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FOREWORD
Welcome to NHS West Essex Clinical Commissioning Group’s (the CCG) second Annual
Report.
In our first year of operation, we laid the foundations for the future of the NHS in west Essex.
This included looking at opportunities for integration and ways in which we could deliver a
high standard of quality care for the residents of Epping Forest, Harlow and Uttlesford.
People in west Essex also had the opportunity to provide their views on the areas they felt
we needed to focus on and told us what was important to them.
This year, we have continued on our journey and have taken all the information provided to
us - from the local people to the professionals we work with - and shaped plans to
significantly improve health and care for patients. We have built on the foundations set in the
first year, put them into practice and explored new ways of working. We have created strong
relationships with Essex County Council (ECC) and our district councils and have become
more aligned to ensure we can provide a system of care fit for the future.
This relationship with ECC and working with our community services provider has been
successfully demonstrated with our Older People’s programme. The work has proven how
working together can reduce the number of unnecessary admissions to hospital while
treating people in their own homes, ensuring both health and care requirements are met.
This integration has also showed real progress in our work with children, with families
increasingly being treated in the community rather than having to visit hospital for treatment.
Our work with our members, the 38 GP practices in the area, has led to the formation of two
GP provider companies Stellar Healthcare and Uttlesford Health, to support us to strengthen
primary care delivery and services in the area. We are very grateful to the GPs and practice
staff, who have stepped forward to create these enterprises and we look forward to the
improvements they will enable.
We have been developing a more joined-up approach to working with our voluntary and
community sectors which help individuals to live healthy and independent lives. We
recognise the high benefit that the voluntary and community sectors bring in the services
and support offered in the wider community. Together we can ensure that we have a two
way system of communication between the CCG and our diverse communities for patient
engagement, so that people have a direct impact on our decision making.
It has not been a year without challenges, with a difficult financial climate and the pressure of
demand during winter putting incredible strain on our hospitals. We have worked towards
targeting our limited resources in the most efficient and effective way to get the best
outcomes for our population. However, close partnership working and an extensive
communications campaign has meant that we managed to weather the most difficult times
and pull together a stronger, more robust plan for the future.
In this report, we highlight how - over the last year - the CCG and its dedicated team has
worked with local people, partners and providers to shape and drive a less fragmented
system in west Essex which can withstand future challenges. Our staff are committed to
delivering good quality care for local people and the effort is reflected in the outcomes we
have achieved.
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We will continue to build on this work as we move forward and will be devoting our energies
to exploring further integration and ensuring the NHS in our area not only meets the health
and care needs of our residents, but remains sustainable in the long term.

Dr Rob Gerlis
Chairman
NHS West Essex Clinical Commissioning
Group

Clare Morris
Chief Officer
NHS West Essex Clinical Commissioning
Group
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STRATEGIC REPORT
REPORTING STATEMENT
We are required to present an operating and financial overview in the context of the Annual
Report, which provides the reader with a balanced and comprehensive analysis of the
CCG’s performance during the year. In accordance with NHS guidelines, this report covers
the period from 1 April 2014 to 31 March 2015 and includes an overview of our
achievements, details of the CCG’s non-financial performance and the financial statements.
As a CCG we have many statutory duties including improving quality of services, reducing
inequalities, public involvement and consultation and contributing to joint health and
wellbeing strategies. You can read more about how we have complied with these duties in
this overview.
I certify that the clinical commissioning group has complied with the statutory duties laid
down in the NHS Act 2006 (as amended by the Health & Social Care Act 2012).

Clare Morris, Chief Officer
27 May 2015
1. ABOUT US
In April 2013, NHS West Essex Clinical Commissioning Group became the statutory body
responsible for buying healthcare services on behalf of the population of Epping Forest,
Harlow and Uttlesford.
As a membership organisation, the commissioning group is made up of 38 general practices
who work together to ensure the best possible healthcare is available to everyone in west
Essex.
Together, we are responsible for the healthcare needs of the local population and work with
Essex County Council (ECC), local healthcare professionals, local authorities, voluntary
organisations and others to ensure local people have high quality health services that meet
their needs.
2. ABOUT OUR BUSINESS
Key information
The CCG was established on 1 April 2013.

Communities covered
Population (registered GP)

Spencer Close, St Margaret’s Hospital, The
Plain, Epping, CM16 6TN
Epping Forest, Harlow and Uttlesford
298,712

Budget (for 2013-14)

£338.3 million

Number of GP practices
Number of employees

38
Number of whole time equivalents is 96

Headquarters
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Where we buy your healthcare
The following table gives a summary of the main providers that we commissioned services
from in 2014-15:
Type of healthcare
Hospital services

Where we buy it from on your behalf
Princess Alexandra Hospital Trust (PAH)
Cambridge University Hospital NHS Foundation Trust
Barts Health Trust
Mid Essex Hospital Services NHS Trust

Independent Sector (IS)
hospitals providing NHS
services

Ramsay Health Care UK (The Rivers Hospital)
Aspen Healthcare (Holly House)
Spire Healthcare
Nuffield Health

Community services

South Essex Partnership University NHS Foundation Trust
(SEPT) - Adults
Hertfordshire Community NHS Trust (HCT) – Children
St Clare Hospice – End of Life / Hospice
Essex Cares – Reablement

Mental Health (MH) and
Learning Disability (LD)
services

North Essex Partnership University NHS Foundation Trust – MH
MIND – Improving Access to Psychological Therapies (IAPT)
Hertfordshire Partnership University NHS Foundation Trust - LD

Specialist health
services

Cambridge University Hospital NHS Foundation Trust
Various London hospitals

Emergency health
services and transport

Princess Alexandra Hospital Trust – A&E
Cambridge University Hospital NHS Foundation Trust – A&E
Barts Health NHS Trust – A&E
East of England Ambulance Service NHS Trust – Transport

