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E-mail: SHRCCG.shropshireccg@nhs.net

AGENDA

The meeting is to be held in public to enable the public to observe
the decision making process.

Meeting Title Governing Body Meeting Date Wednesday 11 March 2020
Chair Dr Julian Povey Time 1.00pm
Minute Taker Mrs Sandra Stackhouse Venue / Room SGHO026, The University Centre,
Location Guildhall, Frankwell,
Shrewsbury, SY3 8HQ

RESOLVE: A private Governing Body meeting will precede this where it will be resolved that representatives of

the press and other members of the public be excluded having regard to the confidential nature of
the business to be transacted, publicity on which would be prejudicial to the public interest
(section 1(2) Public Bodies (Admission to Meetings) Act 1960).

Dr Julian Povey, Chair

Reference

Agenda Item

Presenter

Time Paper

GB-2020-03.025

Apologies

Julian Povey

1.00 verbal

GB-2020-03.026

Members’ Declaration of Interests

Julian Povey

1.00 verbal

GB-2020-03.027

Introductory Comments from the Chair

Julian Povey

1.05 verbal

GB-2020-03.028

Minutes of Previous Meeting

Meeting held on 15 January 2020

Julian Povey

1.10 enclosure

GB-2020-03.029

Matters Arising

Julian Povey

1.15 enclosure

GB-2020-03.030

Questions from Members of the Public

Questions from members of the public will be
accepted in writing 48 hours prior to the meeting
and should be submitted by 12.00 noon Monday 9
March to:

Dr Julian Povey, Clinical Chair,

Shropshire CCG, Somerby Suite,

William Farr House, Mytton Oak Road, Shrewsbury,
SY3 8XL

or via email: SHRCCG.govbody@nhs.net
Guidelines on submitting questions can

be found at:
http://www.shropshireccg.nhs.uk/get-
involved/meetings-and-events/governing-body-
meetings/

Julian Povey

1.20 verbal

GB-2020-03.031

Clinical and Financial Reports

Finance, Contracting Report incl. Quality,
Innovation, Productivity & Prevention (QIPP)
schemes

Claire Skidmore

1.25 enclosure

GB-2020-03.032

Corporate Performance Reports

Performance and Quality Report

Chris Morris/
Julie Davies

1.40 enclosure
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GB-2020-03.033 | SaTH Quality and CQC Update Chris Morris 2.00 | enclosure

GB-2020-03.034 | Update on Transforming Midwifery Care Fiona Ellis 2.15 | enclosure

BREAK 2.30
Governance & Engagement

GB-2020-03.035 | CCG Strategic Priorities Update David Evans 2.45 | enclosure

GB-2020-03.036 | Single Strategic Commissioner Update Alison Smith 2.55 | enclosure

GB-2020-03.037 | Emergency Preparedness, Resilience & Response | Sam Tilley 3.10 | enclosure

GB-2020-03.038 | Audit Committee — 26 February (summary) Keith Timmis 3.20 | enclosure
For Information Only/Exception Reporting 3.25

GB-2020-03.039 | Clinical Commissioning Committee — 20 November, | Sarah Porter enclosure
22 January

GB-2020-03.040 | Finance & Performance Committee — 27 November, | Kevin Morris enclosure
9 January, 29 January

GB-2020-03.041 | Primary Care Commissioning Committee — Colin Stanford enclosure
4 December

GB-2020-03.042 | Quality Committee — 27 November Meredith Vivian enclosure

GB-2020-03.043 | System A&E Delivery Board — 19 November Julie Davies enclosure

GB-2020-03.044 | North Locality Board — 28 November, 23 January Mike Matthee enclosure

GB-2020-03.045 | Shrewsbury & Atcham Locality Board — Deborah enclosure
21 November, 16 January Shepherd

GB-2020-03.046 | South Locality Board — 6 November Matthew Bird enclosure

GB-2020-03.047 | Any Other Business Julian Povey 3.30 | verbal

Date of Next Meeting
e Wednesday 13 May 2020 - time and venue to
be confirmed

A hearing loop system can be made available, upon prior
request, to members of the public with hearing
difficulties. Please contact the CCG at least 48 hours
prior to the meeting at: SHRCCG.govbody@nhs.net

Dr Julian Povey
Clinical Chair

§—

David Evans

Accountable Officer
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Agenda Item - GB-2020-03.028
CCG Governing Body — 11.03.20

Shropshire Clinical Commissioning Group
MINUTES OF THE

SHROPSHIRE CLINICAL COMMISSIONING GROUP (CCG)

GOVERNING BODY MEETING

HELD IN THE LAKESIDE SUITE, ALBRIGHTON HALL HOTEL,

ELLESMERE ROAD, ALBRIGHTON, SHREWSBURY, SY4 3AG

Present

Dr Julian Povey

Mr David Evans

Dr Finola Lynch

Mrs Claire Skidmore
Dr Jessica Sokolov
Dr Stephen James
Dr John Pepper

Mr Kevin Morris

Dr Deborah Shepherd
Dr Matthew Bird

Dr Michael Matthee
Dr Priya George

Dr Alan Leaman

Dr Julie Davies

Mrs Christine Morris
Miss Alison Smith
Mrs Sam Tilley

Mrs Nicky Wilde

Mr Keith Timmis
Mrs Sarah Porter

Mr Meredith Vivian

In Attendance
Ms Lynn Cawley

Ms Jo Robbins
Dr Edwin Borman

Mrs Sandra Stackhouse

AT 1.00 PM ON WEDNESDAY 15 JANUARY 2020

CCG Chair

Accountable Officer

Deputy Clinical Chair

Executive Director of Finance for Shropshire and Telford & Wrekin CCGs
Executive Director of Transformation for Shropshire and Telford & Wrekin CCGs
GP Governing Body Member & Clinical Director

GP Governing Body Member & Clinical Director

GP Practice Governing Body Member

Locality Chair, Shrewsbury & Atcham Locality Board

Locality Chair, South Locality Board

Joint Locality Chair, North Locality Board

GP Governing Body Member & Clinical Director

Secondary Care Member

Director of Performance for Shropshire and Telford & Wrekin CCGs
Chief Nurse for Shropshire and Telford & Wrekin CCGs

Director of Corporate Affairs for Shropshire and Telford & Wrekin CCGs
Director of Planning for Shropshire and Telford & Wrekin CCGs
Director of Primary Care

Lay Member — Governance and Audit (Vice Chair)

Lay Member — Transformation

Lay Member — Patient and Public Involvement

Chief Officer, Healthwatch Shropshire — Observer

Consultant in Public Health — Observer

Director of Clinical Effectiveness, SaTH [Item No: GB-2020-01.013 only]
Corporate Services Officer — Minute Taker

1.1 Dr Povey welcomed members, observers and the public to the Shropshire Clinical Commissioning Group
(CCG) Governing Body meeting being held in public.

Minute No. GB-2020-01.001 - Apologies

2.1  Apologies were noted from:

Mr David Stout

Interim Transformation Director

Mrs Gail Fortes-Mayer
Dr Colin Stanford
Ms Rachel Robinson

Director of Contracting and Planning
Lay Member
Director of Public Health, Shropshire Council

Minute No. GB-2020-01.002 - Declarations of Interests

3.1

Members had previously declared their interests, which were listed on the Governing Body Register of
Interests and was available to view on the CCG’s website at:
http://www.shropshireccg.nhs.uk/about-us/conflicts-of-interest/

However, Members were asked to confirm any additional conflicts of interest that they had relating to the
agenda items and these were noted as follows:

The following GP Governing Body Members declared a potential conflict of interest under the rules of the
CCG’s Constitution for the discussion under agenda item: GB-2020-01.011: Single Strategic
Commissioner for Shropshire Telford and Wrekin Update Report:
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3.2

e Dr Povey, Dr Shepherd, Dr Pepper, Dr Lynch, Mr Morris, Dr Bird, Dr Matthee, Dr George.

The following declarations were also noted:

e Miss Smith declared that she was the new Director of Corporate Affairs for Shropshire and Telford and
Wrekin CCGs.

e Mr Evans declared that he was the Accountable Officer for Shropshire and Telford and Wrekin CCGs.

e Mrs Skidmore declared that she was the new Executive Director of Finance for Shropshire and Telford
and Wrekin CCGs.

e Dr Sokolov declared that she was the new Executive Director of Transformation for both Shropshire
and Telford and Wrekin CCG.

o Dr Davies declared that she was the new Director of Performance for Shropshire and Telford & Wrekin
CCGs.

e Mrs Tilley declared that she was the new Director of Planning for Shropshire and Telford and Wrekin
CCGs.

There were no other additional conflicts of interest declared.

Minute No. GB-2020-01.003 - Introductory Comments from the Chair

4.1

Those present were reminded that the meeting was being live streamed, which would be available to view
on YouTube. Should there be any technical difficulties with the Wi-Fi signal connection affecting the
streaming process, a recording of the meeting would be uploaded onto the CCG’s website as soon as
possible following the meeting.

Minute No. GB-2020-01.004 — Minutes of the Previous Meeting — 13 November 2019

51

The minutes of the previous meeting held on 13 November 2019 were presented and approved as a true
and an accurate record of the meeting following one amendment: page 1, paragraph 2.1: amend the
transposition of Mr Vivian’s name.

RESOLVE: MEMBERS FORMALLY RECEIVED AND APPROVED as an accurate record the minutes
of the meeting of Shropshire Clinical Commissioning Group (CCG) held on 13 November 2019.

ACTION: Mrs Stackhouse to make the agreed amendment to the minutes as noted in paragraph
5.1 above.

Minute No. GB-2020-01.005 — Matters Arising from the Minutes of the Previous Meeting

6.1

It was noted that the actions from the previous meetings had been completed or included on the agenda.
The following updates on the matters arising were noted as follows:

Dr Povey noted that Mrs Fortes-Mayer had held discussions with Stafford and Surrounds, and
Herefordshire and Worcestershire CCGs to agree what rural parts of the region required in terms of
performance delivery targets and to develop community alternatives with the support of the ambulance
service. It was understood that Mrs Fortes-Mayer had written to the Regional Commissioner regarding
the outcome and setting out the position for local rural systems and would report back to the
Governing Body. Mr Evans reported that he was aware the action had been completed but would
obtain a progress update from Mrs Fortes-Mayer and would bring back to the next meeting.

ACTION: Mr Evans to obtain an update for the next meeting from Mrs Fortes-Mayer on the
work in progress with other regional commissioners regarding the WMAS contract and what
rural parts of the region had agreed they required to achieve performance delivery targets and
to develop community healthcare.

Minute No. GB-2020-01.006 — Public Questions

7.1

Dr Povey advised the meeting that a number of written questions had been received from the public,
which would not be read out at the meeting but hard copies of the questions and the CCG’s responses
had been provided at the meeting. These would also be attached to the draft minutes in readiness for the
next meeting and would be available on the CCG’s website.
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CLINICAL AND FINANCE REPORTS

Minute No. GB-2020-01.007 — Finance, Contracting Report including Quality, Innovation, Productivity &

Prevention (QIPP) schemes

8.1

8.2

8.3

8.4

8.5

Mrs Skidmore presented the report which outlined the CCG’s financial position at 30 November 2019
(Month 8), the key points of which to note were as follows:

e The CCG was showing a year to date overspend of £13.9m against the submitted plan.

e The forecast risk adjusted financial position indicated that the CCG would end the financial year with a
significant deficit with a total risk-adjusted position as reported at Month 8 of a deficit in year of
£44.9m.

e The CCG has experienced adverse movements in the forecast position between month 7 and 8,
particularly in: the overall Continuing Healthcare (CHC) position; and in the overall community position
(due to hospice charges and over-performance in Community Health and Eye Care (CHEC) and Wye
Valley contracts).

e However, improvements in the forecast of approximately £1.3m have succeeded in offsetting the
adverse movement as listed in the report.

e Unfortunately, the savings achieved are just holding the forecast position and preventing it from
worsening.

e The key drivers of the overspend continue in an over performance in acute services, which was
discussed further under the item: GB-2020-01-009: Performance and Quality Report.

e The significant overspend on Individual Care costs continued in Month 8 with further increases
contributing to a net £0.8m deterioration in the risk adjusted forecast, mainly due to adult joint funding
costs.

e Current forecasts against the overall QIPP plan suggested an outturn of £16.3m (82% delivery) with
£0.7m of this flagged as ‘at risk’. Although £0.25m has been included as a potential mitigation to this
as further Individual Commissioning savings were being ratified. The CCG was working hard to
manage its portfolio of QIPP projects but it needed to be realistic about the level of delivery it can
achieve so late in the financial year. However, the CCG was still forecasting to deliver a significant
sum in QIPP savings of approximately £16m, which was consistent with the last two financial years.

e The CCG continued to work with regional partners to discuss the financial position and at the next
Governing Body meeting, the Month 9 position figures would be presented where the CCG would have
finalised a re-forecast for the end of year.

e The CCG was focussing its energies on the development of the plan for the next financial year and to
ensure that this was aligned with the CCG’s operational plans and the financial plans within the
system. There were scheduled conversations, particularly at the Finance and Performance
Committee over the next two months, and reports would be brought back to the Governing Body as
they developed.

Dr Pepper thanked Mrs Skidmore for the report and commented that it was clearly presented. Dr Pepper
raised a query regarding the table on page 4, which presented the forecast variance and the variance
year to date. It was noted that some areas, such as acute services, would have a greater spend burden
so a move from variance would have a greater impact on the overall deficit. Dr Pepper suggested it might
be helpful if within those tables was also presented the percentage against their best set level, for
example, acute services was currently on 5.8%, but Individual Commissioning was approximately 17%.
Mrs Skidmore agreed for this to be shown in future reports.

Mr Vivian referred to the £16m QIPP savings that the CCG was hoping to achieve and agreed that it must
be more difficult to achieve the same savings each year. Mr Vivian hoped that the staff would be
thanked for their work on identifying and achieving those savings. The CCG also needed to be
increasingly realistic about the QIPP savings for future years because these were becoming increasingly
difficult to achieve.

Mr Vivian also referred to the £0.8m deterioration in the CHC position, with most due to adult joint funding
costs with the locality authority. Mr Vivian asked if it was known whether the local authority was also
experiencing similar difficulties in terms of the deterioration around those costs.

Mrs Skidmore confirmed that the increased pressure around costs was being felt across the system.
Telford and Wrekin CCG was experiencing similar issues with the Local Authority also. The individual
care section included CHC but it was also the broader remit around individual cases, which also included
mental health. The financial pressures ran across a number of those areas and there had been not only
a growth in patient numbers but also a growth in package costs. Work was being undertaken to
understand the reasons for this, including working with the Locality Authority and looking at price
management.
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8.6

8.7

8.8

8.9

8.10

8.11

8.12

8.13

8.14

Dr Shepherd referred to paragraph 13 and the West Midlands Ambulance Service (WMAS) contract and
said she had been surprised to note the large difference that at Month 8, WMAS had a year to date
overspend of £241K and a forecast overspend of £549K.

Mrs Skidmore explained that there was an element of seasonality in the profiling with the plan for the
ambulance activity and so the additional activity over the winter period was expected. It appeared that
there was over-performance against plan, but after comparing the monthly actual figures to the planned
figures, it had not moved from the planned variation.

Dr Povey raised a point about the out of area contracts and demand management. Referring to a note
contained in paragraph 15, Dr Povey considered that letters to out of area providers, requesting them to
reduce their activity levels, was not a robust process. Dr Povey asked if the contracts with the main out of
area providers were managed on a robust enough manner.

Mrs Skidmore explained that for each of the main providers there was generally a lead commissioner
allocated. For example, Shropshire CCG was the lead commissioner for The Shrewsbury and Telford
Hospital NHS Trust (SaTH) and there were smaller value contracts that formed part of the lead
commissioner arrangements. The CCGs who had smaller value contracts tended to abide by the policies
that were within those contracts. Using the Wye Valley contract as an example, there was a lead
commissioner for Wye Valley and Shropshire CCG was a co-commissioner on that contract, who would
then expect that lead commissioner to act on Shropshire CCG’s behalf in contract discussions. With
those providers who are in close proximity where the CCG is experiencing a significant overspend, the
contracts team spend more time with the lead commissioner themselves to work through the recovery
plans and also do attend contract meetings.

Dr Davies added that there were some underlying issues that were driving that out of area pressures not
least consistent pressures within the local hospitals. There had been a number of ambulances diverted to
other Trusts, particularly to New Cross Hospital, Wolverhampton and to University Hospital North
Midlands (UHNM), which was driving some of the non-elective activity. Particularly in Wye Valley, it was
one patient that was very complex and had a long length of stay. This would mean that sometimes there
were operational issues that would take the CCG outside of the process.

Dr Povey referred to planning for next year’s finances, and sought clarification on the process followed for
issues that arose that were not included in the plan. For example, included in the Primary Care Network
(PCN) specification there was a need to move towards using dry powder inhalers rather than meter dose
inhalers. It was understood this was a large cost pressure for the CCG and Dr Povey asked how the
issues that were not on the spectrum were built into the finance plan.

Mrs Skidmore explained that as part of the CCG’s overarching model for planning and budget setting
purposes, it would apply all of the things that were expected every year in the finance plan. The Finance
Team did not do that in isolation but would take those initial draft plans out into different areas of the CCG
and discuss with the budget managers about what other drivers of spend there might be that the CCG
was not aware of. For areas like the PCN, there was a pressure that goes into prescribing, and Mrs
Skidmore would expect the prescribing heads of service to be discussing with the CCG’s management
accountants to help the CCG to create an estimate to build into that financial model. The CCG did not at
this point plan for anything like that whether there would be additional money or not but tended to work on
the previous assumption that there would not be. .

Dr Povey referred to the system working and the risks to the QIPPs which may overlap with the internal
cost improvement and asked if the system had a place for this in the plan.

The internal process described in paragraph 8.12 dovetailed with the broader system plan and the
challenge of ensuring that any savings are not counted multiple times within the system was quite difficult.
There was a really well developed network of Directors of Finance and deputies for the Sustainability and
Transformation Partnership (STP) that meets to collectively construct the financial models and align local
plans to ensure there is no double-counting of items. Work was on-going to collectively build a project
plan, a business case and a delivery model rather than trying to build different pieces of work that did not
align. It was explained that the CCG would not have the totality of its QIPP programme being reliant on
system partners. The CCG would be accountable for the delivery of those projects.

RESOLVE: The Governing Body NOTED:
e The financial position at Month 8
e The financial challenge for 2019/20 and work to prepare for a formal reforecast at Month 9.
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ACTION: Mrs Skidmore to arrange for the tables showing the forecast variance year to include
percentage figures against the best set level.

CORPORATE PERFORMANCE REPORTS

Minute No. GB-2020-01.008 — Governing Body Assurance Framework (GBAF)

9.1

9.2

9.3

9.4

9.5

9.6

9.7

Mrs Tilley presented the GBAF report, which was considered self-explanatory, and highlighted particular
points as follows:

o Work was now underway for the creation of the new single strategic commissioner, which would be
discussed in more detail later in the meeting. This would be looking at how the two CCGs’ GBAFs
could be brought together and as a result of this the CCG had started to look at that alignment. The
finance risk of this change had been amended in both CCGs’ GBAFs to better reflect the joint position
across the two CCGs in relation to the financial position.

e Mrs Tilley reiterated to the Governing Body to consider the risks as it considered its business
throughout the meeting.

Mr Timmis agreed with Mrs Tilley’s point about ensuring that there was a link with Telford and Wrekin
CCG’s financial position. Shropshire CCG was required to ensure that it was clear there was still a legal
responsibility for its accounts and therefore needed to be clear about its financial position for the auditors
who would be asking for information that would be definitive just for Shropshire.

Mrs Tilley confirmed that Shropshire CCG and Telford and Wrekin CCG would continue to report and
identify their accounting as separate organisations whilst they remained separate statutory bodies. The
work was focussing on aligning the risks where possible, however, in the action element of the assurance
framework, the two organisations would have individual responses in terms of how they would be
mitigating the risks where there was a difference of approach based on the differences of the two CCGs.
The CCGs were mindful of reporting as two separate statutory organisations and would look to align as
far as they practically could. There would be two separate documents but would be made the same
where they could.

Dr Povey referred to the Finance Risk and the Action GC4 in the report, which stated that the Financial
Recovery plan developed would be submitted to NHSE/I as part of the application to amend the forecast
at Q3. Within those actions it had talked about those actions had already been taken and Dr Povey asked
if this could be explained further.

Mrs Skidmore confirmed that in terms of the risk framework, this was designed to give assurance to the
Governing Body that all steps had been taken to control or mitigate the risks. A lot of the conversations
that had taken place at recent Finance and Performance Committee meetings had been focussed on the
control element and whether everything had been done to try and restrict that expenditure and to have an
effective financial recovery plan.

Ms Cawley pointed out that there was a Healthwatch Telford and Wrekin and was reassured to see the
inclusion of the role that Healthwatch Shropshire played at present with Shropshire CCG. Ms Cawley
believed that Healthwatch Telford and Wrekin operated slightly differently and suggested that going
forward the two Healthwatch organisations and the two CCGs could meet and discuss further joined up
working.

Mr Evans thanked Ms Cawley for raising this point and agreed it was certainly part of the work that was
required with bringing the two CCGs together and to ensure that they worked with both Healthwatch
organisations because they did work differently.

