 
 
 
December 
2014 
 

Measure 
Quality 

Implement the Quality of Health Principles as part of quality monitoring 
approach 
 
Work with local patient /service user groups and Health Watch to develop 
patient experts as part of quality visits 
 
Plan and carry out announced and un-announced quality visits to our 
providers, with Governing Body GP  and lay members 
 
Develop quality assurance in care homes, implementing a quality 
dashboard 
 
Revise framework for Quality monitoring visits within Care Homes 
 

March 2015 
 
 
March 2015 
 
 
Plan April 
2014 
 
June 2014 
 
 

Publish 
Quality 

Publish and share this quality and safeguarding  plan with patients, public 
and providers including an easy read version and accessible presentation 
 
Quality reports to Governing Body in public will be published with the 
meeting paper s on the CCG website 
 
Ensure that take trends/themes to Quality Surveillance Groups in order to 
work collaboratively with other CCGs, NHS regulators, Local Authorities, 
Health Watch  and NHS England  in order to have whole system 
intelligence that informs quality improvement  
 
Statutory safeguarding inspection reports, improvement plans and annual 
safeguarding report 

May 2014 
 
 
 
May 2014 
 
 
On-going 
 

Reward 
Quality 

Commissioning for Quality and Innovation (CQUIN) schemes will be 
developed to incentivise local priorities for improvement with providers 
 
Primary Care CQUIN/QoF will be reviewed annually and re focused to 
maximise health outcomes where the CCG has any influence over 
indicators 
 

From April 
2014 
 
 
From April 
2014 

Leadership 
for Quality 

Use the organisation development plan to build a culture throughout the 
organisation that supports the CCGs vision and values, embracing the 
6C’s, valuing quality at the heart of everything we do 
 
Develop and deliver a leadership programme for Practice Nurses focused 
on implementation of the 6C’s 
 
 
Delivery plan to Ensure GPs and other clinicians are fully engaged in the 
quality assurance system and processes via on-going workshops, GP and 
Practice Nurse Membership council/assembly.  
 
 
Agree and implement a mechanism to always engage clinical and service 
user expertise in commissioning of services to ensure consideration of 
‘reasonable adjustments’ for patients with disability(physical, mental health 
and learning disability)  
 
Continue to build relationships with our health and social care providers, 
patients and public in providing information about the quality of health 
services to inform service redesign  
 

April 2014 
 
 
 
Plan in place 
by May 2014 
 
Plan in place 
by September 
2014 
 
On-going 
 
 
 
 
Achieved 
 
 
 
April 2014 
Achieved 
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Establish a Practice Nursing Membership Council/Assembly to implement 
the 6C’s and empower PN voice  
 
Develop a local implementation plan for 6C’s in Practice Nursing   
 
Establish a primary care quality development group 
 
Develop a primary care quality framework  
 
Establish a clear process to engage with all patient and carer groups in 
particular increasing the voice of ‘harder to reach’ groups i.e. children and 
young people, people with disability (physical, mental health, learning 
disability) 
 
Develop a system of quality continual improvement that is provider led 

 
March 2015 
 
June 2014 
 
October 2014 

Innovate for 
Quality 

Work with key partners to agree and develop innovative ways to use 
clinical audit approaches, evidence and  research to support quality 
improvement 
 
Work in partnership with all key partners to ensure that vulnerable groups 
have fair and equal access to services and experience best care 
 
ensure that there is a structure in place to follow any suggestions or ideas 
through, provide feedback and understand how innovation can align to 
clinical priorities 
 
Patient stories to be presented at Governing Body to provide further 
opportunity for learning and challenge 
 

December 
2014 
 
 
On-going 
 
 
 
March 2015 
 
 
 
September 
2014 

Safeguarding 
Quality 

Contracts with our providers to include safeguarding, all elements of 
quality and patient safety 
Seek evidence through contract monitoring and quality visits  
 
Have safeguarding dashboards for both children and adults in the main 
contracts that are monitored quarterly 
 
Completion of the annual safeguarding assurance framework, organise 
confirm and challenge focus group  
 
Support providers to have robust systems to monitor and respond to 
trends and themes 
 
Share lessons learnt from serious incidents, complaints and any patient 
safety issues and build systems to ensure necessary changes are 
implemented 
 
Work with Membership assembly/council to identify a lead for 
safeguarding in each GP practice 
 
Develop a robust partnership with Regulators (CQC) and Local Authority 
safeguarding teams to have early warning systems in place across all 
providers locally 
 

Achieved 
 
September 
2014 
 
June 2014 
 
On-going 
 
May 2014 
On-going 
 
May 2014 
 
April 2014 
 
 
On-going 
 
 
On-going 

 
Staff Satisfaction and Workforce Development 
 
South Cheshire CCG has developed both an Organisational Development Plan (OD Plan) for the next 
two years 2014-16 and an HR Strategy to cover the same period.  The OD Plan identifies needs fed 
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from the Personal Development (PDP) processes, as well as Membership and Governing Body 
analysis.  The OD Plan supports the transformational agenda ensuring that knowledge and skills in 
leading change, applying new techniques such as quality systems improvement (for example Lean 
and Vanguard),  developing a robust Governing Body with the required skills, project management 
skills, senior leadership and management skills, clinical leadership skills etc.   
 
The OD plan: 

• Has been developed with staff 
• Draws from the Francis Report, bringing together key Francis report recommendations and 

priorities for example staff training, the promotion of good governance and leadership 
• Identifies employed staff, lead clinicians, Governing Body and Membership needs. 

 
The OD plan and agreed objectives cover the following areas of development: 

• Leadership, Workforce and Team Development 
• Member Practice Engagement 
• Values, Style and Change Management 
• Complaints and SUI’s 
• Strategy and Performance Management 
• Communications, Engagement and Collaboration 

 
The HR strategy supports the CCG to ensure good HR policies and procedures are in place and are 
understood by employees of the CCG.  This ensures the CCG meets its statutory requirements as an 
employer and is also able to include GPs, and practices as Member constituents, in a fair and 
equitable manner. 
 
The CCG has carried out a staff survey internally to help shape and improve the organisation and 
demonstrate staff involvement and engagement at an early stage.  The CCG intends to repeat staff 
surveys on a regular basis for staff to continue to feel involved in the development of the organisation.  
This approach has also included Membership Council and practices to identify additional actions the 
CCG needs to take, to ensure continued engagement of its Members. i.e. the introduction of a regular 
newsletter to practices about the work of CCG and Quality Improvement Facilitators to improve quality 
of primary care and delivery of CCG objectives. 
 
Seven Day Working 
 
South Cheshire CCG is identifying in Local contracts for 2014/15 t h a t  t h e y  should include an 
action plan to deliver the clinical standards identified within the Service Development and 
Improvement Plan section of the 7-day Forum’s report; 
 
A local Commissioning for Quality and Innovation scheme should be considered based on time 
from arrival to initial consultant assessment  
 

9.3 Innovation & Research 
 
South Cheshire CCG is not a teaching CCG and the PCT had research support from Keele University.  
This was largely primary care research with Keele; studies that were separately or centrally funded. 
The practices and patients provided the population base for the primary care musculoskeletal focus of 
the university.  This work continues unchanged at the moment. 

Other areas of interest require contact and travels to other centres.  It is possible to undertake 
postgraduate study at many Universities but there is contact with Manchester and Liverpool.  There is 
no funding from the CCG to support these clinicians and no list of those engaged. 
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The CCG has contacted and is working with Lancaster University School of Design to understand and 
help to design Mental health services. 