Commissioning Support Units (CSUs) and hosted arrangements
CSUs provide capacity and resources to clinical commissioners (if required) as an extension
of their local team. This approach aims to help achieve economies of scale and allow CCGs
to focus on direct commissioning of services for their patients.
CSUs are not statutory bodies and therefore have no statutory functions. They are
accountable to clinical commissioners for the services that are commissioned.
a) From 1 April 2014 we bought a range of commissioning support services from
Central Eastern CSU. These services included:
o
o
o
o
o
o

Continuing Healthcare (CHC)
Procurement and Market Management
Financial Services
Support for Individual Funding Requests (IFR)
Corporate Services and Governance
Information Management and Technology (CCG and GP)
7

o
o

Data Service for Commissioners Regional Office (DSCRO)
Human Resources (HR) and Workforce

b) From 1 October 2014 Central Eastern CSU ceased operating and alternative
arrangements were made for the services previously provided. Some services were
brought in-house and hosted arrangements (see below) were agreed for others.
Provision was purchased from North East London CSU (NELCSU) for the following
services:
o
o
o
o
o
o

Financial Services
Information Management and Technology (CCG & GP)
Data Service for Commissioners Regional Office (DSCRO)
Human Resources (HR) and Workforce
GP Information Technology
Cancer Commissioning Support

For further information about NELCSU visit www.nelcsu.nhs.uk
Provision was purchased from Arden Commissioning Support Unit for the following
service
o

Continuing Healthcare Retrospectives: phases 1-2 and phases 3-5

For further information about Arden CSU visit www.ardengemcsu.nhs.uk
c) Services hosted by a lead CCG
In order to provide economies of scale CCGs across Essex have agreed to deliver services
on behalf of other CCGs. The services below are hosted by a CCG on behalf of west Essex
CCG.
Service

CCG Host

Mental Health Interpersonal Psychotherapy

North East Essex CCG

Collaborative Mental Health Commissioning Function

North East Essex CCG

Children’s Continuing Healthcare

Mid Essex CCG

Information Governance (including Freedom of
Information Requests)

Basildon and Brentwood CCG

Integrated Emergency Preparedness Resilience and
Response Team for the Essex CCGs

Mid Essex CCG

d) Services West Essex CCG (WECCG) host on behalf of other CCGs
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WECCG host the services below on behalf of other CCGs:
Service

Areas covered

Personal Health Budgets

Hosted by WECCG across
North Essex

Safeguarding Children’s Clinical Network

Hosted by WECCG across all
Essex CCGs

Children and Young People’s Emotional Wellbeing and
Mental Health Service

Hosted by WECCG across
Essex CCGs and Councils

NHS 111 call handling and clinical triage

Hosted by WECCG across
North Essex

Primary care services (GPs, dentists, opticians and pharmacies)
NHS England is the commissioner for general practitioners, dentists, opticians and
community pharmacists. The CCG also commissions enhanced services from general
practices such as heart failure management, diabetes management and leg ulcer
management.
We work very closely with NHS England Local Area Team in supporting quality improvement
within general practices, such as patient access to GP practices, outcomes of Care Quality
Commission visits, incidents and complaints. We undertake visits to general practices over
the course of the year to support improvements in these areas and assist in forward planning
in areas such as information management and technology, workforce and premises. The
CCG has been considering new national powers to take on many of NHS England’s
contracting functions for GP services.
General practices are also members of the CCG and are included under the CCG
Constitution. They have a responsibility to work with the CCG and input into commissioning
decisions and strategic direction. The CCG’s Board is chaired by a GP and the CCG has a
number of GPs on its Board, commissioning committees and working groups. This ensures
clinicians are at the heart of commissioning, to support the development and improvement of
the services provided to patients.
The CCG has developed an IT strategy for the region to meet the requirements of the five
year plan and ensure there are reliable, high quality IT systems across west Essex from
which to deliver care. This will reduce the overall number of different clinical systems, ensure
all national information management and technology programmes are delivered and aim to
implement a rolling programme of hardware upgrades to maintain system integrity. The
CCG is working with local stakeholders to develop an interoperability programme to ensure
patients and health and care professionals can access the relevant parts of the patient’s full
record to improve communication.
Over recent months the CCG has worked with key stakeholders to develop a premises
strategy for providing services from fit for purpose locations to meet population growth and
support integration. The CCG has supported practices in their bids to NHS England for
9

premises funding and is working to reduce vacant space across the area to improve
efficiency and achieve savings.
GP provider companies
During 2014, local GP practices came together to form new provider organisations Stellar
Healthcare and Uttlesford Health. The Board agreed the Extended Primary Care Pilot as a
framework for working with these organisations, over the coming years, to allow them to
provide extended primary care services on a much wider scale.
GP practices (including GPs and their teams) have unique attributes due to their long term
contracts for providing primary care services to a registered patient list. These include:





Established relationships with patients, particularly those regularly using
healthcare services such as people with a long term condition, carers and
parents of young children
Detailed knowledge of patients and comprehensive health records
Knowledge of individual patient’s experience using pathways of care
Established relationships with the support staff / teams

These attributes mean that GP practices are uniquely placed to offer extended primary care
services which are continuously informed by specific local needs, closely integrated to GP
practice provision of core primary care and joined with the work of the wider primary care.
The new organisations offer capacity and capability to provide primary care on a much wider
scale.
Stellar Healthcare started to provide clinical services in December 2014 and Uttlesford
Health will be providing clinical services from June 2015. The companies successfully bid to
the Prime Ministers Challenge Fund and were awarded £2.6 million to pilot extra evening
and weekend GP services based at hubs across west Essex. The funding is for 12 months
and the CCG will be responsible for commissioning these services based on the evaluation
in 2016 -17.
The CCG has also been working with general practice to develop strategies for working in a
more integrated way with community services, voluntary sector organisations, hospital
clinicians and others to ensure care is co-ordinated and achieves better outcomes for
patients. This includes starting to consider their long term plans as a practice and working
with partner organisations within localities.
At the heart of all of this is our overarching mission to deliver better joined-up care for local
people. The CCG is commissioning a wider range of services in primary care at a locality
level, enabling some of our planned improvements to happen, ensuring more consistent
service provision and better outcomes for patients, regardless of where they live in west
Essex.