RESOLVE: The Governing Body:

o RECEIVED the detail of the GBAF risks and highlighted any updates required.
o CONSIDERED the risks highlighted in the GBAF as it conducts its business.
e SUPPORTED the interim amendment to the Finance risk (Risk No 1).

Minute No. GB-2020-01.009 — Performance and Quality Report

10.1

Dr Davies presented the Performance and Quality Report, which contained updates on the CCG’s
performance against all its key performance and quality indicators for Months 7 and 8 where available for
2019/20. The key standards that were not met year to date for the CCG were in the following areas:

62 day Referral to Treatment (RTT)

Page 5

Minutes of the CCG Governing Body Meeting — 15 January 2020 SCS
Shropshire Clinical Commissiong Group



10.2

10.3

10.4

10.5

10.6

10.7

10.8

10.9

2wk wait (Breast)

2wk wait from GP referral

31 day where subsequent treatment is surgery
A&E 4hr target

Ambulance handovers >30mins and >1hr

RTT

It was reported that there had been an improvement in the two week cancer performance following the
issues around radiology capacity having been addressed. Unfortunately SaTH now had some long term
sickness issues with surgeons, which would result in the position not being maintained. This had had an
impact on the 62 day RTT and also on the 31 day RTT where the treatment was surgery. The 31 day RTT
target was improving and, although this would be affected by the long-term sickness for the 2 week RTT,
it was anticipated this would not affect the 31 day RTT for the full year.

It had been confirmed that the second robotic machine at the University Hospital of North Midlands
(UNHM) would go live in February. There was a Shrewsbury and Telford consultant who was trained to
use that which would help increase not only capacity for the local system but also for Shropshire patients.

Urology remained a significant challenge and the overall 62 day performance target was dependent on
the CCG achieving that target.

Elective care and 18 week target continued to be challenging as both the Royal Shrewsbury Hospital
(RSH) and the Princess Royal Hospital (PRH)’ day surgery units were being used as escalation capacity.
Despite the significant pressures over the winter to date, SaTH had maintained all clinically urgent and
cancer treatment. The additional Vanguard Unit that SaTH had been able to secure had also supported
that delivery but there continued to be significant delays for routine surgery and the long waiting times
had increased. The CCG was maintaining the zero waits over 52 weeks, which in some cases relied on
individual patient management of pathways and was being continued.

Urgent care — A&E performance had deteriorated. Since the last meeting, two assurance meetings had
taken place with NHSE/I and it had been acknowledged that there was a significant amount of work being
carried out and that there were areas that showed really good practice, particularly around the
management of the back door and delayed transfers of care. Dr Davies thanked local authority
colleagues and the CCG’s front line staff who supported SaTH on a daily basis in what was a very
emotionally and challenging role.

Activity in terms of attendances and admissions had shown a slight decrease over the Christmas period
compared to the same period last year. The period up to and since Christmas continued to be above
plan. The local system was continuing to focus on demand management and the social care element.
The admission avoidance scheme for the Shrewsbury and Atcham locality had gone live in January and
work continued with Shropshire Community Health Trust (SCHT) to roll out a 24/7 service from the
beginning of April.

The Governing Body was informed that, as a result of the pressures, there had been a significant
increase in the 12 hour trolley waits. Mrs Morris referred to the report which highlighted that in November
there had been 61 over 12 hour trolley waits reported; in December 348; and in January to date, there
had been 226. It was acknowledged that these were really large numbers that on-one would wish for any
patient, however, activity was a particular challenge nationally.

Mrs Morris explained that SaTH was required to undertake a harm assessment of patients waiting over
12 hours and it was the CCG’s responsibility to collect the completed harm proformas and to ensure that
any actions required of SaTH had been put in place. It was reported that whilst SaTH tried to cope with
the large volumes of patients waiting, there was a time lapse in completion of the harm proforma
checklists. The CCG was working with SaTH to produce an assessment of any potential harm that may
have come to a patient as a result of the long wait, which would include reviewing patients’ records from
the time they entered SaTH to the time of discharge.

10.10 The Quality Team was in daily contact with SaTH and the Quality Leads have made daily visits to the

Emergency Departments (EDs) when there has been continued high escalation to talk to patients and
relatives and to ensure that appropriate checks have been made. Staff were also consulted to ensure
staff well-being was being maintained. Feedback was passed to SaTH so that it can be acted upon to
improve learning. It was noted that the long waits in the EDs were as a result of flow issues throughout
the hospitals.

Page 6

Minutes of the CCG Governing Body Meeting — 15 January 2020 SCS
Shropshire Clinical Commissiong Group



10.11 Workforce — There remained considerable workforce challenges. SaTH has undertaken some
international recruitment and have recruited 186 registered nurses. A focus group was also looking at
retention as well as recruitment of new staff.

10.12 Ms Porter expressed concern over the numbers of 12 hour breaches and said that whilst the harm
proformas were being completed by SaTH, Ms Porter sought assurance that patients were receiving the
basic nursing care during the long waits.

10.13 Mrs Morris confirmed that the Quality Team would check and expect the patients to be given drinks, food,
and were being properly assessed for pressure-relieving mattresses if their skin was prone to breakdown
or at risk of breakdown. The CCG was aware that sometimes the team did need to remind staff to ensure
patients were offered drinks, however, there had been positive feedback received from staff and patients
that all patients’ basic needs were being met albeit not in the best environment.

10.14 Dr Leaman asked whether the CCG was reducing the number of patients being admitted to hospital from
nursing homes because they were seen as complex patients.

10.15 Mrs Morris replied that there were a number of schemes in place. Dr Davies further explained that
feedback had been given to the A&E Delivery Group from the Telford Care Home multi-disciplinary team
that had been in place at PRH, which had shown that this had not reduced admissions but had shown a
slight increase. More work was underway on anticipating and taking intervention early before the patient
gets too unwell to facilitate a shorter length of stay. A report was due in February from a deep dive that
was currently being undertaken comparing those Shropshire care homes that have low rates of
admissions to those who have higher rates to understand the variation. It was highlighted that the number
of admissions from care homes was a very small percentage of the overall number of admissions. Whilst
the CCG was focused on this it needed to prioritise its efforts proportionately to the impact that it would
have for the front door of the hospital.

10.16 Dr Lynch commented that there appeared to be a contradictory view in that there was obviously an
increase in demand in the EDs at all times but even if the demand decreased there were still long waits
occurring when there was a decision to admit the patient and the CCG was starting to see an increase in
length of stays on the wards. It was suggested that there may be an issue with decision-making in all
departments that required review to assess whether the patients admitted were at the level of acuity to be
admitted. This cohort of patients may be lower in number but would have an impact on the system. Dr
Lynch impressed that it was a system issue, not just SaTH'’s issue, and the benefit of working together as
a system was to try and transform services. Without having access to the relevant information to
understand the issues Dr Lynch could not see how the system could transform its services for the future.

10.17 Dr Sokolov responded by saying that the Governing Body needed to be mindful that it had two roles: to
help facilitate the local health system with the development of schemes that would help manage demand
and to help improve the system flow. This was a role that was taken very seriously and the Governing
Body was trying to fulfil this as best it could and there was more work required.

10.18 The Governing Body’s second role was an assurance role. There was a responsibility within SaTH as the
provider to manage their own processes and performance. The Risk Summit update was due and the
CCG took part in meetings but it was felt important to reflect that the CCG needed to ensure that it was
fulfilling both roles and not neglecting one role in favour of the other. Reference was made to the monthly
Safety Oversight and Assurance Group (SOAG) meetings, established and chaired by NHSE/I, which had
been set up in response to the Care Quality Commission (CQC) findings, and was intended to be a
system level discussion of how improvements can be made.

10.19 Dr Lynch said that she did not wish to abdicate SaTH of their responsibility to review internally to
understand the issues but noted that the report presented did not include mention of SCHT which was
key to the transformation of services that would be needed and asked why SCHT had not been included
in the report.

10.20 Dr Davies explained that SCHT had been referenced in the area of the report, which covered the
admission avoidance scheme. It was reported that the previous report had covered the quality issues
within SCHT but there had been no variances to report this month in relation to SCHT.

10.21 Dr Povey referred to the SOAG meetings and the Care Quality Commission (CQC) report to SaTH and
the CCG'’s role in that. It was understood that on the CQC'’s first visit to SaTH some concerns had been
reported, which were being addressed through SaTH’s action plan. The CCG had sought assurance that
SaTH was addressing those concerns but when CQC conducted a second visit, they had found similar
concerns to the ones that had been reported previously. Dr Povey asked what the thoughts were about
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this issue when the CCG had been under the impression that the issues identified would be looked at and
improved.

10.22 Mrs Morris advised that Mr Evans had written to the regulators who chaired the meeting following receipt
of the CQC’s most recent breach letter. The CCG had attended the SOAG meetings as members of the
assurance group and had also been visiting SaTH to test out their improvement plan and found that in
some cases improvements had been put in place but not in others. The CCG had fed back to SaTH
when it found areas where improvements had not been in place. Mr Evans’ letter had asked about how
the CCG and SaTH could work better together to ensure that the assurances that were given were robust
and appropriate assurances. Following this, the Risk Summit was held where a number of actions were
identified for system partners, with a follow-up meeting to review the impact of those actions. A meeting
with NHSE/I and CQC was planned in early February with the new Trust Chief Executive to look at how
the CCG and SaTH were working together and how appropriate assurances were being obtained and
sustained. It was understood that all the actions were in place but had not been embedded and tested to
ensure that they were having the impact required.

10.23 Dr Povey asked to what extent would the CCG take SaTH’s assurance that the actions were in place and
to what extent would the CCG check the actions were being carried out. It was understood that the
checking of actions was in place but this was normally done by the provider who would then provide
assurance to the commissioner.

10.24 Mrs Morris requested the Governing Body to bear in mind that the CCG did not have the resources that
the CQC had to conduct an in-depth investigation. The CCG had been conducting the visits and SaTH
had been held to account through the Clinical Quality Review meetings (CQRM), which had proved a
challenge. There had been a change of membership and some lines of work had not been carried
through within the conversations with SaTH, which would be discussed at the SOAG meeting. As a
commissioner, the CCG accepted the assurance from SaTH but the CCG had been questioning whether
it was reassurance or robust assurance.

10.25 Dr Matthee highlighted that the ED staff were human and should not be blamed for the issues but needed
support as much as possible. However, the patients waiting were human also and it was not a good
experience for them. Dr Matthee reiterated his message that the abnormal should not be made normal.
A lot of the issues were as a result of the process. There was also an impact if there were long waits in
the EDs for General Practice with patients’ health declining and trying to manage patients at home when
it was considered inappropriate. The CCG was advised not to just focus on patients admitted from
nursing homes because they normally received visits from GPs but also to consider the cohort of
vulnerable patients who lived at home alone who were -not known to services.

10.26 Mr Timmis agreed that the numbers quoted were of great concern and beyond anything he had
experienced in over five years working for the CCG. Mr Timmis referred to the report and the risks of
SaTH’s position of being under ‘special measures’ and asked if there was a timescale for improvement
when the figures had deteriorated to such a large extent. Mr Timmis understood that it was not entirely
the CCG’s role but it did commission the services, which Mr Timmis regarded as completely untenable.

10.27 Mr Evans asked the Governing Body to bear in mind that this was a complex issue with no easy
solutions. SATH had significant staffing challenges, particularly around consultants, middle-grade doctors
and nursing workforce, which made the organisation quite fragile in terms of those services. The system
needed to work hard to support SaTH. As an organisation which was reliant to some extent on temporary
staff, in order to avoid risks, there was a likelihood for patients presenting in EDs to be admitted in this
system than it might be in an ED in a more stable system. It was a significant part of the reason why the
CCG needed to work harder with system partners to do everything it could to prevent admission and
attendance at the ED.

10.28 There was an acknowledgement that there had been successful system working undertaken around the
back door, and with local authority partners and SCHT to discharge patients as soon as possible. The
introduction of the pathway zero had had a major impact on the ability to discharge patients early with
patients not needing further care. Attention should now concentrate on demand, which was the reason
why the emphasis of the A&E Delivery Group and the A&E Delivery Board had changed in recent weeks
to deal with those issues. The system needed to try and ensure patients received the most appropriate
care and to stop deteriorating to an extent that they need admitting because otherwise this would result in
long waits for patients, which was the present position and that was not good care for patients.

10.29 Dr Shepherd considered that if the CCG was to address demand then community resources needed to be
effectively supported and developed because community and primary care was already at maximum
levels albeit was not in the same performance category. The staff working in the community and in
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primary care also needed to be commended for the work they were already undertaking as well as any
additional work they were asked to do.

10.30 Dr Shepherd also referred to the high numbers of trolley waits and highlighted that the harm that patients
might experience was not always easily measureable. A checklist may be completed to state that they
had recovered and had received their treatment but the psychological impact of a patient who had
experienced a long wait was hard to measure. Dr Shepherd agreed with Dr Matthee’s comment that this
did have the potential to impact on a patient’s future treatment. A further question was put forward about
if a patient was admitted because they required specialist care or investigational treatment and did
experience a long trolley wait, what measures were in place to ensure they received their treatment.

10.31 Mrs Morris confirmed that the patients waiting on the trolleys would have already been seen and would
have a treatment plan put in place and would be receiving their medications, pressure care and any other
treatments they required and this was tested through the CCG visits also.

10.32 Dr James said that he fully accepted and understood the reasons about the complexity of the situation,
however, the CCG did not have the full information to understand the reasons for the high level of 12 hour
trolley waits and without that information how would the Governing Body be fully assured.

10.33 Dr Davies suggested that this would need to be discussed at the A&E Delivery Group meeting because it
involved system wide information. It was agreed that Dr Davies would further discuss with Dr Sokolov
and Mrs Morris what further information was required to develop a fuller picture of the demand issues,
which could be taken to the A&E Delivery Board, and then reported back to the Governing Body.

10.34 Dr Pepper recognised that it was a complex area to analyse and understand. It was pointed out that the
numbers of patients presenting in the EDs was not the sole determinant and Dr Pepper sought comments
about what was being seen in terms of performance of the acute presentation and management of
patients even before the point a decision to admit was made.

10.35 Mrs Morris described the process from when patients arrived at the ED when they should be triaged
within 15 minutes but it was a challenge that SaTH rarely achieved that standard. Once individuals were
directed through the department and it was appropriate that they were there for attendance then the wait
could be a long time dependent on the queue, which could be 5-8 hours. This was a concern because
this wait time did not include the time spent before the decision to admit.

10.36 In terms of the patients’ clinical management, they would have been triaged and there was medical staff
in the department, which may have a reduced level of substantive consultants but SaTH did have locum
consultants in the department that were acting up at that level. SaTH do have high volumes of nurses and
the CCG checked on a daily basis the completion and the fill rate for their nurses. On occasions serious
incidents had been reported, which showed that there had been a delay in the management of a specific
case, which would get fully investigated by the Trust. There were waits at each stage and these should
be monitored and audited by SaTH. The issues were discussed on a weekly basis, and were discussed
at the Clinical Quality Review meeting (CQRM) but it was not the standard that it should be.

10.37 Mr Vivian asked if the measurement of harm of a patient who had waited in excess of 12 hours on a
trolley in an environment that was daunting, included areas such as a patient feeling anxious, worried or
frightened and asked to what extent was their dignity compromised.

10.38 Mr Vivian also noted that there had been numerous groups, boards and committees that had been
working on the demand issues and asked if these were seen as helpful interventions. It was considered
that the response to the issues should be rational, measured and efficient in its own right and it felt that
the situation was possibly being exacerbated by a disordered system pursuing the same cause. Mr
Vivian pointed out that the winter period did have its challenges every year and wondered whether this
activity was being carried out at the wrong time.

10.39 Mrs Morris confirmed that the harm proforma did not assess a sample of full impact and this was seen as
a key issue. Where required, patients were transferred on to beds with appropriate pressure relieving
mattresses. The harm proforma included questions asking if there was any skin damage or was care
delivered in accordance with plan but did not include the psychological impact. The CCG team, when
conducting their visits, did talk to patients and their families about their experience and asked what the
CCG could do to feed back to SaTH so that they were aware of the human factors.

10.40 Dr Povey expressed his concerns and agreed that the issues were not only as a result of an increase in
demand but a combination of demand, capacity and workforce. There had been a year on year rise in
activity but compared with the Christmas period last year, there had been fewer admissions, fewer A&E
attendances but far higher numbers of 12 hour breaches. The input of the national clinically-led
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Emergency Care Intensive Support Team ECIST working in SaTH had also not seen a sustained
improvement in activity and performance.

10.41 Dr Povey agreed with Dr Matthee’s comments that staff who worked in the hospital and in the system
were working very hard but suggested this needed to be balanced with the fact that there was potential
harm to patients. The CCG had been told by NHSE/I that it needed to provide assurance and so would
need to look at the two reviews by West Midlands Quality Research, and the Quality Team had reported
back very positively, but there was something that was not happening as a system.

10.42 Dr Povey offered to write, on behalf of the Governing Body, to Sir Neil McKay, Chair of the STP, to ask
what further steps could be taken as a system to try and improve patient experience, performance of the
hospital and also the working lives of staff. It was considered that the single ED was required in order to
attract and maintain high quality staff and services for Shropshire patients.

10.43 Dr Povey queried whether it was still the national requirement for the CCG to report monthly around
defined RTT figures including the total waiting lists. Dr Davies explained that there was a requirement to
report this information annually. The CCG would have a better view of the position in February and Dr
Davies would provide an update to the March Governing Body meeting.

10.44 Mr Vivian referred to the performance of the GP Learning Disability Register and that the CCG had been
positioned within the top quartile nationally on this measure. Mr Vivian queried the CCG’s performance
against itself rather than other CCGs to see whether the CCG was performing better or worse. Dr Davies
offered to bring back an update on this to the next meeting.

10.45 The Governing Body agreed that it could not provide its assurance and, therefore, agreed the revision of
the actions required by Governing Body Members, which were: ‘The Governing Body was asked to NOTE
the contents of the report and SOUGHT assurance from the CCG actions contained within it to ensure
patients’ safety and compliance with quality care.” Dr Davies would ensure circulation of the revised
recommendation.

RESOLVE: The Governing Body NOTED the content of the report and SOUGHT assurance from
the CCG actions contained within it to ensure patients’ safety and compliance with quality care.

ACTIONS: Dr Davies to further discuss with Dr Sokolov and Mrs Morris what further information
was required to develop a fuller picture, which could be taken to the A&E Delivery Board, and then
reported back to the Governing Body.

Dr Povey to write to Sir Neil McKay to ask what further steps could be taken as a system to try
and improve patient experience, improved performance of the hospital, and to improve the
working lives of staff.

Dr Davies to bring back a report for the March meeting on defined RTT figures, including the total
waiting list.

Dr Davies to present an update on the CCG’s performance of the GP Learning Disability Register
measure against itself.

Dr Davies to arrange circulation of the revised recommendation for the Governing Body to seek
assurance from the CCG actions contained within it to ensure patients’ safety and compliance
with quality care.

Minute No. GB-2020-01.010 — Shropshire CCG Strateqic Priorities Update

11.1 Mr Evans referred to the set of strategic priorities that had been agreed at the Governing Body’s August
meeting and presented the update paper which now outlined the performance indicators against each of
the key priorities and progress against those. Mr Evans explained that he had not planned to go through
each priority in detail and opened the discussion for questions.

11.2 Mr Timmis made reference to planned care and enquired about the current state of procurement activity
and contractual arrangements with the alliance agreement to provide MSK services.

11.3 Dr Davies reported that a formal response had been received from the providers confirming their
agreement to an alliance, which had sought both CCGs’ contribution to that alliance. A response had
been agreed at the CCGs’ Joint Executive Team meeting on 13 January confirming that the CCGs would
form part of an alliance with the three providers: The Robert Jones and Agnes Hunt Orthopaedic Hospital
(RJAH), SCHT and SaTH to deliver the new model of care for integrated provision of MSK services
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114

11.5

across the county. There were still a number of agreements and plans to finalise by the end of January
before the alliance agreement was finalised at the end of February. Work was in progress and Dr Davies
would provide an update on the key elements at the March meeting.

Mr Evans confirmed that a paper on priorities in mental health and learning disabilities standard
investment had been discussed at the Joint Executive Team meeting on 13 January. It had been agreed
that patients who present in crisis would be the top priority for new money received from the mental
health investment standard and an update would be brought back to the next meeting.

Dr Povey requested further information about the work of the West Midlands Cancer Alliance and the
integrated pathology network. Mr Evans believed that the work was looking at developing digitalising
pathology services across the West Midlands into the centres but explained that this did not necessarily
mean that pathology services would be run by the centres. Mr Evans would obtain a progress update
from Mrs Fortes-Mayer on this and would bring back to the next meeting.

RESOLVE: The Governing Body NOTED the progress against the CCG’s strategic priorities
including the inclusion of a single high level KPI for each priority.

ACTIONS: Dr Davies to update the Governing Body on the progress of work resulting from the
alliance agreement with providers for the new model of care for integrated provision of MSK
services across Shropshire, Telford & Wrekin.

Dr Davies to update the Governing Body on work on mental health and learning disabilities
investment and improved service for those patients who present in crisis.

Mr Evans to obtain an update from Mrs Fortes-Mayer on the West Midlands Cancer Alliance work
on digitalising pathology services across the West Midlands.

