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RECOMMENDATIONS/DECISION
REQUIRED:

The Governing Body are requested to review the information,
support the actions noted within the paper and identify any
further actions required as/if necessary.

EXECUTIVE SUMMARY
The purpose of this report is to: To inform the CCG Governing Body the Committees and Sub
Groups of the NHS Early Warning System (EWS).
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Briefing Paper
The Early Warning System (EWS)
1

Background
Looking back the National Quality Board (NQB) has published a number of reports relating to
maintaining quality during the transitional phase. ‘Maintaining and Improving Quality during the
Transition’ (March 2011) considered the mechanisms that should be in place to ensure
resilience in maintaining patient safety and quality throughout service and organisational
reconfigurations. This report built on a previous publication ‘A Review of Early Warning Systems
in the NHS’ (NQB, 2010). This report recommended that Provider Boards be given further
guidance on how best to govern for quality. This follows recommendations that came out of the
reviews of the serious failings at Mid Staffordshire NHS Foundation Trust, which found that
there had been a breakdown in the structures and governance of the Board resulting in an
overall lack of focus on quality at the organisation.
More recently, the NQB has published:


‘How to: Maintain Quality during the Transition: Preparing for Handover’ (May 2012).
This paper prompted the Wigan Borough Clinical Commissioning Group (the CCG) to
refresh the existing ‘Legacy Document’ and also the ‘Francis Report Action Plans’
relating to the three main providers (Acute, Community and Mental Health).



‘Quality in the new health system - maintaining and improving quality from April 2013’
(August 2012). The focus of this latest report is how the new health system will work
together to identify, respond to and prevent serious failures in quality. The report is in
draft form so that it can be updated in the light of findings or recommendations from the
Mid Staffordshire NHS Foundation Trust Public Inquiry, when this is finally published.

The NHS North of England Publication - Getting Ready for 2013, Lessons from the MidStaffordshire Inquiry - Guidance for Clinical Commissioning Groups (June 2012), notes that
CCGs will need more robust Early Warning Systems of poor quality care based on qualitative
feedback and stories from patients as well as clinical indicators. CCGs will also need to be
assertive in the way they monitor contract outputs and outcomes. It has been suggested that at
a national level service specific Early Warning Systems combining clinical indicators and
patient experience might be helpful to support CCGs in monitoring the quality of local services.
2

Purpose of Report
To inform the CCG Governing Body the Committees and Sub Groups of the Early Warning
System (EWS).

3.

What is the EWS
The EWS comprises of the systems and process, and values and behaviours which make up a
system for the early detection and prevention of serious failures.

4.

NHS Greater Manchester (the position at May 2012)
NHS Greater Manchester produced a report that provided an opportunity to note an emerging
GM EWS. (May 2012). The report captured information about the quality of care achieved by
Acute Provider Organisations across a GM footprint. The idea was for Commissioners to be
able to monitor the current quality performance of providers by routinely collating available
‘hard’ and ‘soft’ intelligence from a wide range of sources. The set of indicators had been
developed using the NHS Operating Framework indicators for 2012/2013, local and regional
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priorities, data published by regulators (e.g. CQC), and ‘soft’ data such as information from
clinical audits, and serious incidents. The target audience at that time were asked not to share
the document as the data held was provisional, unconfirmed and not available publicly. The
presentation however, provided an opportunity to achieve a quick overview of quality in acute
provider organisations. The plan at that time was to use the EWS to collate information about
the management of and response to identified issues, and to offer the EWS to CCG
commissioners as part of the CSS offer.
5.

Development of the EWS
Until the CCG has an appointed and functioning Quality and Safety Team, it is recommended
that existing data captured within documents such as the ‘Performance Report’ and ‘CQUIN’
should be utilised to assist to establish the EWS Dashboard.
The following are examples of information collated by a EWS dashboard:
 Risk assessment for VTE
 Healthcare associated infections e.g. MRSA and Clostridium Difficile
 Advancing quality measures e.g. heart failure, stroke, pneumonia
 National Patient Safety Alerts
 Standardised Hospital Mortality Index (SHMI)
 CQC mortality outlier alerts
 Serious untoward incidents
 CQC quality and risk profiles
 NICE compliance
6. Current Gaps
The new arrangements for Clinical Commissioning Groups (CCGs) are taking shape and there
are significant expectations on what they will be able to achieve. In order to deliver the agenda
the following will need to be established:




CCG Quality and Safety Team formed;
Quality and safety roles and functions fully embedded;
Responsibility for the management of the Provider Clinical Quality Review (CQR). The
Quality Team schematic process is outlined below.

WIGAN BOROUGH CCG GOVERNING BODY

Clinical Governance Committee

Finance and Performance Committee

EWS Working Group

CONTRACT MONITORING GROUP

Provider CQR

Performance
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Finance

7.

Interim Recommendations
The Provider CQR Groups would under normal circumstances are well placed to manage the
introduction and performance of the EWS dashboard once fully established. In the interim and
in preparation for the full establishment of the Quality Team roles and functions it is
recommended that:


A EWS Working Group is established as a sub group of the Clinical Governance
Committee. Using both hard and soft intelligence the group will access and review
existing data and information, which should enable the identification of emergent
themes, trends, potential areas of clinical risk and importantly to identify the
effectiveness of the related provider/commissioner management plans.



The EWS Working Group should also be tasked with the development of a EWS
dashboard. The dashboard will provide a high level oversight in relation to key areas as
noted in section 5 in relation the main provider organisations. The Clinical Governance
Committee would use this strategic overview of the quality issues to engage with
Providers.



The Clinical Governance Committee will be tasked with setting the Terms of Reference
(ToR) for the EWS Working Group, and should also review again its ToR to ensure that
future challenges are met, for example the capture of qualitative data, such as Patient
Stories and Commissioner Site Visits etc.

The Governing Body are requested to support the actions specified within the document and
identify any further actions required as/if necessary.
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RECOMMENDATIONS/DECISION
REQUIRED:

For Information

EXECUTIVE SUMMARY
The report provides the Board with an overview of the current and future commissioning
arrangements for substance misuse in Wigan Borough.
All existing drug and alcohol contracts expire on 31st March 2013, and a new integrated drug
and alcohol outcome focused will replace the current approach from 1st April 2013. The new
model aims to deliver greater opportunities for individuals affected by substance misuse to
achieve sustainable recovery.
The recovery outcome focused model is based on inviting tenders for three blocks of service:
i)
Intake and Clinical
ii)
Case Coordination
iii)
Recovery
The procurement exercise is currently in progress. The Joint Commissioning Group met on 9th
November 2012 to agree on the providers to invite to interview. The Interview Panel will take
place on 26th and 27th November 2012 to decide the successful provider. The contract award
decision will be made public in December.
Further updates will be provided to the Board following contract award.

Information
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Item 7.2

Wigan Borough Clinical Commissioning Group Board

SUBSTANCE MISUSE COMMISSIONING UPDATE
David Gray, Drugs Business Manager, Wigan Council.

1.0 OVERVIEW
The current drug and alcohol provider contracts expire on 31st March 2013, and a
procurement exercise is currently in progress for providers to deliver a new
substance misuse model in Wigan from 1st April 2013.

2.0 COMMISSIONING ARRANGEMENTS
2.1 Current Arrangements
The Drug and Alcohol Action Team in Wigan Council manage the commissioning and
management of substance misuse services in the borough on behalf of the CCG and
Local Authority. This is supported through a section 75 agreement where substance
misuse funding is transferred to the Local Authority to procure services on behalf of
the CCG and Local Authority based on local need identified in a Joint Strategic
Needs Assessment.
2.2 Future Arrangements
As part of the Public Health transition, the funding received for substance misuse will
transfer from the CCG to the Local Authority from 1st April 2013. The Drug and
Alcohol Action Team will continue to procure and contract manage services under
the new arrangements. The CCG will continue to be heavily involved in local
decision making through the Health and Wellbeing and Joint Commissioning
arrangements.

3.0 SUBSTANCE MISUSE PROCUREMENT
3.1 Context
National and local strategies and approaches to substance misuse delivery have
changed considerably since the last procurement process in Wigan. The last
substance misuse tender in 2005/06 in Wigan was based on an ‘input and retention’
approach following national directives to improve access to services and retain
individuals in treatment to minimise risk and harm.
Most recent national strategies are now focused on individuals achieving sustainable
recovery from substance misuse by ‘Building Recovery in Communities’.
The Local Authority and CCG are committed to ensuring that the local system is
reoriented from an intake and retention model to an sustainable outcome model that
integrates both drugs and alcohol in local delivery.
3.2 Current Contracts
All substance misuse contracts expire on 31/03/13. With this in mind, Local Authority
and CCG Commissioners developed an Recovery Oriented outcome focused model
that integrates drug and alcohol approaches and forms the basis of the tender.
3.3 The New Model

3.3.1 Overview of the Model
The model is based on the Commissioning of three lots of activity, which replaces
eight previous lots and a series of negotiated contracts to deliver specific drug and
alcohol interventions.
The lots out for tender are:
i)
Lot 1: Intake and Clinical Service
ii)
Lot 2: Case Coordination
iii)
Lot 3: Recovery Support

The model will retain and improve the existing elements of strong performance from
the current contracts, and it supports stronger engagement with local stakeholders as
greater outcomes are achievable in partnership.
Commissioners want to see Case co-ordination delivering much greater therapeutic
interventions as opposed to being predominantly based on ensuring medical
management and retention. Therefore, innovation in case coordination will need to
be demonstrated, as well as the range of interventions offered to ensure sustainable
recovery.
The model will incorporate interventions and support that enable full recovery, such
as employment support and job opportunities.
3.3.2 Payment by Results
Wigan is a national pilot for Payment by Results (PbR) and this tool is incorporated in
the model to ensure financial incentives for providers to achieve desired outcomes.
PbR accounts for 20% of the contract value across all lots to achieve the following:
 Successful completion from service (free from presenting drug)
 Non-representation to service within 6 months.
 Sustained employment up to 26 weeks.
 Reduced Reoffending
 Abstinent from presenting drug whilst in service.
 Full Health check including vaccinations completed.
3.3.3 Added Value

Tenders were required to submit the added value they would bring to delivering
against wider Building Stronger Communities Partnership priorities (e.g. domestic
abuse, reducing reoffending, confident families).
Commissioners heavily
emphasised that partnership bids will be looked upon favourably as different skill sets
are required to achieve sustainable outcomes.

4.0 Tender Process
The CCG Board has been updated with progress of the procurement process
through the monthly Board reports.
Providers are invited to submit tenders for all three lots, but the provider that is
awarded Lot 1 will not be awarded lots 2 and 3, in line with the independent tariff
setting function required for Payment by Results, and Commissioner desire to free
case coordination from a primary clinical focus (albeit acknowledging that strong links
with the intake and clinical team are required).
The latest position is that tenders are currently being evaluated. The Joint
Commissioning Group agreed on the providers to bring to interview at a meeting on
9th November 2012. An interview panel is set for 26th and 27th November where
commissioners will decide on the future providers.
The panel includes
representatives from Wigan Council, a member GP and a manager from Wigan
Borough CCG. Contract award will be made public in December, and meetings with
the new providers and partnership stakeholders will commence in January 2013, with
the new provider in place from 1st April 2013.

5.0 Next Steps
A further update will be provided to the CCG Board following contract award, which
will outline the successful providers and the implementation timetable.
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RECOMMENDATIONS/DECISION
REQUIRED:



Receive the mandate



Agree the review of existing plans against the
mandate

EXECUTIVE SUMMARY


The mandate sets out the strategic direction for the National Commissioning Board and
will be the driver for support and oversight of Clinical Commissioning Groups



The objectives outlined in the mandate will need to be reflected in our planning,
prioritising and performance monitoring and after a more detailed review of the detail,
further reports will be brought to Board outlining any implications

FURTHER ACTION REQUIRED:

Receive further reports as appropriate
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NHS Mandate

1.
1.1

Introduction
The Health and Social Care Act of 2012 outlines the Secretary of State’s duty to
promote a comprehensive health service

1.2

Part 1 Section 1 of the Act outlines the duty of the Secretary of State to continue the
promotion in England of a comprehensive health service designed to secure
improvement.
a) In the physical and mental health of the people of England, and
b) In the prevention, diagnosis and treatment of physical and mental illness.