3. OUR KEY PRIORITIES
The CCG priorities were agreed in the Operational Plan 2014-2015.
In 2013 - 2014 we undertook a major engagement exercise with our patients, residents and
wider stakeholders in partnership with ECC and our providers. The outcome of this
engagement has informed our short, medium and longer term vision for transforming our
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services. The discussions that took place through this programme have contributed directly
to how we plan to design and shape our services over the next five years.
Seven principles have guided the development of our vision:
o
o
o
o
o
o
o

Quality first - Patient safety, clinical effectiveness, better outcomes and care for
people as people.
Significantly shifting the point of care - the right care is provided at the right time
and in the right place.
Integration between health and social care.
Connected transition of care and support between professionals and
organisations.
Provision built around and responsive to the different needs of our communities
and localities.
Maximise productivity and efficiency where appropriate.
Allow individuals to take responsibility for their own health and retain
independence where appropriate.

Having established the underlying principles, we established our key transformation
programmes to deliver these ambitions.
The 2014 - 2015 transformation programmes focused on:
o
o
o
o
o
o
o

Transforming urgent and emergency care services to ensure that timely care is
available when required but also to reduce unnecessary use of emergency hospital
services.
Improving care for frail and older people to avoid unnecessary admission to
hospital.
Making care more accessible and local for people with ambulatory care sensitive
conditions, including support to prevent worsening of conditions and improvement in
self-management.
Implementing new high impact pathways for children to support avoidance of
unnecessary time in hospital, ensuring early intervention and prevention through
integrated approaches to care.
Ensuring high quality care for people with mental health conditions safeguarding
parity of esteem across all health and social care services including physical health.
Shifting point of care for lower acuity conditions into primary care settings.
A step change in elective care, improving how we contract with our providers to
ensure the most effective and efficient pathways for our people.

Our work programme in 2014 - 2015 has been supported by enablers to aid improvement in
care.
These include:
o
o
o

Development of a model of integrated commissioning (Better Care Fund
supports).
Commissioning for integrated provision of care and delivery of improved outcomes
for patients.
Improving how we contract including alignment of Commissioning for Quality and
Innovation Schemes (CQUINS) to improving patient outcomes, ambitions and the
Quality Premium, together with the introduction of new contracting arrangements
such as Accountable Lead Provider.
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o
o
o
o
o

Supporting the development of our providers, including primary care, to respond to
our ambitious plans, supported by a contestability plan.
Community Mobilisation working with our communities to increase the role that
they play in their own community to support personal empowerment and
responsibility.
Ensuring that the right infrastructure is in place, developing estates and IT
strategies.
Ensuring an appropriately trained, developed and available workforce.
Developing our organisation supported by an Organisational Development Plan.

Winter planning
In accordance with guidance published by the Department of Health, the delivery of urgent
care services across west Essex is overseen by the System Resilience Group (SRG). The
SRG is chaired by the Chief Officer of WECCG and is attended by all provider organisations
as well as representatives from NHS England and the NHS Trust Development Authority.
The SRG monitors key areas of service delivery and performance such as the four hour A&E
patient constitution standard and ways to support the system through the winter demand
period. Additionally the SRG approves and monitors the System Resilience Plan that sets
out the steps that the west Essex health economy takes to ensure operational resilience is
maintained throughout the year.
A total of £4.2 million of resilience funding was allocated to the west Essex system via
central government to support the system over the winter period of 2014 - 15. This was used
to relieve pressure, including the provision of additional acute and community bed capacity
and enhanced GP services.
As part of the response to winter pressures, a communications campaign was established
between November 2014 and January 2015 to navigate members of the public to the
alternatives to A&E attendance by:
1. Increasing the profile of the NHS 111 service, the non-emergency medical help line
to support people to make the right choices for their urgent care needs
2. Supporting people to self-care in their own homes and use urgent care services
wisely
Early indications from this campaign showed that the calls to the NHS 111 service in the
cluster increased by 34 per cent from last year. Additionally, A&E attendance figures
dropped by 4 per cent from November 2014 to January 2015. The CCG’s Twitter followers
increased by 5 per cent and the slogan #selfcareselfie was seen by 44,896 Twitter users.
4. OUR CHALLENGES
Health services in west Essex are experiencing significant challenges primarily through
increased demand, with GPs, the ambulance service and local acute trusts helping more
people than ever before. This is against a national backdrop of tightening budgets and a
west Essex population with a wide variety of challenges.
These challenges are in both demographics and health indicators with proportionately more
people aged over 65 in west Essex than the rest of the country and worsening premature
mortality rates for circulatory disease, cancer and respiratory disease, compared with similar
areas. West Essex is made up of hugely contrasting communities with Harlow having higher
than average premature mortality rates and the highest rate of deaths as a result of smoking
in Essex.
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Across west Essex, survival from cancer is lower than the national average, there is a higher
than average prevalence of depression, an increasing number of alcohol related admissions
to hospital and an under ascertainment of diagnosed COPD.
The challenges in finances, increased demand and changes in demographics have been
particularly true of Continuing Healthcare, where substantial demand and cost pressures
have been experienced.
Demand is likely to increase further with the total population of west Essex expected to grow
by 12.1 per cent in the next ten years against a national average of 8.7 per cent. Life
expectancy is also increasing although there is wide variation in life expectancy across our
communities. Our ageing population puts increasing demands on social care including
residential home places and reablement packages.
If this increased population carry on using health care services as they do currently, this
would put enormous pressure on our local health system. For example, there would be a 14
per cent increase in the number of hospital admissions per year from 62,000 to 71,000 and
an increase in the number of attendances at A&E from 83,000 to 92,000.
These challenges reiterate the need for further integration and continuing our work towards
developing a joint health and care service fit for the future.
5. OUR ACHIEVEMENTS
During 2014 - 2015, the CCG has delivered on a number of key outcomes and improved the
quality of services we have delivered in a number of ways. We are especially proud to
have:
o