GOVERNANCE & ENGAGEMENT

Minute No. GB-2020-01.011 — Single Strategic Commissioner for Shropshire and Telford and Wrekin

Update Report

121

Miss Smith presented the update report on the Single Strategic Commissioner for Shropshire and Telford
and Wrekin, which included an overview of the programme to date, and highlighted the following key
points:

e The Governing Body to note the new revised application date for creating a single strategic
commissioner across Shropshire Telford and Wrekin, which had been agreed with NHSE/I, was 30
April 2020, and the reviewed timeline that the CCG would be working to.

e The new director appointments for shared directors between Shropshire CCG and Telford and Wrekin
CCG.

e The alternative proposal for aligning the existing governance structures between NHS Shropshire
CCG and NHS Telford and Wrekin CCG. Reference was made to the paper presented to the
November meeting, which had suggested that the CCGs would form committees in common and a
joint committee for commissioning to help align the governance structures of both CCGs. It was
explained that since that discussion, NHSE/I had suggested alternative options, which were now being
utilised by other CCGs across the country. The outcome of the discussions with NHSE, as detailed in
the report, were that:

e The CCGs must determine whether they wished to share a constitution so as to remain two
statutory bodies in the interim period leading up to April 2021, when it was expected the new CCG
would be created, which would have a shared constitution with a shared governance structure,
shared financial instruction sheet and shared scheme of delegation.

e The shared constitution of both CCGs to then have the ability to create a committee in common for
the Governing Body meeting and shared Governing Body members. It was highlighted that this
was a different proposal than that presented to the November meeting and would also impact on
Governing Body Members’ appointments and terms of contracts. This would also mean that all
Governing Body members, apart from those who have joint appointments, would have a conflict of
interest, which had already been noted at the commencement of the meeting under declarations of
interest.

e The report was not for an approval process; it was for noting by the Governing Body. The actual
decision to follow the new process would be made by the two respective memberships when they
would be presented with a new shared constitution.

e There were clear merits in moving to a shared constitution and aligning the governance processes,
which were set out in the report. Members of staff who were to soon go through the management
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12.2

12.3

12.4

125

12.6

12.7

of change themselves would be following one set of rules, processes and policies. It would also
mean that both CCGs would potentially be able to make the 20% savings in running costs
requested by NHSE/I.

e There were some proposed amendments to the current constitution, as detailed in the report, which
needed to be approved in terms of reflecting the new director structure, voting rights and other
respective committees. The Governing Body was asked to ratify those changes, which would be
forwarded to NHSE/for further ratification in the next week.

Dr Pepper commented that he welcomed any steps that could be taken to streamline the CCG’s
processes and make them more impactful given the challenge in the system and it would be good to have
these arrangements in place as soon as possible. It was felt that it was a difficult paper and Dr Pepper
congratulated the executives who joined the board of both CCGs. However, Dr Pepper also recognised
that there were those members who had done a large amount of work for both CCGs for many years and
recognised the impact and importance of their work.

Dr Shepherd felt that it was quite a difficult paper to comment on because of the conflicts of interest. Dr
Shepherd considered the proposal was a good idea and it was in line with the regional plan of having
trying to form a single organisation from April 2021. It was appreciated that there were a lot of details to
be worked through, for example, Shropshire CCG Lay Members did not align with Telford and Wrekin
CCG’s Lay Members. Dr Shepherd expressed a slight concern about the pace of change and the tight
timescale to enact the changes in what was a time of great change already. It was felt that the CCG might
made decisions too quickly and would be difficult to change if needed.

Dr Shepherd further suggested changes in the titles of the Director of Performance and Service Redesign
and the Director of Primary Care, which were listed, but were no longer included in the new structure.

Miss Smith acknowledged this was a good point and explained that the changes reflected the present
time but clearly there was a transitional period for the directors and some directors were still working in
their previous roles. It was, therefore, anticipated that further changes would need to be made following
the restructure to titles of Directors currently stated in the Constitution. The Governing Body was asked
to approve the changes to the Constitution.

Dr Povey further explained that, for example, the terms of reference of the Primary Care Commissioning
Committee, in which the Director of Primary Care was a voting member of that Committee, had been
retained as a voting member in the interim whilst also changing the roles of the new directors.

Dr Povey reported that the CCGs’ Chairs, the Accountable Officer and the CCGs’ governance leads had
held detailed conversations with NHSE/I about the challenges around the initial plan, which had been to
move to a single CCG in April with a joint management team which would present challenges in terms of
governance. There was a miss-alignment of committees, which could result in the management team
working in two different ways. An interim step had been discussed but it was agreed it was better to align
the two CCGs’ Governing Body Boards, and having shared executives, Lay Members and a shared
Secondary Care Doctor, to allow consistency, which had been supported by NHSE/I. It was agreed that
the speed of change was an issue but the current plan was to enact the changes by May-July, which was
at a slower pace than the initial plan discussed with NHSE/I and was to take into account the contractual
and legal requirements around the process of change. The CCG was utilising the skills and experience
of NHSE/I appointees to look at the three particular areas CCGs were required to look at when joining
together, which were around: Workforce, the Constitution and Strategy. By following this process, the
CCG would ensure there was a balance between enabling staff to carry out their role and also allow the
membership and organisational structure to be a reflection of discussions.

RESOLVE: THE GOVERNING BODY:

e NOTED the actions taken to date on creating a single strategic commissioner for Shropshire
and Telford and Wrekin.

e NOTED and provided feedback on the new advice from NHSE regarding how a shared
Constitution could be adopted by both NHS Telford and Wrekin CCG and NHS Shropshire
CCG, to allow governance structures to be shared, but still retaining a single Constitution
for both CCGs.

e NOTED that amendments required to the CCG’s Constitution to facilitate the described
alignment of decision making between NHS Telford and Wrekin CCG and NHS Shropshire
CCG would need to be presented to the membership of both CCGs for approval.

e APPROVED the proposed changes to the current CCG Constitution as set out in section 4 of
the report and outlined in detail in Appendix 1 with regard to amending the composition and
titles of executive voting and non-voting members of the Governing Body to reflect the
newly created Executive structure.
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Minute No. GB-2020-01.012 — Emergency Preparedness, Resilience and Response Annual Assessment

131

13.2

13.3

13.4

135

13.6

13.7

Mrs Tilley presented the outcome of the CCG’s 2019/20 annual EPRR assessment, which had achieved
the rating of ‘Full Compliance’ and therefore continued the rating received in 2018/19. It was pointed out
that this did not mean that there was no further work to do going forward and the CCG would continue to
build on the improvements that it had made to its emergency planning processes over the last two years.

Reference was made to the enclosed letter from NHSE which contained a suggestion for the CCG to
include a wider group of on-call directors in emergency planning exercises, which was being considered
for implementation.

Dr Povey said that it was pleasing to see that the CCG had been rated as ‘fully compliant’ by NHSE.
However, it was pointed out that there had been recommendations made for the CCG to ‘consider better
attendance at exercises for all on call staff to enable staff to consolidate EPRR training during live
events’. It was understood that staff did take part in the activities but there was potential for better
attendance.

Dr Leaman congratulated Mrs Tilley on the rating achievement and referred to the rota list of contacts that
was shared with the hospital. Dr Leaman asked how the CCG ensured that the staff on duty could be
contacted on the telephone contact details given and what should the hospital do if they could not contact
the staff member on duty.

Mrs Tilley explained that there was a three-month rota that was prepared and shared with the hospital
team who managed the on-call system. SaTH therefore had sight of all the contact details and was
responsible for co-ordinating calls that were received which required an emergency out of hours
response. SaTH was aware that if there was an issue it needed to report that to Mrs Tilley so that any
issues could be addressed. Mrs Tilley reported that it was extremely rare for staff not to be able to
contact the person on call. The CCG conducted annual training and refresher training for on-call directors
so they were very clear about their responsibilities. The CCG also carried out exercises and tests, for
example, a communications test exercise was planned. There was therefore a lot of checks in place to
ensure the systems were operating properly. The CCG was in regular contact with NHSE/I who shared
their expertise on learning from other areas around improvements to systems. Mrs Tilley was also in
regular contact with other emergency planning leads across the system to ensure the CCG’s systems
were up-to-date.

Dr Povey voiced concern that the CCG’s current on call system was purely dependent on directors. It
had been noted that other organisations’ on call rotas consisted of a tiered approach that did not rely on
just directors being on call. It was highlighted that the directors had important roles during the day and
some of the issues did not always require a director to solve. Dr Povey asked if there was an opportunity
when forming the new CCG to address this and to review whether there was a better way of utilising key
members of staff.

It was pointed out by Mrs Tilley that most organisations that operated a 2 tier approach that had a
manager on call system backed up by a director on call tended to be larger organisations than the CCGs
and therefore had a larger pool of staff to draw from. However, the Executive Team had committed to
review who participates in the on-call rota because the number of directors had decreased. Therefore,
this would definitely be an issue that would be addressed when going through the process of creating the
new single CCG. In addition, there was the resource and the expertise of Mrs Tilley, as the Emergency
Planning Lead, who was available as a point of contact during the day.

RESOLVE: THE GOVERNING BODY:

o NOTED the content of the report, in particular the continued rating of Full Compliance; and

e SUPPORTED an on-going programme of EPRR work to ensure the Full Compliance rating can
be maintained.

Minute No. GB-2020-01.013 — SaTH Mortality

141

14.2

Dr Povey welcomed Dr Edwin Borman, Director of Clinical Effectiveness, SaTH who attended to give a
presentation on SaTH Mortality, electronic copies of which had been previously circulated.

By way of introduction, Dr Borman explained that one of the things from a healthcare perspective which
was particularly important about death was that it was a very discrete measurable and it was also very
important that we do learn from the deaths of our patients. One of the ways in which to recognise the life
and then the passing of a person was to review people’s deaths so that lessons can be learnt from them
in order to do better for others. Members were informed that the slides shown would present a lot of data,
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metrics and information but each of these had stories behind them. Dr Borman proceeded to talk through
the presentation slides highlighting key points, which covered the following areas:

CHKS Dashboard: October 2018-September 2019
5 year Risk Adjusted Mortality Index SPC: currently 88.1
Risk Adjusted Mortality Index (RAMI) 2018 monthly Peer comparison
5 year Hospital Standardised Mortality Ratio (HSMR) SPC — currently 89.22
HSMR monthly Peer comparison
5 year Summary Hospital-Level Mortality Index (SHMI) SPC — currently 101.46
SHMI monthly Peer comparison
Acute cerebrovascular disease HSMR has improved
Trauma Research Network (TARN) Rate of survival: 1 April 2019-31 July 2019 - The excess rates of
survival are as expected and the data can be viewed with confidence:
¢ Royal Shrewsbury Hospital — the survivor/death ratio is 0.86
e Princess Royal Hospital — the survivor/death ratio is 1.18
At PRH ... NHFD 30 day Mortality has improved since 2018 but shows a slight increase above peer in Q2
At RSH ... NHFD 30 day Mortality has improved since 2018 and currently is below peer comparator

14.3 It was explained that SaTH receives data on a quarterly and annual basis from the Comparative Health
Knowledge System (CHKS). It was noted that other than a very small number of exceptions, SaTH was
placed on the correct side of the peer comparator and national comparator performance. The important
message was that mortality at SaTH had consistently for the last five years been either at or below peer
comparators across multiple indices.

14.4 SaTH looked for specific indicators that suggested that individual Health Resource Groups
(HRGs)/Diagnosis Related Groups (DRGs)/or clinical complex areas potentially might become outliers.
SaTH did have a potential alert for patients with acute cerebrovascular disease, as shown on the chart
presented, and was placed beyond the funnel plot. That had now come back in within the funnel plot and
SaTH had carried out a detailed review of patients within this group of clinical conditions and had
produced a detailed report. When looked into further with the provision of externally validated
confirmation of the explanation, the cause had been as a result of a coding issue linked to how SaTH
provided end of life care for patients who have had a significant acute cerebrovascular episode. It was
explained that some Trusts had palliative care consultants who provide end of life care. SaTH had a
combination of palliative care consultants and the end of life team and people who have been trained by
both. The coding difference had been found to be the cause, which had been validated by the University
Hospitals Birmingham.

14.5 SaTH collectively with RSH’s Trauma Unit was part of The Trauma Audit and Research Network (TARN)
and receives reports from TARN that provide information on trauma patients. It was emphasised that
given Shropshire’s population, trauma did not necessarily mean motor vehicle accidents and major
trauma. The typical type of trauma for SaTH patients presenting in its EDs and the Trauma Unit involved
elderly patients who have had a fall. This was significant for patients who particularly have co-morbidities
which could generate injuries and the combination of both could lead to death.

14.6 Referring to the data which was confirmed as accurate, Dr Borman demonstrated that there was a very
small improvement in outcome. What the data showed was that for Shropshire patients, having the types
of trauma that are counted by TARN, there might be a very small net survivor increase but it was not
statistically significant nor was Shropshire an outlier.

14.7 Reference was made to the mortality alert for 2017 at The Princess Royal Hospital, Telford, as a result of
the work of the National Hip Fracture Database, which had been flagged for SaTH that it had an alert.
SaTH had carried out a detailed mortality review and had invited an external independent review to check
the work that had been carried out, which had already identified some important elements. These were:
(1) the average time for patients to go through to theatre at PRH because of theatre availability took
longer than at The Royal Shrewsbury Hospital, Shrewsbury, which may have an influence and an
adverse effect on mortality; (2) the limited number of geriatricians to review patients; and (3) the time
patients spend in the ED department and the extent to which they are appropriately resuscitated and
cared for in the ED; and the time from there to transfer to an appropriate orthopaedic bed was of
increasing concern, therefore, more work was being done in that regard.

14.8 Lessons learnt from a mortality outlier alert for RSH during the years 2015 and 2016 had led to
improvements in the time for patients taken to theatre but had not been 100 per cent resolved. There
was geriatrician availability at RSH but it was more challenging at PRH, which was largely on the basis of
a national shortage of geriatricians.

L —————————————————————————————————————————————————————
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14.9 Two further pieces of work that was being undertaken by SaTH were: (1) as part of the thematic review
SaTH was undertaking, it had been agreed that given there was a much higher presentation of patients at
the ED and the long 12 hour breaches, SaTH had initiated a mortality review of patients who had
attended the ED; and (2) SaTH would be contributing to a system-wide review of SIs and mortality related
cases.

14.10 Dr Leaman commented that he had been particularly impressed by the completeness of the data
submitted to TARN, as this involved a lot of work; however, he had been disappointed that there had not
been any maternity data included in the report and enquired about the numbers of stillbirths.

14.11 Dr Borman’s response was that he did not have the definitive numbers to hand but understood that there
would be a separate report on maternity mortality, however, he would be happy to include the figures in
future reports/presentations. From Dr Borman’s recollection, for the most recent completed year, which
was 2018, in terms of the Embrace collective figures as described, the number of still births was 14 and
for perinatal mortality cases, the number was 7. This, therefore, showed there was a reduction in still
births compared with preceding years. It was explained that the measurement depended on the period
and which data was being consulted upon. The data presented was from Sept 2018-Sept 2019 and the
numbers were going to be different. It was, therefore, really important to have multiple perspectives on
this to see the accuracy of all the figures.

14.12 Dr Leaman asked how these numbers reflected over time. Dr Borman reported that over time there had
been a gradual reduction in the number because there had been more stillbirths the year before. From Dr
Borman'’s recollection of the number had been 27 stillbirths and 4 perinatal mortality. There had been a
variation because partly those numbers were small but typically it had been found that the combination of
stillbirths and neo-natal deaths had been around 20-27 cases overall as a general trend.

14.13 In order to gain a better understanding of the Risk Adjusted Mortality Index (RAMI) graphs presented that
showed the seasonal variation, Dr Sokolov said that she understood that there were more cases of flu
and respiratory conditions in winter time, but asked if the variation was entirely due to that or was there an
element of relativity; and would the aspiration over time lead to see a plan to address the variation.

14.14 Dr Borman referred back to the data contained in slide 3 of the presentation. SaTH had looked into this
area in more detail and had found that it was respiratory conditions that were contributing to that increase
in deaths. Using the slides, Dr Borman demonstrated the comparison with peer organisations that it was
the national type of seasonal variation, which tended to be elderly patients who have co-morbidities. A
review had been carried out into these areas and SaTH had not been able to find a way as yet to identify
specific factors that would change this position

14.15 Dr Sokolov noted the population update presented that suggested that SaTH was within the norm for its
mortality indicators but asked how this information was triangulated with the CQC findings and with the
repeated occurrences of serious incidents (Sls) reported, which meant that regardless of whether or not
SaTH was within the norm, there was avoidable harm that needed to be reduced.

14.16 Dr Borman agreed with this point and confirmed that in his role of Director for Clinical Effectiveness the
brief had been to look more broadly at what could be learnt from individual cases that can be applied
more generally. The work of the dementia team was important and SaTH was now reviewing the Sis to
identify links in themes, which had already been carried out in complaints. It was more difficult in these
cases but there had been some elements picked up. Dr Borman was worried about the increasing stay of
patients in the EDs and the extent to which that increase in demand has led to crowding in the EDs hence
it was more difficult for the staff. However good the staff were and do their best for the individual patients
it was really difficult when there were more than 100 patients in each of the EDs at any one time. There
had been a fundamental change, which needed an understanding that it was not going to have an
appreciable change in the mortality of patients, particularly with elderly patients who are more
susceptible.

14.17 Ms Robbins commented that she had found the presentation on the population data really interesting but
asked about data use internally. Ms Robbins wondered with some of the changes that had been
referenced whether SaTH was following weekly activity data in response to those changes, which would
give a different picture to a population number and demographic.

14.18 Dr Borman replied that he was not sure how widely the data was circulated but he received the data for
the acute pathway on a daily basis. This information showed the whole range of demand and capacity
information within the system, which included ambulance conveyancing to presentation in the ED.
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14.19 Ms Robbins explained that her point was more about if the change was made in terms of an intervention
or something had changed and asked would the information be available about that change and the
suspected cause.

14.20 Dr Borman replied that this was left to the analysis of the staff who received the information. It was
confirmed that discussions took place within the Executive Team and there were regular conversations
with the Chief Operating Officer about what was making certain changes occur. SaTH had looked
actively at the conveyance rates from WMAS and the conversion rate of ambulance presentations and
walk in patients to admissions are carefully considered. It was confirmed that SaTH had tracked carefully
whether those patients who do have a decision to be admitted, how rapidly they are brought in, which
was why Dr Borman was concerned that that time had increase significantly, which did carry clinical risk.

14.21 Mr Vivian commented that the data collection and understanding was extremely sophisticated and asked
how readily was it being used across the organisation in terms of a cultural organisational adoption
model.

14.22 Dr Borman agreed that the crucial question was how to drive performance improvement on the basis of
the data provided. In the first instance an invitation was extended to Members of the Governing Body,
which a number of partner organisations had already accepted, which was to attend one of SaTH’s
Mortality Committee meetings where attendees can assure themselves that there was a robust process in
place.

14.23 Dr Povey thanked Dr Borman for attending the meeting and considered that it was really positive that
SaTH had initiated the mortality review in the ED; and also that SaTH was participating in the Niche
review into the Sl process and the system mortality review.

RESOLVE: THE GOVERNING BODY NOTED the content of the presentation.

Minute No. GB-2020-01.14 — Audit Committee — 30 October (summary)

15.1 Mr Timmis presented the Audit Committee summary report, which was taken as read, and highlighted the
following key points:

e Mr Timmis had hoped to be able to report this month on the mental health investments standard.
Apologies were extended to the Governing Body but there had been delays caused by NHSE/I
nationally. Mr Timmis reported that he was not expecting any significant issues to raise with Members
but expected to report back to the next meeting.

¢ Lay Members appreciated all the work that the Executives had been doing but it had been noted that
there had been an increase in late Board/Committee papers received and they had asked if this could
be addressed. As a governance issue it would be appreciated if papers could be received to allow
sufficient time to consider the information before the meeting.

RESOLVE: THE GOVERNING BODY NOTED the content of the report.

ACTIONS: Report on Mental Health Investments Standard to be included on next agenda.

The Executive Team was asked to consider the Lay Members’ request to receive more timely
Governing Body/Committee meeting papers to allow sufficient time to consider the information

presented before the meeting.

Minute No. GB-2020-01.015 — Healthwatch Shropshire Report

16.1 Ms Cawley presented the Healthwatch Shropshire (HWS) report, which she assumed Members had read,
and highlighted the following points:

e HWS had now published its End of Life report on its website, which had been shared with a number of
providers and the CCG for comment before publication. This was normally something HWS would do
later in the review because it was not always clear from the comments received when experiences
have happened so it was an opportunity to inform the public what was the current situation within the
services. Unfortunately, by the time that HWS had published the report, comments had only been
received from the Severn Hospice and the CCG. It was unfortunate that comments had not been
received from either SaTH or SCHT but if comments were later received, the report would be
amended to include those comments.

e HWS had arranged its annual event to take place on 4 March. The reason for the delay was mainly
due to holding the event in the period before Christmas would not have been a good time for voluntary
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16.2

and community sector involvement. HWS requested CCG representation at its event, which would be
illustrating to the public how social care and the third sector work together to support their health and
wellbeing with an emphasis on self-care and prevention. HWS also welcomed offers to speak to the
CCG about how it would like HWS to communicate to the public.

e Ms Cawley also reiterated that as the CCG moved towards becoming a single strategic commissioning
organisation, HWS was very open to evolving in the way that it worked with the CCG. The Governing
Body was reminded that HWS was there to help the CCG communicate with the public and for the
public to communicate with the CCG.