1.3

The Secretary of State retains ministerial responsibility for Parliament for the provision
of the health service in England

1.4

The Act also establishes a new corporate body known as the National Commissioning
Board

1.5

The National Commissioning Board is subject to the duty outlined in paragraph 1.2
above with the Secretary of State

1.6

In discharging that duty the Board:
a) Has the function of arranging for the provision of services for the purposes of the
health service in England and
b) Must exercise the functions conferred on it by the Act in relation to clinical
commissioning groups so as to secure that services are provided for these
purposes.

2.
2.1

The Mandate to the National Commissioning Board
Before the start of each financial year, the Secretary of State must publish and lay
before Parliament a document known as “the mandate”

2.2

The Secretary of State must specify in the mandate:
a) The objectives that the Secretary of State considers the Board should seek to
achieve in the exercise of its functions during the financial year and any
subsequent financial years.
b) Any requirements that the Secretary of State considers it necessary to impose
on the Board for the purpose of ensuring that it achieves those objectives.
The mandate will specify:
 Objectives for the Board
 Financial Allocations

2.3
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How the Board’s performance will be assessed

3.
3.1

The Mandate
The mandate sets out the strategic direction for the National Commissioning Board and
will be the driver for support and oversight of Clinical Commissioning Groups

3.2
3.3

A copy of the document is attached for Board members information.
The objectives outlined in the mandate will need to be reflected in our planning,
prioritising and performance monitoring and after a more detailed review of the content,
further reports will be brought to Board outlining any implications for us

4.
4.1

Conclusions / Recommendations
Board is asked to:
 Receive the mandate
 Agree the review of existing plans against the mandate
 Receive further reports as appropriate
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Foreword
Now in its sixty-fifth year, the NHS remains as vital and as respected as ever.
Millions of us depend upon it every week, and through the dedication of thousands of
professionals, we do so in confidence that it will be there for us, whatever our background
or needs.
I am immensely proud of what the NHS has achieved, not only for the extraordinary things it
does for us as individuals, but also for what it says about us as a nation.
This mandate – the first of its kind in the world – underlines my responsibility as Health
Secretary to preserve and defend those principles to which we all remain indebted.
The most important of these is that the NHS remains comprehensive and universal, free at the
point of delivery, and available to all based on clinical need. Under this Government, that will
never change.
Yet the Mandate reflects a second responsibility – to ensure the NHS stays relevant and trusted
in a rapidly changing world.
Never in its history has the NHS had to face such a profound shift in our needs and expectations.
An ageing population, rising costs of treatments, and a huge increase in the number of us with
long‑term, often multiple conditions are rewriting our relationship with health and care, all at a
time of acute pressure on public finances.
These challenges go to the heart of the objectives I am setting the NHS Commissioning Board.
By offering health professionals more power and space, and by focusing on the things that
people tell us matter most, we will make sure the NHS responds decisively and stays ahead of
the game.
Similarly, whilst most people experience excellent care, nobody claims the NHS today is perfect.
I therefore want us to open every possible window into performance, so that we expose and
prevent poor care, inspire the whole NHS to aim higher, and give everyone more confidence in
the services they use.
Last century, the NHS set itself the highest ideals of compassion and dignity, carried by a
commitment to the very best standards of treatment and support.
This mandate shows how we will honour that promise for the 21st century – and ensure our
proudest creation continues to be our finest.
JEREMY HUNT
Secretary of State for Health
3

Introduction
The NHS belongs to the people. It is there to improve our health and wellbeing, supporting
us to keep mentally and physically well, to get better when we are ill, and when we
cannot fully recover, to stay as well as we can to the end of our lives. It works at the limits
of science – bringing the highest levels of human knowledge and skill to save lives and
improve health. It touches our lives at times of most basic human need, when care and
compassion matter most. The NHS is founded on a set of common principles and values
that bind together the communities and people it serves – patients and the public – and the
staff who work for it.

The NHS Constitution
1.

As a nation, we are proud of what the NHS has achieved and the values it stands for.
But public expectations of good healthcare do not stand still. So on behalf of the
people of England, patients and those who care for them, this first mandate to the
NHS Commissioning Board sets out our ambitions for how the NHS needs to
improve. It covers the period from April 2013 to the end of March 2015.

2.

It is the Government’s privilege to serve as guardian of the NHS and its founding
values. We will safeguard, uphold and promote the NHS Constitution; and this is also
required of the NHS Commissioning Board.

3.

The NHS is there for everyone, irrespective of background. The Government will
continue to promote the NHS as a comprehensive and universal service, free at the
point of delivery and available to all based on clinical need, not ability to pay. We will
increase health spending in real terms in each year of this Parliament. We will not
introduce new patient charges.

4.

The creation of an independent NHS Commissioning Board, and this mandate to the
Board from the Government, mark a new model of leadership for the NHS in
England, in which Ministers are more transparent about their objectives while giving
local healthcare professionals independence over how to meet them.

5.

The NHS budget is entrusted to the Board, which shares with the Secretary of State
for Health the legal duty to promote a comprehensive health service. The Board
oversees the delivery of NHS services, including continuous improvement of the
quality of treatment and care, through healthcare professionals making decisions
about services based on the needs of their communities. The Board is subject to a
wide range of statutory duties, and is accountable to the Secretary of State and the
public for how well it performs these.
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6.

This mandate plays a vital role in setting out the strategic direction for the Board and
ensuring it is democratically accountable. It is the main basis of Ministerial instruction
to the NHS, which must be operationally independent and clinically-led. Other than
in exceptional circumstances, including a general election, it cannot be changed in
the course of the year without the agreement of the Board. The Mandate is therefore
intended to provide the NHS with much greater stability to plan ahead.

7.

The Board is legally required to pursue the objectives in this document1. However it
will only succeed through releasing the energy, ideas and enthusiasm of frontline
staff and organisations. The importance of this principle is reflected in the legal duties
on the Secretary of State and the NHS Commissioning Board as to promoting the
autonomy of local clinical commissioners and others.

8.

The scale of what we ask will take many years to achieve, but if the Board is
successful, by March 2015 improvement across the NHS will be clear. By then,
patients will see real and positive change in how they use health services, and how
different organisations work together to support them.

9.

The Government’s ambition for excellent care is not just for those services or groups
of patients mentioned in this document, but for everyone regardless of income,
location, age, gender, ethnicity or any other characteristic. Yet across these groups
there are still too many longstanding and unjustifiable inequalities in access to services,
in the quality of care, and in health outcomes for patients. The NHS is a universal
service for the people of England, and the NHS Commissioning Board is under specific
legal duties in relation to tackling health inequalities and advancing equality. The
Government will hold the Board to account for how well it discharges these duties.

10.

The objectives in this mandate focus on those areas identified as being of greatest
importance to people. They include transforming how well the NHS performs by:

• preventing ill-health, and providing better early diagnosis and treatment of
conditions such as cancer and heart disease, so that more of us can enjoy the
prospect of a long and healthy old age (see section 1);

• managing ongoing physical and mental health conditions such as dementia,
diabetes and depression – so that we, our families and our carers can experience a
better quality of life; and so that care feels much more joined up, right across GP
surgeries, district nurses and midwives, care homes and hospitals (see section 2);

• helping us recover from episodes of ill health such as stroke or following injury
(see section 3);
1 See section 13A(2) of the National Health Service Act 2006, as inserted by the Health and Social Care Act
2012
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• making sure we experience better care, not just better treatment, so that we can
expect to be treated with compassion, dignity and respect (see section 4);

• providing safe care – so that we are treated in a clean and safe environment and
have a lower risk of the NHS giving us infections, blood clots or bed sores (see
section 5).
11.

These areas correspond to the five parts of the NHS Outcomes Framework, which are
listed in this document and will be used to measure progress. The framework will be
kept up to date to reflect changing public and professional priorities, and balanced to
reduce distortion or perverse incentives from focusing inappropriately on some areas
at the expense of others. In order to allow space for local innovation at the front line,
both the Government and the NHS Commissioning Board will seek to ensure that
local NHS organisations are held to account through outcome rather than process
objectives. As one of its objectives, the Board will need to demonstrate progress
against the five parts and all of the outcome indicators in the framework – including,
where possible, by comparing our services and outcomes with the best in the world.

12.

As part of this, the Government has identified the following priority areas where it is
expecting particular progress to be made: (i) improving standards of care and not just
treatment, especially for older people and at the end of people’s lives; (ii) the
diagnosis, treatment and care of people with dementia; (iii) supporting people with
multiple long-term physical and mental health conditions, particularly by embracing
opportunities created by technology, and delivering a service that values mental and
physical health equally; (iv) preventing premature deaths from the biggest killers; (v)
furthering economic growth, including supporting people with health conditions to
remain in or find work. The Board is also expected to play a full role in supporting
public service reform.

13.

These priorities reflect the Government’s absolute commitment to high quality
healthcare for all, while highlighting the important additional role the NHS can play
in supporting economic recovery.

14.

The Mandate is not exhaustive. As part of the changes in the relationship between
the Government and the NHS, the Board has agreed to play its full part in fulfilling
pre-existing government commitments not specifically mentioned in the Mandate.
For its part, the Government will exercise discipline by not seeking to introduce new
objectives for the Board between one mandate and the next.

15.

In all it does, whether in the Mandate or not, whether supporting local commissioners
or commissioning services itself, the Commissioning Board is legally bound to pursue
the goal of continuous improvement in the quality of health services.
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1. P
 reventing people from dying
prematurely
1.1

We want people to live longer, and with a better quality of life. Too many people die
too soon from illnesses that can be prevented or treated. From cancer, liver and lung
disease – and for babies and young children, England’s rates of premature mortality are
worse than those in many other European countries. There are also persistent
inequalities in life expectancy and healthy life expectancy between communities and
groups, which need to be urgently addressed by the NHS Commissioning Board.

1.2

About 20,000 lives a year would be saved if our mortality rates were reduced to the
level of the best in Europe. We are under a moral imperative to act, so that more of us,
our families, friends and neighbours, may enjoy the prospect of an independent and
active old age. Our ambition is for England to become one of the most successful
countries in Europe at preventing premature deaths, and our objective for the NHS
Commissioning Board is to make measurable progress towards this outcome by 2016.

1.3

National and local government, the NHS Commissioning Board, Public Health England
and others will all need to take action, with each organisation having the same goal.
All will need to invest time now in developing strong partnerships, so that rapid
progress can be made from April 2013.