Funding for research into the CCG is based in Liverpool.  Liverpool University holds the CLAHRC 
funding in this area.  Their bid was created with Liverpool Teaching CCG.  Participation requires 
matched funding from the CCG.  The CCG would like to be involved with projects on health 
inequalities and the use of Generalism to redesign services.  This will require specific research 
questions and funds and as yet no money has been committed. 

The CCG is keen to be involved in research and is actively working with NIHR research project into 
leadership style involving Open University and University College London.  CCG leaders are actively 
co-producing this research.  This project is externally funded. 

 
9.4 Information and IT 

 
At South Cheshire CCG we recognise that to deliver system change and integration across our health 
and social care landscape we need to make improvements and changes across Information 
Technology and the way in which we share information. We aim to deliver a better standard and 
experience of joined up care focusing on the support, integration and interoperability across existing 
clinical systems.  Our ambition is to bring together health and social care to commission and deliver 
seamless patient flows and care packages: linking these with the aims of the Pioneer proposal and 
Connecting Care Boards requirements.  
 
We have an IT Strategy agreed, which sets out a framework for the transformation of services across 
the health and social care system..   
 
Throughout 2014/16 South Cheshire CCG will be working with our partners including, HSCIC, 
Cheshire and Merseyside Commissioning Support Unit (CSU) and the NHS Area Teams to mobilise 
our IT  programme and portfolio of projects to ensure that a robust governance structure is in place to 
monitor delivery and provide an appropriate decision making.  In addition to the Capital Bid 
Programme, the CCG will continue to support national, regional and local initiatives to improve service 
delivery.   A summary of some of our key projects are detailed below.   
 
We have achieved over 90% adoption of the NHS number across local health and social care 
providers in 2013 through extensive use of EMIS and local authority agreement. 
 
Electronic Prescribing Service (EPS) Release 2: 
 
This has been nationally mandated for implementation across all GP Practices. EPS enables 
prescribers - such as GPs and practice nurses - to send prescriptions electronically to a dispenser 
(pharmacy) of the patient's choice. This makes the prescribing and dispensing process more efficient 
and convenient for patients and staff. 
 
The rollout will run from Q1 2014 until end of Q4 2015.  
 
The CCG will work with their CSU partners, GP Practices, Medicines Management and EMIS to 
ensure planning and delivery is scheduled in a joined up process across Cheshire ensuring the 
identification of key pilot sites and that minimum impact to practices is maintained. 
 
It is anticipated that the lifecycle for each practice will be twelve weeks from engagement to 
implementation. 
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Benefits: 

• Patients can collect repeat prescriptions and will not have to visit the GP practice to pick up 
your paper prescription. GPs will send the prescription electronically to the place you choose, 
saving time. The prescription is an electronic message so there is no paper prescription to 
lose. 

 
• Increased Patient choice about where to get medicines from because they can be collected 

from a pharmacy near to where patients live, work or shop. 
 

• If the prescription needs to be cancelled the GP can electronically cancel and issue a new 
prescription without patient return to the practice. 

 
• Patients may not have to wait as long at the pharmacy as the repeat prescriptions can be 

made ready before they arrive. 
 
National Summary Care Record (SCR): 

 
The Summary Care Record (SCR) is an electronic summary of key health information from a patients 
GP practice record which is securely held on the National Spine. A core SCR contains a patient’s 
medications, allergies and adverse reactions. Changes made to these core data items in the GP 
record will be updated in the SCR automatically. The SCR is optional; the patient is in control and can 
choose to opt out of having an SCR or change their mind at any time. Authorised healthcare staff can 
access the record to help with the care they provide to patients in urgent and emergency situations, 
where access to this information can be difficult to obtain in a timely manner. Summary Care Record 
is the only national record sharing solution, SCR has many high level benefits including improving 
patient safety, increasing efficiency and effectiveness and increasing quality of patient care. 
 
The rollout is due to be completed by end of Q4 2014 in South Cheshire.  
 
Benefits to GP Practices include:  

• GPs will be able to view an SCR for treating temporary residents / unregistered patients 
• GPs will know that their patients are being treated in out of hours or in urgent care settings 

across England using accurate, up to date information. 
• Hospitals and pharmacies often have to telephone GP practices and ask for clinical information 

when admitting a patient. This is a significant inefficiency for both the acute staff and GP staff. 
The SCR has been shown to reduce the need for many of these types of calls. 

 
SCR is in the GP Contract for 2014, all of the population of England have been informed that their GP 
practice is going to be creating SCRs. Currently there are over 32 million patients in England that have 
an SCR created (circa 53% of the national population), and this figure is expected to rise significantly 
over the coming months (increasing at a rate of circa 200,000 records a week).  
 
Windows XP to Windows 7 and Office 2012 Upgrade: 
  
There is a requirement to upgrade the operating system on all Desktop / Laptop devices in the GP 
Practices following Microsoft’s formal statement released to the public and private sectors, with a clear 
date for end of their current product support for Windows XP of April 8th 2014. This will include the 
replacement of GP Practice PCs that are five years or older. 
 
The rollout will run from Q1 2014 until end of Q2 2014. 
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Benefits to GP Practices include:  
• Enhanced technology and upgraded operating system enabling future requirements 
• Remove potential security risk due to Microsoft support finishing 
• Upgrade of Microsoft Office suite to ensure compatibility to with other organisations 

 
Wireless into GP Practises:  
 
South Cheshire CCG is developing proposals for submission to NHS England for the provision of 
Public Wi-Fi across all South Cheshire GP Practices by March 2015.  It is proposed this development 
will also incorporate the installation of patient access and information screens as required in the GP 
Practice and public access to services and potential for information capture and patient feedback. 
 
Benefits to GP Practices include:  

• Installation of patient access and information screens as required in the GP Practice 
• Public access to services and potential for information capture and patient feedback 

 
Development of integration Disease registers: 
 
The CCGs are working with MCHfT in the development of hospital disease registers. Currently 
Hospital IT is targeted at single aspects of care, but disease registers will enable audit and research 
and provide better joined up care across boundaries. Disease Registers will support detailed 
information needs and analysis that is currently only available from paper records, and to a very 
limited extent. 
 
Disease registers will enable audit of the whole hospital population with a disease and a move to 
criteria and standards to demonstrate the hospital performance on finding managing and controlling 
disease. 
 
Integration planning with primary care provided scheduled Q.2 2014.  CCG input will be required in the 
planning and implementation of this work. 
 
Benefits:  
 

• Disease register at MCHfT will provide better information of the causes of hospital admissions 
and allow the CCG to target commissioning more effectively. 

 
• Disease registers will enable a step change in quality and information on performance for 

dissemination to the public. 
 

• Population disease registers will enable information on whether specialist care treats or helps 
the whole population with a disease and audit of which diseases benefit form specialist 
management. 

 
Cheshire Health Record:  
 
The Cheshire Health Record utilises the EMIS Web application to enable doctors, nurses and other 
local healthcare professionals working in Cheshire accessing a consenting patient’s summary of their 
GP patient record.  This may occur in hospital or unplanned care settings such as A&E or Out of 
Hours centres.  
 
Access will also be available to some community providers. The system is designed to provide 
essential, timely medical information that will allow other health professional staff to make decisions 
about the treatment they provide for the patient, based on up to date and accurate information. 
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Work commenced in Q4 2013 with colleagues at MCHfT, CSU, GPs and Cheshire NHS colleagues to 
re-establish requirements and data sharing activations for key clinical conditions across Cheshire. 
Further work with EMIS is required to evaluate activate data sharing agreements where required and 
resolve outstanding issues with notifications in the Primary system, this is causing a potential risk of 
delay until resolved. All required activations and sharing agreements planned to be in place before 
end of Q4 2014. 
 