Treated 700 more older people in the community - through our Older People’s
programme, avoiding unnecessary admissions into hospital.

o

Procured a new service for Primary Care Psychological Therapies (PCPT) - to
improve people’s experience and outcomes of mental health services by awarding a
five year contract to Hertfordshire Partnership University NHS Foundation Trust
following a rigorous tender exercise.

o

Encouraged our staff to be involved in the west Essex community - we developed
a staff volunteering programme to encourage hands on involvement with local people,
which has resulted in around 15 members of staff actively undertaking voluntary roles.

o

Supported the formation of our GP provider companies - the development of
Stellar Healthcare and Uttlesford Health will enable primary care to work together to
provide primary care at scale and support a sustainable future for general practice.

o

Designed a new engagement model - Sounding Board is now the new group of 18
local people who have been recruited to provide involvement from our diverse
communities and have a direct impact on decision making.

o

Brought the Continuing Healthcare function in house - recruiting to a number of
clinical posts to establish much stronger working relationships and more timely
responses to prioritise clinical reviews of patients in receipt of Continuing Healthcare.
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o

Agreed a Continuing Healthcare Locality Operating policy - agreed and
implemented a framework to ensure that all local organisations are working in
partnership to bring together a clear set of values, standards and behaviours, for the
training and delivery of continuing health care and NHS funded nursing care.

o

Strengthened our system - by working more closely and openly with partners to
create a more joined-up resilient system, better equipped to manage demand, including
surge and capacity.

o

Embedding quality in our day-to-day business - by setting up a Quality Action
Group with membership from across the organisation, which means quality is not just
viewed as a clinical imperative but as a core value across all of our work, empowering
staff to challenge at all levels.

o

Received a 77 per cent response rate to our staff survey - with staff rating the CCG
as improved in the majority of the key areas including communications, clear vision and
values and regular appraisal and performance reviews.

o

Instigated a new paediatric streaming system at A&E - reducing attendance at
children’s A&E by directing 43 per cent of families to the most appropriate service for
their needs.

o

Supported the establishment of monthly multi-disciplinary teams - in every GP
practice across west Essex which includes attendance from community matrons and
social workers to provide a holistic approach to the management of health and care
services to patients with complex needs.

o

Finalised the agreement for the development of the new Stansted Surgery ensuring that Stansted and surrounding villages will have a new facility by autumn
2016.

o

Increased the access to care packages to ensure that people received ongoing
health and care support - by providing reablement for patients in their own home and
preventing admission to hospital.

o

Successfully bid for funding to increase access to GPs - we worked with Stellar
Healthcare to submit a bid which means the residents of west Essex will have wider
access to GP appointments and services during evenings and weekends.

o

Invested in stroke services - implemented an online referral system for all west Essex
GPs for Transient Ischaemic Attacks (mini-strokes), enabling GPs to assess the
immediate risk to the patient of developing a major stroke, allowing them to receive the
most appropriate treatment and support.

o

Achieved national targets in recovery, access and waiting times for Improving
Access to Psychological Therapies (IAPT) - by working closely with our provider and
supported promotion of the service with the public and stakeholders, to increase the
number of people accessing Talking Therapies.

o

Reduced admissions to residential care homes by 25 per cent from 285 to 215
during 2014 - by ensuring more people are supported by community services to
remain in their own homes.
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o

Introduced a programme of support to west Essex care homes with high
admissions to hospital - providing training and education to care home staff with end
of life care planning, dementia and behavioural support, medication issues and falls
assessments. This resulted in reduced hospital admissions to PAH from 1,093 to 868.

o

Increased our twitter following by over a 1,000 - so that we are now engaging even
more with local people and organisations through social media, embedding its use in
our communications approach and allowing for greater shareability of messages.

o

Commissioned a Falls Prevention Service in partnership with Essex County
Council - to reduce the risk of falls and ensure patients who have fallen are assessed
and provided with practical support and exercise to prevent further falls.

o

Extended community support to patients attending A&E - with community nurses
available in A&E from 8am to 9pm, seven days a week to help people return safely to
their homes.

o

Completed an extensive service review of Maternity Services at PAH - and
developed a three year strategy for west Essex.

o

Held My Health My future My Say - Part II events - we went back into our local
communities with five events to share the results of our initial engagement campaign
and to demonstrate how people have informed the CCG’s five year strategic plan.

o

Received a positive response to Ipsos MORI 360’ stakeholder survey - asking a
wider range of stakeholders to participate, including providers, local authorities and
patient participation groups which showed the CCG as visible, trusted and listening to
local people.

o

Facilitated a parent focus group - encouraging parents and carers to share their
views and experiences of common childhood illnesses and gave advice on how to
identify and manage them without attending A&E.

o

Created a Guide to Childhood Illnesses - with input from GPs, pharmacists and
paediatricians in response to local requests for information and provided 25,000 free
copies to west Essex schools, hospitals and health centres.

o

Delivered our first AGM - an opportunity to showcase our achievements to members
of the public and stakeholders and allow them to meet, at first hand, the teams who are
working to deliver better health and care services for residents of west Essex.

o

Increased calls to 111 by 35 per cent over the winter period - through a widespread
winter campaign, we raised awareness of the service offering people an alternative to
A&E therefore reducing unnecessary attendances.

o

Introduced the #selfcareselfie - through an innovative social media campaign, we
encouraged people to consider how they can take responsibility for their own health
over winter and introduced the self-care agenda.

o

Gained Board approval for the strategic approach for the future - with the
development of a new Integrated Care Organisation (ICO).
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o

Re-established Maternity Services Liaison Committee (MSLC) - to listen to patients,
drive quality and the PAH maternity action plan leading to better patient experience and
sustained maternity services for the future.

o

Agreed a pilot for voluntary sector integration in GP practices - placing specially
trained and fully supported Age UK Essex volunteers into four local GP surgeries to
help people build their self-confidence, remain independent and live healthily and safely
in their own communities.