1.4

Only after many years of sustained effort and innovation will this ambition be realised.
Along the way, the NHS Commissioning Board’s objective is to make significant
progress:

• in supporting the earlier diagnosis of illness, particularly through appropriate use
of primary care, and tackling risk factors such as high blood pressure and
cholesterol. This includes working with Public Health England to support local
government in the roll out of NHS Health Checks;

• in ensuring people have access to the right treatment when they need it, including
drugs and treatments recommended by the National Institute for Health and Care
Excellence (NICE), and services for children and adults with mental health problems;

• in reducing unjustified variation between hospitals in avoidable deaths, so that
standards in all hospitals are closer to those of the best. The NHS should measure
and publish outcome data for all major services by 2015, broken down by local
clinical commissioning groups (CCGs) where patient numbers are adequate, as
well as by those teams and organisations providing care. To support this, the
Government will strengthen quality accounts, which all providers are legally
required to publish to account for the quality of their services;
7
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• in focusing the NHS on preventing illness, with staff using every contact they
have with people as an opportunity to help people stay in good health – by not
smoking, eating healthily, drinking less alcohol, and exercising more. As the
country’s largest employer, the NHS should also make an important contribution
by promoting the mental and physical health and wellbeing of its own workforce.
Preventing people from dying prematurely: Key areas where progress will be expected
(Part one of the NHS Outcomes Framework)
Overarching indicators
1a Potential Years of Life Lost (PYLL) from causes considered amenable to health care
(This is a measure of premature deaths that can be avoided through timely and effective
healthcare.)
i Adults ii Children and young people
1b Life expectancy at 75, i males ii females
Improvement areas:
Reducing premature mortality from the major causes of death
1.1 Under 75 mortality rate from cardiovascular disease
1.2 Under 75 mortality rate from respiratory disease
1.3 Under 75 mortality rate from liver disease
1.4 Under 75 mortality from cancer
i One- and ii Five-year survival from all cancers
iii One- and iv Five-year survival from breast, lung and colorectal cancer
Reducing premature death in people with serious mental illness
1.5 Excess under 75 mortality rate in adults with serious mental illness
Reducing deaths in babies and young children
1.6.i Infant mortality
1.6.ii Neonatal mortality and stillbirths
1.6.iii Five-year survival from all cancers in children
Reducing premature death in people with learning disabilities
1.7 Excess under 60 mortality in adults with learning disabilities
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2. E nhancing quality of life for
people with long-term conditions
2.1

We want to empower and support the increasing number of people living with
long‑term conditions. One in three people are living with at least one chronic
condition, such as hypertension, diabetes or depression. By 2018 nearly three
million people, mainly older people, will have three or more conditions all at once.

2.2

Too many people with ongoing health problems are treated as a collection of
symptoms not a person. Simple things like getting a repeat prescription or making an
appointment need to be much easier. People should expect the right support to help
them manage their long‑term conditions so that they do not end up in hospital
needlessly or find that they can no longer work because of mental or physical illness.
We need the NHS to do much better for people with long‑term conditions or
disabilities in the future. To stay relevant to our changing needs, different parts of the
NHS have to work more effectively with each other and with other organisations,
such as social services, to drive joined-up care.

2.3

To address these challenges, the NHS Commissioning Board’s objective is to make
measurable progress towards making the NHS among the best in Europe at
supporting people with ongoing health problems to live healthily and independently,
with much better control over the care they receive.

2.4

By 2013, the new 111 phoneline will be up and running for non-emergency care. By
March 2015, we expect the Board to have made particular progress in four key areas:
(i) involving people in their own care; (ii) the use of technology; (iii) better integration
of services; and (iv) the diagnosis, treatment and care of those with dementia.

2.5

The NHS Commissioning Board’s objective is to ensure the NHS becomes
dramatically better at involving patients and their carers, and empowering them to
manage and make decisions about their own care and treatment. For all the hours
that most people spend with a doctor or nurse, they spend thousands more looking
after themselves or a loved one. Achieving this objective would mean that by 2015:

• far more people will have developed the knowledge, skills and confidence to
manage their own health, so they can live their lives to the full;

• everyone with long-term conditions, including people with mental health
problems, will be offered a personalised care plan that reflects their preferences
and agreed decisions;
9
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• patients who could benefit will have the option to hold their own personal health
budget, subject to the evaluation of the pilot programme, as a way to have even
more control over their care;

• the five million carers looking after friends and family members will routinely have
access to information and advice about the support available – including respite
care.
2.6

In a digital age, it is crucial that the NHS not only operates at the limits of medical
science, but also increasingly at the forefront of new technologies. The Board’s
objective is to achieve a significant increase in the use of technology to help
people manage their health and care. In particular, the Government expects that by
March 2015:

• everyone who wishes will be able to get online access to their own health records
held by their GP. The Board should promote the implementation of electronic
records in all health and care settings and should work with relevant organisations
to set national information standards to support integration;

• clear plans will be in place to enable secure linking of these electronic health and
care records wherever they are held, so there is as complete a record as possible
of the care someone receives;

• clear plans will be in place for those records to be able to follow individuals, with
their consent, to any part of the NHS or social care system;

• everyone will be able to book GP appointments and order repeat prescriptions
online;

• everyone will be able to have secure electronic communication with their GP
practice, with the option of e-consultations becoming much more widely
available;

• significant progress will be made towards three million people with long‑term
conditions being able to benefit from telehealth and telecare by 2017; supporting
them to manage and monitor their condition at home, and reducing the need for
avoidable visits to their GP practice and hospital.
2.7

As a leader of the health system, the NHS Commissioning Board is uniquely placed to
coordinate a major drive for better integration of care across different services, to
enable local implementation at scale and with pace from April 2013.

2.8

The focus should be on what we are achieving for individuals rather than for
organisations – in other words care which feels more joined-up to the users of
services, with the aim of maintaining their health and wellbeing and preventing their
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condition deteriorating, so far as is possible. We want to see improvements in the
way that care:

• is coordinated around the needs, convenience and choices of patients, their carers
and families – rather than the interests of organisations that provide care;

• centres on the person as a whole, rather than on specific conditions;
• ensures people experience smooth transitions between care settings and
organisations, including between primary and secondary care, mental and physical
health services, children’s and adult services, and health and social care – thereby
helping to reduce health inequalities;

• empowers service users so that they are better equipped to manage their own
care, as far as they want and are able to.
2.9

In taking forward this objective, we are asking the Board to drive and coordinate
engagement with local councils, CCGs and providers; and at national level, to work
with the Department of Health, Monitor, Health Education England, Public Health
England, and the Local Government Association, as well as other organisations that
want to contribute. The challenge is to tackle practical barriers that stop services
working together effectively, and for national organisations to provide help and
expertise where this will be needed, rather than to design and impose a blueprint.
Local commissioners have the vital role of stimulating the development of innovative
integrated provision – for example, across primary, secondary and social care, or for
frail elderly patients. In responding to the barriers revealed by their work, further
national action will be needed in a number of areas, including: better measurement
of user experience of seamless care; better use of technology to share information;
open and fair procurement practice; and new models of contracting and pricing
which reward value-based, integrated care that keeps people as healthy and
independent as possible.

2.10

Dementia is the illness most feared by people in England over the age of 55, yet
in the past it has not received the attention it needs. This has inspired the Prime
Minister’s Challenge on Dementia, which was launched in March 2012. The
Government’s goal is that the diagnosis, treatment and care of people with
dementia in England should be among the best in Europe.

2.11

The objective for the NHS Commissioning Board is to make measurable progress
towards achieving this by March 2015, in particular ensuring timely diagnosis and the
best available treatment for everyone who needs it, including support for their carers.
We want the Board to work with CCGs, driving significant improvements in diagnosis
of dementia, and capturing this in a national ambition for diagnosis rates built up
from local plans.
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2.12

The NHS Commissioning Board will publish the expected level of diagnosis across the
country through to March 2015. And because people with dementia, their carers and
professionals rightly need to feel confident that a diagnosis of dementia will improve
the lives of people with the disease, the Board should work with CCGs to support
local proposals for making the best treatment available across the country.

Enhancing quality of life for people with long-term conditions: Key areas where
progress will be expected
(Part two of the NHS Outcomes Framework)
Overarching indicator
2 Health related quality of life for people with long-term conditions
Improvement areas
Ensuring people feel supported to manage their condition
2.1 Proportion of people feeling supported to manage their condition
Improving functional ability in people with long-term conditions
2.2 Employment of people with long-term conditions
Reducing time spent hospital by people with long-term conditions
2.3.i Unplanned hospitalisation for chronic ambulatory care sensitive conditions (adults)
(Chronic ambulatory care sensitive conditions are those where the right treatment and
support in the community can help prevent people needing to be admitted to hospital.)
2.3.ii Unplanned hospitalisation for asthma, diabetes and epilepsy in under 19s
Enhancing quality of life for carers
2.4 Health-related quality of life for carers
Enhancing quality of life for people with mental illness
2.5 Employment of people with mental illness
Enhancing quality of life for people with dementia
2.6.i Estimated diagnosis rate for people with dementia
2.6.ii A measure of the effectiveness of post-diagnosis care in sustaining
independence and improving quality of life
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3. H
 elping people to recover from
episodes of ill health or following
injury
3.1

Every year, millions of people rely on the NHS to help them recover after an illness or
rehabilitate after injury. It does so not only through effective treatment but also
through ongoing help in recovering quickly and regaining independence – whether
from a planned operation such as a hip or knee replacement, an injury from a fall or
other accident, a respiratory infection in a young child, or a major emergency like a
stroke. Helping people get back as quickly or as much as possible to their everyday
lives is not something the NHS can achieve alone, but requires better partnership
with patients, families and carers, social services and other agencies.

3.2

Many parts of the NHS are world-leading in helping people to recover from ill health
or injury. Because standards are high overall, most people assume all NHS services are
equally good. Yet there are huge and unwarranted differences in quality and results
between services across the country – even between different teams in the same
hospital, or GP practices in the same vicinity.

3.3

An objective for the NHS Commissioning Board is to shine a light on variation and
unacceptable practice, to inspire and help people to learn from the best. We want a
revolution in transparency – so that the NHS leads the world in the availability of
information about the quality of services. This means:

• reporting results at the level of local councils, clinical commissioning groups,
providers of care and consultant-led teams;

• the systematic development of clinical audit and patient-reported outcome and
experience measures;

• real consideration of how to make it easy for patients and carers to give feedback
on their care and see reviews by other people, so that timely, easy-to-review
feedback on NHS services becomes the norm.
3.4

Better information may expose the need for change. For example, stroke services in
London have recently been brought together to provide rapid access to highly
specialised emergency treatment, significantly reducing mortality rates. Priority should
be given to changes to services which improve outcomes whilst also maintaining
access. Where local clinicians are proposing significant change to services, we want to
see better informed local decision-making about services, in which the public are fully
13
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consulted and involved. The NHS Commissioning Board’s objective is to ensure
that proposed changes meet four tests: (i) strong public and patient engagement;
ii) consistency with current and prospective need for patient choice; iii) a clear clinical
evidence base; and iv) support for proposals from clinical commissioners.
3.5

Treating mental and physical health conditions in a coordinated way, and with equal
priority, is essential to supporting recovery. Yet people with mental health problems
have worse outcomes for their physical healthcare, and those with physical
conditions often have mental health needs that go unrecognised. The NHS
Commissioning Board’s objective is to put mental health on a par with physical
health, and close the health gap between people with mental health problems and
the population as a whole.

3.6

By March 2015, we expect measurable progress towards achieving true parity of
esteem, where everyone who needs it has timely access to evidence-based services.
This will involve extending and ensuring more open access to the Improving Access
to Psychological Therapies (IAPT) programme, in particular for children and young
people, and for those out of work. The Board has agreed to play its full part in
delivering the commitments that at least 15% of adults with relevant disorders will
have timely access to services, with a recovery rate of 50%. The Board will work
with stakeholders to ensure implementation is at all times in line with the best
available evidence.