Benefits: 

• Sharing information between partner organisations is vital to the provision of coordinated and 
seamless services. In addition, the sharing of information can help to meet the requirements of 
statutory and local initiatives. 

 
Risk Profiling and Stratification: 
 
There are currently multiple options available within the CCG for use by GP practices, to date these 
options have yet to deliver the required outcomes and data expected with development still 
progressing.  A new option for has been discussed with EMIS potentially removing some issues 
experienced with processing the data extracted. Once a viable solution is agreed this can be used as 
an enabler but not limited to Neighbourhood teams. 
 
Eclipse Third Party: Primarily focuses on medicines and assesses the risk to the patient based on the 
individual patient’s current medicines.  There is a view in the CCG that risk profiling should be more 
patient focused and include a wider range of risk factors than medicines.   If risk assessment involves 
installing safety fittings in patients home, e.g. to reduce risk of falling, then cost will increase. To date 
Eclipse have been unable to prove any tangible solutions for their product, therefore a short term 
solution is being explored using a CSU offering being used across Vale Royal practices. 
 
EMIS: The CCG has recently engaged with EMIS to be a part of their Early Adopter Programme 
(EAP) in the North of England. This EAP will involve the development with a GP practice of the 
functionality and outputs for this module. EAP will be a free development programme with the supplier 
and will look to start Q2 2014 after CCG Board approval. 
 
EMIS developments: 
 
The CGG is currently working with the EMIS accounts team on future developments of the Primary 
Care system, the below examples will be the enablers to fulfil the required integration for 
commissioning intentions, Extended Practice teams, Mandated requirements, and providing patients 
with fuller and easier access to their GP record. 
 

• New Risk Stratification Early Adopter Programme 
• Care Planning modules  
• Integration of EMIS Community and EMIS Web datasets 
• Patient access to GP records 
• TeleHealth Integration via Black Pear Partnership 
• EPaCCS - (Electronic Palliative Care Data set and Integration) 
• Integration with new MCHfT EPR 
• Integration with existing Primary Care system and “out of hours” and 111 
• MIG integration for associated providers 

 
A full schedule of deliverable timescales and associated pilots will follow during 2014 and will be part 
of the on-going development programme with our EMIS Partner, CSU, Cheshire NHS organisations 
and required integration with Social Care and MCHfT. 
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Telehealth/ Telecare: 
 
The CCG will use latest risk profiling technology and Telecare / Telehealth technology to identify 
people at risk and to treat more patients within their own homes, Patients will be able to use 
technology in their own home to participate in the management of their condition. 
 
The CCG is currently working with MCHfT and a third party provider, Tunstall, on a pilot in South 
Cheshire. This will include the identification of the correct type of conditions and associated patients. 
 
The Pilot, upon GP partner approval, will begin in Q2 2014 for 6 months, and for an expected 10 
patients. There will be a benefits review after the pilot and decision on future Telehealth and Telecare 
requirements. Other providers are also being considered for similar type of pilots. 
 
Improved Data Sharing and Transparency: 
 
Working with colleagues and current / new partners to identify and plan for the delivery of integrations 
across Primary Care, community and Social care settings by connecting data and information across 
pathways, seamlessly integrating across organisations and systems including: 

 
• health & social care 
• separate specialities within health services 
• services provided in the community and services provided in the hospital 

 
To pursue this strategy the CCG will improve and extend the sharing of clinical information within 
primary care, and between primary care and secondary care.   
 
We are planning for care.data to join up clinical data sets through HSCIC improving access for 
commissioners to high quality delivery data and for individual patients to access their own health 
record to improve transparency of information.  By summer 2014 at least 5% of GP practices should 
be linked to hospital data and our strategic plan 100% coverage will need to be refreshed with 
partners during 2014. 
 
Benefits to clinicians: 

• Analysis of the patterns of care received by patients with long-term conditions would lead to 
significant improvements in care. 

• Improved monitoring of outcomes through linkage between primary and secondary care. 
• Improved monitoring  of performance through linkage between primary and secondary care 
• Earlier diagnosis of illness 
• Improving contribution of primary care to wider CCG outcomes 
• Improved data quality  
• Monitoring and understanding trends 
• Predictive modelling 
• Evaluation of prevention services and interventions 
• Exploring patient pathways 
• Detecting unwarranted variation 

 
 
GP Access to Radiology Reports: 
2014/15 will see South Cheshire CCG delivering a pilot to promote GP access to radiology reports in 
primary care.   
 
Medical Information Gateway (MIG): 
This will be a joint venture with other Cheshire NHS organisations to establish technical 
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interoperability and potential use for our Pioneer objectives.  
 
Benefits: 

• Shared view of interoperability future 
• Improve patient care 
• Improve clinical efficiency 
• Recognition GP systems contain rich clinical records 
• Open to ALL Healthcare system suppliers 
• Secure Gateway for exchanging bi-directional Real time data between Primary Care and other 

health and Social Care Settings plus a best price option  
• MIG Infrastructure 

• Intelligent brokering, routing and mediating 
• Single technical entry point 
• Accredited by NICA Technology Office- Department of Health 

• Use Case Services 
• Data flows- based on Message sets 
• Accredited to NHS ITK Toolkit Standards 
• Payload Message independent 

 
9.5 Medicines Management – Priority Objectives 2014-16 

 
The Medicines Management Team supports the Starting Well, Living Well and Aging Well 
Programmes with commissioning services that make best use of medicines. In addition, pharmacists 
and technicians work closely with general practices and Acute Trust clinicians to: 

• Maintain control of primary care prescribing costs to manage growth and remain within the 
allocated budget.  

• Develop systems for managing use of High Cost Drugs (excluded from Payment by Results 
[PbRe]) to allow monitoring of activity and budgetary impacts and provide assurance of 
compliance with guidance (e.g. NICE Technology Appraisals). 

• Implement projects/ actions to optimise the use of medicines to improve outcomes, enhance 
patient safety and improve capacity within the local health economy. 

 
Compared with peers, South Cheshire CCG has had lower costs per population (population weighted 
for age and sex) in 6 of the last 8 quarters with costs being slightly higher in the Oct-Dec quarter in the 
past 2 years. The Medicines Management Team working with the GP Prescribing Lead and local 
prescribing and medicines management committees will support the CCG to continue to maintain 
prescribing growth at or below the national average. 

Higher level actions to achieve the priority objectives are set out in the table below: 

 

 

 

 

 

 

 

Trajectory: 
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Priority 
Objective 

Planned Actions Deliverables 

Maintain 
control of 
primary care 
prescribing 
costs 

Maintain and develop the Local Health Economy 
Formulary including a work plan taking into 
account NICE Technology Appraisals 
programme, new product introductions and patent 
expiries (D1,D2,D3) 

Forward schedule completed 
by 1 April 2014 
Formulary updated monthly 
thereafter 
Action plan developed by 1 
April 2014 
 

Understand and address savings opportunities 
identified in the Right Care data packs8 
(prescribing savings have been identified in the 
data pack for South Cheshire CCG in the 
following areas: Gastrointestinal Respiratory 
System Problems Neurological System Problems 
Endocrine, Nutritional and Metabolic Problems 
Genitourinary) 
 

Savings of £522,000 delivered 
by 31 March 2016 (based on 
capturing 50% of the potential 
savings if the CCG performed 
at the average of 10 similar 
CCGs) 
 

Work with practices to minimise variation between 
them and so improve overall performance on the 
nationally identified medicines QIPP topics9 . 
 