o Commissioned a hospice at home service - and provided 360 patients with end of
life care and support in their own homes.
o

Ensured greater engagement with voluntary and community groups - visiting and
working alongside local voluntary organisations to ensure they are supported
sustainably and remain a valued part of the local health and care landscape.

o

Pooled budgets to award meaningful, sustainable grants - worked with ECC to
award three year grants of up to £30,000 to projects that aim to improve physical
health, mental health and the wellbeing of local communities under the Independence
Choice and Control Fund (ICCF).

o

Introduced a Corporate Induction programme - to help new starters understand the
work of the CCG and the NHS to aid personal development and orientation.

o

Improved voluntary sector evaluation - by commissioning Upshot as an evaluation
tool to support the voluntary sector to evaluate outcomes with the aim of making
services more sustainable and for us to understand more about the services delivered
locally.

o

Undertook local audits of three services including SEND (Special Education
Needs and Disabilities) children’s community nursing and urgent care for
children - resulting in evidence based projects to improve services for families in west
Essex.

o Put a Sustainable Development Management Plan in place - approved by the
Board, the plan will help guide the CCG on this important agenda.
o

Piloted a patient-centred medicines optimisation project - conducted a pilot project
to review patient understanding and use of their medicines and conditions which is to
be rolled out further in 2015 -16.

o

Recruited a Macmillan GP - successfully bid for a west Essex GP to be funded by
Macmillan to dedicate one day a week to improving cancer services in the area
including early diagnosis and more supported care in the community.

o

Established a primary care model at A&E - Stellar Healthcare provided a local GP
streaming service at A&E to ensure people were directed to the right service for their
needs.

o

Reviewed our Constitution to strengthen the clinical leadership and our Corporate
Governance Manual to reflect changes within and external to the organisation.
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o

Produced our first IT strategy for GP practices and the CCG - allowing us to
allocate resources to a number of IT programmes and form a planning framework for
better integration and interoperability.