Mrs Wilde requested if the report that HWS was preparing on Access to Primary Care could be shared
with the Primary Care Commissioning Committee (PCCC) when complete so that this could be included
in the work covered in the CCG’s annual report. Ms Cawley agreed that it had been the plan to do this
and asked if HWS could receive the CCG'’s help in setting the context and with the writing of the report.

ACTION: The CCG to contact HWS to arrange CCG representation at their event on 4 March and
to discuss the process on how to communicate with the public.

The CCG to contact HWS re. providing support with writing their report on Access to Primary
Care.

RESOLVE: THE GOVERNING BODY NOTED the content of the report.

FOR INFORMATION ONLY/EXCEPTION REPORTING

Minute Nos. GB-2020-01.016 to GB-2020-01.023

17.1 The following minutes of the Governing Body Committees were received and noted for information only:

17.2

17.3

) Clinical Commissioning Committee — 16 October 2019
. Finance & Performance Committee — 30 October 2019
. Primary Care Commissioning Committee — 2 October 2019

Quality Committee — 30 October 2019

System A&E Delivery Board — 22 October 2019

North Locality Board — 26 September 2019

Shrewsbury & Atcham Locality Board — 19 September 2019
South Locality Board — 4 September 2019.

Ms Porter asked Members to note a point of clarity on the summary page for the October meeting of the
Clinical Commissioning Committee (CCC) where it stated that the CCG was discussing a new joint policy
with Telford and Wrekin CCG. Once finalised this would be presented to CCC for approval before being
brought back to the next Governing Body meeting.

Dr Povey referred to the minutes of the A&E Delivery Board and discussions around Babylon Health
being part of a potential solution. Mrs Wilde confirmed that this had been considered along with other
similar approaches for electronic means to communicate with GP practices but it had not been approved.
It was pointed out that this had been included in the public questions received for the Governing Body
meeting and any digital solution would need to be able to fully integrate with the systems in operation
across the CCGs.

RESOLVE: THE GOVERNING BODY RECEIVED AND NOTED the minutes as presented above.

Minute No. GB-2020-01.024 — Any Other Business

18.1 There were no further items raised.

DATE OF NEXT MEETING

Dr Povey officially closed the meeting at 3.45pm and confirmed that the next scheduled Governing Body that
was open to the public is:

e Wednesday 11 March 2020 — venue to be confirmed.

SIGNED ... e DATE ...
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Shropshire Clinical Commissioning Group

ACTIONS FROM THE CLINICAL COMMISSIONING GROUP (CCG) GOVERNING BODY MEETING - 15 JANUARY 2020

Agenda Item Action Required By Whom By When Date
Completed/
Comments
GB-2020-01.004 —
Minutes of Previous Mrs Stackhouse to make the agreed amendment to Mrs Sandra Stackhouse | Complete 16.01.20

Meeting

the draft minutes as noted in paragraph 5.1.

GB-2020-01.005 -
Matters Arising
[GB-2019-07.097 —
Ambulance Demand
Deep Dive —
Progress Update]

Mr Evans to obtain a progress update from Mrs
Fortes-Mayer on the discussions with Stafford and
Surrounds CCG and Hereford and Worcestershire
CCG regarding the CCGs’ rural requirements of the
WMAS contract and feed back to the Governing
Body.

Mr David Evans

Next meeting — 11.03.20

GB-2020-01.009 -
Performance and
Quality Report

Dr Davies to further discuss with Dr Sokolov and

Mrs Morris what further information was required to
develop a fuller picture of the demand and issues,
which could be taken to the A&E Delivery Board, and
then reported back to the Governing Body.

Dr Povey to write to Sir Neil McKay to seek what
further steps could be taken as a system to try and
improve patient experience, improved performance of
the hospital and to improve the working lives of staff.

Dr Davies to bring back a report to the March meeting
on defined RTT figures, including the total waiting
lists.

Dr Davies to present an update on the CCG’s
measurement of performance of the GP Learning
Disability Register against itself.

Dr Julie Davies /
Dr Jessica Sokolov /
Mrs Christine Morris

Dr Julian Povey /
Mr Dave Evans

Dr Julie Davies

Dr Julie Davies

Next meeting — 11.03.20

As soon as possible

Complete

Complete

Included in the
Performance
report.

Included in the
Performance
report.

Actions from the Part | CCG Governing Body meeting held in public — 15 January 2020




recommendation for the Governing Body to seek
assurance from the CCG actions contained within it to
ensure patients’ safety and compliance with quality
care.

Agenda Item Action Required By Whom By When Date
Completed/
Comments
Dr Davies to arrange the circulation of the revised Dr Julie Davies Next meeting — 11.03.20 | Complete

GB-2020-01.010 —
CCG Strategic Priorities

Dr Davies to update the Governing Body on the
progress of work resulting from the alliance
agreement with providers for the new model of care
for integrated provision of MSK services across
Shropshire, Telford & Wrekin.

Dr Davies to update the Governing Body on the work
on the Mental Health and Learning Disabilities
investment standard and improved service for those
patients who present in crisis.

Mr Evans to obtain an update from Mrs Fortes-Mayer
on the West Midlands Cancer Alliance work on
digitalising pathology services across the West
Midlands.

Dr Julie Davies

Dr Julie Davies

Mr David Evans

11.03.20

11.03.20

Next meeting — 11.03.20

Verbal update at
the meeting

To be brought to
the May meeting
as financial
allocations have
not been
confirmed to
finalise the plan.

Complete

Healthwatch Shropshire
Report

arrange support for HWS with writing their report on
Access to Primary Care.

GB-2020-01.014 - The Executive Team was asked to consider the Lay ALL With immediate effect /
Audit Committee — Members’ request for them to receive timelier on-going
30 October (summary) Governing Body/Committee meeting papers to allow
sufficient time to consider the information presented
before the meeting.
GB-2020-01.015 - The CCG to contact Healthwatch Shropshire to The CCG As soon as possible

Actions from the Part | CCG Governing Body meeting held in public — 15 January 2020




Submitted Questions by Members of the Public
for the Governing Body meeting 15 January 2020

NHS|

Shropshire
Clinical Commissioning Group

Name Submitted Questions CCG Summary Response
Date & Time
Gill George Our CCGs worked together on a review of SaTH’s maternity services in 2013

and concluded, ‘This review provides assurances that the maternity services
are safe and of a good standard’.

In fact MBRRACE audits in 2013, 2014, 2015 and 2016 showed a trust with
high perinatal mortality rates. When did the CCG become aware of high
mortality rates in the maternity service?

Did the two CCGs discuss this, or agree a joint approach?

Was the CCG board fully aware of the problems?

Did the board discuss mortality in the maternity service?

What steps did the CCG take to challenge SaTH'’s poor performance?

The first MBRRACE report published in December
2015, which presented 2013 data, was received
by CQRM in February 2016.

The CCGs agreed a joint approach through the
monthly CQRMs, which are a joint contractual
meeting.

Through CCG Boards and associated sub-
committees the CCGs have been kept informed
regularly of the position in relation to stillbirths and
neonatal deaths. Until the Ockenden review is
complete, we cannot comment on whether the
information received and acted upon by the CCGs
reflects the full position.

Yes. The Board discussed mortality in the
maternity service on several occasions dating
back to 2013 including in relation to information
presented by the Quality Assurance Panel and
through the Performance Report.

As well as action taken through the CQRM
meetings, the CCGs commissioned specific
reviews to look into this in more detail dating back
to 2013 onwards. In addition to the planned
quality assurance visits, this also included
additional reviews of specific serious incidents as
well as broader reviews into the quality of the

Submitted Questions by Members of the Public for the Shropshire CCG Governing Body meeting 15 January 2020

Page 1 of 8




Name
Date & Time

Submitted Questions

CCG Summary Response

Is it the CCG’s view that it responded effectively to maternity service
problems that posed a risk to patients?

maternity service at SaTH. The CCGs established
a maternity specific CQRM in 2017 in order to
ensure specific focus on this service area. More
recently, the CCGs have initiated a refreshed
quality assurance process for maternity services.

We cannot comment on this, until the Ockenden
review is complete.
Dr Jessica Sokolov, Medical Director

At the November 2019 SaTH board meeting, the board nodded through a
paper that identified Future Fit ‘gaps’ that included the clinical strategy,
financial modelling, workforce modelling and whether or not the out-of-
hospital programme would deliver required support.

Currently we have soaring demand, a hospital that cannot cope (despite
heroic efforts by staff), laughably poor estimates from SaTH on future bed
requirements, and a capital cost that has — behind closed doors — escalated
by 60%.

Is it really a system priority to spend £498m on new hospital buildings? Why?
Is it time to consider an alternative whole system solution that invests heavily
in out-of-hospital solutions to meet patient needs and reduce demand?

The basis for clinical and financial sustainability of
acute services remains that doing nothing is not
an option and threatens the viability of the Trust to
deliver services. The CCG is committed to
investing in community services with the Care
Closer to home programme.

Mr David Evans, Accountable Officer

There are references in the notes of the 22™ October A&E Delivery Board to
considering the use of Babylon Health as part of the Winter Plan. The
minutes of the PCCC on 2™ October show the CCG has given consideration
to using LIVI, a digital health solution, to provide weekend and bank holiday
GP appointments. Have either of these options been taken forward? Are they
still under consideration? Have these options been discussed with the CCG’s
members?

Telford and Wrekin CCG (TWCCG) worked with
local GP colleagues to develop a locally provided
appointment service for weekends and bank
holidays over the Christmas and New Year period.
From when this started over the Christmas period,
the GPs feel that they have avoided attendances
to ED by providing this service, therefore TWCCG
have commissioned this service for a further 4
weeks in January. The evaluation of this project
will be undertaken and presented to the A&E
Delivery Group at the end of January.

Mrs Claire Old, Urgent Care Director,
Shropshire, Telford and Wrekin
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Submitted Questions

CCG Summary Response

LIVI along with other digital solutions are being
reviewed to assess the suitability. Video
consultations will be part of the primary care offer
moving forward and therefore as a health system
the procurement of suitable platforms need to be
reviewed. As part of the wider urgent care offer,
how this service is procured is an important
consideration and GP member practices will be
fully engaged in the specification and platform of
choice.

Any digital solution will need to be able to fully
integrate across the systems in operation across
the CCGs.

Mrs Gail Fortes-Mayer, Director of Contracting
and Planning

There are several references in the papers to CHEC, ‘Community Health and
Eye Care Ltd’. There are evidently concerns around over-performance
(possibly arising from data validation issues) and a reference to a poor
relationship between SaTH and CHEC. A local ophthalmologist has told me
of his view that the service is useless and a waste of NHS money.

Minutes of the North Locality Board of 26" September record: MECS/CHEC
and Ophthalmology - Elaine Ashley advised that it was taking CHEC
(Community Health and Eye Care Limited) about 16 weeks to complete an
assessment for cataracts before being referred to RAS (Referral Assessment
Service). Also referrals were being sent back to the GP to refer on to
ophthalmology; it was confirmed that this shouldn’t be happening. Dr
Catherine Rogers advised that there was a significant event at her practice
with a patient that should have been referred on immediately. The patient
was seen by the CHEC service who stated the patient needed an urgent
same day referral but this information was sent by email to the practice rather
than CHEC making the urgent acute referral. Michele Matthee advised that
her practice had a two week referral sent back. There was general
agreement that the letters sent back from the service were not good quality
with one line of information.

Concerns were also noted by the South Locality Board.

Is it appropriate for CHEC to be sent ‘2 week referrals’? How does it benefit
patients to have a 16 week wait for a cataract assessment, to then be

No it is not appropriate for CHEC to be sent 2
week wait referrals. CHEC are not commissioned
to see cancer patients or wet AMD patients.

The CCG were unaware of a 16 week wait for pre-
cataract assessment. The CCG will raise this with
CHEC and can look at it in more detail if the
patient consents to have their information shared
with us.

The CCG investigates all incidents raised and the
outcomes have been addressed with both SaTH
and CHEC.

CHEC should not be charging patients directly for
any services. The CCG will raise this with CHEC
to seek further assurance that this is indeed the
case.

The CCG recommissioned the same services
however the contractual arrangement is different
i.e. CHEC hold the contract and sub-contract
services to our local optometry practices — the
services commissioned are exactly the same as
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referred to ophthalmology where most of this work will be repeated? What
steps have been taken by the CCG to tackle concerns raised by GPs,
especially where patient harm might result? Are patients charged by CHEC
participants for any services (e.qg. for retinal imaging)? A question raised
before — but why did the CCG not carry out any public consultation or
engagement before changing this service?

before.

The CCG is working hard with CHEC & SaTH to
help resolve the issues patients, commissioners
and providers are having with the optometry and
ophthalmology services currently being delivered.
Dr Julie Davies, Director of Performance and
Delivery

Validation procedures are in place. A clinical
review of the service will be undertaken to address
the interdependencies between service providers.
Commissioners endeavour to reduce duplication in
service provision to ensure speedy access to
services for patients.

Mrs Gail Fortes-Mayer, Director of Contracting
and Planning

Public Health Director Rachel Robinson attended the North Locality Board in
September and commented that ‘The figures across the STP (Sustainability
and Transformation Partnership) show that the area has one of the worst life
expectancy rates for people with mental health in the UK and there were
poor outcomes and lower spend; all which needed to be addressed’.
Arguably, all of which go together. What are the CCG'’s plans to address
these issues?

The STP MH Chapter within our Long Term Plan
recognises the historical under-investment in
mental health services and the fact that

the performance of the CCG is in the bottom

percentile when compared to other CCGs and that

the STP as a whole is 42/43 when compared
nationally to its mental health spend. In relation to
life expectancy, the MH Chapter also recognises
these figures, which is identified as a health
inequality. The CCGs have set out a plan to
address the issues raised through:

1 Prioritising the system issues to ensure there
is a balance between preventative self-help
and speedy access to services at place for
when people most need them. This includes
establishing crisis cafes, strengthening links
with the police and working with colleagues in
SATH to develop hospital avoidance schemes

2 Ensuring that the ambitions of the national
mental health plan are reflected locally so that
the focus on integration between health and
care, between physical and mental
and between secondary and primary care is
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developed for people of all ages.
Dr Julie Davies, Director of Performance and
Delivery

6 Two months ago, | asked when the Shropdoc ‘six month review’ would be
made public, along with any subsequent actions by the CCG, ShropComm or
Shropdoc. | was told The CCG has indeed considered the review and its
recommendations and has written formally to ShropComm on the matter. It is
awaiting a response. The review and subsequent actions can be made public
once a response is received and agreed.’

This has now presumably taken place. Can this information therefore be
placed in the public domain (including ShropComm’s response)?

(It should be noted that the provider is Shropshire
Community Health Trust (SCHT) and the review
has been undertaken in accordance with the terms
of the contract agreement.)

The review of SCHT has been undertaken.
Following the delay in response from SCHT, the
final outputs of the review of the service remain
available to the public.

Mrs Gail Fortes-Mayer, Director of Contracting
and Planning

7 Is the Decommissioning/Disinvestment policy in the public domain? If not,
can it be made available via the CCG’s website?

Shropshire CCG does not have a current policy
and is developing a joint decommissioning/
disinvestment policy with TW+CCG. This will go
through appropriate sign off and be available via
the website in due course.

Dr Julie Davies, Director of Performance and
Delivery

8  The 16" October CCC minutes suggest ShropComm is or was struggling to
provide the expected level of service around Care Closer to Home pilots.
Can you provide an update?

Case manager posts are now all covered. The
case management pilots are provided mostly from
within existing resources, but as we are seeing
evidence of unmet need identified through these
pilots, we are exploring with SCHT what additional
resource within community teams may be required
to best deliver the model. Some additional funding
has already been made available to support this
and a business case is currently being finalised to
expand this service. The admission avoidance
pilot in the Shrewsbury area is entirely additional
resource, both the social care and health.

Dr Julie Davies, Director of Performance and
Delivery

9 The minutes of the Finance and Performance Committee of 30" October

The CCG continues to work on refining its Long
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Date & Time
record, ‘The new trajectory shows the CCG still in deficit at the end of the Term Financial Plan and we are anticipating
period and also pushes the system harder and faster which will prove further discussion with NHSEI about financial
particularly challenging as this will be looking at 7.5% QIPP savings for next | planning trajectories for both the CCG and the
year which feels unachievable. NHSE felt that these figures were reasonable. | broader system. At this time we cannot say what
It will be key to keep the Committee up to date.’ percentage of savings will bg fmahsed.m our p_Ians
Is there an update on this? Will the CCG be attempting QIPP savings of as .th's figure will not be. confirmed unt|llsuch't|me
7.5% in the coming financial year? as income and expenditure plans and financial
trajectories are agreed.
Mrs Claire Skidmore, Chief Finance Officer
Pete Gillard The capital cost of Future Fit was to be £312m and has now increased to

£498m. This leaves a shortfall of £186m. There is a further capital shortfall of
£100m arising from the recent government decision to not proceed with
Regional Health Infrastructure Companies as an additional source of capital
above direct investment through the Treasury. It has been stated publicly that
the Treasury had not committed to directly provide all the capital required for
Future Fit.

Has the CCG been informed how SaTH intends to source this additional
capital? What does the CCG believe are the consequences if the additional
capital is not available? What does the CCG believe are the consequences
of the increased revenue costs of servicing increased capital loans?

The CCG has been assured that the clinical model
can be delivered within the £312m. Any additional
requirement for capital would have to be agreed
with the CCG and NHSE/I. The cost of any
additional capital requirement would have to be
factored into the OBC and would have to be
considered within the overall finance plan for the
system that has been submitted as part of the
system Long Term Plan.

Mr David Evans, Accountable Officer

Submitted Questions by Members of the Public for the Shropshire CCG Governing Body meeting 15 January 2020
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Date & Time

Submitted Questions

CCG Summary Response

The SOC records an estimated annual recurrent deficit now standing at £25.4
million (Figure 12). The SOC also reports an intention in the revised Future
Fit financial plan to replace that deficit with a recurrent surplus of £1.935
million (page 2).

The hugely increased cost of Future Fit means the likely cost of servicing the
capital has risen to around £17.4 million per annum.

An objective of Future Fit is therefore that SaTH will reduce its current levels
of day-to-day

expenditure by around £44.7 million per annum, based on the financial
information in the SOC. On 2018/19 figures, this would be around 11.5% of
SaTH'’s operating expenses. We're likely to be looking at a reduction of over
10% going forward.

Does the CCG believe that’s consistent with safe patient care, given soaring
demand in Shropshire, Telford and Wrekin?

The CCG is continuing to develop its Care Closer
to Home model of care. This will enable more
patients to be treated within their own home or
within another care setting, and will alleviate
demand in the acute sector.

Mr David Evans, Accountable Officer

SaTH’s emergency admissions have risen by almost 60% since 2013/14
when detailed work on Future Fit began (a comparison of Quarter 3 data,
from 10,459 to 16,588).

In particular, though, there is an increase of 27.3% comparing emergency
admissions in 2016/17 Quarter 3 and 2019/20 Quarter 3. A comparison of
2017/18 Quarter 3 data and 2019/20 data shows a 26.5% increase in
emergency admissions.

The leaked SOC suggests that updated modelling shows bed requirements
are ‘not significantly different to previous assumptions made in 2016/17 or
2017/18..

Does the CCG believe this is credible? If you do, what is your evidence
base? If not, will you insist that required bed numbers are revalidated,
preferably external to SaTH? (This is a trust that on December 2019 data is
now the worst in the country on 12 hour trolley waits. SaTH leaders have

Submitted Questions by Members of the Public for the Shropshire CCG Governing Body meeting 15 January 2020
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Date & Time

Submitted Questions

CCG Summary Response

made exceptionally poor judgements on bed numbers in the past).

The original estimate in Future Fit modelling was that there would be 37,620
emergency admissions in 2018/19 (Modelling the Activity Implications of the
Future Fit Clinical Model, Summary report for Programme Board, December
2014, para 3.4). The actual figure for 2018/19 was 57,093, almost 52%
above the original estimate. What steps have the CCG taken to ensure that
the capacity modelling underlying the latest SOC reflects this 50% increase
in the original estimate both in terms of physical capacity and staffing? Does
the CCG believe that the financial modelling used to inform the short list
through the evaluation process can still be considered viable? When will the
CCG publish any revised modelling figures, that were not available during
the consultation period, so that the public view the modelling assumptions
side by side with the current SOC?

All modelling assumptions will have to be reviewed
as part of the development of the Outline Business
Case (OBC).

Mr David Evans, Accountable Officer

SaTH’s response to rising costs has been to opt for a phased approach, with
six phases. Work on PRH does not feature until Phase 4, while work on the
PRH UCC/ A&E Local does not begin until Phase 6. Have you discussed
with SaTH the likelihood of significant investment in PRH not taking place?
What are the potential consequences for patients?

There have been no detailed discussions on the
phasing of work at this stage. There will be
potential advantages and disadvantages of
various phasing options should the business case
be approved and commenced on that basis.

Mr David Evans, Accountable Officer

When will you publish the Hospital Transformation Programme SOC?

The document that was leaked is a draft.
Mr David Evans, Accountable Officer

Submitted Questions by Members of the Public for the Shropshire CCG Governing Body meeting 15 January 2020
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Author of the report: Laura Clare - Deputy Chief Finance Officer
Presenter: Claire Skidmore — Chief Finance Officer

Purpose of the report:

The purpose of this report is to articulate the current financial position and to highlight any financial or
contractual risks.