South Cheshire CCG has 
improved the status of at least 
3 QIPP indicators by at least 1 
quartile by 31 March 2016 
 

Continue to develop locally identified prescribing 
savings opportunities for implementation at 
practice level including selection of more cost 
effective prescribing choices (e.g. blood glucose 
testing strips) and systems (e.g. alternative 
means of managing the supply of appliances).  
 

Savings on Blood glucose 
testing strips to be delivered by 
1 June 2014 
 

Develop 
systems for 
managing use 
of High Cost 
Drugs 
(excluded from 
Payment by 
Results 
[PbRe]) 
 

Continue phased introduction of the Blueteq 
system to capture the information on usage and 
provide clinical assurance of compliance with 
NICE guidance and local protocols (D4) 
 

Blueteq system in use by 
dermatology, gastroenterology 
and rheumatology in MCHFT 
by 1 September 2014 
 

Develop budget management processes for High 
Cost Drugs (PbRe). 
 

Develop budget management 
process by 1 April 2015 

Implement 
projects/ 
actions to 
optimise the 
use of 
medicines to 
improve 
outcomes, 

Develop the capability of prescribing support 
software (Eclipse Live and Scriptswitch) to 
support improvements in patient safety (D1, D2, 
D5) 
 

Eclipse Live available to all 
practices by 1 April 2014 
 

Work with the Quality team and local Acute Trusts 
and Primary Care to implement the Medicines 
Safety Thermometer and medicines-related 

By 1 June 2014 
 

                                                           
8 http://www.england.nhs.uk/resources/resources-for-ccgs/comm-for-value/ 
9 Quality Innovation Production and Prevention topics see 
http://www.nice.org.uk/mpc/keytherapeutictopics/KeyTherapeuticTopics.jsp 
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enhance 
patient safety 
and improve 
capacity within 
the local 
health 
economy. 
 

CQUIN schemes and Quality Schedule 
requirements. (D5) 
 
Develop a local strategy to reduce the pressure 
on antibiotic resistance and support providers to 
meet targets for incidence of Healthcare Acquired 
Infections including MRSA and Clostridium 
difficile (D5) 
 

By 1 June 2014 
 

Implement the extended Think Pharmacy; Minor 
Ailments service to support the Urgent Care 
Working Groups to reduce demand in general 
practice and Accident and Emergency 
departments.10 (D3) 
 

Service launched by 1 April 
2014 
 

Work with the local Acute Trusts to improve 
financial and clinical governance for patients 
receiving medicines from Homecare services.11 
(D2) 
 

Hackett report implemented by 
1 April 2015 

 
 
9.6 Procurement of Healthcare 

 
The CCG has developed and implemented a local policy on the Procurement of Healthcare services.  
This policy follows the implementation of the NHS (Procurement, Patient Choice and Competition) 
(No2) Regulations which were implemented under section 75 of the Health and Social Care Act 2013 
on 01 April 2013.  The Policy also takes into consideration the substantive guidance published by the 
Regulator – Monitor in May and December of 2013. 
 
The aims of our approach are specifically to promote:  
 
• Choice: ensuring a range of providers for our population to choose from  
• Competition: encourage a degree of competition within the health system, with the aim of 

continuously improving quality of service and innovation 
• Consistency: ensuring clinical safety, equity of access and quality of outcomes for our patients  
 
Implementing our approach will ensure that through the utilisation of best practice procurement 
processes we are able to:  
 
(i) Demonstrate value for money for all expenditure of public money, 
(ii) Adhere to relevant legislation governing the award of contracts by public bodies,  
(iii) Comply with our own Standing Financial Instructions/Standing Financial Orders (SFI’s/SFO’s) 
 
The CCG has adopted a proactive stance towards securing services that meet the needs of the local 
patient population and competitive procurement will be a key part of this in the coming years; as will 
the option for greater integration within the existing health economy.  To support consistency in the 
decision making process regarding the use of competitive procurement, a key part of our approach will 
be to adopt a decision making matrix which will support a clear and unbiased decision. 
The CCG will adopt a fair, open and transparent approach, publishing procurement opportunities and 
decisions related to the contracting of services. 
 

                                                           
10 http://www.monitor.gov.uk/closingthegap 
11 https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/213112/111201-Homecare-
Medicines-Towards-a-Vision-for-the-Future2.pdf 
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To facilitate the procurement process, the CCG will utilise the professional procurement team at the 
Cheshire and Merseyside Commissioning Support unit to provide an overarching procurement support 
service.  Utilising one of the nationally accredited CSU’s will ensure that the CCG remains compliant 
with the procurement regulations and obtains maximum benefit from the procurement process. 
 
The CCG is reviewing contracting and commissioning activity as contracts expire, areas currently 
subject to a competitive procurement process include Community Stroke services as a competitive 
tender and additional Elective Services via an Any Qualified Provider exercise. An annual work-plan of 
activity will be developed each year so there is full oversight of the competitive procurement activity at 
CCG level. 
 
In addition to the proactive approach to the procurement of healthcare services, the CCG will 
encourage the adoption of the ‘Better Procurement, Better Value, Better Care’ guidance which was 
published in 2013.  As well as adopting the principles in the procurement of all internal goods and 
services, the CCG aims to include a mandate around the adoption of the same principles into all 
standard contracts held with local NHS Providers, ensuring that the overarching health economy takes 
responsibility for improving procurement efficiency for the benefit of patient care. 
 
 

9.7 Delivering Value – Financial Summary 
 
The financial plan is intended to cover a 5 year period with the first two years providing the detail 
required to monitor the CCG financial performance at an operational level. The financial plans are 
prepared based on assumptions and rules set out by NHS England. Additional information on local 
trends and the impact of local commissioning intentions are also included in the plan to giving a view 
of the financial health of the CCG.  The financial plan is aimed at producing a sustainable, high 
performing organisation commissioning care for its population. 
 
Revenue Resource Limit  
 
CCGs are funded based on the size of their population and its demographic make-up. The details of 
the South Cheshire population are included in section 5 and so are not discussed here. 
 
A new allocation formula was developed and tested during 2013/14 and is being introduced in 
2014/15.  The new formula takes into account three main factors in healthcare needs: population 
growth, deprivation and the impact of an ageing population. 
 
Ten percent (10%) of the total available funding is based on a deprivation indicator to reflect unmet 
need, enabling CCGs to tackle the impact of health inequalities. 
 
In 2013/14 South Cheshire CCG had been funded at (£1.085 per head) a lower than average 
allocation per head of population (£1.115 per head).  If NHS England had moved the CCG to the 
national target allocation per head the CCG would have received an additional £12million, however 
only a small element of this has been reflected in the new allocations, as nationally it is recognised 
that a pace of change is required.   
South Cheshire CCG has received notification of a two year allocation, a summary is shown in the 
table below:- 
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It can be seen that the revenue funding per head has increased by £29 per head of population for 
2014/15.  The allocation for 2015/16 increases again by £25 per head and the CCG moves closer to 
target by 1.02%. 
 
The movement towards target is positive for the CCG however South Cheshire still remains below the 
average for the North of England in 2015/16 by £120 per head of registered population and below its 
target allocation by £63. 
 
The graph below shows the relative funding for South Cheshire CCG in comparison to other CCGs in 
the North of England:- 
 

 
 
 
 

Programme Allocation 2013/14 2014/15 2015/16
£'000's £'000's £'000's

Allocation 187,094       191,446         197,482            
Growth 4,352            6,036              5,634                 
Sub total 191,446       197,482         203,116            
Population ( registered) 176,449       177,339         178,251            
% Growth 3.15% 2.85%
Revenue Allocation Per Head of 
Population 1.085 1.114 1.139
Target Revenue Allocation per 
Head of Population 1.187 1.202
Distance from target -0.073 -0.063
% distance from target -6.19% -5.17%
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Planning Assumptions  
The plan developed by the CCG is governed by a number of planning assumptions issued by NHS 
England.   
 