Helping people to recover from episodes of ill health or following injury:
Key areas where progress will be expected
(Part three of the NHS Outcomes Framework)
Overarching indicators
3a Emergency admissions for acute conditions that should not usually require hospital
admission
3b Emergency readmissions within 30 days of discharge from hospital
Improvement areas
Improving outcomes from planned treatments
3.1 Total health gain as assessed by patients for elective procedures
3.1.i Hip ii Knee replacement iii Groin Hernia iv Varicose veins
v Psychological therapies
(These indicators will measure the number of people accessing particular treatments and
whether patients report that they are effective.)
Preventing lower respiratory tract infections (LRTI) in children from becoming serious
3.2 Emergency admissions for children with lower respiratory tract infections (LRTI)
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Helping people to recover from episodes of ill health or following injury:
Key areas where progress will be expected
(Part three of the NHS Outcomes Framework)
Improving recovery from injuries and trauma
3.3 Proportion of people who recover from major trauma
Improving recovery from stroke
3.4 Proportion of stroke patients reporting an improvement in activity/lifestyle on the
Modified Rankin Scale at 6 months
(The Modified Rankin Scale is commonly used to measure the degree of disability or
dependence following a stroke.)
Improving recovery from fragility fractures
3.5 The proportion of patients with fragility fractures recovering to their previous levels
of mobility/walking ability at i 30 days and ii 120 days
Helping older people to recover their independence after illness or injury
3.6.i Proportion of Older People (65 and over) who were still at home 91 days after
discharge from hospital into reablement/rehabilitation services
3.6.ii Proportion offered rehabilitation following discharge from acute or community
hospital.
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4. E nsuring that people have a
positive experience of care
4.1

The NHS is not there just to offer excellent treatment and support. It is there to care
for us. Quality of care is as important as quality of treatment, but the public are less
confident about consistency in care provision than they are about treatment.

4.2

No one going in to hospital should have to worry about being left in pain, unable to
eat or drink, or go to the toilet. And those who have relatives or friends who need
support should have peace of mind that they will be treated with compassion, respect
and dignity – whether at home or in residential care.

4.3

While most people receive excellent care, we have all been shocked by incidents of
major failings in care. It is frequently those who are very old or vulnerable who bear
the brunt – those with complex conditions, who are unlikely or unable to complain,
and who in some instances no longer have friends or family members who can fight
for them. As a society, as a health and care system, and as a Government, we all find
such failings abhorrent and intolerable. The Government is clear that, where serious
failures of care and treatment have occurred, managers in both the NHS and social
care sector will be better held to account.

4.4

In the early months of 2013, Robert Francis QC will publish the report of his
independent Public Inquiry into the lessons from Mid-Staffordshire NHS Foundation
Trust. Working in partnership with national agencies, including the Care Quality
Commission and Healthwatch England, Monitor, the professional regulators and
Royal Colleges, the NHS Commissioning Board and Health Education England, the
Government will bring about a response that is comprehensive, effective and lasting.
It will be important to ensure there is a credible, robust and independent inspection
regime across the entire health and care system.

4.5

Later in the autumn of 2012, the Government will issue a full and detailed response
to the appalling abuse that was witnessed at Winterbourne View private hospital.
The NHS Commissioning Board’s objective is to ensure that CCGs work with local
authorities to ensure that vulnerable people, particularly those with learning
disabilities and autism, receive safe, appropriate, high quality care. The presumption
should always be that services are local and that people remain in their communities;
we expect to see a substantial reduction in reliance on inpatient care for these groups
of people.
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4.6

Our ambition stretches beyond ensuring that all parts of the health and care system will
satisfy minimum standards of care. The NHS Commissioning Board’s objective is to
pursue the long-term aim of the NHS being recognised globally as having the highest
standards of caring, particularly for older people and at the end of people’s lives.

4.7

The quality of care is closely related to how well organisations engage, manage and
support their own staff. The NHS Constitution includes important pledges to staff who
provide NHS care, and the NHS Commissioning Board is required to promote the NHS
Constitution in carrying out its functions. The Board also has a statutory duty as to
promoting education and training, to support an effective system for its planning and
delivery. The Board should support Health Education England in ensuring that the
health workforce has the right values, skills and training to enable excellent care.

4.8

The Government also expects to see the Board make significant progress by March
2015 in two principal areas. The first objective is to make rapid progress in measuring
and understanding how people really feel about the care they receive and taking action
to address poor performance. The NHS staff survey provides important information
about organisations’ health, and it already asks whether staff would recommend their
place of work to a family member or friend as a high-quality place to receive treatment
and care (the ‘friends and family test’). However, staff are only asked this question
annually, and the Board should ensure that much more regular feedback on the ‘friends
and family test’ becomes the norm.

4.9

Part of this objective is for the NHS Commissioning Board to introduce the ‘friends and
family’ test for patients across the country: for all acute hospital inpatients and Accident
and Emergency patients from April 2013; for women who have used maternity services
from October 2013; and as rapidly as possible thereafter for all those using NHS
services. Hospitals with good scores on the ‘friends and family’ test will be financially
rewarded.

4.10

We want to boost professional and public pride in all the caring professions, and to
empower patients to demand improvements where care is not as good as it could be.
By 2015, a further part of this objective is to increase the proportion of people, across
all areas of care, who rate their experience as excellent or very good.

4.11

The second objective for the Board, which will require joined-up care between the NHS
and local authorities across health, education and social services, is to improve the
standards of care and experience for women and families during pregnancy and in the
early years for their children. As part of this, we want the Board to work with partner
organisations to ensure that the NHS:

• offers women the greatest possible choice of providers;
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• ensures every woman has a named midwife who is responsible for ensuring she
has personalised, one-to-one care throughout pregnancy, childbirth and during
the postnatal period, including additional support for those who have a maternal
health concern;

• reduces the incidence and impact of postnatal depression through earlier
diagnosis, and better intervention and support.
4.12

Our ambition is to help give children the best start in life, and promote their health
and resilience as they grow up; and the Government’s commitment to an additional
4,200 health visitors by 2015 will help to ensure this vital support for new families.
We expect to see the NHS, working together with schools and children’s social
services, supporting and safeguarding vulnerable, looked-after and adopted children,
through a more joined-up approach to addressing their needs. We welcome the
Board’s commitment to its full participation in local safeguarding arrangements for
vulnerable children and adults. We will work with the NHS Commissioning Board,
and Healthwatch England, to consider how best to ensure that the views of children,
especially those with specific healthcare needs, are listened to.

4.13

One area where there is a particular need for improvement, working in partnership
across different services, is in supporting children and young people with special
educational needs or disabilities. The Board’s objective is to ensure that they have
access to the services identified in their agreed care plan, and that parents of children
who could benefit have the option of a personal budget based on a single assessment
across health, social care and education.

4.14

Timely access to services is a critical part of our experience of care. The NHS should
be there for people when they need it; this means providing equally good care seven
days of the week, not just Monday to Friday. More generally, over the last decade,
the NHS has made enormous improvements in reducing waiting times for services.
The people of England expect all parts of the NHS to comply with the rights, and
fulfil the commitments set down in the NHS Constitution, including to maintain high
levels of performance in access to care. The Board’s objective is to uphold these
rights and commitments, and where possible to improve the levels of performance in
access to care.

4.15

Too often, access to services for people with mental health problems is more
restricted and waiting times are longer than for other services, with no robust system
of measurement in place even to quantify the scale of the problem. As part of its
objective to put mental health on a par with physical health, we expect the Board to
be able to comprehensively identify levels of access to, and waiting times for, mental
health services. We want the Board to work with CCGs to address unacceptable
delays and significantly improve access and waiting times for all mental health
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services, including IAPT. We will also work with the Board to consider new access
standards, including waiting times, for mental health services, including the financial
implications of any such standards.
Ensuring that people have a positive experience of care:
Key areas where progress will be expected
(Part four of the NHS Outcomes Framework)
Overarching indicators
4a Patient experience of primary care
i GP services ii GP out-of-hours services iii NHS Dental Services
4b Patient experience of hospital care
4c Friends and Family test
Improvement areas
Improving people’s experience of outpatient care
4.1 Patient experience of outpatient services
Improving hospitals’ responsiveness to personal needs
4.2 Responsiveness to in-patients’ personal needs
Improving people’s experience of accident and emergency services
4.3 Patient experience of A&E services
Improving access to primary care services
4.4 Access to i GP services and ii NHS dental services
Improving women and their families’ experience of maternity services
4.5 Women’s experience of maternity services
Improving the experience of care for people at the end of their lives
4.6 Bereaved carers’ views on the quality of care in the last 3 months of life
Improving the experience of healthcare for people with mental illness
4.7 Patient experience of community mental health services
Improving children and young people’s experience of healthcare
4.8 An indicator is under development
Improving people’s experience of integrated care
4.9 An indicator is under development
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5. T
 reating and caring for people
in a safe environment and
protecting them from avoidable
harm
5.1

As indicated in the NHS Constitution, patients should be able to expect to be treated
in a safe and clean environment and to be protected from avoidable harm. In recent
years the NHS has made progress in developing a culture of patient safety in the
NHS, through the introduction of stronger clinical governance within organisations.
But much remains to be done.

5.2

Improving patient safety involves many things: treating patients with dignity and
respect; high quality nursing care; creating systems that prevent both error and harm;
and creating a culture of learning from patient safety incidents, particularly events
that should never happen, such as wrong site surgery, to prevent them from
happening again.

5.3

The NHS Commissioning Board’s objective is to continue to reduce avoidable harm
and make measurable progress by 2015 to embed a culture of patient safety in the
NHS including through improved reporting of incidents.

5.4

It is also important for the NHS to take action to identify those groups known to be
at higher risk of suicide than the general population, such as people in the care of
mental health services and criminal justice services. The Board will need to work with
clinical commissioning groups to ensure that providers of mental health services take
all reasonable steps to reduce the number of suicides and incidents of serious selfharm or harm to others, including effective crisis response.
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Treating and caring for people in a safe environment and protecting them from
avoidable harm: Key areas where progress will be expected
(Part five of the NHS Outcomes Framework)
Overarching indicators
5a Patient safety incident reporting
5b Safety incidents resulting in severe harm or death
5c Hospital deaths attributable to problems in care
Improvement areas
Reducing the incidence of avoidable harm
5.1 Incidence of hospital-related venous thromboembolism (VTE)
5.2 Incidence of healthcare assosiated infection (HCAI)
i Incidence of MRSA
ii Incidence of C. difficile
5.3 Incidence of newly-acquired category 2, 3 and 4 pressure ulcers
5.4 Incidence of medication errors causing serious harm
Improving the safety of maternity services
5.5 Admission of full-term babies to neonatal care
Delivering safe care to children in acute settings
5.6 Incidence of harm to children due to ‘failure to monitor’
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6. Freeing the NHS to innovate
6.1

The Government and the NHS Commissioning Board are of one mind in recognising
that the scale of the ambitions in this mandate cannot be achieved through a culture
of command and control. Only by freeing up local organisations and professionals,
and engaging the commitment of all staff to improve and innovate, can the NHS
achieve the best health outcomes in the world. This mandate, together with new
legal duties that relate to promoting autonomy, demands a new style of leadership
from Ministers and from the Board which is about empowering individuals and
organisations at the front line of the NHS. We welcome the Board’s commitment to
support improved outcomes, including by understanding and responding to the
needs and preferences of patients and communities locally.

6.2

The Board’s objective is to get the best health outcomes for patients by
strengthening the local autonomy of clinical commissioning groups, health and
wellbeing boards, and local providers of services. The Government will hold the
Board to account for achieving this; and it will be supported by a process of
comprehensive feedback for assessing the Board’s performance.

6.3

The establishment of CCGs and health and wellbeing boards is a critical part of the
process of decentralising power, as is the progression of NHS trusts through the
pipeline to Foundation Trust status under the leadership of the NHS Trust
Development Authority. The Board has a vital role in completing the safe transition to
a system of fully authorised CCGs. By engaging and supporting emerging CCGs, the
Board can ensure that as many CCGs as are willing and able can be authorised fully,
without conditions, by April 2013. For each of those authorised with conditions, the
Board intends to set out a clear timetable and path to full authorisation. CCGs will be
in full control over where they source their commissioning support. A sign of the
Board’s success will be that it sets out and operates a transparent system for
intervention in CCGs where this is needed.