At Month 10 the CCG is showing a year to date overspend of £20.5m against the submitted plan. In line
with the NHSE/I process to amend the forecast at the end of a quarter, the CCG submitted an
application at Q3 and is now forecasting a £47.3m deficit. This position has been discussed and agreed
with NHSE/I and signed off by the CCG AO, CFO, CCG chair, Audit Committee chair and STP finance
lead who have all been engaged throughout the process. The forecast is unchanged at Month 10.

Although the forecast has not changed, there have been movements in expenditure categories during
Month 10 as set out below:

SCCG
£'000
Month 9 Forecast 47,263
Adverse Moves
Deterioration in out of area acute
contracts 171
Deterioration in Individual
Commissioning/Mental Health 156
Mitigations
Improved forecast on primary care 196
(prescribing and co commissioning)
Improved forecast on
community/other 131
Month 10 Forecast 47,263

During Month 10, the overall forecast position has remained static although we continue to manage risk
within the Individual Commissioning and Out of Area acute contract lines. Year end agreements have
been reached with both main acute providers (Shrewsbury and Telford Hospitals and Robert Jones and
Agnes Hunt) providing a level of financial certainty for all parties and the health system as a whole.

A level of expenditure for the likely cost of change as the CCG moves to become a strategic




commissioning organisation has also been included in the position.

During the month, financial recovery plan actions have continued to deliver improvements against the
position (shown in the summary above under mitigations)

Current forecasts against the overall QIPP plan would suggest an outturn of £16.4m (83% delivery) with
£0.8m of this flagged as net risk. The majority of QIPP risk has now been removed from the financial
position due to the year end agreements made with the acute trusts. However, risk remains in areas
such as Individual Commissioning. QIPP will continue to be pursued and monitored robustly.

The CCG continues to pursue actions within the financial recovery plan including increased grip and
control but it is now unlikely that those actions will deliver further benefits within the financial year. The
CCG also continues to work with the system to pursue savings opportunities and transformational
change to allow efficiencies to be delivered in 2020/21 and beyond.

Any cost impact of Brexit is not incorporated into our position at this stage as it is impossible to quantify
at this point.

Work to prepare for the production of the 2019/20 year end accounts is underway and updates will be
brought to future meetings. As part of this each governing body member is asked to:

- Declare that they know of no information which would be relevant to the auditors for the
purposes of their audit report, and of which the auditors are not aware, and; has taken “all the
steps that he or she ought to have taken” to make himself/herself aware of any such information
and to establish that the auditors are aware of it.

- Accept that the CCG is operating as a going concern.

- Accept that disclosures around pensions and salaries will occur for each governing board
member.

Actions required by Finance and Performance Committee Members:

The Committee is asked to:
¢ Note the financial position at Month 10.

e Make the declarations noted in the Executive Summary above in support of the annual
accounts process.

Does this report and its recommendations have implications and
impact with regard to the following:

1 | Additional staffing or financial resource implications
If yes, please provide details of additional resources required No

2 | Health inequalities
If yes, please provide details of the effect upon health inequalities No

3 | Human Rights, equality and diversity requirements
If yes, please provide details of the effect upon these requirements No

4 | Clinical engagement
If yes, please provide details of the clinical engagement No

5 | Patient and public engagement
If yes, please provide details of the patient and public engagement No




6 | Risk to financial and clinical sustainability
If yes how will this be mitigated Yes

The CCG has now revised its forecast and will breach the agreed
control total and the statutory duty to break even. There is now a risk
that the underlying position of the CCG deteriorates further which will
impact on the CCG’s ability to recover financially over future years.
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CCG Governance Board - 11th March 2020

NHS Shropshire CCG

Financial Position Month 10 - 2019/20

Financial Performance Dashboard

1. The CCG’s overall performance at 2019/20 Month 10 against key financial
objectives is shown below:

Table 1: Performance Against Key Financial Objectives

Control Total Deficit

£12.3m deficit

Practice (App B-7)

Performance YTD- £20.5m
against submitted above planned
plan deficit
Cash 1.25% monthly
drawdown
Better Payment >=95% G

Summary Financial Position

2. At month 10 the CCG is showing a year to date deficit of £20.5 million. Further
detail is provided at Appendix A.

3. The CCG formally amended its forecast at Month 9 to a deficit of £47.3m. This
represents a variance from plan of £24.4m. This was agreed with NHSE/I and
signed off by CCG Board and Committee members. The Month 10 position is
consistent with this forecast.

4. The table below outlines the financial position at Month 10 and further detail is

provided at Appendix B-1.

Table 2: Summary Financial Position at Month 10

2019/20 Forecast | Forecast Variance Budget | Actual Variance year to
Budget Outturn Yearto | Yearto date
Date Date
[ £000 [ f000 | f000 % [ f000 [ f£000 [ £000 %

Total Resource Limit 475,194 475,194 0 0% 390,209 | 390,209 0 0%
Acute Services 233,649 250,277 16,628 7% 194,171 | 207,242 13,071 7%
Community Health Service| 49,900 50,220 320 1% 41,302 41,722 420 1%
Individual Commissioning| 35,432 43,961 8,529 24% 29,527 36,347 6,820 23%
Mental Health Services 43,178 46,278 3,100 7% 35,823 38,506 2,684 7%
Primary Care Services 63,459 64,363 904 1% 52,521 52,810 289 1%
Other 19,381 15,226 (4,155) -21% 12,863 11,419 (1,444) -11%
Running Costs 6,946 7,359 413 6% 5,844 5,788 (55) -1%
Co-Commissioning 46,104 44,773 (1,331) -3% 37,204 35,965 (1,239) -3%
Total Expenditure 498,049 522,457 24,408 5% 409,254 | 429,799 20,545 5%
Deficit/(Surplus) 22,855 47,263 24,408 19,045 39,590 20,545




Year to Date

Figure 1: Year to Date Variance from Plan at Month 10

SCCG Month 10 Variance from Plan
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The bridge diagram above shows the difference between planned expenditure
of £409.3m at Month 10 and reported actual expenditure of £429.8m.

When the resulting £39.6m deficit is compared to the planned deficit for month
10 (£19.1m) this shows a £20.5m YTD variance.

Contract Position Summary

7.

Month 9 SUS data is now available and Month 10 contract positions have been
calculated on this basis. Appendix A shows the detail around each of the
contracts below.

SATH- Shrewsbury and Telford Hospital

8.

10.

During Month 9 a year end agreement was reached between the CCG and
Shrewsbury and Telford Hospitals NHS Trust providing a level of financial
certainty for all parties and the health system as a whole.

The Month 10 position for SATH therefore shows the year to date overspend of
£9.5m (some of which is shown in QIPP slippage in Figure 1) and a forecast
outturn of £12.1m overspend.

The year end agreement has now mitigated against any further risk in this
financial year in relation to things that impact on acute activity at our main
provider trust (such as QIPP scheme under delivery). Further detail is provided
in Appendix A.
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11. Contract negotiations for 20/21 are well underway with the Trust and CCG
working together to develop the activity and finance schedule and understand
the reasons for any variances. Further work and agreement around affordability
will be required before the final contract form can be agreed. Directors of
Finance have agreed to pursue a block contract form with a view to working
together on a more refined approach for future years.

RJAH- Robert Jones and Agnes Hunt

12. During Month 9 a year end agreement was also reached with Robert Jones and
Agnes Hunt Orthopaedic Hospital.

13. The RJAH contract is over performing by £0.85m year to date with a forecast
outturn of £1m overspend.

14. Contract negotiations for 20/21 are progressing and an operational group for the
MSK alliance agreement is meeting weekly with a target of incorporating the
Alliance agreement into the main contract before the sign off date in March.

WMAS- West Midlands Ambulance Contract

15. The Month 10 position at WMAS is a year to date overspend of £396k and a
forecast overspend of £571k. Activity in December remains high at 6.65% above
plan, an increase from the 6.06% reported in November. The over performance
year to date now stands at 5.68%. Our forecast outturn position assumes a
maintained level of over performance given the increased activity predicted for
winter.

Betsi Cadwaladr University Health Board

16. During Month 10 the forecast expenditure against this contract has increased
due to an increase in elective activity.

Out of Area Acute Contracts

17.Out of Area Acute Contracts continue to overheat at month 10. The main
providers with over performance at Month 10 are University Hospital North
Midlands (UHNM), Wye Valley and Royal Wolverhampton Hospitals. The
majority of the overspends at these trusts is in Emergency activity.

18. Letters have been sent to out of area providers from the contracting team to
request that activity is brought back in line with plan.

Community

19. During Month 10 the overall community expenditure forecast has reduced
slightly due to improvements in both the St Michaels Dermatology contract and
the Powys community services contract.

20. Community services have a current YTD overspend of £420k (some of which is
shown in QIPP slippage in Figure 1) and are forecast to overspend by £320k.
Prior year costs are built into the YTD position. The overspend is due in part to
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unachieved QIPP of £175k within the Shropshire Community Contract, Hospice
at Home additional costs of £350k and over-performance for Wye Valley Trust
of £240k due to long stay patients in rehab beds. These cost pressures have
been offset with slippage on investment for Care Closer to Home.

21. Actions have been taken to mitigate overspends for ophthalmology,
dermatology and pain management contracts including formal challenges to the
providers, activity query notices and re-negotiation of local prices in the
contracts.

22. Contract negotiations are underway with Shropshire Community Trust and
weekly meetings are taking place. Discussions are ongoing in relation to
delivery of the QIPP target built into the plan and how we can work in
partnership to realise the savings required.

Individual Commissioning

23. Appendix A outlines the current position on Individual Commissioning
(Continuing healthcare/complex care including mental health) which shows a
YTD overall position of £9.3m overspend and a forecast outturn of £11.2m
overspend.

24. At Month 10 the position has held fairly steady with a slight (£E46k) deterioration
in the forecast. There has been a reduction in the forecast QIPP delivery in
month by £211k due to staffing capacity issues delaying the patient review
process.

25. The remaining increase is due to a slight increase in new ratifications.

Forecast Outturn

26. The forecast financial position has remained static since Month 10 at a total
deficit of £47.3m and a variance from plan of £24.4m.

27. Within this position are key adverse movements that have been offset with other
improvements/benefits. The key movements in month are shown below and
further detail is provided in Appendix A.

Table 3: Month 10 Forecast Position Movements

£m
Month 9 FOT variance to plan 47.26
Adverse Movements:
Out of Area Acute forecast deterioration 0.17
Individual Commissioning/Mental Health 0.16
Deterioration
Favourable Movements:
Primary Care improved forecast 0.20




28.

29.

30.

31.

Other/Community improved forecast 0.13

Month 10 FOT variance to plan 47.26

During Month 10 the forecast position on out of area acute contracts has
deteriorated by £471k. The main reasons for this are adverse movements in
forecasts for University Hospital North Midlands (UHNM) due to critical care and
emergency activity and Wye Valley Trust long stay patients. At Month 9 an
estimate of £300k additional cost in this area had been built into the forecast,
this has now been completely used by the movement at Month 10 which
therefore creates risk to the position in this area.

The Individual Commissioning/Mental Health forecast deteriorated slightly in
month due to new ratifications in Individual Commissioning and increased
Psychiatric Intensive Care Unit (PICU) expenditure at Midlands Partnership
Foundation Trust (MPFT). At Month 9 £700k of additional assumed spend was
built into the forecast position. At Month 10 we have offset one third of this
additional assumed spend against the year to date position leaving a balance of
£467k. There is an assumption built into the forecast that £837k of QIPP will be
delivered between now and the end of the year based on the assessment of the
IC team. If the QIPP does not deliver this would consume the balance remaining
and risk an increase to the forecast if additional costs exceed this. Risk
therefore remains high in this area in relation to delivery of recovery actions and
the potential for additional high cost patients to be chargeable to the CCG.

The Primary Care budgets forecast improved in month. The main drivers of the
reduction include an improved GP prescribing position and an improved Primary
care co commissioning position due to related reduced dispensing expenditure.

There were also a number of very small improvements on forecasts across a
number of budget lines in community and other including improved forecasts on
the St Michaels dermatology contract and the Powys community services
contract.

QIPP Summary

32.

33.

34.

Current forecasts against the overall QIPP plan would suggest an outturn of
£16.4m (83% delivery) with £1.0m of this flagged as ‘at risk’. Though £0.2m has
been included as a potential mitigation to this as the Individual Commissioning
team are putting steps in place to offset the risk to the QIPP delivery.

A year end agreement with both SATH and RJAH has helped to secure QIPP
forecast financial positions. Teams continue to pursue projects during 2019/20
to ensure outcomes are being delivered and QIPP baselines are clear for
2020/21 and beyond.

Focus continues on the Pipeline of schemes for 2020/21. The PMO are working
with leads across both CCGs to develop plans whilst keeping abreast of projects
that are in progress across the STP through cluster workstreams.



35. The current pipeline of schemes across the two CCGs for 2020/21 holds a level
of risk in its identified schemes as well as £6.4m of savings requirement that, to
date, has no formal plans attributed to it.
and supporting work to finalise operational plans and delivery trajectories for
projects in order that confidence in delivery of values can be increased.

QIPP RISK

The PMO are actively encouraging

36. Where variance from plan is found in actuals or forecast for year end this is
incorporated into the finance position and associated QIPP reporting. In
addition to this, schemes are risk assessed during the month. Where further
risk is identified this is captured in the CCG’s reported risk position. The level of
risk applied at month 10 has been summarised in Table 4.

Table 4: QIPP Risk

Net Planned Forecast Risk of Delivery Mitigation Risk Adjusted
Savings £000’s Delivery £000’s £'000’s Position
£000’s £000’s
£19,815 £16,378 £990 £200 £15,588

37. The PMO, in collaboration with executive leads and project managers, have
identified four schemes as deemed to be carrying a risk that the figures reported
in the overall position may not be achievable. These are shown in Table 5.

Table 5: QIPP schemes with risk

Scheme Name Net Planned Forecast Confidence of Risk of
Savings Delivery( net) Delivery Delivery
£000’s £000’s £000’s £000’s

HISU £120 £120 £80 £40

CCtH — Admission Avoidance £1,900 £500 £150 £350

CCtH — Demonstrator Sites £1000 £654 £254 £400

Individual Commissioning £2784 £3023 £2823 £200

Total Risk £990

Underlying Financial Position

38. The underlying position at Month 10 is shown below. The table shows an
underlying deficit of £47.8m due to non recurrent benefits in the position in year.




Table 6: Underlying Position at Month 10

Month 10:

£'000

Month 10 Forecast Position in ledger

47,263

Deficit

Non Recurrent Items in Position:

ACUTE

193

MENTAL HEALTH

282

COMMUNITY

594

PRIMARY CARE

1,298

CONTINUING HEALTHCARE

83

OTHER

303

RUNNING COSTS

291

Underlying Position at Month 10

47,807

Deficit

Run Rate

39.

40.

41.

42.

Appendix B-4 shows the run rate analysis by category of spend.
Expenditure does not occur in a linear way and therefore the finance team
maintain oversight to ensure that forecasts are reasonable.

At Month 10 the CCG is showing a spend position that is £20.5m above
the year to date plan. This is after taking account of the benefits realised in
Months 7 to 10 which amount to £2.7m. (£2.4m reported last month for
Month 7, 8 and 9 and £0.3m outlined in Table 3).

The current risk adjusted run rate of expenditure against plan has
therefore reduced from an average of £2.3m a month to £2m a month due
to the actions taken above.

If this rate of overspend continued to the end of the year on a straight line
basis the CCG would be £24.6m away from the target. The current
forecast is £24.4m away due to some prior year costs included in the year
to date position.

Recovery Action and Oversight of the Reported Position

43. The CCG continues to pursue actions within the financial recovery plan
including increased grip and control but it is now unlikely that those actions will
deliver further benefits within the financial year. The CCG is working with the
system to pursue savings opportunities and transformational change to allow

efficiencies to be delivered in 2020/21 and beyond.

44. Any cost impact of EU exit is not incorporated into our risk position at this stage

45.

as it is impossible to quantify at this point.

The CCG is not currently eligible for Commissioner Sustainability Funding (CSF)
as it did not submit a financial plan that meets the NHSE/I required control total.
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46. The CCG started the financial year with a cumulative deficit carried forward from
2018/19 of £76.6m, the revised formal forecast of £47.3m in year deficit will now
take the CCG cumulative position to a £123.9m deficit.

Annual Accounts

47. Appendix A-9 details the declarations that need to be made by the CCG
Governing Body as part of the 2019/20 Annual Accounts Process.

2020/21 Financial Plan

48. At the January Finance and Performance Committee meeting a paper was
presented to show the latest financial plan figures for 20/21. At the point in time
there was a £3.1m difference to the January STP submission due to additional
cost pressures and the movement in the 2019/20 forecast outturn.

49. Since then the plan has continued to be updated for recent discussions with
providers and the latest planning guidance received. This work continues to
show a deteriorating position due to additional cost pressures in the form of
additional tariff impact, growth over and above the STP agreed 2.8% and issues
with ‘aspirational’ STP QIPP targets not being sufficiently worked up and
therefore not recognised within contracts.

50. On 11™ March, Julian Kelly (NHSEI National Director of Finance) will be visiting
the system to go through the financial plan and will be testing that the plan is
realistic but stretching.

51. The focus will be very much on a system level plan and therefore we are in
discussions with providers to attempt to secure block contracts for 2020/21.
Work is currently ongoing to fully triangulate the financial positions and costs
pressures arising between the commissioner and providers.

52. Given the discussions that will be happening with regulators over the coming
weeks it was recommended to Finance and Performance Committee that the
committee deferred governing body sign off of budgets for a month.

53.1t is hoped that a paper will be presented to Finance and Performance
Committee in March with the final financial plan and corresponding budgets to
be signed off at the CCG Governing Body meeting in April.

Conclusion

54. As described above, at Month 10 the CCG has maintained the forecast position
of a £47.3m in year deficit and £24.4m variance from plan/control total.

55. Management effort is focused on delivering actions that underpin the financial
trajectories to the end of the year. Particular scrutiny remains in the areas of
Emergency activity avoidance, Individual Commissioning and QIPP progress.
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The year end agreements with providers allow attention to turn to next year’s
contracts and development of QIPP plans.

56. The CCG recognises that the poor financial outturn of this year directly impacts

on the underlying position moving into future years and the CCG financial
recovery plan will need to address this.
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A-1 Acute Services

NHS

Shropshire
Clinical Commissioning Group

2019/20 Budget Forecast Forecast Budget Year to | Actual Year to | Variance Year

£'000 Outturn £'000 | Variance £'000 Date £'000 Date £'000 to Date £'000
SaTH 147,576 159,708 12,132 123,275 132,732 9,456
RJAH 32,673 33,679 1,006 27,047 27,896 848
WMAS 14,616 15,187 571 12,201 12,596 396
NCAs & Other 38,784 41,703 2,919 31,648 34,018 2,371
Total Acute Services 233,649 250,277 16,628 194,171 207,242 13,070

KEY MESSAGES

At Month 10 the CCG is currently reporting a year to date
over performance of £13.1m. This is primarily being driven
by SaTH and Out of Area (OOA) providers.

As described last month , year end agreements have been
reached with the two main acute providers, SaTH and
RJaH.

The agreement with SaTH is for a total value of £159.7m
which includes readmissions reinvestment and delivery of
Care Closer to Home QIPP. This has therefore mitigated
the financial risk with the CC2H QIPP in this financial year
as well as removed the risk of further overperformance
within the main contract.

In order to provide support to RJAH , the CCG has agreed
to adjust the CCG element of the MSK QIPP risk share to
78% from 50%.

The Other Acute Contracts have seen several contracts
move materially during Month 10. The main one being
UHNM which has moved by just over £200k, with Wye
Valley also moving by £180k.

The WMAS contract has remained broadly inline with the
previous month’s forecast with activity being similar to
previous months.