The table below indicates the planning assumptions relating to provider services.  The providers are 
required to make year on year efficiencies of 4% for the next 5 years with recognition of an inflation 
increase of between 2.2% to 3.4% 
 

 
 
Nationally the CCGs are provided with the following commissioning assumptions.  A number of areas 
are identified for local determination based on local knowledge.  These are supported by a number of 
business rules from NHS England in relation to allocating monies either to protect the CCG from risk  
(contingency 0.5%) or to indicate where non recurrent spend should be identified to be targeted at 
transformational change. 
 

 
 
These assumptions are derived or adopted to allow the CCG to produce financial plans which reflect 
the on-going commissioning of services in South Cheshire to ensure that finances are in place to 
support additional demand or to support service redesign. 
 
Better Care Fund  
 
One of the main strategic drivers nationally is for social and health care commissioners to work more 
closely together.  In order to facilitate closer working the Government has identified the Better Care 
Fund which will be a pooled resource to facilitate joint planning, information sharing and services. 
 
The Department for Communities and Local Government and the Department of Health has identified 
£3.8 billion of funds for investment in this integration. £3.4 billion is expected to come from CCG 

Table of Assumptions 2014/15 2015/16 2016/17 2017/18 2018/19
Secondary Care Health Cost Inflation 2.30% 2.20% 3.00% 3.40% 3.40%
Provider Sector Efficiency -4.00% -4.00% -4.00% -4.00% -4.00%
Tariff Deflator -1.70% -1.80% -1.00% -0.60% -0.60%

Demographic growth 

Demographic growth 
Tariff Changes

Price Inflation-Prescribing

Price Inflation - Continuing Health Care
Local Determination - expected to be in a range of 2% to 5% per 

annum increase
2014/15
- Minimum 0.5% Contingency
- 1% cummulative Surplus
- 2.5% non recurrent spend 
( including 1% for 
transformation)

2015/16
- Minimum 0.5% Contingency
- 1% cummulative Surplus Carry 
Forward
- 1% non-recurrent spend
- Better Care Fund as notified 
£10.481(additional) 
( including 1% for transformation)

CCG Commissioning Assumptions

Business Rules

Local Determination using age profiled population projections

Local Determination based on historic analysis and evidence
See Below

Local Determination - expected to be in a range of 4% to 7% per 
annum increase
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budgets; in order that the creation of the fund does not result in a financial pressure the associated 
investments will need to identify significant transformational change to reduce demand for social and 
health care.  If these changes do not lead to more effective use of services this could result in a 
financial pressure across the health and social care system. 
 
Draft plans will be jointly agreed between South Cheshire CCG and Cheshire East Council by the 14th 
February. The overarching local Pioneer Project Connecting Care will provide a structure for the 
development of these plans. 
 
The total better care fund to be identified by the CCG is £10.481 million.  The table below shows the 
National and local picture. 
 
 

 
 

 
The funding will formally sit with the local authority and will be overseen by the Health and Well 
Being Boards and be subject to assurance from NHS England.  
 
Financial Plan 2014/15 -2015/16 
 
An early draft financial plan was produced and early presented to the Governing Body in January 
2014, a summary is shown below:- 
 
 

National 
£3.8bn 2014/15 2015/16
£ billion £'000's £'000's

£0.9 billion already transferrd to 
fund social care in 2013/14 ( via 
NHS England) 0.9 2.4
An additional £0.2 billion in 
social care from CCG resources 
in 2014/15( via NHS England in 
14/15) 0.2 0.8

£0.4 billion of Capital Grants 
carruently Administered by the 
Department of Health and other 
Government Departments 0.4
£0.3 billion Reablement 0.3 1.1 1.1
£0.1 billion Carers Breaks 0.1 0.2 0.2
An additional investment from 
CCG budgets of £1.9 billion 1.9 5.9
Total 3.8 1.3 10.4

Better Care Fund
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The initial budget has identified a planning gap which will be removed over the period to March 
producing a balanced budget. The financial plan for the CCG will be finalised and presented to the 
CCG Governing Body in March 2014.    The national planning assumptions previously identified have 
been adopted in producing the financial plan. 
 
The key challenges have been to identify the contingencies and non-recurrent funding to allow for risk 
and non-recurrent support to transformational change and the creation of the Better Care Fund. 
 
Key Budget Background 
 
Provider Services (Acute, Ambulance, Community and Mental Health Services) 
 
Planning assumptions have indicated a reduction on the overall provider funding of 1.7% in 2014/15 
(1.8% in 15/16) this is constructed from an increase for inflation of 2.3% in 2014/15 (2.2% in 2015/16) 
and a cost improvement target of 4%.  The quality and innovation payment (CQUIN) remains a non-
recurrent allocation of 2.5% as in 2013/14. 
 
There has been on-going pressure on the CCG provider services budgets during 2013/14, previously 
pressure has mainly resulted from additional urgent care demand, however in 2013/14 the additional 
pressure on resources has resulted from increasing referrals and the resultant elective care.  In 
2013/14 there was a significant risk related to Specialist Commissioning and the changes identified, it 
is anticipated that this area has now mainly resolved.   
 
The main challenges in 2014/15 are;- 
 

• the on-going drive to improve the effectiveness of the Urgent Care Services leading to a 
reduction in demand and; 

• maintaining the 18 week target and other constitutional requirements whilst keeping financial 
control on the elective services costs. 

• The impact of counting changes proposed by our main acute provider 
 
The CCG is in 2014/15 – 2015/16 trying to develop a new collaborative contracting approach between 
our main acute, community and mental health providers using either alliance or lead contractor 
models. 
 
DN insert list of contracts over £250k for 2013/14 and subsequent years 
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Prescribing 
 
Primary care providers within South Cheshire CCG have always maintained a focus on efficient and 
effective prescribing, the details of the medicines management actions to control expenditure can be 
seen in the dedicated section 9.5. 
 
Continuing Health Care and Funded Nursing Care 
 
There is pressure on these budgets locally due to the demographic changes and the increasingly 
aged population.  
 
Primary Care 
 
The planning guidance has indicated the need to increase expenditure in  services identified by 
primary care which will support the transformation of care of patients aged 75 and older.  It is 
expected that this will be in the region of £5 per head (£885,000) 
 
Running Cost Allowance 
 
The CCG has planned to reduce its expenditure in this area by 10% in 2015/16 in line with national 
guidance. 
 
DN for the final plan a full analysis of expenditure with graphical representation will be inserted at this 
point. 
 
Quality Innovation Productivity and Prevention (QIPP) 14/15-2018/19 
In 2009/10, it was recognised nationally that the NHS would be required to save £20 billion by 2014/15 
in order to fund increased costs and demand pressure. It has been further recognised that the NHS  
savings required in the four years from 2015/16 to 2018/19 will be an additional £30 billion i.e. a  total 
NHS savings requirement of £50 billion over a period of 8 year. 
 
The potential challenge to the CCG’s local economy can be seen in the table below:-  
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Locally the initial CCG requirement in respect of the £20 billion has been achieved.  The additional 
financial challenge has been identified above.  The response to this challenge is limited in the next two 
years as the transformation change is embedded particularly in respect of the Better Care Fund.   
 
The most significant projects delivering change and productivity are:- 

• Transitional Care Beds impact Urgent Care 
• Extended Practice Teams impact Urgent Care  
• Redesign Urgent Care 24/7 impact Urgent Care 
• Stroke Rehabilitation impact Urgent Care 
• Better Care Fund impact Urgent Care 
• CCG Commissioning for Value impact Elective Care 
• Improved Procurement driving Value for Money  
• Information Sharing and additional ICT developments in Primary Care 

Quality, Innovation and Prevention is included within the appropriate sections of the plan. 
 