6.4

The objectives in this mandate can only be realised through local empowerment.
The Board’s role in the new system will require it to consider how best to balance
different ways of enabling local and national delivery. These may include:

• the power of its expertise and its professional leadership, working with partners
such as the Royal Colleges;

• its ability to bring NHS organisations together across larger geographical areas,
not as the manager of the system, but as its convener;
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• its ability to work in partnership with local authorities and commissioners,
particularly through health and wellbeing boards;

• its duties and capabilities for engaging and mobilising patients, professionals and
communities in shaping local health services;

• its duties to promote research and innovation – the invention, diffusion and
adoption of good practice;

• the transformative effect of information and transparency, enabling patients to
make fully informed decisions, and encouraging competition between peers for
better quality;

• its control over incentives such as improving the basis of payment by results,
introducing the quality premium for CCGs, and the quality and outcomes
framework in the GP contract;

• leading the continued drive for efficiency savings, while maintaining quality,
through the Quality Innovation Productivity and Prevention (QIPP) programme;

• and by spreading better commissioning practice, including redesigning services,
open procurement and contracting for outcomes, to ensure consistently high
standards across all areas of commissioning.
6.5

To support the NHS to become more responsive and innovative, the NHS
Commissioning Board’s objective by 2015 is to have:

• fully embedded all patients’ legal rights to make choices about their care, and
extended choice in areas where no legal right yet exists. This includes offering the
choice of any qualified provider in community and mental health services, in line
with local circumstances. The Government will shortly publish a Choice
Framework, following consultation, which will help patients understand the
choices they can expect to have, and the Board is working further with Monitor
on how choice can best be used to improve outcomes for patients;

• supported the creation of a fair playing field, so that care can be given by the best
providers, whether from the public, independent or voluntary sector. This calls for
the Board to lead major improvements in how the NHS undertakes procurement,
so that it is more open and fair, and allows providers of all sizes and from all
sectors to contribute, supporting innovation and the interests of patients;

• made significant improvements in extending and improving the system of prices
paid to providers, so that it is transparent, and rewards people for doing the
right thing.
6.6

The previous administration commissioned an independent evaluation of the impact
of many of its policies on the NHS, and during 2013 the Department of Health will
commission a similar evaluation programme.
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7. T
 he broader role of the NHS
in society
7.1

The NHS is the biggest public service in the country, accounting for eight per cent of
national income. It contributes to the growth of the economy: not only by addressing
the health needs of the population, thereby enabling more people to be economically
active; but also through supporting the life sciences industry, by adopting and
spreading new technologies; and through exporting innovation and expertise
internationally.

7.2

The NHS Commissioning Board’s objective is to ensure that the new commissioning
system promotes and supports participation by NHS organisations and NHS patients
in research funded by both commercial and non-commercial organisations, most
importantly to improve patient outcomes, but also to contribute to economic growth.
This includes ensuring payment of treatment costs for NHS patients taking part in
research funded by Government and Research Charity partner organisations.

7.3

The NHS and its public sector partners need to work together to help one another to
achieve their objectives. This is a core part of what the NHS does and not an optional
extra, whether it is working with local councils, schools, job centres, housing
associations, universities, prisons, the police or criminal justice agencies such as
Police and Crime Commissioners and Community Safety Partnerships. The NHS
Commissioning Board’s objective is to make partnership a success. This includes,
in particular, demonstrating progress against the Government’s priorities of:

• continuing to improve services for both disabled children and adults;
• continuing to improve safeguarding practice in the NHS;
• contributing to multi-agency family support services for vulnerable and troubled
families;

• upholding the Government’s obligations under the Armed Forces Covenant;
• contributing to reducing violence, in particular by improving the way the NHS
shares information about violent assaults with partners, and supports victims
of crime;

• improving services through the translation of scientific developments into benefits
for patients;

• helping people experiencing ill health, whether mental or physical, to remain in or
return to work, and avoid homelessness;
24

The broader role of the NHS in society

• developing better healthcare services for offenders and people in the criminal
justice system which are integrated between custody and the community,
including through development of liaison and diversion services;

• championing the Time to Change campaign to raise awareness of mental health
issues and reduce stigma, including in the NHS workforce.
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8. Finance
8.1

The NHS Commissioning Board’s revenue budget for 2013–14 is £95,623 million (of
which £1,843 million is for delivery of the section 7A agreement2 with the Secretary
of State) and its capital budget is £200 million3. At a time of great pressure on the
public finances, it is vital to deliver this mandate within available resources, both in
the current spending review period and beyond. Therefore, the Board’s objective is
to ensure good financial management and unprecedented improvements in value for
money across the NHS, including ensuring the delivery of its contribution, and that of
CCGs, to the QIPP programme. The Board will also need to comply with the financial
directions made under the NHS Act 2006 and published alongside this mandate,
which set out further technical limits, including spending on administration. Like any
other public body it will be covered by all relevant government guidance on the
management of public finances, which are summarised in the Framework Agreement
between the Department of Health and the NHS Commissioning Board.

8.2

The Board will be responsible for allocating the budgets for commissioning NHS
services. This will prevent any perception of political interference in the way that
money is distributed between different parts of the country. The Government expects
the principle of ensuring equal access for equal need to be at the heart of the Board’s
approach to allocating budgets. This process will also need to be transparent, and to
ensure that changes in allocations do not result in the destabilising of local health
economies.

2 The NHS Commissioning Board will be responsible for carrying out some specific public health functions on
behalf of the Secretary of State for Health. These functions, and further details of the funding granted to
support them, will be set out in an agreement made under section 7A of the NHS Act 2006.
3 See section 223D of the NHS Act 2006 (financial duties of the Board); the revenue and capital budgets are
the amounts specified as the limits on total resource use under subsections (2) and (3).
26

9. A
 ssessing progress and providing
stability
9.1

The Government is formally setting the NHS Commissioning Board the objectives in
this document under section 13A of the National Health Service Act 2006, as
amended by the Health and Social Care Act 20124. We will assess annually the
success of the Board against the progress it makes against this mandate, and in
carrying out other legal duties and functions.

9.2

The NHS Commissioning Board will be directly commissioning NHS services provided
by GPs, dentists, community pharmacists and community opticians; specialised care;
health services for people in custody; and military health. This offers a great
opportunity to improve standards and national consistency, for example in services
for people with rare conditions. The Board has an important responsibility to drive
improvements in the quality of primary care, reflecting the vital role that stronger
primary care will play in supporting delivery of objectives across this mandate.

9.3

The Department will hold the Board to account for the quality of its direct
commissioning, and how well it is working with clinical commissioners, health and
wellbeing boards, and local healthcare professionals. An objective is to ensure that,
whether NHS care is commissioned nationally by the Board or locally by clinical
commissioning groups, the results – the quality and value of the services – should be
measured and published in a similar way, including against the relevant areas of the
NHS Outcomes Framework. Success will be measured not only by the average level
of improvement but also by progress in reducing health inequalities and unjustified
variation.

9.4

Every year, the Board must report on its progress, and the Government will publish
an annual assessment of the Board’s performance. To ensure that our assessment is
fair, the Government will invite feedback from CCGs, local councils, patients and any
other people and organisations that have a view. This will mean successes can be
recognised, and areas for improvement can be acted on.

4 The Secretary of State also has power to use the Mandate to set any “requirements” that he thinks are
necessary for the purpose of achieving the objectives; these must be backed up by regulations. This mandate
does not include any requirements.
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The Mandate: A mandate from the Government to the NHS Commissioning Board: April 2013 to March 2015

9.5

28

This mandate provides democratic legitimacy for the work of the Board. It will be
updated annually and laid before Parliament. The Government will maintain
constancy of purpose, and strive to keep changes between mandates to the minimum
necessary. In this way the Mandate will help provide greater stability for the NHS to
plan ahead, innovate and excel to bring the greatest benefit to all those who use it.
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Briefing Paper
An Overview of the Strategic Executive Information System (StEIS) and the
Performance Management of Serious Untoward Incidents (SUIs)
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INTRODUCTION
What is StEIS?
The Strategic Executive Information System (StEIS) is a national database. The system is held
and managed by the Department of Health (DH). StEIS allows NHS and DH users to report
and view Serious Untoward Incidents (SUIs). Once an incident is raised by a NHS Trust and
entered into the SUI module, an e-mail alert is then generated and forwarded to nominated
officers at NHS North of England and the relevant CCG. The SUI module also supports the
electronic tracking of incidents, and captures the progress made in respect of the investigation
and review of the event.
What is a SUI?
The principle definition of a SUI is any incident on a NHS site, whilst in NHS funded or NHS
regulated care involving:





Patients, relatives or visitors;
Contractors working for the NHS;
Equipment; and
Building and/or Property.

And which may or has:
 Resulted in death (this includes deaths from suspected suicide/suicide or homicide) or serious
injury or was life threatening;
 Contributed to a pattern of reduced standard of care;
 Involved a hazard to Public Health;
 Involved the abscondment of a patient detained under the Mental Health Act (1983/2007) and/or
where a patient poses a significant risk to themselves or others;
 Caused a serious disruption to services;
 Caused significant damage to the reputation of a NHS organisation or its staff;
 Caused significant damage to NHS assets;
 Involved fraud or suspected fraud (the procedure in HSC 1999/062 and associated
Memorandum of Understanding (NHS CFS and ACPO, 2002) must also be observed in
parallel);
 Given rise to a significant claim for damages;
 Involved the suspension of a member of staff, or a student, or care/clinical professional or
managerial issues, when a ‘healthcare professional alert’ notice has been issued (‘Healthcare
Professionals Alert Notice Directions, 2006) or referral to a Professional Regulatory Body;
 Involvement of external investigation agencies (Police. HSE, Care Quality Commission, CSCI);
 Raised severe criticism by an external body e.g. Coroner’s inquest, Parliamentary and
Healthcare Ombudsman;
 Raises concerns regarding Article 2 European Court of Human Rights (ECHR) arguable breach
of duty to protect life);
 Involved significant health care associated infections e.g. outbreaks, unit/ward closures with
Public Health issues, especially if they require the involvement of the Health Protection Agency;
And/or where this is reportable to:
 NHS North of England
 NHS Greater Manchester
 NHS Litigation Authority (NHSLA)
 Health and Safety Executive (HSE)
 Medicines and Healthcare products Regulatory Agency (MHRA)
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National Patient Safety Agency (NPSA) through the National Reporting and Learning System
(NRLS)
Health Protection Agency
Police
Coroner
Any other authority which may result in significant legal, media or other interest which may result
in loss of the organisations reputation or assets.

Adverse outcomes reasonably associated with routine NHS activity such as major surgical
procedures, trauma interventions etc. are excluded from the above list. A list of criterion was
also issued by NHS North of England at March 2012.
An explanation of the grading used in relation to SUIs is also noted below.
Grade 0
Low level incident, it may be unclear if a serious incident has occurred. If within three working days it is found
not to be a serious incident, it can be downgraded with the agreement of the CCGs or regraded to ‘1’ or ‘2’.
Grade 1
CCGs will monitor the incident, report, action plan and lessons learned. CCGs will close the incident when it is
satisfied that the action plan has been implemented and lessons learned. (NPSA ‘National Framework for
Reporting and Learning from Serious Incidents requiring investigation requirement of a comprehensive
investigation Root Cause Analysis Level 2’).
Grade 2
NHS North of England will be performance managing the incident reports, action plan and lessons learned.
Examples of Grade 2 incidents are: Safeguarding, Serious Case Reviews, Homicide, Inpatient Homicide. (NPSA
Requirement of an independent investigation Root Cause Analysis Level 3)
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BACKGROUND
At June 2008, NHS North West (NHS NW) commenced the transfer of its responsibilities for
the performance management of SUIs to the Provider units of the Commissioning Arm of the
Primary Care Trusts (PCTs). It was noted that the role of both NHS NW and the
Commissioning PCT (NHS Ashton Leigh and Wigan) was to ensure incidents were
investigated properly, and that action was taken to improve clinical quality and learn lessons in
order to mitigate the risk of similar incidents occurring in the future. SUIs relating directly to
NHS ALW services (inclusive of Independent Contractors) and reported by NHS ALW were still
to be monitored and managed by NHS NW.
NHS NW also retained responsibility for the oversight of NHS ALW in respect of their
management of SUI’s reported by Provider Organisations.
At this point NHS ALW became responsible for:


The performance management of all SUIs in which they were the lead commissioner
(this applied only to the Acute and Community Healthcare Services Providers) and
ensuring an appropriate investigation and review was undertaken and that the
recommendations and any actions were implemented.