6. OUR PRINCIPLES AND VALUES
During 2013, the CCG established its corporate vision, values and behaviours for the future.
Over the year 2014 - 2015, they have been embedded within the organisation, for example
through inclusion in job descriptions and appraisals and in our business planning processes
such as our Five Year Strategic Plan and our Operational Plan.
Our vision: Working together for a healthy west Essex.
1. Putting quality first - Patient safety, clinical effectiveness, improved clinical
outcomes and care for people as people
2. Significantly shifting the point of care - the right care is provided at the right time
and in the right place
3. Integration between health and social care as a key enabler for delivery
4. Connected transition of care and support between professionals and organisations
5. Provision built around and responsive to the different needs of our communities
and localities
6. Maximise productivity and efficiency where appropriate
7. Allow individuals to take responsibility for their own health and retain
independence where appropriate
Our organisational values
1. Patient centred at our core - be committed to ensuring that patients are at the
forefront of every decision
2. Collaborative - work in partnership with patients, carers, members of the public
practices, partners and providers
3. Innovative - be courageous and ambitious in how we commission services: taking
risks and challenging “the norm” and striving for continuous improvement through
learning and reflection
4. Dedicated to quality - commission evidence-based and outcome-focussed services
which are safe, clinically effective and tailored to local people
5. Clinically led and locally focussed - putting clinical thinking at the root of what we
do and responding to the different needs of our communities
6. Honesty and respect - work openly and professionally with local people and
collaborators, to build mutual trust and understanding and to be accountable for the
decisions we make
7. Empowering individuals - value every employee, support individual development to
achieve full potential, encourage contributions and challenges and recognise
individuals efforts
Our individual values and behaviours
1. A ‘can do’ attitude - embrace problem solving and work to find solutions, never sit
on a comment or suggestion if I think I hold the solution
2. Communication is everyone’s business - always communicate clearly (internally
and externally) and embed effective communication into every aspect of my work
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3. Team working - flexible working within and across formal teams to achieve shared
organisational goals, recognising individuals contributions and skills to deliver joint
aims and objectives
4. Flexible and helpful - proactively adapt and respond to challenges, both large and
small, individual and organisational, to find solutions, helping colleagues, promoting
and sharing skills to the benefit of the organisation
5. Accountable and Responsible - take personal and collective responsibility for my
work, support the decisions of the CCG and strive to get things right the first time but
learning from any mistakes
6. Respect equality, diversity and human rights - always encourage, promote and
challenge mine and others’ understanding of colleagues, patients and all other
stakeholders’ personal situations and perspectives
7. Challenge myself - take responsibility for my own personal development, seek
opportunities to be involved ‘on the ground’ and learning from the frontline
experiences of our patients and professionals
7. INVOLVING AND LISTENING TO LOCAL PEOPLE
‘This is for you, your family and your friends’
Patient reference group recruitment campaign April - June 2014
In April 2014 the CCG began a communications campaign to recruit a new voluntary patient
group. The new group would be the eyes and ears of our local communities and not only
discuss ideas and opinions, but be ambassadors for feeding information back to local
people. This two-way model aimed to revolutionise the way NHS organisations traditionally
engaged and provide a benchmark for the CCG’s future engagement work.
We wanted to provide greater opportunities for local peoples’ voices to be heard, inform our
decision-making and work with a wider range of people, giving the opportunity to those who
might not normally engage. The high impact campaign encompassed public relations (PR),
branding, advertising and focused networking across our three localities. Networking was
labour intensive, but had a major impact on stimulating word of mouth recognition of the
campaign.
As a result the CCG received applications from a wide group of people including carers,
parents, people with disabilities, mental health needs and long term conditions, ethnic
minorities and the voluntary sector.
Applicants said they were alerted to the campaign through a variety of channels including
local advertising, parish newsletters, GP recommendations, local press, voluntary sector
partners, village magazines and word of mouth and one person read about it online while in
America.
We appointed a group of 18 strong representatives – the Sounding Board - from various
sectors of the community. They have been fully trained and officially started their roles in
September 2014.
Healthwatch
We have enjoyed an incredibly productive relationship with Healthwatch Essex this year participating in a number of their fora and events, including The Patient Experience Forum
(which brings together county wide engagement and experience, commissioning and
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provider professionals), The 555 Project (Healthwatch’s research into adults experience of
mental health services) and their Practice Participation Group development programme.
We value our strong working relationship with Healthwatch Essex and they have provided
the CCG with a healthy balance of challenge and support across a wide range of our work,
from procurements and pathway redesign, to the redesign of our public engagement
model. We worked closely with them to develop our engagement model, including an
independent perspective on the recruitment and training of local volunteers to our key
engagement channel: The Sounding Board. We are also deeply grateful for their
collaborative work with us on an engagement audit for a pan Essex procurement for children
and young people’s mental health and well-being services (WECCG is lead commissioner
on behalf of all seven CCGs and the three Essex local authorities).
Over the course of the year, a wide range of our staff have worked with most of the
Healthwatch Essex team across a number of themes and their involvement is crucial to our
exploratory work in accelerating the pace of integration with services for local people. Our
Chairman joined the Healthwatch Essex Chief Executive to present to the Local Government
Association and our Medical Director along with our Assistant Director of Communications
were presented at the Healthwatch Essex Strategic Body to describe, in public, our
approach to public engagement.
We look forward to continuing this relationship in 2015 - 16 and beyond.
Other engagement opportunities included:
o Changes to the InVitro Fertilisation (IVF) Policy - May - July 2014
The CCG undertook a communications and engagement campaign on the proposals to
change its IVF policy. The aim was to reach a diverse mix of groups through face-to-face
contact to ensure we had a balanced response to the proposed changes.
o Winter campaign - November 2014 - March 2015
Throughout November 2014 - February 2015, the CCG ran a concentrated winter campaign
intended to help reduce pressure on local A&E departments by demonstrating alternative
sources of care, including the NHS 111 service, self-care of minor illnesses / ailments and
self-management of long term conditions at home.
The campaign included a concentrated period of advertising and engagement events that
included circulating key messages through various channels. In addition to this, the CCG
sought to understand why local services were viewed and utilised in the ways that they are,
and how we might work to change peoples’ mind sets in order that services are only used
appropriately in the future.
o My health, My future, My say - Part II - January - February 2015
During the beginning of 2015, the CCG went back into local communities to feedback the
results of a large scale engagement programme that took place back in 2013 (My Health My
Future My Say). Part II of the engagement campaign allowed the CCG to demonstrate to
local communities how their views and comments have influenced the provision of health
and care services in the future, in particular how they had informed the CCG 5 year strategic
plan.
o Locality health user forums
Throughout the year 2014 -15, the CCG has continued to support the Epping Forest, Harlow
and Uttlesford health user fora to regain their independence outside of the organisation. The
aim was for the groups to re-establish themselves as separate entities, able to feedback to
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the CCG regarding health and care services, as well as challenge issues important to local
people.
o Transformation programmes
Underpinning each of the CCG’s major campaigns over the last financial year have been the
engagement activities undertaken as part of each Transformation workstream: Children’s,
Young People and Maternity, Integrated Adult Pathways, Frailty, Mental Health and Urgent
Care.
Local people are directly involved in each of the workstreams - either through physically
attending programme board meetings, remotely providing feedback on documents or simply
giving their views at specific engagement events. This means the CCG is able to capture
rich, local insight into proposed and existing services.
8. HOW YOUR MONEY WAS SPENT
The CCG had a total planned resource of £338.259 million in 2014 - 15, against which it
achieved a surplus of £0.873 million, thereby ensuring delivery against the CCG’s statutory
duty to break even.
The final surplus was, however, lower than the control total of £3.299 million originally
planned, due to some significant financial pressures incurred in year including disputes with
Barts Health which was settled through discussion and with Princess Alexandra Hospital
which was settled following arbitration.
In addition, there were significant pressures within GP prescribing and Continuing
Healthcare coupled with an overall underperformance against the QIPP target. The CCG
implemented a financial recovery plan in the latter half of the year which identified £4.8
million of additional measures to ensure achievement of the surplus.
The below chart summarises how the total of £337.386 million was spent. Categorisation of
expenditure shown in the chart is consistent with the categories utilised for Finance and
Performance Committee reporting.
Annual expenditure 2014-2015 (values in £ millions)
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9. WORKING IN PARTNERSHIP FOR BETTER HEALTH
The CCG delivers its commissioning duties together with partner organisations to identify
and address the health and care requirements of the population we represent.
Integrating health and social care commissioning with Essex County Council
We work very closely with our partners in ECC. We know local people do not see a wide
difference between health care and social care – it is simply care for most of them. Therefore
we work hard with our colleagues at ECC to ensure we are maximising the use of both our
organisations’ skills and knowledge to improve services in west Essex. This is not just talking
about partnerships and integration, this is putting it in to practice. Chris Martin, Integrated
Commissioning Director, from ECC not only sits on our Board, but is embedded in the west
Essex team – and has brought the rest of his team with him. This has helped us to build
integration across our work programmes and our culture. Councillor Terry Cutmore from
Essex County Council also sits on the CCG Board.
Aside from all our transformation programmes, we have collaborated with ECC to deliver the
Better Care Fund (BCF) and with many other teams in many other areas including:
Better Care Fund – this was introduced from April 1 2015 to drive the transformation of local
services and to ensure that people receive better and more integrated care and support. The
national programme fund consists of £3.8 billion to be deployed locally on health and social
care through pooled budget arrangements between local authorities and clinical
commissioning groups.
The CCG is working collaboratively with ECC and four other Essex CCGs to deliver these
objectives through a pooled budget totalling £102.7 million for 2015 -16 and includes a west
Essex programme totalling £18.7 million.
ECC and the five CCGs are developing care pathways which will transform care by wrapping
services around the individual, irrespective of provider, with the aim of keeping people
independent in the community, out of hospital and maintaining or improving their condition.
Within the next two years we will have integrated community services across Essex which
will focus on frailty and use the BCF to support this integration. This will include:










Supporting older people at risk of losing independence with personal care services
and to reduce the number of unnecessary admissions to an acute setting. Improved
care management through the use of primary care led multi-disciplinary health and
social care teams and improved personal care planning.
Reablement services including residential reablement services and in particular
increasing coverage and enhancing the capability.
Supported discharge incorporated within the reablement response.
Continuing healthcare focused around how joint commissioning will improve the
quality and reduce the cost of care.
Integrated health and social care teams, working within community and practice
based care networks who will manage people with long term need and long term
conditions in an integrated way.
Identifying those at risk of falls; setting up fracture prevention services for older
people and medication review with modification / withdrawal.
Improving management of end-of-life care: We will ensure arrangements are in place
for the identification of people who are at the end of their life and ensure care is co21

ordinated: improving the quality of care and reducing the number of unnecessary
admissions into the acute setting.
Independence, Choice and Control Fund - We have now successfully undertaken our
second joint funding round with ECC for the community and voluntary sector and we had a
great response with 38 requests for service delivery within west Essex.
Special Educational Needs and Disabilities (SEND) therapies review - West Essex CCG
is leading an Essex wide review of therapy provision and outcomes achieved, commissioned
by ECC as part of the joint commissioning activity within the SEND programme.
CCG - Five Year Strategic Plan and My health, My future, My say - Part II
engagement - In recent months almost 70 residents joined the CCG and ECC colleagues at
events in Harlow, Saffron Walden, Waltham Abbey, Dunmow and Epping to hear how local
people’s views have shaped plans for local health and care.
Accelerating integration - The CCG and ECC are leading a partnership, including PAH, to
determine how best to deliver integrated care in west Essex, including the possibility of
creating an Integrated Care Organisation (ICO).
Children and young people emotional wellbeing and mental health - The NHS and local
authorities in Essex have come together to plan, design and deliver a single, equal,
integrated, emotional wellbeing and mental health service for children and young people
across the county. The transformation of children and young people’s mental health services
has a clinical focus, with complete integration with local authorities to deliver a long-term
collaborative approach to planning and delivering better support, earlier interventions and
the right access at the right time for mental health services. The new service will be available
in the autumn of 2015 and the CCG is leading on the commissioning of the procurement on
behalf of all seven Essex CCGs.
Service for people with learning disabilities - The CCG, in partnership with ECC delivers
learning disability services through a single integrated team under the Transforming Care
programme (Winterbourne). The programme is overseen by an integrated commissioning
team which works to source independent hospital places for people stepping down from
NHS England funded placements. This includes pooling budgets to fund specialist hospital
contracts, a small number of spot purchase places and a Complex Behaviour Team. The
intention is to extend the Section 75 Agreement for one year to cover 2015 - 16. The team
reports into the Integrated Commissioning Board which in turn reports back to the boards of
sovereign organisations.
Joint Strategic Needs Assessment
A Joint Strategic Needs Assessment (JSNA) is an ongoing process by which local
authorities, clinical commissioning groups and other public sector partners jointly describe
the current and future health and wellbeing needs of its local population and identify priorities
for action.
The JSNA is not just about health and personal social care services, it is also about the
wider aspects of health including poverty, employment, education, public safety, housing and
the environment.
The ultimate purpose of the JSNA process is to use the information gathered to identify local
priorities and support commissioners to commission services and interventions that are
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based on need, which will in turn achieve better health and wellbeing outcomes and reduce
health inequalities.
The production of the JSNA is led by the local Health and Wellbeing Board.
The JSNA in Essex is co-ordinated through a JSNA Planning Group made up of partner
organisations including the County Council, clinical commissioning groups, Healthwatch and
district councils. The group reports to the Essex Health and Wellbeing Board. Strategic
JSNA products that have been published previously, which will be refreshed each year,
including profiles based on the CCG geography, a pharmaceutical needs assessment and a
number of specialist topic reports.
Partners and the public can access all JSNA products along with much of the underlying
data on the data observatory found at www.essexinsight.org.uk.
Essex Health and Wellbeing Board (EHWB)
The EHWB is a forum of leaders from the health and care system in Essex who work
together to enable integration and improve the health and wellbeing of residents.
It is an established committee of the County Council and forms a partnership which
promotes democratic accountability in health and wellbeing locally. It leads on the formation
of the county’s health and supports joint commissioning between partners and the joining up
of resources, encouraging integrated health and social care service delivery to the people of
Essex.
The EHWB has a duty to encourage integrated working. It also has the responsibility of
producing the JSNA and a Joint Health and Wellbeing Strategy in response to the JSNA,
which will provide a strategic framework for local commissioning plans. The Joint Health and
Wellbeing Strategy is a four year strategy which is refreshed annually. Its vision sets out
that:
By 2018 residents and local communities in Essex will have greater choice, control and
responsibility for health and wellbeing services. Life expectancy overall will have increased
and the inequalities within and between our communities will have reduced. Every child and
adult will be given more opportunities to enjoy better health and wellbeing.
As part of our membership on the EHWB, the CCG has shared its intentions to deliver
integrated health and care services in west Essex. These plans were approved by the
EHWB as part of the Essex Five Year Strategic Plan at a meeting on 20 May 2014.
More information on the EHWB can be found here.
10. FINANCIAL OVERVIEW 2014-2015
This has been a challenging year financially for the CCG with increases in demand for acute
services, ongoing growth in continuing healthcare, increasing costs in GP prescribing and
significant efficiency targets.
The CCG has a statutory financial duty to not exceed its allocation of £338,259,000.
Total revenue expenditure for the CCG in 2014-15 was £337,386,012.
In summary therefore, the CCG made a surplus of £872,998.
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Capital expenditure
The CCG received capital resource of £82,000 for expenditure in 2014 - 15. This was spent
on replacing obsolete IT assets and operating systems and also for the purchase of a new
ultrasound machine to replace the existing one which had come to the end of its useful life.
Of the capital allocation, £76,792 was utilised at year end.
Liquidity
The CCG managed within its maximum cash drawdown limit during 2014 - 15.
The Better Payment Practice Code requires the clinical commissioning group to aim to pay
all valid invoices by the due date or within 30 days of receipt of a valid invoice, whichever is
later.
The NHS aims to pay at least 95 per cent of invoices within 30 days of receipt, or within
agreed contract terms.
There has been a significant improvement against this measure since the previous year and
the CCG has put in place processes to make further improvements going forward.
Please reference the Annual Accounts 2015-16 note 6.1.
Performance process
The CCG has a robust performance management regime for its internal performance against
national and local targets as well as key clinical and financial indicators. These targets and
indicators are monitored on a monthly basis by the Executive Team and the Finance and
Performance Committee, with each target having an identified senior lead. This is reported
to each Board meeting in public, to provide an open and transparent view of performance in
all areas of the business.
The Board receives a summary finance report at every public meeting. A full finance report is
reviewed in detail by the Finance and Performance Committee.
Achievement of transformation and efficiency savings
During 2014 - 15 the CCG has been working with NHS and social care colleagues across
north Essex in developing system-wide transformation plans setting out how we will respond
to the challenging financial climate in which the NHS and the wider public sector will operate
over the coming years.
Of the 2014 - 15 efficiency target of £12.9 million, the CCG achieved £8.6 million (67 per
cent). The £4.3 million slippage was addressed through contingency and other reserves.
Commissioning Activities
A key priority for the CCG is to ensure that maximum value for money is being achieved
through effective commissioning arrangements, as the majority of the CCG’s expenditure is
spent on commissioning healthcare services. While all healthcare providers are required to
deliver a continuous programme of efficiency and productivity improvements, the CCG also
must demonstrate that it is properly considering the health needs of the local population and
commissioning those services that address those needs.
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An analysis of our key contracts by value is as follows:
Provider
Princess Alexandra NHS Trust
South Essex Partnership Foundation Trust
Cambridge University Hospital NHS FT
North Essex Partnership Foundation Trust
Barts Health NHS Trust
Mid Essex NHS Trust
East of England Ambulance Trust