DN Insert the analysis of projects and associated productivity savings.  
 
Key Financial Priorities for 2014/15 to 2018/19  
 
The CCG has a number of statutory financial and national requirements the key items are identified:-   
 

• To maintain a balanced position and deliver the 1%  surplus as required by the NHS England; 
• To deliver our QIPP targets whilst ensuring that we are delivering improved care to patients; 
• To invest the commissioning budget to maximise value for money;  
• To ensure the financial resources are applied to support the CCG commissioning Strategy; 
• To utilise the Better Care Fund in 2015/16 locally on health and care to drive closer integration 

and improve outcomes for patients and service users and carers; 
• To remain within the CCG running cost allowance of £25 per head of population; 
• To set aside 2.5% of recurrent resource for non-recurrent expenditure in 2014/15; 1% of this 

spend to be applied to transformation of local services, focusing on preparation for the 
introduction of the Better Care Fund. 

 
Key Financial Risks: 

• increased pressures in elective and non-elective care, continuing health care, funded nursing 
care and learning disabilities services; 

• changes to the learning disabilities pooling arrangements  
• ensuring the drive to closer integration can be achieved within existing allocations and change 

recognised through provider contracts; 
• ensuring the 2.5% in 2014/15 and 1% in 2015/16- 2018/19 is identified for non-recurrent 

expenditure to enable change, given the scale of the challenge and the requirement to 
maintain financial balance, this is a key risk; 

• ensuring the financial risks associated with the introduction of Personal Health Budgets is 
managed, particularly in respect of safeguarding;  

• the productivity requirements are achieved to deliver the CCG element of the £30 billion 
national productivity challenge 

• identification of an additional £5 per head to invest in primary care identified additional support 
services for the over 75s. 
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Capital Plan  
 

 
 
The CCG has applied for the capital resource identified above. 
 
Cash  
The planning assumption is that cash matches the CCG planned resource, adjusted for working 
balances. 
 
Statement of Financial Position (Balance Sheet) 
The CCG planned Statement of Financial Position is shown in the table below:- 
 

 
 
The above statement shows anticipated assets, liabilities and taxpayers’ equity for the next two years.  

Capital Programme 2014/15 2015/16
£000 £000

Capital Grants -Commissioning Intentions 96
Rolling IT Equipment 26 26
Bevan House refurbishment 128
Total 250 26

2014/15 2015/16
PPE 250 276

Accumulated Depreciation (25) (50)

Net PPE 225 226

Non-Current Assets 225 226
Cash 6 6

Accounts Receivable  700 700

Inventory 0

Investments 0

Other Current Assets 0

Current Assets 706 706
TOTAL ASSETS 931 932
Trade & Payables  (11,000) (11,000)

Provisions (400) (400)

Short Term Borrow ing 0

Current Liabilities (11,400) (11,400)
Non-Current Payables 0

Provisions 0

0

Long Term Liabilities 0 0
total Assets Employed (10,469) (10,468)
General Fund (12,489) (12,538)

Retained Earnings In Year 2,020 2,070

Total Taxpayers Equity (10,469) (10,468)
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10 Key Trajectories 
 
The following section of this plan provides the key trajectories needed to support the assurance of, 
and measure performance against the strategic plan.  The plan will deliver improvement against the 
measures to support the seven outcome ambitions are as follows: 
 
Clostridium Difficile  
 
DN: The national target has not yet been defined but will be reduced by a small proportion. We await 
final number.  
 
 
Dementia diagnosis 
The CCG seeks to improve the ability of people living with dementia to cope with symptoms, and 
access, treatment, care and support.  
 
The table below illustrates the CCG projected diagnosis rate for people with dementia, expressed as a 
percentage of the estimated prevalence.  
 
 

 
 
 
IAPT coverage and recovery 
 
The table below illustrates that over the next year we will support our provider to achieve a 50% 
recovery rate. 
 

 
 
 
 
 
 

E.A.S.1
number of people 

diagnosed
Prevalence of 
dementia

% diagnosis 
rate

2014/15 1460 2194 66.55%
2015/16 1497 2234 67.01%

The number of people who 
have completed treatment 
having attended at least 2 

treatment contacts and are 
moving to recovery (those 
who at initial assessment 
achieved "caseness" and 
final assessment did not)

(The number of people who 
have completed treatment 

within the reporting 
quarter, having attended at 

least two treatment 
contacts) minus (The 

number of people who 
have completed treatment 
not at clinical caseness at 

initial assessment)

% recovery rate
2014/15 562 1124 50.00%
2015/16 579 1135 51.00%
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Other Activity Measures: E.C.7-8: A&E Attendances 
 
This activity measure considers the number of attendances at accident and emergency departments.  
 
(Data Source: A&E Attendance figures are sourced from weekly SitRep data provided to a central 
Unify2 collection by Trusts – this is a weekly total taken from a reporting period of 00.01 Monday to 
24.00 Sunday). 
 
Threshold 
The CCG seeks to ensure that patients requiring urgent and emergency care get the right care by the 
right person at the right place and time. There are instances where people presenting to accident and 
emergency departments because they either do not know how, or are unable, to access the care they 
feel they need when they want it. NHS 111 will assist patients in finding the most appropriate and 
convenient service for their needs so they receive the best care first time. A reduction in the growth of 
the number of A&E attendances may indicate a more appropriate use of expensive emergency care, 
and improve use of other services where appropriate.  
 
The table below illustrates attendances calculated according to prov/Com allocations 2012/13. 
 

 
 
 

 
 
 
 
 
 
 

A&E 
Attendances 
-All Types

2013_14 OT 44613
2014_15 44672
Forecast Growth 0.13%
2015_16 44782
Forecast Growth 0.25%
2016_17 44892
Forecast Growth 0.25%
2017_18 45002
Forecast Growth 0.24%
2018_19 45111
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Seven Outcome Ambition Measures 
 
Outcome Ambition One 
(Please note that this is draft at the point of submission) 
Our ambition for securing additional years of life from conditions considered amenable to healthcare. 

 
A table to show the percentage years of life lost per 100,000 population 

 

 
 
 

Outcome Ambition Two 
(Please note that this is draft at the point of submission) 
Our ambition for improving health-related quality of life for people with long term conditions. 
 
A table to show the average EQ-5D score for people reporting having one or more long-term 
conditions 
 

 
 
 

 
 
Outcome Ambition Three 
(Please note that this is draft at the point of submission) 
 
Our ambition is to reduce the amount of time people spend avoidably in hospital through better and 
more integrated care in the community, outside of hospital 
 

E.A.1
PYLL Rate per 100,000 
population

Baseline 2028.9
2014/15 1964.0
2015/16 1901.1
2016/17 1840.3
2017/18 1781.4
2018/19 1724.4
2019/20 1669.2

E.A.2

Average EQ-5D score for 
people reporting having 
one or more long-term 
conditions

Baseline 74.1
2014/15 74.2
2015/16 74.3
2016/17 74.5
2017/18 74.6
2018/19 74.7
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A table to show the avoidable emergency admissions indicator 
 

 
 
 

 
Outcome Ambition Four 
(Please note that this is draft at the point of submission) 
The CCG are currently identifying a quantifiable level of ambition for this outcome ambition.   The 
CCG level of ambition will form part of the Better Care Fund, set for 2 years at Health & Wellbeing 
Board level. This will be included within our final submission in April 2014.  
 