Using patient safety intelligence, provider performance knowledge and lessons learned
to inform a commissioning process that actively reduces the risk of harm to patients.



Making their expectations regarding incident reporting and management, and the
indicators and the process for performance management explicit in contracts with all
Providers.
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It is important to note that the Lead Commissioner for the performance management of
SUIs occurring within the Mental Health Commissioned Services is currently NHS Mersey.
The Commissioner performance management responsibility for SUIs has been included at
appendix 1.
It was also agreed that all organisations have a responsibility to:
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Ensure that all SUIs are reported through StEIS, this will then alert designated leads of
the incident;



Communicate and cooperate with NHS ALW to ensure the provision of all relevant
detail regarding the incident in line with reporting timeframes as detailed within the
Policy for the Performance Management of SUIs; and



Ensuring that the Terms of Reference (TOR) for the Clinical Quality Review (CQR)
meetings as agreed with Providers will include as a standing item the monitoring of
SUIs.

PURPOSE OF REPORT
The purpose of this report is to inform the WBCCG Governing Body and related Committees
and Sub Groups of the organisational arrangements in place for the reporting of SUIs that may
occur within NHS ALW/WBCCG services and also importantly the responsibility for the
performance management arrangements in relation to the investigation and review of Provider
SUIs.
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CURRENT POSITION
The Accountable Officer holds the overarching responsibility for the management of StEIS and
has delegated the responsibility for the performance management of SUIs to the Chief
Operating Officer/Governing Body Lead for Quality and Safety.
The Senior Information Risk Owner (SIRO) has a corporate responsibility for overseeing
incidents relating to information governance breaches.
The Head of Risk Management is responsible for the operation and management of StEIS at a
local level.
CQR meetings are also held on a bi-monthly basis. The meetings are hosted by the
Commissioner with the two main Providers (Acute and Community Healthcare Services
Providers) the function being to assess progress against agreed clinical quality targets
(CQUINs;) this group also reviews the reported SUIs in compliance with the approved terms of
reference. This will include providing assurances to the Clinical Governance Committee
regarding performance data, implementation of recommendations and evidence of lessons
learned. The Clinical Governance Committee receives reports on a quarterly basis unless a
reported SUI warrants more frequent reporting following discussion with the Senior
Management Team.


The reporting process for the Acute and Community Providers is briefly outlined in the flowchart
at appendix 2.



The reporting process for the 5 Boroughs Partnership Mental Health Services Foundation Trust
is briefly outlined in the flowchart at appendix 3.
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The SUI management process is fully detailed within the Organisation’s Policy for the
Performance Management of SUIs. This Policy has been agreed with both the Acute and the
Community Healthcare Providers.
5

DESTINATION AT POINT OF TRANSITION
We are currently awaiting advice from NHS North of England regards the final destination
Receiving Organisation (R.O.) for this work.
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Appendix 1

LEAD COMMISSIONER
PERFORMANCE MANAGEMENT RESPONSIBILITIES FOR SUIS

NHS PROVIDER

LEAD COMMISSIONER

Acute Health Services NHS Trust (WWLFT)

NHS Ashton Leigh and Wigan (WBCCG)

Community Health Services NHS Trust (BCHCT)

NHS Ashton Leigh and Wigan (WBCCG)

Mental Health Services NHS Trust (5BPs)

NHS Mersey

North West Ambulance Service (NWAS)

NHS Blackpool
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Appendix 2

FLOW CHART FOR REPORTING SERIOUS UNTOWARD INCIDENTS
TO NHS ASHTON LEIGH AND WIGAN (NHS ALW)
(ACUTE AND COMMUNITY HEALTHCARE PROVIDERS)

Serious Untoward Incident (SUI) occurs in
NHS Provider Organisation or NHS IS Provider Unit
OUT OF OFFICE HOURS
DURING OFFICE HOURS
Call 01942 482870 and ask
for the Head of Risk
Management /or/

If the SUI is considered to be urgent or in the
event of a StEIS system failure, the PROVIDER is
to contact NHS ALW by telephone
immediately

IF IMMEDIATE
INVOLVEMENT IS
REQUIRED CALL
01942 244000

Quality Lead
To contact the
In all cases the PROVIDER must complete the
initial StEIS Report within 72 hours of the incident and

EXECUTIVE ON CALL

enter further details within 3 working days

NHS ALW RECEIVE THE INITIAL STEIS REPORT

NHS ALW SUI leads review the report and agree the
performance management process

NHS ALW lead contacts Provider
to request any further information/ actions
as/if required

Commissioning and
Provider Organisations to liaise
with Communications Lead(s)
and Associate Primary Care
Organisations as/if appropriate

NHS ALW agree the actions to be taken by
the Provider Organisation

NHS Provider Organisation to complete and send any incident
review to NHS ALW
within 45 working days in compliance with the policy agreement

Review to be assessed through the
NHS ALW CQR Process

Agree any further level of investigation and monitoring
CLOSE CASE
PROVIDER NOTIFIED

of procedures by the Provider through CQR and report
to Clinical Governance Committee and Governing Body
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Appendix 3

Quick Reference
REPORTING AND PERFORMANCE MANAGEMENT OF SERIOUS UNTOWARD INCIDENT (SUIs)
(5BPs Mental Health Services Foundation Trust)

SUI Reported by Provider (5BPs) ‐ via ‐ *StEIS

CASCADE sent to ‐ NHS MERSEY ‐ Lead Commissioner

Provider SUI Report forwarded to WBCCG ‐ Head of Risk Management

Cascaded to:
1. WBCCG Lead for Governance & Quality
‐ Who will inform the Executive Team and communications Lead as/appropriate to the event

2. WBCCG Mental Health Services Commissioners
‐ Who will review the SUI report and provide feedback to the WBCCG Head of Risk Management

WBCCG Head of Risk Management will
Forward feedback on the Provider SUI report to NHS MERSEY

NHS MERSEY will allow the Provider 45 days to complete an Internal Investigation and Review
On completion NHS MERSEY will forward the Investigation Report to WBCCG
Head of Risk Management and request the Commissioners to review the report and provide feedback

FEEDBACK PROVIDED TO NHS MERSEY

DECISION ‐ NHS MERSEY ‐ Report closed down on StEIS

In addition:



Clinical Governance Sub Committee: A bi‐monthly update will be provided by Commissioners in respect of Provider SUI reports
Commissioners will ensure attendance at provider Patient Safety Panels (PSPs)

* StEIS - Strategic Executive Information System - NHS North
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Section A: Key Financial Performance Dashboard

Item 8.3.i

Year to date
rating

1. Headline financial indicators NHS Ashton, Leigh & Wigan
01

Revenue
The Locality PCT (The PCT) is forecasting a planned surplus of £2.8m in
2012/13.

02

Capital
The PCT is forecasting to achieve financial balance against its Capital
Resource Limit in 2012/13.

03

Cash
The PCT is drawing down cash in accordance with plans.

Year-end
rating

2 Summary financial position at Month 07 NHS Ashton, Leigh & Wigan
Year to Date

Forecast

Budget
£000s

Actual
£000s

Variance
(favourable) /
adverse £000s

CCG

249,285

249,111

(174)



G

442,668

442,337

(331)



G

NCB

70,851

70,846

(6)



G

123,287

123,279

(8)



G

Local Authority

11,592

11,611

18



G

20,175

20,175

0



G

Property Co

3,418

3,578

160



A/R

5,804

6,143

339



A/R

Total Budgets

335,146

335,146

(1)



G

591,934

591,934

0



G

Allocation

336,784

336,784

0



G

594,741

594,741

0



G

1,637

1,638

1



G

2,807

2,807

0



G

Surplus

Trajectory

RAG rating

Budget £000s

Forecast
£000s

Variance
(favourable) /
adverse £000s

Trajectory

3 Achievement of Surplus – current position against full year plan

4 Capital Resource Limit

1

RAG rating

Section B: NHS ALW Overall Financial Position
Summary PCT Position
At month 07 the locality PCT (CCG/NCB/LA) is forecasting to achieve its statutory duties in 2012/13,
and achieve a surplus of £2,807k. The Year to Date (YTD) surplus (£1,638k) is in line with the
projected planned surplus.
Detailed financial positions are given in:
 Section C: Wigan Borough CCG budgets;
 Section D: National Commissioning Board (NCB) budgets;
 Section E: Wigan MBC budgets; and
 Section F: Section 75 Single Commissioning Agency budgets.
The current position on the capital budget is given in Section G.
Appendix 1 shows the allocations received by the locality PCT (CCG/NCB/LA) this month.
Appendices 2 to 7 show detailed information for the CCG budgetary position this month.
Key Message 1 – Review of zero/low spend areas
This month the finance team continued the reviews begun in month 06 with budget holders of areas
which have lower than expected spend. At month 07, the following areas of slippage on the CCG
budgets have been identified:



Acute Services - £300k (collaborative commissioning); and
Other commissioning - £300k (IT programmes).

As reported last month, while some of this slippage has been used to offset increased forecast outturn
positions reported in Section C, funding has been ring-fenced to reduce the QIPP risk as discussed in
the following Key Message 3.
Key Message 2 – Prescribing
This month has seen a significant movement in the Prescribing outturn, which has reduced by £1.2m.
This is movement is based upon the first NHS Business Services Authority (NHS BSA) year-end
forecast the locality PCT has received. The NHS BSA forecast is the agreed basis for projecting the
year-end position.
The risk associated with this forecast movement is that in previous years, the NHS BSA outturn has
reduced consistently with each additional monthly forecast. This represents a significant financial risk to
the locality PCT’s financial control total. The medicines Management Team (MMT) have indicated that
this risk is reflected across Greater Manchester.
The NHS BSA forecast will be subject to continual review by the MMT and finance in the coming
months to ensure that suitable mitigating actions are taken where appropriate.
Key Message 3 – QIPP
As previously reported to the Board, the locality PCT (CCG/NCB/LA) is planning to deliver £18.1m
QIPP savings in 2012/13.
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Successful delivery of this target is critical to the achievement of the agreed control total surplus and all
QIPP scheme owners must be committed to achieving their in-year targets.
As part of the Month 07 review of zero/low spend areas the areas of high risk have been eliminated, as
agreed programme slippage has been used to offset the risk.
The details and remaining medium and low risks are shown in the separate QIPP report.
Key Message 4 – Wrightington, Wigan & Leigh NHS Trust (WWLFT)
Frequent meetings ensure regular discussion with WWLFT regarding the forecast outturn and
performance of the contract. The Assistant Director of Commissioning is leading on these discussions
with WWLFT and the aim is to manage the many areas that constitute the forecast outturn for both
organisations.
At present the three main areas of discussion relate to the following:




Reduction of the reported contract over performance by the use of contract challenges and Key
Performance Indicator (KPI) metrics;
Under performance on CQUIN quality targets; and
The reinvestment of ‘readmissions’ monies.