A-la SaTH

NHS

Shropshire

Clinical Commissioning Group

Shrewsbury and Telford Hospital Trust

Shropshire CCG Position at Month 10 - Finance (Per Month 9 SATH Monitoring)

Day Case 13,543,177 13,770,987 227,810 1.7% 16,284,975 16,639,228 354,253 2.2%
Elective 5,778,857 6,176,198 397,341 6.9% 6,847,723 7,415,108 567,385 8.3%
Emergency 51,016,794 56,857,075 5,840,281 11.4% 61,576,687 68,867,278 7,290,591 11.8%
Non Elective Other 5,270,368 5,197,703 (72,665) (1.4%) 6,371,825 6,283,945 (87,880) (1.4%)
CDU Adjustment 0 (429,981) (429,981) 0.0% 0 (519,050) (519,050) 0.0%
Critical Care 2,295,736 2,600,648 304,912 13.3% 2,745,861 3,210,525 464,664 16.9%
Outpatient Firsts 8,122,445 8,623,746 501,301 6.2% 9,731,420 10,332,170 600,750 6.2%
Outpatient Follow Ups 6,357,608 6,409,902 52,294 0.8% 7,631,711 7,694,498 62,787 0.8%
Outpatient Procedures 5,974,450 5,878,012 (96,438) (1.6%) 7,114,656 6,999,883 (114,773) (1.6%)
Accident and Emergency 8,694,287 9,393,051 698,764 8.0% 10,424,707 11,332,294 907,587 8.7%
Non PBR Variable 18,963,670 18,639,428 (324,242) (1.7%) 22,813,286 22,438,690 (374,596) (1.6%)
Non PBR Block 1,359,120 1,376,379 17,259 1.3% 1,630,944 1,651,712 20,768 1.3%
CQUIN 1,482,350 1,563,115 80,765 5.4% 1,778,820 1,875,739 96,919 5.4%
Blended Payment Rebate 0 (3,963,645) (3,963,645) 0.0% 0 (4,784,699) (4,784,699) 0.0%
MRET/Readmissions (4,347,500) 0 4,347,500 (100.0%) (5,217,000) 0 5,217,000 (100.0%)
Total 124,511,362 132,092,618 7,581,256 6.1% 149,735,615 | 159,437,322 9,701,707 6.5%
Prisoners 130,720 89,685 (41,035) 156,585 107,622 (48,963)

Agreed Principles 0 (33,706) (33,706) 0 (50,558) (50,558)

Penalties 0 (31,499) (31,499) 0 (31,499) (31,499)

Year End Deal 0 0 0 0 362,428 362,428

Readmissions Reinvestment 300,215 300,215 0 360,259 360,259 0

CC2H QIPP (2,711,111) (288,743) 2,422,368 (3,900,000) (1,154,972) 2,745,028

Service Developments 539,635 84,583 (455,053) 647,561 101,499 (546,062)

Audiology AQP 480,772 479,916 (856) 575,899 575,899 0

Total Over/(Under) performance 123,274,790 132,693,069 9,418,279 7.6% 147,575,919 | 159,708,000 12,132,081 8.2% |

A Year End agreement has been reached between the respective organisations.
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December was the lowest over-performing month to date being only 3.3% over plan compared to a year to date over-performance of 7.3%. However within the Emergency POD there are

several HRG subchapters that are showing significant over and underperformance.

Activity

Activity Activity

HRG Subchapter .

Plan Actual Variance
Respiratory System Procedures and Disorders 2,350 2,737 387
Cardiac Disorders 2,335 2,734 399
Nervous System Procedures and Disorders 1,216 1,344 128
Skin Disorders 415 531 116
Metabolic Disorders 194 281 87
Renal Procedures and Disorders 994 1,096 102
Digestive System Disorders 1,968 2,189 221

%age
Activity

Var
16.5%
17.1%
10.5%
27.8%
44.6%
10.3%
11.2%

Price Plan

6,580,341
3,553,104
2,934,591

976,455

444,933
3,255,059
3,148,558

Price Actual

7,977,846
4,316,115
3,614,521
1,353,426

702,659
3,495,754
3,389,012

Price %age Price
Variance Var
1,397,505 21.2%
763,011 21.5%
679,930 23.2%
376,971 38.6%
257,726 57.9%
240,695 7.4%
240,454 7.6%

Haematological Procedures and Disorders.

There are however several subchapters where activity is currently below plan, the main drivers of these are Orthopaedic Non-Trauma Procedures, Paediatric Respiratory Disorders and

Activity Activity Activity

HRG Subchapter
u P Plan Actual Variance
Orthopaedic Non-Trauma Procedures 112 9% - 16
Paediatric Respiratory Disorders 739 611 - 128
Haematological Procedures and Disorders 273 261 - 12

%age
Activity
Var
-14%
-17%
-4%

Price Plan

563,994
617,079
1,069,625

Price Actual

457,774 -
488,051 -
924,319 -

Price %age Price
Variance Var
106,220 -19%
129,028 -21%
145,306 -14%

Additional detail around the emergency care overspend across both CCGs is provided at Appendix C.
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In December we saw a small over performance of 1.2% bringing the YTD over performance to 0.9%. The main drivers of this in terms of Speciality are Gastroenterology and
Gynaecology. We have however seen significant under performance within the Vascular Surgery and Upper Gastrointestinal Surgery specialities.
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In December we have seen over performance in relation to A&E of 6.6%, this has brought the YTD position to 7.2% above plan. The main drivers here are the category 1 and

2 HRGs.
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Trauma and Orthopaedics.

OPFA has seen activity over perform in December by 8.3% and YTD over performance is 4% for activity and 6.2% for finance. The main drivers here are Ophthalmology and
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In December activity was over plan by 7.7% bringing the YTD to 9.2% and finance 6.8% over. The main drivers of this over performance are Orthopaedic Non-Trauma
Procedures and Ear, Nose, Mouth, Throat and Neck Procedures
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A-1b RJAH

Robert Jones and Agnes Hunt Hospital Trust
Shropshire CCG Position at Month 10 - Finance (Per Month 9 RIAH Monitoring)

Day Case 4,261,373 4,296,925 35,552 0.8% 5,149,986 5,192,951 42,965 0.8%
Elective 9,051,806 10,203,709 1,151,903 12.7% 10,939,355 12,331,461 1,392,106 12.7%
Non Elective Other 880,215 1,036,262 156,047 17.7% 1,063,764 1,252,351 188,587 17.7%
Regular Admissions 467,148 533,447 66,299 14.2% 564,562 644,686 80,124 14.2%
Outpatient Firsts 2,043,618 2,047,048 3,430 0.2% 2,469,768 2,473,913 4,145 0.2%
Outpatient Follow Ups 3,188,954 | 3,061,101 (127,853) (4.0%) 3,853,938 | 3,699,424 (154,514) (4.0%)
Outpatient Procedures 954,236 941,628 (12,608) (1.3%) 1,153,220 1,137,983 (15,237) (1.3%)
Non PBR Variable 3,510,945 3,886,429 375,485 10.7% 4,228 852 4,681,115 452,263 10.7%
Non PBR Block 2,378,282 2,255,311 (122,971) (5:2%) 2,874,219 2,725,605 (148,614) (5.2%)
CQUIN 310,855 319,378 8,522 2.7% 375,677 385,976 10,300 2.7%
Total 27,047,432 | 28,581,237 1,533,805 5.7% 32,673,340 | 34,525,464 1,852,124 5.7%
Riskshare 0 (554,709) (554,709) 0 (439,612) (439,612)

Challenges 0 (26,430) (26,430) 0 (35,240) (35,240)

Drug Legacy 0 (40,000) (40,000) 0 (40,000) (40,000)

Non Elective Normalisation 0 0 0 0 0 0

CQUIN Adjustment 0 (64,329) 0 0 (77,195) (77,195)

YE Deal 0 0 0 0 (254,417) (254,417)

Total position 27,047,432 27,895,769 912,666 3.4% 32,673,340 33,679,000 1,005,660 3.1%

A Year End agreement has now been reached between the respective organisations.
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In November we have seen continued over performance in relation to the Elective POD with December being £278k over plan. Year to date activity is 11.6% above plan and

financially we are 12.7% over plan.

The main drivers of the over performance are Orthopaedic Non- Trauma Procedures however there is also significant over performance in relation to Spinal Procedures. As in
previous months the main driver is activity relating to hips however we have also seen a significant over performance in December relating to Knee replacements as shown

below where it compares the variance to plan (negative being over performance.

Commissioner

Arthroscopy Procedures

Hip Replacements and Revisions

Knee Replacements and Revisions

Primary Posterior Decompression of Lumbar Spine
Surgery for Shoulder Lesions

Month1- 8
average
£455
-£102,806
£12,222
-£25,053
£21,735

Month 9

-£6,014
-£117,102
-£184,534

-£3,860

-£33,475

Commissioner

Arthroscopy Procedures

Hip Replacements and Revisions

Knee Replacements and Revisions

Primary Posterior Decompression of Lumbar Spine
Surgery for Shoulder Lesions

Month 1-8
average

- 0.8
- 14.4

0.4
4.9
5.3

Month 9

4.0
16.0
29.0

2.0

7.0
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Within the Daycase POD we saw a small over performance of £34k in December. YTD activity is just below plan for activity and finance is £31k over.

The main drivers financially for this over performance are Spinal Procedures and Orthopaedic Trauma Procedures with Multiple Trauma and Orthopaedic Disorders being
under plan.

RJaH Others

Within the ‘other’s the main over performance relates to the Inflixamab/Anti TNF drugs.
Whilst it is an area that can show fluctuation due to the nature of the service we did see a
significant spike in April which we believe relates, at least in part to 18/19.
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Within the Outpatient First Attendances we are 4.3% over in terms of activity YTD however we saw significant over performance in December with activity being 11% over.
The main activity drivers are First Attendances in T&O and Occupational therapy attendances, Physiotherapy as well as DEXA scans.
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Within the Outpatient Follow Ups we are currently under performing by just under 4.1% for activity and £114k in relation to the finance. The main drivers of this under
performance are Consultant led follow ups however activity is over performing in follow ups relating to DMARDS and occupational therapy.
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WMAS Contracted Activity against Plan
m 19/20 Actual Activity 17/18 Actual activity 18/19 Actual activity «++Cxe+ 19/20 Contracted activity
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Month 10 Shropshire
WMAS Activity 2019/2020
M10 M12
11,877,484 M10 Plan 14227,706  M12 Plan Activity in December continues to be high at 6.65% above plan, an
594,979 OP M9 + M10 Exp 789,832 FOT OP increase from the 6.06% reported in November. The over
performance year to date now stands at 5.68%. Our forecast
95,190  HandChanges 135,190  HandChanges outturn position assumes a higher level of 6.25% given the
27,658 Non Comp 33,190 Non Comp increased activity predicted for winter
12,595,311 M10 Position 15,185,918 M12 Position ’
1,021 Prior Year 1,021 Prior Year i i .
41,285 CAS (SWBCCG) 41,285 CAS (SWBCCG) With the NHS111 service now being undertaken by WMAS all
12,637,616 M10 Position Final 15,228,223 M12 Position Final category 3 and 4 calls are now to be triaged from November

14,656,991 ' Annual Plan
571,232 Variance
(4,985) FOT Movement

onwards resulting in a potential reduction in conveyances however
it is currently too early to predict the impact of this on the activity
and finance and we have not seen any reduction to date.
11




NHS

Shropshire
Clinical Commissioning Group

A-1d NCA and Others

2019/20 Budget Forecast Forecast Budget Year to | Actual Year to | Variance Year

£'000 Qutturn £'000 | Variance £'000 Date £'000 Date £'000 to Date £'000
Other Acute Contracts 31,283 33,402 2,119 25,384 27,171 1,787
Acute NCA's 3,741 4,500 759 3,121 3,724 604
Acute Special Placements 22 22 0 18 17 (1)
Winter Resilience 2,030 1,928 (102) 1,695 1,695 0
Future Fit 230 187 (43) 192 158 (34)
STP 175 398 223 146 251 106
Acute services - Other 168 189 21 147 157 9
High Cost Drugs 533 469 (64) 444 388 (56)
Acute Services Team 602 608 6 502 457 (44)
NCA & Others 38,784 41,703 2,919 31,648 34,018 2,371

The main driver of the over-performance, both Year to Date (YTD) and Forecast Outturn remains ‘Other Acute Contracts’.

The variances in this area are as follows:

University Hospitals of North Midlands Trust - Forecasting an overspend against contract of £1,374k, an adverse movement of
£218k from last month. The variance primarily relates to over performing emergency activity £535k as well as a small number of high
cost long stay critical care patients (E327k in excess of plan).

Royal Wolverhampton Trust - Forecasting an overspend against contract of £752k, including an over performance in emergency
activity £346k and daycase/elective activity £261k.

Wye Valley Trust — Forecasting an overspend against contract of £507k due to over performances within emergency activity £344k
and accident and emergency attendances £95k.

Dudley Group Foundation Trust — Forecasting an overspend against contract of £219k due to emergency activity over-performance
of £70k and critical care of £53k.

Worcester Royal — Forecasting an underspend against contract of £188k due to daycase/elective activity under performance of £68k
and critical care of £44Kk.

Betsi Cadwaladr University Health Board — Care of the Elderly activity has increased within the contract resulting in an increased
FOT of £113k

QIPP Slippage in the VBC/MSK expected savings of £250k and £231k respectively are factored into the out of county trusts
expenditure positions.

The prior year non recurrent benefit following the ‘Balance Sheet’ review undertaken in the last quarter has been finalised, as stated
previously at £536k.

Appendix B shows overall activity trends by point of delivery and a breakdown of other acute contracts. 12




A-2 Non Acute Services
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Clinical Commissioning Group

2019/20 Forecast Forecast Budget Year |Actual Year to | Variance Year

Budget £000 Outturn £'000 |Variance £'000 to Date £'000 Date £'000 to Date £'000
Community 49,900 50,220 320 41,302 41,722 420
Mental Health 43,178 46,278 3,100 35,823 38,506 2,684
Individual Commissioning 35,432 43,961 8,529 29,527 36,347 6,820
Primary Care 63,459 64,363 904 52,521 52,810 289
Total Non Acute Services 191,969 204,822 12,853 159,172 169,384 10,212

Key Messages

The Non Acute Services position at Month 10 shows a £10.2m YTD overspend and £12.9m forecast overspend. The majority of the
overspend relates to significant over performance in terms of both activity and cost in relation to IC — under both the core IC budget
line and Mental Health (£2.8m of the £3.1m MH overspend relates to IC). Further information on the overspend and mitigating
actions is provided on the IC slide.

Information regarding the Shropshire Community Health NHS Trust (SCHT) and Midlands Partnership NHS Foundation Trust
(MPFT) contracts are provided on the following slides. The SCHT position shows £267k overspent year to date and £304k forecast
overspend. This is due to non-achievement of QIPP and over performance in MIU activity. The MPFT position is a year to date
overspend of £497k and forecast overspend of £597k mainly due to Psychiatric Intensive Care Unit (PICU) over performance.
Community services is forecast to overspend by £320k. This is due to unachieved QIPP of £175k, Hospice at Home additional costs
of £350k and over-performance for Wye Valley Trust of £240k (due to having long stay patients in Rehab beds activity). The forecast
position also includes overspends for Ophthalmology of £364k, and Dermatology £192k, less slippage on investment for Care Closer
to Home/Other of £1.0m. Prior year expenditure is factored into the year to date position. The Ophthalmology revised position
includes a £36k credit received relating to the first half of the year challenges. Dermatology over performance has been investigated
and a full report is awaited for discussion at the Contract Assurance group.

The CCG is planning to meet the Mental Health Investment Standard in 2019/20 which means that Mental Health spend will have
increased in line (or more) with CCG allocation growth.

A breakdown of the primary care position is provided at A-2d; the majority of the overspend relates to GP prescribing.
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A-2a Shropshire Community Trust
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2019/20 Budget Forecast Forecast
Outturn Variance
£'000 £'000 £'000
Main Contract 40,553 40,857 304
Out of Hours 3,150 3,150 0
Total SCHT 43,703 44,007 304

Budget Year Actual Year Variance Year
To Date To Date To Date
£'000 £'000 £'000
33,794 34,069 275
2,625 2,617 -8
36,419 36,686 267

The YTD position for the Main Contract is £275k overspent, £129k of which is contract
over-performance and £146k non-achievement of QIPP (50% of target to reflect the
Risk share built into contract). The forecast is £304k overspend, (E175k QIPP). Trends
in activity will be monitored over the coming months through the Contract Review
Meetings (CRMs). The position includes a reduction for APCS Dermatology services
which ceased in September. The CCG is currently awaiting the contract variation for
this to be signed by the Trust.

A summary of the activity performance to December is shown in the table opposite.
Year to date and forecast overspends are based on current over-performance at Month
9. MIU activity is estimated to be £123k over and inpatient activity paid at national tariff
is also over-performing slightly. These overspends are partly abated by Outpatient
underperformance of £42k. Community Equipment and Continence lines are under-
performing against plan as well as compared to last year, however these are part of the
block contract so would not result in a financial impact.

The contract includes a £350k QIPP target which is forecast not to achieve so the
agreed risk share has been enacted via a contract variation. The provider is disputing
the service lines that this has been allocated against and this has been escalated for
Exec discussion. Contract meetings continue to progress QIPP opportunities for
schemes along with meetings planned to discuss next year’s contract.

There is a separate contract for Out of Hours which is at an agreed fixed value and
therefore is reported as breakeven.

M9 M9 M9
Summary Activity | Activity | Variance
Plan | Actual
Hospital
Imaging 6636 7103 467
Inpatients 1383 1355 (28)
MIU 20279 21084 805
Outpatients 9482 8716 (766)
Community
Community 270,105 281,531 11,426
Equipment 149,896| 120,991| (28,905)




A-2b Midlands Partnership
Foundation Trust

NHS

Shropshire
Clinical Commissioning Group

2019/20 Budget Forecast Forecast Budget Year| Actual Year |Variance Year
Outturn Variance To Date To Date To Date
£'000 £'000 £'000 £'000 £'000 £'000
Main Contract 30,439 30,987 548 25,366 25,822 456
0-25 Emotional Health & Wellbeing 2,965 3,014 49 2,395 2,436 41
Total MPFT 33,404 34,001 597 27,761 28,258 497
The MPFT (Main Contract) forecast overspend of £548k has
deteriorated from £418k last month and relates to Psychiatric Intensive
Care Unit (PICU) over performance. Further information has been
requested from the trust for planning purposes e.g. estimated discharge M9 M9 M9
dates. In a broader context the CCG has agreed a Remedial Action Plan [Summary Activity Activity Variance
(RAP) with the trust that reviews the utilisation of PICU and acute beds, Plan Actual
both within the trust and private providers. Initial actions are to reduce
out of area private bed use, and to develop the local rehab pathway: to |MH PbR Admitted Care 16,395 15,368 (1,027)
make sure patients are cared for in the right place, for the shortest time |[MH PbR Non Admitted Care 975,029 1,290,623 315,594
possible. MH Non PbR 26,071 22,588 (3,483)
Specialist and Family Care 2,410 1,483 (927)
The latest monitoring (month 9) for the MPFT Main Contract shows an |LD Services 5,706 6,159 453
over performance of £411k, which is £456k extrapolated to month 10.

The contract is subject to caps/ collars and marginal rates which
effectively make it a block contract except for Psychiatric Intensive Care
Unit (PICU) activity.

The 0-25 EHWS YTD and forecast overspend of £49k relates to agreed
inflation (£24k); and a non recurrent cost pressure of £25k relating to
Autism Spectrum Disorder (ASD) waiting times as reported previously.

The 0-25 EHWS position has improved by £51k which reflects
agreement to the CCGs’ final offer to resolve the inflationary dispute.

The activity under the main contract is above plan as at
month 9 (December). The over performance against PbR
Non Admitted Care is mainly due to dementia activity which
is being addressed through the Dementia Tariff Subgroup.
Changes have been implemented since last August and have
started to have a gradual impact but it is not currently
enough to meet the reduced Dementia plan.
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A-2c Individual Commissioning

NHS

Shropshire

Clinical Commissioning Group

At Month 10 the position across both core IC and Mental Health shows a YTD overspend of £9.25m and a forecast overspend of £11.22m.
The forecast includes an assumption to over deliver against the QIPP target by a total of £239K which is a reduction from M09 of £211k.

Cost .. Annual
Cost Centre Description
centre Budget

368522 Learning Difficulties $117 £506,924
368541 Mental Health Collaborative Comn  £825,350
368557 Mental Health S117 £5,092,738
368561 Mental Health Specialist Services £170,323

Mental Health £6,595,335
368682 IC Adult Fully Funded £17,531,784
368683 IC Adult Fully Funded PHB £1,437,207
368684 Adult Joint Funded £5,116,873
368685 Adult Joint Funded PHB £0
368687 Children's Joint Funded £2,072,441
368688 Children's Joint Funded PHB £201,402
368691 FNC £7,939,684
368796 Reablement £523,567

Other CHC

Grand Total

YTD Budget

£422,437
£687,792
£4,243,948
£141,936
£5,496,112

£14,609,820
£1,197,673
£4,264,061
£0
£1,727,034
£167,835
£6,616,403
£436,306

YTD Actual

£870,941
£399,020
£6,125,043
£571,366
£7,966,371

£17,356,901
£1,377,221
£8,304,294
£52,810
£2,375,794
£343,947

YTD
Variance
£448,505
£(288,772)
£1,881,095
£429,431
£2,470,259

£2,747,081
£179,548
£4,040,233
£52,810
£648,760
£176,113

£5,521,300 £(1,095,103)

£469,479

£33,173

Forecast

Outturn
£1,029,680
£458,041
£7,202,880
£690,697
£9,381,297

£20,684,812
£1,658,432
£10,634,499
£62,980
£2,780,562
£424,135

Forecast

Variance
£522,756
£(367,310)
£2,110,142
£520,374
£2,785,963

£3,153,028
£221,225
£5,517,625
£62,980
£708,121
£222,734

£6,488,686 £(1,450,998)

£525,043

£1,476

£34,822,957 £29,019,131 £35,801,746 £6,782,615 £43,259,149 £8,436,192

£41,418,292 £34,515,243 £43,768,117 £9,252,874 £52,640,446 £11,222,154

Note that the total costs for Other CHC differ from those shown for Individual Commissioning on slide A-2. This is due to the

inclusion of Reablement costs in the table above which are shown within Other costs on slide A-3. In addition, the figures

above exclude costs in relation to Individual Commissioning staffing costs.
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A-2c¢ Individual Commissioning Clnical Commissioning Group

The forecast has deteriorated overall by approximately £0.046M when compared to last months risk adjusted position. The main drivers of the change in
reported over spend include:

1. There has been an increase in new ratifications.

2. The over spend assumes that the IC team will over perform against their budgeted QIPP target of £2.78M for the year by £239K which is a decrease
compared to last month of £211k. This is due to the fact that staffing capacity issues have meant a delay in reviews taking place and so the estimate
has been decreased accordingly.