 
Outcome Ambition Five 
(Please note that this is draft at the point of submission) 
 
The following table shows the CCG ambition for increasing the proportion of people having a positive 
experience of hospital care. 
 

 
 
 
 
 
 
 

E.A.4
Emergency admissions 
composite indicator

Baseline 2159.2
2014/15 2137.6
2015/16 2116.2
2016/17 2095.1
2017/18 2074.1
2018/19 2053.4

The proportion of people 
reporting poor patient 
experience of inpatient 
care

162.7
157.7

152.7
149.0
146.7
142.0

This rate is at Provider Level for MCHFT

2012 Baseline: 162.7

Lower Limit : 151 Upper Limit 175

England Average :142



 

115 
 

 
Outcome Ambition Six 
(Please note that this is draft at the point of submission) 
 
The table below shows the CCG ambition for increasing the proportion of people having a positive 
experience of care outside hospital, in general practice and the community. 
 

 
 

 
 
Outcome Ambition Seven. 
(Please note that these figures are draft at the point of submission)  
 
The CCG seeks to make significant progress towards eliminating avoidable deaths in our hospitals 
caused by problems in care.  
 
DN: The CCG are continuing to work to define and calculate appropriate outcome measures for this 
ambition. The Quality Premium measure will be to improve the reporting of medication errors.  

 
 
 
Quality Premium Measures 
 
Domain One: Preventing people from dying prematurely 
 
Potential years of life lost (PYLL) from causes considered amenable to healthcare: adults, children 
and young people 
 
To earn this portion of the quality premium, the CCG will need to:  
 
a) agree with Health and Wellbeing Board partners and with the NHS England area team the percentage 
reduction in the potential years of life lost (adjusted for sex and age) from amenable mortality for the CCG 
population to be achieved between the 2013 and 2014 calendar years*.  
 
b) Demonstrate that, in developing the reduction to be achieved and its plans to deliver it, the CCG and its 
partners have taken into account:  
 
i) The local causes of premature mortality for those living in areas of deprivation;  
ii) Other relevant needs set out in the local joint health and wellbeing strategy;  

E.A.6

The proportion of people 
reporting poor experience 
of General Practice and 
Out-of-Hours services

Baseline 6.1 England Average :6.1
2014/15 6.0
2015/16 5.9 Reduction of 0.1 per year 
2016/17 5.8
2017/18 5.7 SC CCG Currently on England Average

2018/19 5.6
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c) Achieve the planned reduction.  
 
* This should be based on the 10-year average annual reduction in potential years of life lost from amenable 
mortality.  
(Data Sources: Primary Care Mortality Database, ONS population estimates, Ambitions Atlas) 
 
Value:   15% of quality premium.  
 
DN: Please note that Quality Premiums are still to be agreed by the Health and Wellbeing Board  
 
CCG Projection is to achieve a 3.2% decrease against baseline (12/13) as illustrated below.  
 

 
 
 
 
 
 
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. 
 
Avoidable Emergency Admissions 
 
 
Composite measure of: 

- unplanned hospitalisation for chronic ambulatory care sensitive conditions (adults) 
- unplanned hospitalisation for asthma, diabetes and epilepsy in children 
- emergency admissions for acute conditions that should not usually require hospital 

admission (adults) 
- emergency admissions for children with lower respiratory tract infection. 

 
 
 
Threshold 
To earn this portion of the quality premium, there will need to be a reduction or a zero per cent change 
in emergency admissions for these conditions for a CCG population between 2012/13 and 2013/14, or 
the Indirectly Standardised Rate of admissions in 
2013/14 is less than 1,000 per 100,000 population. 
 
Value: 25% of quality premium. 
 
DN: Please note that Quality Premiums are still to be agreed by the Health and Wellbeing Board  
 
 
 
 
 
The table below shows the avoidable emergency admission composite indicator 

E.A.1 PYLL Rate per 100,000 population
2014/15 1964.0
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Improving access to psychological therapies (IAPT) 
 
Threshold  
To earn this portion of the quality premium, the CCG will need to:  
 
a) Achieve IAPT access levels of at least 15% by 31 March 2015; and  
 
b) if the CCG IAPT access level was 13% or greater by 31 March 2014, to further increase access 
levels by 31 March 2015 to an additional amount agreed by the CCG with the relevant Health and 
Wellbeing Board and with the NHS England area team which should be no less than an additional 3%.  
 
For a) and b), CCG plans to increase access levels during 2014/15 should include plans to increase 
the proportion of individuals accessing IAPT services from communities where use of IAPT is known 
to be disproportionately low.  
 
(Data source: CWP, HSCIC) 
 
Value: 15% of quality premium.  
 
The table below illustrates for IAPT, the proportion of people that enter treatment against the level of 
need in the general population planned for 2014/15 and 2015/16. The CCG projection is to achieve 
15% by March 2015 against 12/13 baseline (Nationally Mandated). 
 

 
 
 

 
 
 
 

E.A.4
Emergency admission 
composite indicator

Q1 2014/15 385
Q2 2014/15 599
Q3 2014/15 727
Q4 2014/15 428
2015/16 2116

E.A.3
The number of people who 
receive psychological therapies

The numbers of people who 
have depression disorders (local 
estimate based on National 
Adult Psychiatric Morbidity 
survey 2000) Proportion

Q1 2014/15 431.0 10345 4.17%
Q2 2014/15 441.0 10345 4.26%
Q3 2014/15 331.6 10345 3.21%
Q4 2014/15 348.1 10345 3.37%
2015/16 1655.2 10345 16.00%
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Domain of NHS OF Domain 4: ensuring that people have a positive experience of care 
 
Addressing issues identified in the 2013/14 Friends and Family Test (FFT), supporting roll out 
of FFT in their local health economy in 2014/15 and showing improvement in a selected 
indicator from Domain 4 of the CCG Outcomes Indicator Set.  
 
To earn this portion of the Quality Premium:  
 
1. The CCG will need to:  
a) Agree a plan with their local providers with specified actions and milestones for addressing the 
issues that are identified from 2013/14 FFT results, particularly where they highlight issues which 
relate to poor care, and for:  
 
i) These actions to be achieved in line with the milestones;  
ii) The number of negative responses received via FFT from patients in respect of local providers to 
reduce between Q1 and Q4 of 2014/15;  
 
b) Obtain appropriate assurance and evidence that providers have taken action in response to FFT 
feedback;  
 
c) Support local providers to co-ordinate the roll out of FFT by the end of 2014/15 and to address roll-
out issues as required. Appropriate evidence of advice and support being provided where this has 
been sought should be recorded by the CCG, and:  
 
2. There is an improved average score achieved between 2013/14 and 2014/15 for one of the patient 
improvement indicators set out in the CCG Outcomes Indicator Set with the specific indicator agreed 
by the CCG with the Health and Wellbeing Board, the NHS England area team and the relevant local 
providers.  
 
Value:    15% of quality premium. 
 
The CCG plans to meet the national set objective for the Friends and Family Test in 2014/15 and 
2015/16. The CCG plans to meet the nationally set objective from 2014/15 till 2018/19 for improving 
the reporting of medication errors. 
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Activity trajectories 
 
Referrals and Outpatient Attendances 
 

 
 
 
The CCG has experienced an increase in GP referrals over the last year and it is anticipated that this 
may grow due to the change in demography and the increasing pressure in primary care.  The local 
trust operates at peer level for first to follow up ratios. 
 
 
Elective Care 
 

 
 
The CCG and local main provider are increasing the ratio of day-case to elective procedures to 
improve efficiency.  The provider has recently implemented a new theatre suite and has a dedicated 
day-case unit.  The CCG and trust are reviewing locally the commissioning for Value pack to improve 
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effectiveness.  The impact of this has not been taken into account above but it is anticipated that this 
will have a significant effect in a number of specialties e.g. gastroenterology. 
 