WWLFT have previously recognised an outturn position based upon the planned value, which has
been documented, which would recognise a £1.0m reinvestment of readmissions monies.
The locality PCT’s position identifies contract challenges, KPI and CQUIN issues, which are being
discussed with the Trust.
The Directors of Finance of both organisations are meeting on a regular basis, and will seek to agree a
finalised contract outturn position before the end of the financial year, if this is possible.
Such a settlement will allow both organisations to concentrate upon the contract negotiations for
2013/14, which started in October.
Key Message 5 – Bridgewater Community Healthcare NHS Trust (BCH)
The contract with Bridgewater Community Healthcare for 2012/13 is block and therefore does not flex
based on activity undertaken within the community provider. However there are a number of areas of
financial risk in 2012/13 which have been identified.
Discussions continued this month with the Community Trust over the renegotiation of the non-tariff
prices for the District Nursing service, and the proposed £1.5m reduction in the overall costs of this
service. The Contract Variation for the £1.5m reduction has been sent to the Trust. This is being
discussed by both Directors of Finance.
The 2013/14 contract negotiations are progressing well.
Key Message 6 – Continuing Healthcare Retrospective Claims
As reported last month, the locality PCT has received a large number of applications for retrospective
claims for NHS Continuing Healthcare as a result of the 30th September deadline set by the
Department of Health.
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The Continuing Healthcare team in Wigan have estimated that 307 of the 352 applications made will
need to go through the full review process, and the initial estimate was that the potential financial
impact of the claims could be up to £6.7m. This has been revised down to £4.4m.
This position has been reported to NHS North West and will form the basis of the provision required at
the year-end. The Director of Finance has indicated to NHS GM a shortfall of £1.4m in the funding
available to cover expenditure in this area.
The Continuing Care team will continue to assess the claims and any subsequent financial impact
upon the financial position.
Looking Towards Month 08
Looking towards Month 08 the following key areas of work need to be undertaken.


CCG authorisation panel day and follow-up;



Financial planning and contracts for 2013/14;



Planning for PCT financial closedown; and



Implementation of the new IFSE ledger.
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Section C: Transition to Wigan Borough CCG budgets
1. Summary financial position at month 07
Year to Date

Forecast
Variance
(favourable) /
adverse £000s

Trajectory

RAG rating

267,306

(334)



G

28,734

(200)



G

34,288

34,146

(142)



G

G

8,876

7,950

(927)



G



G

60,108

58,851

(1,257)



G

(4)



G

1,417

1,417

0



G

10,577

(566)



G

19,393

18,393

(1,000)



G

4,502

4,745

243



A/R

7,250

7,666

416



A/R

2,438

2,438

0



G



G

0

1,790

1,790

249,285

249,111

(174)



G

Budget
£000s

Actual
£000s

Variance
(favourable) /
adverse £000s

Acute Services

153,558

153,372

(186)



G

267,640

Mental Health

16,832

16,716

(117)



G

28,934

Community

20,006

19,926

(80)



G

Other Commissioning

5,136

4,615

(521)



Prescribing

35,026

34,292

(733)

644

640

CHC/FNC

11,144

Corporate
Social Care

Primary Care

Reserves
Total CCG Budgets

Trajectory

RAG rating

Budget
£000s



G

Forecast
£000s

4,179

4,179

0

10,582

13,695

3,113

442,668

442,337

(331)

2. Key financial performance issues in October


Acute Services: Overall forecasted position on secondary care budgets is an under-performance of
£334k. This is the net figure of a number of over and under-spending budgets, and the details of
individual budgets are reported in the following sections;



Acute Services - Wrightington Wigan & Leigh FT: The locality PCT has received month 05 freeze
data and month 06 flex data for its main acute contract with Wrightington Wigan & Leigh FT. The
flex data shows that the contract continues to over perform YTD by £1.8m.
The main areas of over-performance are:
- Non Electives activity £837k;
- Outpatients £988k; and
- Lucentis £260k.
These over performances are offset by under-performances in other areas:
- Elective Activity -£706k;
- Neonatal Critical Care -£352k; and
- Rehabilitation services -£185k.
And a number of challenges on their clinical performance ratios including Referral To Treatment
(RTT), cancelled operations and first to follow-up ratios.
The impact of the readmissions penalties is also accounted for in the reported outturn, which is
break even at the end of month 07;



Acute Services – other NHS acute contracts: The forecasted position on the locality PCTs other
acute contracts is an underperformance of £334k. There are no significant variances on any
individual contracts;



Acute Services – Collaborative Contracts: A further £300k has been released from the development
reserve that had been set aside. Work is on-going to assess the impact of migration of
Collaborative services into Specialist Commissioning on this budget;



Other Commissioning: Further slippage on funding for IT programmes that are not going ahead this
year (£300k);



Prescribing – GP Prescribing: The Locality PCT has received 5 months of GP prescribing data from
the NHS Business Services Authority (NHS BSA), and the issue with their forecast outturn
calculation has now been resolved. Based on the outturn figures provided by the NHS BSA, we are
reporting a surplus of £1.6m on the GP prescribing budgets this month.
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Prescribing – other: There are over performances on centrally incurred drugs costs (£220k), and
payments to pharmacists to provide monitored dosage (£110k).

3. Risks


All: Non-delivery of CCG owned QIPP Schemes (see separate QIPP report);



Acute Services: Acute services in-year contract over performance. 2012/13 activity plans are based
on the purchase of 2011/12 forecast outturn, so activity this year needs to be tightly controlled to
stay at that level and to make sure that all contracts are delivered in line with the agreed budgets
and activity plans. It is expected that Acute Services Contracts will be subject to significant
monitoring by NHS GM and NHS North; and



Prescribing: The latest forecast outturn from the NHS BSA indicates that £1.2m additional savings
will be delivered on the prescribing budget this year in addition to the £2.7m of planned QIPP
savings. The risk associated with this forecast outturn is that in previous years, the NHS BSA
outturn has reduced consistently with each additional monthly forecast. The NHS BSA forecast will
be subject to continual review by the MMT and finance in the coming months to ensure that suitable
mitigating actions are taken were appropriate (see key message 2 above)

Supporting information regarding the CCG position at month 07 is attached as Appendices 2 to 7.
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Section D: Transition to National Commissioning Board budgets
1. Summary financial position at month 07
Year to Date

Forecast
Budget
£000s

Forecast
£000s

G

70,196

70,188

Variance
(favourable)
/ adverse
£000s
(8)

G

35,798

35,798

0



G

7,263

7,263

(0)



G

7,828

843

0



G

0

0

0



70,851

70,846

(6)



Variance
(favourable) / Trajectory RAG rating
adverse £000s

Budget
£000s

Actual
£000s

Primary Care

40,809

40,803

(6)



Specialist

20,882

20,882

0



Other Commissioning

3,751

3,751

0

Public Health

4,566

4,566

Corporate

843

Reserves
Total NCB Budgets

Trajectory

RAG rating



G



G

0



G

7,828

0



G

1,444

1,444

0



G

G

757

757

0



G

G

123,287

123,279

(8)



G

As previously reported these budgets will transition to NCB control (NHS GM) during the year, but
will still be accounted for in the locality PCT/CCGs accounts. The NCB has stated that the locality is
still expected to manage these budgets on behalf of the NCB during 2012/13.
The NCB will take responsibility for a number of Public Health areas in 2013/14. Their main
responsibilities will be for Public Health for children aged 0 – 5, and immunisation and screening
programmes.
2. Key financial performance issues in October


All: There are no significant financial performance issues this month;



Specialist: North of England Specialised Commissioning Group continues to migrate services from
NHS Trust contracts into its portfolio and this is expected to continue throughout 2012/13. These
migrations should have a neutral impact on PCT/CCG budgets; and



Primary Care: Primary Care budgets are being monitored closely by NHS GM and reported to the
Direct Commissioning Board on a monthly basis. At present there are a number of opportunities
and risks associated with Primary Care budgets. These have been discussed locally with the
Associate Director of Primary Care and identified to NHSGM by the Director of Finance, and will
continue to be monitored.

3. Risks


All: Non-delivery of QIPP Schemes – (see separate QIPP report);



Specialist: North of England Specialised Commissioning Group has proposed and had accepted,
by Directors of Finance, a risk share proposal for over-performance on contracts for 2012/13
financial year. This limits the amount of over performance charged to locality PCT/CCGs. For NHS
Greater Manchester, there are currently no over performing Trusts in the Specialist Commissioning
budgets therefore the locality PCT is not anticipating any pressure on these budgets; and



Primary Care: Control over budgets reported through the locality PCT/CCG but managed externally
by NHS GM.
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Section E: Transition to Wigan MBC budgets
1. Summary financial position at month 07
Year to Date

Public Health
Reserves
Total LA Budgets

Forecast

Budget
£000s

Actual
£000s

Variance
(favourable) /
adverse £000s

11,592

11,611

18



G

19,959

19,959

0



G

0

0

0



G

216

216

0



G

11,592

11,611

18



G

20,175

20,175

0



G

Trajectory

RAG rating

Budget
£000s

Forecast
£000s

Variance
(favourable) /
adverse £000s

Trajectory

RAG rating

2. Key financial performance issues in October


All: The locality PCT/CCG and Local Authority (LA) Public Health finance teams are working
together to monitor performance against the 2012/13 shadow LA budget during this transition year;
and



All: There are no significant financial performance issues with the shadow budget this month.
Update on finance issues for Public Health transition:
The main discussion area currently is how the local system will react if the 2013/14 budgets are not
sufficient to cover the value of contracted services, contracts and overhead costs for Public Health.
It has been agreed by Association of Greater Manchester Authorities (AGMA) that a Greater
Manchester approach is taken for reviewing contracts for Public Health services in order to address
the significant potential funding gap across Greater Manchester. This includes:
- Developing a generic notification letter for AGMA authorities, that notifies providers of the
funding gap and the work necessary to enable future commissioning decisions to be taken by
Councils; and
- Working with CCGs/PCTs to develop solutions to bridge the gap.
This work is being taken forward locally by the Public Health transition group.

3. Risks


All: Non-delivery of Public Health QIPP Schemes - (see separate QIPP report); and



All: Agreement of allocations and staffing to be transferred to the LA.
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Section F: Section 75 Single Commissioning Agency
1. Summary financial position at month 07
The year to date financial position for 2012/13 on Single Commissioning Agency budgets is as
follows:
Year to Date

SCA - MH and LD (NHS Providers)
SCA - MH and LD (non NHS Providers)

Forecast

Variance
(favourable)
/ adverse
£000s

Budget £000s

Actual £000s

Trajectory

13,786

13,795

9



3,046

2,921

(125)



RAG rating

Variance
(favourable)
/ adverse
£000s

Budget £000s

Forecast £000s

Trajectory

RAG rating

G

23,646

23,647

0



G

G

5,288

5,088

(200)



G

SCA - Community Services (NHS Providers)

17,917

17,829

(87)



G

30,705

30,555

(150)



G

SCA - Other Community Services (non NHS Providers)

12,574

12,011

(563)



G

21,980

20,987

(994)



G

SCA Commissioner (NHS)

47,323

46,556

(767)



G

81,619

80,276

(1,344)



G

Externally Commissioned Services

18,969

20,188

1,219



R

31,692

34,192

2,500



R

8,568

9,509

941



R

17,151

19,151

2,000



R

SCA Commissioner (LA)

27,537

29,697

2,160



R

48,843

53,343

4,500



R

SCA TOTAL

74,860

76,253

1,393

130,462

133,619

3,156

In House Provider Services
Further In Year Support from LA

2. Key financial performance issues in October


Single Commissioning Agency (NHS): The Locality PCT is forecasting a surplus of £1.3m at month
07, which as reported last month is mainly due to a saving on mental health contracts (£200k) and
surpluses on Funded Nursing Care (£400k) and on Children and Young Peoples and Adult
Continuing Care (£600k) where patient numbers are lower than planned; and



Single Commissioning Agency (Local Authority): The Local Authority are continuing to forecast a
deficit of £4.5m at month 07.