3. The reduced forecast in terms of QIPP delivery has been offset in month by use of assumed additional required funding included in the forecast . At
Month 9 £700k was included in the forecast given recent patterns of activity and the potential for additional high cost patients. One third of this sum

has now been used leaving a balance for the last two months of £467k.

It is important to also note that:

a) The current forecast assumes QIPP delivery in the last two months of the year to a total value of £837k. If this QIPP does not deliver this would
significantly exceed the funds set aside.

b) Further, a financial review exercise has also been commissioned from Liaison. Liaison have now produced a set of initial findings and these are
currently under review but we do not expect the findings to materially change the forecast.
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A-2d Primary Care Services

NHS

Shropshire
Clinical Commissioning Group

Key Messages:

Primary Care Delegated Commissioning

The CCG submitted a delegated commissioning expenditure

plan that is £1.5m higher than the ring fenced allocation.

However, the current forecast is reduced to £0.2m higher than

allocation due to the non recurrent underspend projected of

£1,331k.

At Month 10, the YTD underspend related to :

* Enhanced Services £478k (£333k regarding the PCN
Pharmacy Posts, where recruitment has been slower than
plan) the balance linked to Minor Surgery / Learning Dis

* Premises underspend of £479k (£361k Rates rebate,£59k
Practice Closure).

* GP GMS savings of £154k, linked to PMS savings, offset by
increased costs linked to list size recalculations as at
Sepl9/Decl9.

» Other GP Services £117k mainly P/Y Locum savings.

* G.P.APMS savings £109k related to the Practice closure.

» These overall savings have been partly offset by an
overspend on Dispensing of £93k although this has reduced
since last months forecast.

The forecast position reflects YTD savings regarding the full
year impacts of the PCN Pharmacy Posts, and current year
PMS noted above and also cost/savings relating to the closure
of the Whitehall practice in Sept19.

Prescribing

The forecast position has improved by £151k since last month,

with the cost pressure reflective of CATM price increases. The

YTD position also includes the £250k benefit b/f from 18/19.

Primary Care Other

The main variances in this section are as follows:

* Anoverspend in Central Drugs which reflects the General
Prescribing pattern,

» The Prescribing Incentives saving relates to the 18/19
scheme, (all payments have now been made).

» Savings in CHAS both current and forecast relating to the
spend YTD that now reflects the new scheme in 19/20 that
has generated savings against the old scheme.

* Underspend in P.C. Team relating to vacancies

» Aforecast overspend in P.C IT which reflects an unexpected

hardware commitment later in the year.

Primary Care Delegated Opening Annual M10 YTD M10YTD | M10YTD | Forecast | Forecast
Commissioning Budget 19/20 | Budget Budget Actual Variance | Outturn | Variance

£'000 £'000 £'000 £'000 £'000 £'000 £'000
General Practice - GMS 29,237 28,692 23,910 23,756 (154) 28,526 (166)
General Practice - PMS 375 375 313 313 0 375 0
General Practice - APMS 1,216 1,216 1,013 904 (109) 1,060 (156)
Enhanced Services 1,782 2,368 1,901 1,423 (478) 1,819 (549)
QOF 4,439 4,439 2,589 2,605 16 4,456 17
Premises cost reimbursements 5,420 5,420 4,600 4121 (479) 4911 (509)
Dispensing 2,508 2,508 1,968 2,061 93 2,662 154
Other - GP Services 1,071 1,071 898 782 (116) 949 (122)
Net Reserves 56 15 12 0 (12) 15 0
Co Commissioning Total 46,104 46,104 37,204 35,965 (1,239) 44,773 (1,331)
Other Primary Care Commissioning

£'000 £'000 £'000 £'000 £'000 £'000 £'000
Prescribing 49,603 48,859 40,671 41,134 463 49,839 980
Out Of Hours 3,150 3,150 2,625 2,625 0 3,150 0
Enhanced Services 2,696 5,640 4,466 4,466 0 5,590 (50)
Primary Care Other
- Central Drugs 1,257 1,257 1,047 1,131 84 1,349 92
- Oxygen 605 605 504 499 (5) 589 (16)
- Primary Care Comm Schemes 1,414 54 45 45 0 54 0
- Hospice Drugs 75 75 62 61 (1) 75 0
- Prescribing Incentives 315 315 263 208 (55) 260 (55)
- Care Home Advanced Scheme 230 230 192 167 (25) 200 (30)
- Primary Care Team 1,935 2,039 1,680 1,508 (172) 1,885 (154)
- Primary Care IT 978 1,235 966 966 0 1,372 137
- Primary Care Reserves 242 0 0 0 0 0 0
Primary Care Other Total 7,051 5,810 4,759 4,585 (174) 5,784 (26)
Total Other P.C.Commissioning 62,500 63,459 52,521 52,810 289 64,363 904
GRAND TOTAL 108,604 109,563 89,725 88,775 (951) 109,136 (427)
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A-3 Other

INHS

Shropshire
Clinical Commissioning Group

Patient Transport 3,301 3,130 (171) 2,751 2,543 (208)
NHS 111 1,173 1,236 63 970 1,005 35
Referral Assessment Service Team 423 385 (38) 352 325 (27)
Community & Care Co-ordinators 370 370 0 308 308 0
NHS Property Services 225 196 (29) 187 163 (24)
Better Care Fund 7,779 7,779 0 6,483 6,483 0
Reablement 524 525 1 436 469 33
Cost of Change 0 0 0 0 0 0
Other 211 158 (53) 176 122 (53)
Commissioning Reserve 3,271 1,447 (1,824) 1,200 0 (1,200)
0.5% Contingency 2,104 0 (2,104) 0 0 0
Other Total 19,381 15,226 (4,155) 12,863 11,419 (1,444)

Key Messages

* The overall position on ‘other’ is a £1.4m underspend year to date and a forecast underspend of £4.2m. This underspend position is
due to the release of £2.1m contingency and other reserves in Month 12.

+ The underspend on Patient Transport reflects reduced activity levels against the budgeted level, following robust activity validation
checks and appropriate recharges to other NHS bodies.

19




A-4 Running Cost Allowance

NHS

Shropshire
Clinical Commissioning Group

Key Messages

expenditure controls.

* The CCG has a separate allocation for the running costs of the organisation (non clinical posts/support), which equates to £6.6m.

* At Month 10 running costs are underspent Year to Date by £55k due to non recurrent Pay and Non-pay savings.

* The forecast position is overspent by £449k due to ‘Single Organisation’ costs which are forecast to hit the latter part of the year,
offset by savings due to grip and control actions, i.e. a reduction in non-discretionary spend as a result of the implementation of the

* For 2020/21 the CCG will have a much lower running cost budget of £5,835k and we are working on plans with Telford and Wrekin
CCG in order to address this reduction.

Risk
Adjusted
Forecast
2019/20 Budget Forecast Forecast Budget Year to | Actual Year to | Variance Year Variance
£'000 Outturn £'000 |Variance £'000 Date £'000 Date £'000 to Date £'000 Net Risk £'000

Corporate Costs 3,692 3,772 80 3,076 3,093 17 0 80

Service Planning 767 842 75 639 707 68 0 75

Commissioning & Contracting 777 593 (184) 647 494 (153) 0 (184)

Strategy & Service Redesign 395 372 (23) 329 311 (18) 0 (23)

Finance 1,098 1,020 (78) 971 894 77) 0 (78)

Governance 200 193 (@) 167 160 @ 0 (@)

Nursing & Quality 149 162 13 124 129 5 0 13

Corporate Reserves 93 225 132 (73) 0 73 0 132

Cost of Change 0 441 441 0 0 0 441

Running Costs QIPP (225) (225) 0 (38) 0 38 0 0

Running Cost Total 6,946 7,395 449 5,844 5,788 (55) 0 449

Cost of Agency/Interim Staff Forecast % Actual Year to %

Outturn £'000 Date £'000

Programme Costs 629 69% 551 69%

Running Costs 280 31% 248 31%

Total 909 798

There are 9 interim staff in post as at month 10. The forecast outturn assumes this will reduce to 6 from 01.03.20: 2 re Commissioning

and 4 re CHC.
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A-5 Better Care Fund (BCF)

NHS

Shropshire
Clinical Commissioning Group

Funding Breakdown: £
CCG Funded - Minimum 13,839,020
LA Funded via CCG 7,779,300
21,618,320

Additional LA Funding, seperately allocated to the funds above

LA Contribution 9,235,247
i BCF 10,120,779

19,356,026
Total Joint CCG / LA Fund 40,974,346
Note

The budget figures are in line with 19/20 Joint SCCG/Local
Authority BCF Template Submitted in September 19 to NHSE.

Annual Year to Year to Year to Year end Year end
Summary Statement Date Date Date Forecast Forecast
Budget Budget Expenditure Variance Expenditure | Variance
£ £ £ £ £ £
Prevention Programme
Care Navigation / Co Ordination 1,185,828 988,190 993,073 4,883 1,185,828 -
Total Prevention Programme 1,185,828 988,190 993,073 4,883 1,185,828 -
Admissions Avoidance
Assistive Technologies 1,613,090 1,344,242 1,344,242 - 1,613,090 -
Care Navigation / Co Ordination 649,175 540,979 540,979 - 649,175 -
Enablers for Intergration 3,666,234 3,055,195 3,055,195 - 3,666,234 -
Healthcare services to Care Homess 230,000 191,667 166,667 |- 25,000 200,000 |- 30,000
Intermediate Care Services 3,171,187 2,642,656 2,715,383 72,727 3,201,187 30,000
Personailised Healthcare at Home 331,501 276,251 221,467 |- 54,784 331,501 -
Total Admissions Avoidance 9,661,187 8,050,989 8,043,933 |- 7,056 9,661,187 -
Early Supportive Discharge
Integrated Care Plannning 2,992,005 2,493,338 2,493,338 - 2,992,005 -
Total Early Supportive Discharge 2,992,005 2,493,338 2,493,338 - 2,992,005 -
Other
SCCG funded LA expenditure 7,779,300 6,482,750 6,482,750 - 7,779,300 -
LA Funding expenditure 9,235,247 7,696,039 7,696,039 - 9,235,247 -
i BCF 10,120,779 8,433,983 8,433,983 - 10,120,779 -
Total Early Supportive Discharge 27,135,326 22,612,772 22,612,772 - 27,135,326 -
Grand Total: | | 40,974,346| | 34,145,288 34,143,115 (2,173)| | 40,974,346| -

Itis currently considered that the allocation
will be spent in full and the forecast position
reflects this.
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A-6 QIPP Position

NHS|
Shropshire
Clinical Commissioning Group

2019/20 Plan Month 10 YTD Forecast

Variance | %Variance Adjusted
QIPP Position M10 Gross | Investment Net Plan Actual Variance Forecast from Plan | from Plan Risk |Mitigation| Net Risk
Category of Spend £000's £000's £000's £000's £000's £000's % Achieved £000's £000's %
Acute Services 10,959 1,773 9,186 7,384 3,024 -4,360 41% 5,048 -4,138 55% 790 4,258
Individual Commissioning | 2,871 87 2,784 2,259 2,318 59 103% 3,023 239 109% 200 200 3,023
Contracting 3,138 0 3,138 2,615 2,615 0 100% 3,138 0 100% 3,138
ICorporate Services 1,000 0 1,000 832 501 -331 60% 1,018 18 102% 1,018
Primary Care 4,397 691 3,706 3,059 3,738 679 122% 4,151 445 112% 4,151
Total 22,365 2,550 19,815 | 16,150 | 12,197 | -3,953 76% 16,378 -3,436 83% 990 200 15,588

The information above details the 2019/20 QIPP Plan and position as at Month 10. The CCG is
forecasting to deliver £16.4m of QIPP against a target of £19.8m (83%).

Key messages

* QIPP is forecast to deliver £16.4m by the end of the year which is -£3.4m below plan

* Thereis a further risk of £1m set against the forecast delivery together with a mitigation of
£0.2m which brings an adjusted net Risk position of £15.6m

* This represents a similar forecast position to Month 9.

* The main risk of delivery sits within the Care Closer to Home Programme and CHC Schemes.

* Regular meetings continue to be held led by Executive leads to provide scrutiny and Challenge

* Milestones and KPI's are being monitored by the PMO to ensure issues are escalated to the
QIPP Programme Board

Shropshire CCG - 2019/20 QIPP
Forecast Delivery

M Acute Services

H Individual
Commissioning

Contracting

H Corporate
Services

M Primary Care
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A- 7 Allocations
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Shropshire
Clinical Commissioning Group

The CCG allocations at Month 10 are shown below:

Appendix B-3 provides further detail of the allocations received in year.

466,654

473,685

100 100
113 113

9 9

23 23

800 800

10 10

6 6

7 7

51 51

25 25

29 29

336 336

466,654 8,540 475,194
(76,726)|  (76,726)

466,654|  (68,186) 398,468
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A-8 Statement of Financial Position

NHS

Shropshire
Clinical Commissioning Group

The table below illustrates the CCGs Statement of Financial Position or Balance Sheet at month 10.

DEC19 | ___JAN-20 | Movement |

PPE

Accumulated Depreciation

Net PPE

Intangible Assets

Intangible Assets Depreciation
Net Intangible Assets
Investment Property
Non-Current Assets Held for Sale
Non-Current Financial Assets
Other Receivables Non-Current
Total Other Non-Current Assets

O OO0 O0OO0OO0OOoOOoOOoOOoOo
O OO O0OO0OO0OOoOOoOOoOOoOo
O OO 000 OoOOoOOoO oo

Cash 48,674 189,607 140,933
Accounts Receivable 3,545,945 2,912,342 (633,603)
Inventory 0 0 0
Investments 0 0 0
Other Current Assets " 3,594,619" 3,101,949 (492,670)

3,594,619 3,101,949 (492,670)
Accounts Payable 43,551,399 46,235,605 2,684,206
Accrued Liabilities 211, 143 211, 143 0

Short Term Borrowing

Non-Current Payables
Non-Current Borrowing
Other Liabilities

o
o
o

General Fund 0 0 0
Share Capital 0 0 0
Revaluation Reserve 0 0 0
Donated Assets Reserve 0 0 0
Government Grants Reserve 0 0 0
Other Reserves 0 0 0
Retained Earnings incl. In Year (40,167,923) (43,344,799) (3,176,876)

TOTAL EQUITY + LIABILITIES 3,594,619 3,101,949 (492,670)
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NHS
A-9 Annual Accounts Process R .

* As part of the accounts process each governing body member must:

- Declare that they know of no information which would be relevant to the auditors for the
purposes of their audit report, and of which the auditors are not aware, and; has taken
“all the steps that he or she ought to have taken” to make himself/herself aware of any
such information and to establish that the auditors are aware of it.

- Accept that the CCG is operating as a going concern.

- Accept that disclosures around pensions and salaries will occur for each governing board
member.
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Appendix B-1

Shropshire CCG
2019/20 Financial Summary Position as at Month 10
2019/20 2019/20 2019/20
Recurrent Non Recurrent Annual Budget Year to Actual Year to Date - Va:)arl;t::ear Forecast Outturn
Budget Budget Budget Date - month 10 month 10 Outturn Variance
month 10
£000 £000 £000 £000 £000 £000 £000 £000

RESOURCES
Programme Allocation 415,129 8,540 423,669 348,630 348,630 0 423,669 0
Deficit Brought Forward (76,726) (76,726) (63,938) (63,938) 0 (76,726) 0
Co-Commissioning Allocation 44,570 44,570 35,735 35,735 0 44,570 0
Running Costs Allocation 6,955 6,955 5,844 5,844 0 6,955 0
Total resource limit 466,654 (68,186) 398,468 326,271 326,271 0 398,468 0
EXPENDITURE
Acute Services
Shrewsbury and Telford Hospitals NHS Trust 147,576 147,576 123,275 132,732 9,457 159,708 12,132
Robert Jones and Agnes Hunt FT 32,673 32,673 27,047 27,896 848 33,679 1,006
West Midlands Ambulance Service Contract 14,616 14,616 12,201 12,596 396 15,187 571
Other Acute Contracts 29,562 1,721 31,283 25,384 27,171 1,787 33,402 2,119
Acute NCA's 3,741 3,741 3,121 3,724 604 4,500 759
Acute Special Placements 22 22 18 17 (1) 22 0
Winter Resilience 2,030 2,030 1,695 1,695 0 1,928 (102)
Future Fit 230 230 192 158 (34) 187 (43)
STP 175 175 146 251 106 398 223
Acute services - Other 168 168 147 157 9 189 21
High Cost Drugs 533 533 444 388 (56) 469 (64)
Acute Services Team 586 16 602 502 457 (44) 608 6
Acute Reserves 0 0 0 0 0 0 0
Acute Services Total 231,912 1,737 233,649 194,171 207,242 13,071 250,277 16,628
Community Health Services
Shropshire Community Trust 40,553 40,553 33,794 34,069 275 40,857 304
Other Community Services 6,721 314 7,035 5,582 5,499 (83) 6,741 (294)
Palliative Care 2,312 2,312 1,926 2,154 227 2,622 310
Care closer to home reserve 0 0 0 0 0 0 0
Community Health Services Total 49,586 314 49,900 41,302 41,722 420 50,220 320
Individual Commissioning
Complex Care 26,360 0 26,360 21,966 29,811 7,845 36,245 9,885
Funded Nursing Care 7,939 0 7,939 6,616 5,521 (1,095) 6,489 (1,450)
Complex Care Team 1,133 0 1,133 944 1,014 70 1,227 94
Continuing Care Reserves 0 0 0 0 0 0 0 0
Individual Commissioning Total 35,432 0 35,432 29,527 36,347 6,820 43,961 8,529
Mental Health Services
Midland Partnership FT 33,314 91 33,405 27,761 28,259 497 34,001 596
Other NHS Mental Health Contracts (424) 0 (424) (353) (476) (123) (568) (144)
Mental Health NCA's 1,253 0 1,253 1,044 911 (133) 1,093 (160)
Mental Health - Other 1,814 536 2,350 1,875 1,846 (28) 2,371 21
Mental Health - TCP (1) 0 (1) (0) 0 0 0 1
S$117 Placements 6,595 0 6,595 5,496 7,966 2,470 9,381 2,786
Mental Health Reserves 0 0 0 0 0 0 0 0
Mental Health Services Total 42,551 627 43,178 35,823 38,506 2,684 46,278 3,100
Primary Care Services
Prescribing 48,824 35 48,859 40,671 41,134 463 49,839 980
Central Drugs 1,257 0 1,257 1,047 1,131 84 1,349 92
Oxygen 605 0 605 504 499 (5) 589 (16)
Enhanced Services 2,763 2,877 5,640 4,466 4,466 (0) 5,590 (50)
Out Of Hours 3,150 0 3,150 2,625 2,625 0 3,150 0
Primary Care Commissioning Schemes (Dermatology) 54 0 54 45 45 0 54 0
Hospice Drugs 75 0 75 62 61 (2) 75 0
Prescribing Incentives 315 0 315 263 207 (55) 260 (55)
Care Home Advanced Scheme 230 0 230 192 167 (25) 200 (30)
Primary Care Team 1,986 53 2,039 1,680 1,508 (171) 1,885 (154)
Primary Care IT 1,157 78 1,235 966 966 (0) 1,372 137
Primary Care Reserves 0 0 0 0 0 0 0 0
Primary Care Services Total 60,416 3,043 63,459 52,521 52,810 289 64,363 904
Other
Patient Transport 3,301 0 3,301 2,751 2,543 (208) 3,130 (171)
NHS 111 1,173 0 1,173 970 1,005 35 1,236 63
Referral Assessment Service Team 423 0 423 352 325 (27) 385 (38)
Community & Care Co-ordinators 370 0 370 308 308 0 370 0
NHS Property Services 225 0 225 187 163 (24) 196 (29)
Better Care Fund 7,779 0 7,779 6,483 6,483 0 7,779 0
Reablement 524 0 524 436 469 33 525 1
Cost of Change 0 0 0 0 0 0 0 0
Other 211 0 211 176 122 (53) 158 (53)
Other Total 14,006 0 14,006 11,664 11,419 (245) 13,779 (227)
Reserves
Commissioning Reserve 668 2,603 3,271 1,200 0 (1,200) 1,447 (1,824)
0.5% Contingency 2,104 0 2,104 0 0 0 0 (2,104)
Reserves Total 2,772 2,603 5,375 1,200 0 (1,200) 1,447 (3,928)
Running Costs
Corporate Costs 3,692 0 3,692 3,076 3,093 17 3,772 80
Service Planning 767 0 767 639 707 68 842 75
Commissioning & Contracting 777 0 777 647 494 (153) 593 (184)
Strategy & Service Redesign 395 0 395 329 311 (18) 372 (23)
Finance 762 336 1,098 971 894 (77) 1,020 (78)
Governance 200 0 200 167 160 (7) 193 (7)
Nursing & Quality 149 0 149 124 129 5 162 13
Cost of Change 0 0 0 0 0 0 405 405
Corporate Reserves (132) 0 (132) (110) 0 110 0 132
Running Cost Total 6,610 336 6,946 5,844 5,788 (55) 7,359 413
Co-Commissioning 45,873 0 45,873 37,012 35,965 (1,047) 44,758 (1,115)
Co-Commissioning Reserves 231 0 231 192 0 (192) 15 (216)
Co Commissioning Total 46,104 0 46,104 37,204 35,965 (1,239) 44,773 (1,331)
Total Expenditure 489,389 8,660 498,049 409,254 429,799 20,545 522,457 24,408
Budget (Surplus)/Deficit 22,735 76,846 99,581 82,983 103,528 20,545 123,989 24,408