 
A&E attendances 
 

 
 
 
A&E attendances have remained stable over 2013/14 and have been predicted to continue at the 
current level.  A number of initiatives have been carried out at the local provider to achieve this level of 
stability additional schemes will be put in place over the planning period to ensure that the level 
remains stable. 
 
Non Elective Admissions 
 

 
 
The connecting care strategy focusses on decreasing non elective activity.  The main drivers of a 
reduction in NEL admissions are Extended Practice Teams and additional beds in community to 
prevent admission and ensure earlier discharge. 
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Better Care Fund 
 
Permanent admissions of older people (aged 65 and over) to residential and nursing care 
homes per 100,000 population: 
 
The English average is currently 690.3 admissions per 100,000 population, whilst across the Cheshire 
East area we currently reporting achievement at 561.1.  We know that current performance reported is 
distorted by the treatment and categorisation of our respite care, which we believe is incorrect, 
resulting in an increased baseline.  We will review our baseline during the early part of 2014/15 and 
following this review we will determine our collective ambition around the level of improvement we 
wish to achieve. 
  
Proportion of older people (aged 65 and over) who were still at home 91 days after discharge 
from hospital into re-ablement / rehabilitation services: 
 
The English average is currently 82.6% of older people remaining in their own homes after 91 days 
from discharge from hospital, whilst across Cheshire East 79.3% were still at home.  It is important to 
note that across the Cheshire East area whilst our % performance is lower than the national average 
our delivery is to a larger % of the population, which will have a greater impact as we improve the 
proportion of older people still at home after 91 days.   Our aim is to improve performance by 
continuing to expand the number of older people who have received reablement services whilst also 
seeking to increase those staying at home more than 91 days by 1% each year, until we reach our 
ambition of being upper quartile. 
 
Delayed transfers of care from hospital per 100,000 population: 
 
The English average is currently not known so it is not possible to compare the local performance 
against the national delivery.  Locally across the Cheshire East area we are currently achieving 
302.75 and will aim to reduce this by 5% from our baseline by 31 March 2015, continuing to improve 
on that performance year on year until we are recording high quartile performance.  Detailed below is 
a graph showing the average monthly delays from April 2011, which is one of the indicators being 
monitored locally: 
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Avoidable emergency admissions: 
 
We have detailed our performance below for our two CCGs along with our collective ambition to 
improve performance, reflecting the differing age profiles of the two CCGs. 
 
Await the information provided by NHS England. 
 

CCG English Avg Baseline March ‘15 
South - 2,093.3 Tbc 
East - 2,211.0 Tbc 

 
 
The projected trajectory below is Eastern Cheshire CCG’s plan,  included in the “ year 2014/16 
Operational Plan. 
 

 
Baseline 2014/15 2015/16 2016/17 2017/18 2018/19 

2026.6 2026.6 2016.467 2006.334 1965.802 1823.94 
 
 
At Mid Cheshire Hospital Foundation Trust (MCHFT), South Cheshire CCG  and Vale Royal CCG we 
have invested in additional services within the hospital setting (A&E) in particular to increase levels of 
staffing to treat patients quickly. There has been detailed analysis of the flow of patients both in A&E, 
but also across the wider hospital services to target those areas needing improvement to ensure the “ 
front door” is not in crisis. The CCGs have also invested in alternatives to acute care beds – these are 
multi agency services outside of the hospital setting  ensuring patients can be discharged quickly, 
either from A&E or from hospital wards. The combination of investment and new services in place 
have meant that MCHFT has managed to deliver the four hour A&E target, and non elective 
admissions have remained on or slightly under plan for 2013/14.   
 
 
 
The experience of patients and service users: 
 
Proportion of people who feel supported to manage their long-term condition:  
 
The English average is currently tbc, whilst across the Cheshire East area we are currently achieving 
% of 74.1 in the South Cheshire CCG area and 77.5 in the Eastern Cheshire CCG area, with an aim 
to increase this to upper quartile levels by 31 March 2015.  It is notable to state that within the south 
there are 18 GP practices and 23 GP practices in the east. 
 
The table below is the Eastern Cheshire CCG submission in the operating plan to cover 
“what is your ambition for improving the health related quality of life for people with long term 
conditions” 
 
 
 
 
 
 
 
 



 

123 
 

 

Average EQ-5D score 
for people reporting 
having one or more 
long-term condition 

Baseline 77.50 
2014/15 78.60 
2015/16 79.70 
2016/17 80.80 
2017/18 81.90 
2018/19 83.00 

 
 
 
Locally important indicators: 
 
Whilst these national indicators will provide an important measure of success in creating a more 
integrated model of care and support services, it is also important that partners monitor local 
outcomes that are tailored to the pressures that we know exist within local services.  Therefore, 
alongside these national outcomes, we have focussed on the area where we know we need to make 
significant improvements 
 
Direct admissions from hospital to long-term care settings:  
 
Information needed, this is a common theme across the CE HWB area for both Councils as we both 
have challenges with direct admissions from hospital to long term care settings. 
 
Our local performance is x against our regional comparator performance of y.  We will seek to improve 
this performance to upper quartile levels within a three year period. 
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APPENDICIES 
 
Glossary of Terms 
 
A Call to Action This is an NHS England document and programme of action focused on the 
challenge to staff, the public and politicians to help the NHS meet future demands and tackle the 
funding gap through honest and realistic debate. 
 
Better Care Fund (BCF) A single pooled budget for health and social care services to work more 
closely together in local areas, based on a plan agreed between the NHS and local authorities. 
 
Care.data An information system which will make increased use of information from medical records 
with the intention of improving health services. The system is being delivered by the Health and Social 
Care Information Centre (HSCIC) and NHS England on behalf of the NHS. 
 
Commissioning for Quality and Innovation (CQUIN) The system introduced in 2009 to make a 
proportion of healthcare providers’ income conditional on demonstrating improvements in quality and 
innovation in specified areas of care. 
 
Everyone Counts: Planning for Patients 2013/14 outlines the priorities, incentives and levers that 
were used to improve services from April 2013, the first year of the new NHS, where improvement 
was driven by clinical commissioners. 
 
Friends and Family Test The Friends and Family Test (FFT) aims to provide a simple headline 
metric which, when combined with follow-up questions, can drive a culture change of continuous 
recognition of good practice and potential improvements in the quality of the care received by NHS 
patients and service users. 
 
CCG Outcomes Indicator Set (CCG OIS) The CCG Outcomes Indicator Set is part of the NHS 
England’s systematic approach to promoting quality improvement. Its aim is to support clinical 
commissioning groups and health and wellbeing partners in improving health outcomes by providing 
comparative information on the quality of health services commissioned by CCGs and the associated 
health outcomes – and to support transparency and accountability by making this information 
available to patients and the public. 
 
Compassion in Practice Compassion in Practice is the three year vision and strategy for nursing, 
midwifery and care staff drawn up by NHS England and the Department of Health. 
 
NHS Outcomes Framework The NHS Outcomes Framework sets out the outcomes and 
corresponding indicators used to hold NHS England to account for improvements in health outcomes. 
 
Quality Premium The Quality Premium rewards CCGs for improvements in the quality of the services 
that they commission and for associated improvements in health outcomes and reducing inequalities. 
 
Unit of Planning A number of CCGs who have joined together with relevant Area Teams, providers, 
Local Authorities and Health and Wellbeing Boards to create a footprint of a size large enough to 
enable effective strategic planning. 
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