The Single Commissioning Agency budget is in place until 31st March 2013. The CCG is currently
discussing with officers of the Local Authority the potential for rolling forward this mechanism into the
new financial year in order to help focus on shared areas of working.
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Section G: Capital
1. Summary financial position at month 07
As reported last month, the capital plan was updated at month 06 to reflect the more realistic
outcomes, given that negotiations on schemes had not progressed to an extent that would allow
them to complete by April. The PCT’s updated capital plan is set out below:
2. Sales
College Street sale is progressing but Incefield House sale has not progressed and may not occur
in 2012/13. Atherton sale is unlikely to happen, and the Beech Hill sale may not complete in
2012/13.
To minimise risk, the PCT has taken the sales, except College St, out of this year. If they do
happen, the PCT can reinvest the money in bringing forward some maintenance schemes, but if
they are left in and do not happen, this puts the capital plan of the PCT at risk.
3. Expenditure
The outpatients scheme to support QIPP to relocate outpatients in to currently under utilised LIFT
sites was removed from the outturn position as the negotiations with WWL are ongoing but are
unlikely to be complete in time to get the required approvals and complete the scheme. The cost of
the scheme was £1.2m.
An estimate of £150k had been included for the financial investment in Ashton LIFT if the scheme
was given approval. Again, as the process has not progressed to an extent that financial close
could be achieved by March 2013; the requirement for the capital has been removed.
Frog Lane Ophthalmology – Final information has been passed to Kathryn Berry on 16th October,
to ensure that this approval is gained, and this scheme will commence as soon as possible after
final approvals.
A car park scheme at Platt Bridge Clinic, deferred from 2011/12 has been included within the plan
and this is now underway, at a cost of £110k, a small underspend on the original cost.
The PCT has received a further allocation of £393,000 for IT schemes which have been approved
at NHS GM. These schemes have been started in October.
Costs of life cycle on LIFT clinics of £415k have also been included.
The PCT has been approached for grants from several GP practices to fund schemes on their
premises to support CQC registration. Business cases have been received and approved, pending
approval for capital funding. The PCT is requesting GM and SHA approval to utilise some of the
slippage declared to offer capital grants to GPs for the approved business cases (£300k).
4. Overall change to CRL
The overall impact of the movement, assuming the approval is given to utilise the slippage for
capital grants, is an underspend on capital of £685k.
5. Spend to date
The PCT has incurred £398k of expenditure to date. £238k of this is the life cycle costs on LIFT and
£90k is on the Platt Bridge car park, the balance is on a mixture of IT and maintenance schemes.
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Appendix 1: Allocations
Allocation Update October 2012

Allocation

Total

£0

£0

Opening allocation 2012/13

593,337

No allocations received in month 02

PCT allocation at month 02

593,337

Allocations received in month 03
2012/13 Pooled Treatment Budget & Drug Interventions Programme

38

Child & Adult Vaccination - routine vaccs programme for HPV vaccine

46

GM Cats 2011/12 contract under utilisation

(51)

2012/13 Transformational pool WWLFT

450

2012/13 Transformational pool Bridgewater Community Trust

50

PCT allocation at month 03

593,870

Allocations received in month 04
Offender Health Liaison & Diversion

66

Regional Innovation Fund- Bridgewater Community

15

Bowel cancer screening

(452)

Escort & Bed Watches(£99k not £96k anticipated)

3

Prisons Healthcare additional allocation

794

Advancing Quality - not a toplsice now invoiced by SRFT

247

Impairments

260

PCT allocation at month 04

594,803

Allocations received in month 05
(49)

Palliative Care
Health, work & Well Being

38

Emergency non elective performance adj

(231)

Offender Health - liaision & diversion

86

PCT allocation at month 05

594,647

Allocations received in month 06
94

Public Health support for Local Authorities
PCT allocation received at month 06

594,741

No allocations received in month 07

PCT allocation at month 07 (included in FIMS submission to SHA)

.

11

594,741

Appendix 2: CCG Detail – Key Financial Indicators
1

Operate within Delegated Expenditure Budget(£000s)
Plan

2

249,285

249,109

(176)

Year end forecast

442,667

442,339

(329)

Result

Trend

Result

Trend

Result

Trend

Result

Trend

Top 2 contracts (cumulative year-to-date)

Royal Bolton NHS FT

4

Variance

Cumulative to date

Wrightington, Wigan & Leigh NHS FT

3

Actual

Plan

Actual

Variance

85,787

87,622

1,834

8,982

9,086

(105)

Continuing Health Care Expenditure
Plan

Actual

Variance

Cumulative to date

11,144

10,577

(566)

Year end forecast

19,393

18,393

(1,000)

Plan

Actual

Variance

35,026

34,292

(733)

58,851

(1,257)

GP Prescribing
Cumulative to date
Year end forecast

Key

Symbol

60,108

Target Result
Actual better than plan
Actual meets the plan
Actual fails to meet the plan

Symbol

Performance Trend
Getting better (Actual v Target) from last period to current period
No change (Actual v Target) from last period to current period
Getting worse (Actual v Target) from last period to current period
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Appendix 3: CCG Detail – Year to Date position

Cumulative year-to-date expenditure
Cumulative year-to-date expenditure
MONTH

Plan £000

Actual £000

Variance £000

500,000

APRIL

36,948

36,948

0

MAY

73,895

73,895

0

JUNE

107,464

107,464

0

JULY

148,539

148,539

0

AUGUST

178,276

178,276

0

SEPTEMBER

216,033

216,005

(28)

OCTOBER

249,285

249,109

(176)

150,000

NOVEMBER

287,962

(287,962)

100,000

DECEMBER

326,638

(326,638)

JANUARY

365,315

(365,315)

FEBRUARY

403,991

(403,991)

MARCH

442,667

(442,667)

450,000
400,000
350,000

£000

300,000
250,000
200,000

50,000
-

Plan £000
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Actual £000

Appendix 4: CCG Detail – Top 5 Acute Contracts

Acute
provider

Point of delivery

Activity
plan

Activity (year to Date)
Activity
(over) /
Variance
under
as % of
plan
plan

Budget

Finance (year to Date)
Actual
(over) /
Variance
under
as % of
budget
budget

Finance (forecast outturn)
Actual
(over) /
Variance
under
as % of
Budget
budget
budget

A&E

35,269

(1,312)

(4%)

3,604,181

(173,954)

(5%)

7,266,490

(347,908)

Elective: inpatients and day cases

17,954

1,149

6%

16,760,029

702,160

4%

33,957,079

1,404,320

4%

19,835

52

0%

25,362,519

(837,183)

(3%)

50,644,430

(1,674,366)

(3%)

Wrightington, Non-elective admissions
Wigan &
Outpatients
Leigh
All other (PbR excluded, non activity services)

(5%)

173,183

(8,040)

(5%)

18,887,910

(988,043)

(5%)

38,094,377

(1,976,086)

(5%)

2,936,679

(427,717)

(15%)

21,172,699

(537,281)

(3%)

44,037,624

2,594,040

6%

Items outside Slam (including making it better)
3,182,920

(435,868)

(14%)

85,787,338

(1,834,301)

(2%)

174,000,000

0

0%

A&E

Total

6,009

(484)

(8%)

615,606

(49,268)

(8%)

1,225,087

(70,383)

(6%)

Elective: inpatients and day cases

1,170

(166)

(14%)

1,360,374

(140,601)

(10%)

2,763,834

(200,859)

(7%)

Non-elective admissions

3,872

387

10%

4,656,550

172,257

4%

9,366,465

246,081

3%

10,833

(395)

(4%)

1,297,891

(38,781)

(3%)

2,641,037

(55,401)

(2%)

465

14

3%

1,051,135

160,952

15%

2,158,838

229,561

11%

Royal Bolton Outpatients
All other (PbR excluded, non activity services)
Items outside Slam (including making it better)

22,349

(644)

(3%)

8,981,556

104,559

1%

18,155,261

149,000

1%

A&E

Total

1,460

2

0%

175,360

(8,133)

(5%)

350,720

(18,833)

(5%)

Elective: inpatients and day cases

1,149

(51)

(4%)

1,374,626

36,673

3%

2,778,739

84,923

3%

501

(245)

(49%)

828,292

(132,978)

(16%)

1,681,634

(307,933)

(18%)

6,328

(8)

(0%)

830,266

(14,638)

(2%)

1,666,492

(33,897)

(2%)

1,005

26

3%

1,749,919

162,260

9%

3,502,140

375,741

11%

Non-elective admissions
Salford Royal Outpatients
All other (PbR excluded, non activity services)
Items outside Slam (including making it better)

10,443

(276)

(3%)

4,958,463

43,184

1%

9,979,725

100,000

1%

A&E

Total

898

156

17%

82,648

1,989

2%

164,555

3,978

2%

Elective: inpatients and day cases

857

(90)

(11%)

1,175,297

40,652

3%

2,363,419

81,304

3%

Non-elective admissions

327

(20)

(6%)

457,594

(9,014)

(2%)

923,893

(18,027)

(2%)

5,829

875

15%

731,566

19,817

3%

1,493,684

39,631

3%

5,339

2,228

42%

1,130,840

36,558

3%

2,262,060

73,115

3%

Central
Outpatients
Manchester
All other (PbR excluded, non activity services)
Items outside Slam (including making it better)

13,250

3,149

24%

3,577,945

90,001

3%

7,207,611

180,000

2%

A&E

Total

112

(3)

(3%)

9,835

(860)

(9%)

19,669

(1,187)

(6%)

Elective: inpatients and day cases

304

74

24%

266,377

(29,701)

(11%)

532,755

(40,984)

(8%)

70

10

14%

147,714

37,481

25%

295,428

51,721

18%

1,916

186

10%

239,857

25,625

11%

479,714

35,359

7%

139

(13)

(9%)

831,625

(76,028)

(9%)

1,663,253

(104,910)

(6%)

Non-elective admissions
UHSM

Outpatients
All other (PbR excluded, non activity services)
Items outside Slam (including making it better)
Total

Total

2,541

254

10%

1,495,408

(43,483)

(3%)

2,990,819

(60,000)

(2%)

3,231,503

(433,385)

(13%)

104,800,710

(1,640,040)

(2%)

212,333,416

369,001

0%
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Appendix 5: CCG Detail – Summary financial position

YTD
YTD
Budget YTD Spend variance
£000
£000
£000

Annual
Budget
£000

Forecast
variance
£000

Forecast
£000

Acute services
NHS

260,508

149,697

149,228

(469)

259,697

(811)

Private providers

5,145

2,802

3,173

371

5,776

632

NCA

1,988

1,059

971

(88)

1,833

(155)

267,640

153,558

153,372

(186)

267,306

(334)

23,646

13,786

13,794

7

23,647

0

4,693

2,699

2,632

(67)

4,593

(100)

0

0

0

0

0

0

595

347

289

(58)

495

(100)

Total Mental Health

28,934

16,832

16,714

(118)

28,734

(200)

Prescribing

60,108

35,026

34,292

(733)

58,851

(1,257)

Community

34,288

20,006

19,926

(80)

34,146

(142)

Other Commissioning

8,876

5,136

4,615

(521)

7,950

(926)

Primary Care

1,417

644

640

(4)

1,417

0

19,393

11,144

10,577

(566)

18,393

(1,000)

7,250

4,502

4,744

242

7,667

417

Total Acute services
Mental Health
Mental Health - NHS
Mental Health - Private providers
Mental Health - NCA
LD

CHC / FNC
Corporate
CSS recharge

0

0

0

0

0

0

4,179

2,438

2,438

0

4,179

0

10,582

0

1,790

1,790

13,695

3,113

Other CCG

146,093

78,895

79,023

128

146,298

205

TOTAL

442,667

249,285

249,109

(176)

442,339

(329)

Social Care
Reserves
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