22,735 76,846 99,581 82,983 103,528 20,545 123,989 24,408
Total Resource Limit 466,654 (68,186) 398,468 326,271 326,271 0 398,468 0
Total Expenditure 489,389 8,660 498,049 409,254 429,799 20,545 522,457 24,408
Budget (Surplus)/Deficit 22,735 76,846 99,581 82,983 103,528 20,545 123,989 24,408
Deficit Brought Forward (76,726) (63,938) (63,938) (76,726) 0
In Year (Surplus)/Deficit 22855 19045.03267 39589.78848  20544.75581 47263 24408




Appendix B-2
Shropshire CCG
2019/20 QIPP Month 10

QIPP Month 10 Position

Plan Month 10 YTD Forecast M10 Ris k
Risk Adjusted
te Services ditional VBC 250 0 250 208 415 206 415 165 415
utism and Aspergers Provision 20 0 20 10 0 -10 0 -20 0
tegory 1 PLCV Activity 35 0 35 29 38 9 a1 6 41
OPD Admessians 656 0 656 510 0 -510 0 -656 0
ermatology Commissioning Optians a2 0 42 5 35 0 a2 0 a2
~Ted {nvestrment) 133 -133 -103 0 103 0 133 a
-Ted {SaTH ) 764 0 764 594 o -594 0 -764 0
racture Liasion Service 115 220 -105 -88 -40 = -75 30 -75
raity frant door 420 420 0 0 150 150 150 150 150
{eart Falure 374 0 374 291 64 -227 128 -247 128
15U 120 (1) 120 a3 14 -79 120 0 20 30
{ome Oxygen Assessment and Review Service 51 0 51 40 24 -16 35 -16 35
SK Sevvice Redesign EL ather 232 0 232 194 97 -97 136 -97 136
SK Sexvice Redesign DC Other 44 0 4 36 18 -18 26 -18 26
SK Service Redesign DC RIAM 305 0 305 254 25 -228 25 -279 25
SK Service Redesign DC SaTH 94 0 94 78 a7 -31 a7 -47 47
SK Service Redesign EL RIAM 2043 0 2,043 1,702 1,120 -582 1529 -514 1529
SK Service Redesign EL ST 255 0 255 213 104 -109 104 -152 104
SK Service Redesign OPFA RIAH a8 0 a8 82 15 -66 30 -G8 30
SK Service Redesign OPFU RIAH 22 0 22 18 66 a7 91 69 91
TT Redaved Target 770 0 770 640 642 2 770 0 770
HT {Contract 1) inc APCS 350 0 350 292 105 -187 175 -175 175
hirapshire Care Closer ta Home (Admissions Avoidance) 2,900 o 2900 2256 a -2.256 500 -2,400 350 150
hraopshire Care Closer 1o Home (Demanstrator Sites ) 1,000 ) 1,000 778 o -778 G54 -346 200 254
hrapshire Care Closer 1o Home {nvestrnent) a 1,000 -1,000 -778 -24 754 -27 973 -27
armrnissioning Stretch 0 0 o 0 0 0 0 o o
g 6 Pacdiatrics Q 0 0 0 70 o 73 73 73
ermatoigoy APCS 0 0 0 40 40 61 61 | 61
Total 10959 1.773 9. 186 7 384 3024 -4 430 S 048 -4.138 ] 790 0 4258
pndividual Commissioning HC AQP 329 0 329 263 0 -263 0 -329 -200
{C Stretch Target 1,000 1,000 800 0 -300 0 -1,000 0
hidrens Placemnents 500 0 500 400 205 -195 500 0 500 200 500
olisbarative Carmenissioning 300 0 300 250 0 -250 0 -300 0
ewview Programene 52 0 452 377 1530 1,154 1,793 1341 1,793
lental Health Out of Ares (Commmissionin 87 203 169 582 413 730 527 930
87 2784 2258 2318 59 3023 239 l 200 | 200 3023
Contracting Services lentad Health Rebasing of the Contract 600 0 600 500 500 0 600 0 600
DOH Service 757 0 757 631 631 0 757 0 757
RJAM Contract 852 0 852 710 710 0 852 0 852
5aTH Contract 623 0 623 519 519 0 623 0 623
BCHT {Cantract 2} 306 0 306 255 255 0 306 0 306
Tatal 3138 0 3138 2615 2615 0 3,138 0 I 0 0 3,138 I
Corporate Running Costs Review in yeor 225 0 225 187 243 5 243 18 243
Running Costs Revieew towards 20% 775 0 775 645 258 -387 775 1) 1 775
1000 0 1.000 832 S01 -331 1018 18 0 0 1018
Primary Care Services Anpliances {Starma) 40 22 18 15 39 24 40 22 40
Anphances (Wound) 180 0 180 150 a -150 20 -160 20
RBiosirmiars (RJIAM ) 431 0 431 359 307 -52 350 -81 350
Riosirmilars {SaTH) 386 0 386 322 637 315 720 334 720
Biosimiars (Other ) 38 38 38 38 33
sasimalars {Credits | 15 15 15 15 5
are Home Prescribing 440 243 416 347 399 52 416 416
o-Carmmessianing Efficiences 216 0 216 180 180 0 216 216
Dishetes 150 a7 103 86 88 3 103 0 103
OLVs 100 100 83 111 27 120 20 120
Drug Swwtches 300 300 250 296 26 300 0 300
Prescriting Stretch Target 133 0 133 111 0 -111 0 -133 0
Prescription Ordering Direct (POD) 1030 578 452 377 904 527 982 530 982
Ress piratary 220 20 200 167 144 -22 200 0 200
bcriptswitch 500 0 500 417 569 152 600 100 600
bedf-Care (OTC) 100 100 80 10 -70 30 -70 30
Sedf-Care {OTC) NHSE Stresich 170 0 170 116 o 116 g 170 g
ot 4397 £91 3706 3059 3738 679 4151 245 1 ¥ 4151
[Grand Total | 22365 | 2ss0 | 1ss1s | 1e1se | 12107 16378 | 3436 330 200 I 15588 |
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Appendix B-3
Shropshire CCG
Allocations 2019/20

Full list of current allocations and adjustments at Month 10

Delegated
Programme Admin Co-Commissioning Total
Month R NR R NR R NR R NR Total

£'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000
Baseline Allocation MO1 1 415,448 6,610 44,570 466,628 0] 466,628
Return of Cummulative Deficit 2 -/6,7/26 0 -76,726 -76,7/26
Month 12 IR changes 3 16 16 0 16
Excess Treatment Costs 3 -19 0 -19 -19
Community transtormation TCP 19/20 tunding 3 32 0 32 32
IPS Wave 1 (Year 2) Transtormation funding (Ql & Q2) 3 145 0 145 145
GPFV - GP Retention - STP Funding 3 108 0 108 108
GPFV - Practice Resilience -STP Funding 3 68 0 638 638
GPFV - Reception & Clerical - STP Funding 3 o4 0 a4 34
GPEFV - Online Consultation - STP Funding 3 136 0 136 136
GPFV - Primary Care Networks - STP Funding 3 374 0 374 374
Improving Access Allocations 19/20 tfrom National Programme 3 1,80/ 0 1,807 1,807
MOCH 2019 QI and Q2 3 35 0 35 35
Phase 2 - Cancer Alliance Funding 3 213 0 213 213
2019720 1R - PELs Changes 3 15 15 0 15
19/20 uptront FTA proposal - Shropshire TCP 4 1,260 0 1,260 1,260
Oftender Health secondary care allocation - 1st tranche 4 /8 0 78 /8
GPFV - STP Funding - Worktorce Training Hubs 4 35 0 385 385
GPFV - 5TP Funding - Fellowships Core Otter 4 17 0 77 77
GPFV - STP Funding - Fellowships Aspiring Leaders 4 98 0 98 98
2019/20 Armed Forces CCG OOH allocation 5 25 0 23 23
Q1 West Midlands Cancer Alllance Allocation [§) 120 0 120 120
Q2 West Midlands Cancer Alllance Allocation 7/ 120 0 120 120
IPS Wave 1 transtormation tunding 7/ /3 0 73 735
Enhanced GP IT infrastructure and resilience arrangements 7/ /8 0 18 78
IR Exercise 7/ -3 -3 0 -3
Transter ot TCP tfunds to leltord CCG S -1,080 0 -1,080 -1,080
Transter ot tarly Discharge funds to lelford CCG 3 -32 0 -32 -32
Cancer Alliance Q3 3 120 0 120 120
Charge Exempt Overseas Visitor (CEOV) Adjustments 3 s/l 0 8/1 8/1
UEC FUNDING 8 194 0 194 194
Winter Funding 8 773 0 773 773
Q2 Flash Glucose sensor reimbursement 9 35 0 35 35
National Diabetes Prevention Programme - 2nd payment 9 20 0 20 20
Learning Disability Mortality Review Programme (LeDeR) 9 15 0 15 15
Additional Winter Elective funding - Urology at SaTH 9 100 0 100 100
Additional Winter Elective funding - General surgery at SaTH 9 200 0 200 200
Additional Winter Elective funding - Oral at SaTH 9 75 0 75 75
Pharmacy Integration MOCH Q3 payment 9 18 0 18 18
IPS Wave 1 Transformational Funding Q4 9 72 0 72 72
TCP LD transformation funding 9 260 0 260 260
IR Changes 9 -2 -2 0 -2
Mental Health Winter Funds 10 100 0 100 100
FTA payments 19/20 in year Q1&2 10 113 0 113 113
HSCN CCG Corporate Connections costs 10 9 0 9 9
Primary Care HSCN transitional relief for move to fair share allocations in 2019/20 10 23 0 23 23
Digital Transformation - DFPC 10 800 0 800 800
Safeguarding - Programmes for STP/ICS 10 10 0 10 10
Safeguarding - Training 10 6 0 6 6
LD Accelerated Discharge Support 10 7 0 7 7
CYP Green Paper MHST Wave 2 commencing 19/20 10 51 0 51 51
Winter Pressure Volunteering Programme - SHREWSBURY AND TELFORD HOSPITAL NHS T 10 25 0 25 25
HSCN migration support funding 10 29 0 29 29
6.3% pension uplift 1920 10 336 0 336 336

415,474| (68,186) 6,610 44,570 466,654 (68,186)| 398,468




Appendix B-4

Category Run Rate Analysis

M10 YTD FOT variance |Current FOT |Difference [Main reasons for difference
Variance from plan on |variance at |in FOT
from plan straight line [Month 10
basis
£'000 £'000 £'000 £'000

Acute 13,071 15,685 16,628 943|The main drivers of this variance are as follows
Sath - £0.7m - This is driven by the phasing of the plan (back ended for emergency activity for winter),
£0.4m is also related to phasing of YE deal.

WMAS - £0.1m - We are expecting increased activity in Q4 in terms of conveyances as well as in an
increase in handover charges.

Community 420 504 320 (184)[Key areas: IPMS and CHEC prior year costs totalling reduce run rate by £290k; Hospice costs up to January
only thereby reducing run rate var by £70k, APCS Derm from SCHT contract ceased service so run rate
reduces by £30k; Continence credits from CHC £33k reduce run rate; Admission Avoidance costs from
January less prev CCTH FOT increased run rate £187k

Individual Commissioning 6,820 8,184 8,529 345|Forecast based on known info on packages of care from Broadcare and includes assumption around QIPP
delivery in latter part of year. Significant prior year impact included in YTD position.

Mental Health 2,684 3,221 3,100 (121)]£179k favourable relates to Individual Commissioning; £59k adverse relates to costs to reduce children's
ASD waiting times profiled later in the year

Primary Care 289 347 904 557|YTD position includes prior year Prescribing benefit, and also Primary Care Team savings reduce towards
the final months of this year, plus additional P.C.IT costs expected in final months of year, re Forecast

Other (1,444) (1,733) (4,155) (2,422)]£2m contingency phased into M12, offset by £1.5m expenditure against reserves assumed in mth12.
£1.2m reserves utilised in YTD position, (straight line utilisation would be £2.7m).

Running Costs (55) (66) 413 479|0ne organisation' costs built into latter part of year

Co Commissioning (1,239) (1,487) (1,331) 156|YTD position, includes Prior year savings and also one off Rate rebate receipts.

TOTAL 20,546 24,655 24,408 (247)

M10 YTD FOT Current Difference [Main reasons for difference
Expenditure [expenditure |'most likely'|in FOT

on straight [FOT at

line basis Month 10
£'000 £'000 £'000 £'000

Acute 207,242 248,690 250,277 1,587|The main drivers of this variance are as follows

Sath - £0.5m - This is primarily driven by the phasing of the Emergency POD (£0.6m)

RJAH - £0.2m - This is driven by the phasing of the contract as it is slightly back ended

Other Acute Contracts £0.7m - The main driver of this is the Winter Funding held in reserve and not within
the YTD actuals.

Community 41,722 50,066 50,220 154|Key areas: IPMS and CHEC prior year costs totalling reduce run rate by £290k; Hospice costs up to January
only thereby reducing run rate var by £70k, APCS Derm from SCHT contract ceased service so run rate
reduces by £30k; Continence credits from CHC £33k reduce run rate; Admission Avoidance costs from
January less prev CCTH FOT increased run rate £187k

Individual Commissioning 36,347 43,616 43,961 345|Forecast based on known info on packages of care from Broadcare and includes assumption around QIPP
delivery in latter part of year. Significant prior year impact included in YTD position.

Mental Health 38,506 46,207 46,278 71(£179k favourable relates to Individual Commissioning as above; £191k adverse relates to additional spend
phased in latter months due to the commencement of new services funded by national transformation
funding; also £59k Children's ASD waiting times as above.

Primary Care 52,810 63,372 64,363 991|YTD position includes prior year Prescribing benefit, and also Primary Care Team savings reduce towards
the final months of this year, plus added P.C.IT costs increase in final two months, as per FOT position.

Other 11,419 13,703 15,226 1,523| £1.5m expenditure against reserves assumed in mth12

Running Costs 5,788 6,946 7,359 413|'One organisation' costs built into latter part of year

Co Commissioning 35,965 43,158 44,773 1,615|QOF payments built into latter part of year

TOTAL 429,799 515,759 522,457 6,698
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Agenda item: GB-2020-03.032
Shropshire CCG Governing Body meeting: 11.03.2020

Title of the report: Governing Body SCCG Performance & Quality Report
2019/20

Responsible Director: | Julie Davies, Director of Performance
Chris Morris, Chief Nurse

Author of the report: Charles Millar, Head of Planning, Performance and
Contracting

Joe Allan, Head of Quality

Presenter: Julie Davies, Director of Performance

Purpose of the report:

To update the governing body on the CCGs key quality and performance matters for
2019/20 against the key performance & quality indicators that the CCG is held
accountable for with NHS England. This overview provides assurance on performance
achievement against targets/standards at CCG, the quality of our commissioned
services at provider level as appropriate, and the delivery and contractual actions in
place to address areas of poor performance & quality.

Key issues or points to note:

The attached report is our integrated quality and performance reporting for the CCG and
sets out Shropshire CCG’s performance against all its key performance & quality
indicators for Month 9 and 10 where available for 2019/20.

They key standards that were not met YTD for SCCG are :-
62 day RTT

2wk wait (Breast)

2wk wait from GP referral

31 day where subsequent treatment is surgery

A&E 4hr target

Ambulance handovers >30mins and >1hr

RTT

Diagnostic waits

52wk waits.

The 2wk Breast Symptoms was achieved in December the first time this year and is a
direct result of the successful delivery of the improvement plans. Both 2wk targets are
now expected to be met for the year end. The 62day RTT is still not achieving and the
overall trajectory for the recovery of 85% 62day RTT target submitted to NHSE/I is

1




based on the ongoing impact of Urology. Ongoing clearing of the backlog will keep this
measure below target for the foreseeable future. Further improvement remains
dependent on the wider joint working with UHNM and the region on Urology. The overall
position on cancer is improving and the improvements linked to cancer alliance work and
optimized pathways is how having a positive impact on the cancer care delivered in
Shropshire. Bi -weekly calls remain in place with NHSE to also monitor delivery against
these plans and provide support as required. The CCGs overall cancer performance is
also affected by out of county providers and this is continually progressed through the
corresponding lead commissioners via our contract team with support as required from
NHSI & NHSE.

The increased IAPT access target run rate of 22% in place for 2019/20 has slipped in
Nov and December and the mental trust has been asked to investigate the variation in
the delivery of this target and to improve its consistency for the remainder of the year.
Following the themed review of serious incidents presented by MPFT at the December
CQRM and the further statistical analysis undertaken including triangulation with the
related issues in Staffordshire it was agreed at January 2020 that recent levels are not
statistically significant to previous year’s levels.

A&E performance has remained in the mid sixties since September. Demand for
Shropshire remains above plan YTD and ambulance conveyances are still increasing
locally at a faster rate than elsewhere in the region. However demand in January was
below plan for the first time this year. The dedicated ambulance working group has now
been re-established to focus specifically on reducing conveyances and ambulance
handover delays. Workforce levels and increases in demand are the main issues
although middle grade workforce is showing some signs of improvement but slowly and
not in time to have a material impact during winter. There continued to be a significant
increase in 12hr trolley waits in December and January but the level has reduced in
February. These are being reported up through NHSE/I and the harm pro-formas are
being received. In addition desk top reviews of patient records have been introduced to
assess any delayed harm experienced during their hospital stay as a result of extended
trolley waits. The Quality team continues to make daily visits to both sites while they are
at heightened escalation levels to ensure care of patients on trolleys is being maintained
at the highest levels. A separate paper is on the agenda for the governing body which
covers the findings of the recent CQC unannounced visit and resulting risk summit.

Both > 1hr and >30mins ambulance handover delays peaked in December and have
come back down in January. This as described above will be one of the priorities to
improve as part of the local ambulance working group.

The CCG has continued to fail the RTT target YTD as a result of emergency pressures
at SaTH and ongoing escalation into both sites Day Surgery Units. In addition the non
admitted performance is now being impacted by the reduction in waiting list clinics being
delivered due to the consultant pension tax issue. An options papers is currently being
prepared by SaTH for the recovery of 18wks and this will be considered by an
extraordinary planned care working group in mid March to inform planning submissions
for 20/21.

The CCG had its first over 52 wk waiter reported at the end of December at an out of
area Trust in Hampshire. The patient was treated in January. This continues to be
monitored weekly by the CCG for its patients across all providers to continue to minimize
any >52 wk breaches.




The 99% Diagnostics wait target was also breached in November and December due to
report issues within echocardiography and increases in demand generated from ED.

Finally there have been positive improvements noted in patients experience in maternity
services following recent CQC visits.

Actions required by Governing Body Members:

The Governing Body is asked to NOTE the contents of the report and sought assurance
from the CCG actions contained within it to ensure patients’ safety and compliance with
guality care.




Monitoring form
Agenda Item: GB-2020-03.032

Does this report and its recommendations have implications and impact
with regard to the following:

1 | Additional staffing or financial resource implications
If yes, please provide details of additional resources required Yes/ No

2 | Health inequalities
The action taken by the CCG to deliver all its constitutional targets will address Yes/ No
any health inequalities currently present in the areas the performance targets are
not being met.

3 | Human Rights, equality and diversity requirements
If yes, please provide details of the effect upon these requirements Yes/ No

4 | Clinical engagement
If yes, please provide details of the clinical engagement Yes/ No

5 | Patient and public engagement
If yes, please provide details of the patient and public engagement Yes/ No

6 | Risk to financial and clinical sustainability

The CCG would fail to get its full Quality Premium Payment if it fails any of its key | Yes/ No
performance premium indicators.




GOVERNING BODY
PERFORMANCE AND QUALITY REPORT
February 2020

1 INTRODUCTION

1.1 This performance and quality report provides an overview of the key performance
indicators (KPIs) that the CCG is held accountable for with NHS England during
2019/20. Many of these are part of the CCG’s NHS Oversight Framework (NHS OF)
for 2019/20.

1.2 The monthly data reported is for December 2019 and January 2020 where data is
available.

1.3 Some of the CCG NHS Oversight Framework indicators have been updated where
new data has been made available.

1.4The oversight provides assurance on performance achievement against
targets/standards at CCG level and the delivery of actions in place to mitigate.

1.5 The narrative includes details of the reasons for non-achievement of the standards
and the actions in place to mitigate the risks.

1.6 Where key standards were not achieved in 2018/19, trajectories have been set as
part of the Sustainability & Transformation Fund (STF), in the 2019/20 planning
round. For Robert Jones & Agnes Hunt Hospital and Shrewsbury & Telford Hospital
Trust, these included;

o A&E 4 Hour Wait
o 18 Weeks RTT Incompletes
o Cancer 62 days wait



2 EXECUTIVE SUMMARY t

, GREEN
Shropshire CCG No of
Indicators Current | Previous | Current | Previous
Month Month Month Month

Cancer 8 4 2 4 6
Elective Access 3 0 1 3 2
Urgent & Emergency 1 5 . 10 1
Care
Mental Health 6 5 5 1 1
Learning Disability 2 n/a n/a n/a n/a

] n/a n/a n/a
Maternity 4 n/a
Dementia 1 1 1 0 0
Primary Medical
Care and Elective 4 0 0 4 4
Access
NHS Continuing

2 1 2 1 0

Healthcare

Page | 1
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