2014/15/Outturn
£
96,941,542
30,296,066
21,422,195
19,744,710
18,659,182
11,653,041
10,181,404

The CCG continues to ensure it achieves value for money in all of its contracting activities
through its performance management framework including the monitoring of a range of key
indicators and performance reviews with all key service providers.
Pension Liabilities
Past and present employees are covered by the provisions of the NHS Pensions Scheme.
Details of the benefits payable under these provisions can be found on the NHS Pensions
website at www.nhsbsa.nhs.uk/pensions.
The scheme is an unfunded, defined benefit scheme that covers NHS employers, GP
practices and other bodies, allowed under the direction of the Secretary of State, in England
and Wales. The scheme is not designed to be run in a way that would enable NHS bodies to
identify their share of the underlying scheme assets and liabilities. Therefore, the scheme is
accounted for as if it were a defined contribution scheme: the cost to the NHS Body of
participating in the scheme is taken as equal to the contributions payable to the scheme for
the accounting period.
In order that the defined benefit obligations recognised in the financial statements do not
differ materially from those that would be determined at the reporting date by a formal
actuarial valuation, the FReM requires that “the period between formal valuations shall be
four years, with approximate assessments in intervening years”. An outline of these follows:
a) Accounting valuation
A valuation of the scheme liability is carried out annually by the scheme actuary as at the
end of the reporting period. This utilises an actuarial assessment for the previous accounting
period in conjunction with updated membership and financial data for the current reporting
period, and are accepted as providing suitably robust figures for financial reporting purposes.
The valuation of the scheme liability as at 31 March 2015, is based on valuation data as 31
March 2014, updated to 31 March 2015 with summary global member and accounting data.
In undertaking this actuarial assessment, the methodology prescribed in IAS 19, relevant
FReM interpretations and the discount rate prescribed by HM Treasury have also been
used.
The latest assessment of the liabilities of the scheme is contained in the scheme actuary
report, which forms part of the annual NHS Pension Scheme (England and Wales) Pension
Accounts, published annually. These accounts can be viewed on the NHS Pensions website.
Copies can also be obtained from The Stationery Office.
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b) Full actuarial (funding) valuation
The purpose of this valuation is to assess the level of liability in respect of the benefits due
under the scheme (taking into account its recent demographic experience) and to
recommend the contribution rates.
The last published actuarial valuation undertaken for the NHS Pension Scheme was
completed for the year ending 31 March 2012.
The Scheme Regulations allow contribution rates to be set by the Secretary of State for
Health, with the consent of HM Treasury and consideration of the advice of the Scheme
Actuary and appropriate employee and employer representatives, as deemed appropriate.
c) Scheme provisions
The NHS Pension Scheme provided defined benefits, which are summarised below. This list
is an illustrative guide only and is not intended to detail all the benefits provided by the
Scheme or the specific conditions that must be met before these benefits can be obtained:
The Scheme is a “final salary” scheme. Annual pensions are normally based on 1/80th for
the 1995 section and of the best of the last three years pensionable pay for each year of
service, and 1/60th for the 2008 section of reckonable pay per year of membership.
Members who are practitioners as defined by the Scheme Regulations have their annual
pensions based upon total pensionable earnings over the relevant pensionable service.
With effect from 1 April 2008 members can choose to give up some of their annual pension
for an additional tax free lump sum, up to a maximum amount permitted under HMRC rules.
This new provision is known as “pension commutation”.
Annual increases are applied to pension payments at rates defined by the Pensions
(Increase) Act 1971 and are based on changes in retail prices in the twelve months ending
30 September in the previous calendar year. From 2011-12 the Consumer Price Index (CPI)
has been used and replaced the Retail Prices Index (RPI).
Early payment of a pension, with enhancement, is available to members of the scheme who
are permanently incapable of fulfilling their duties effectively through illness or infirmity. A
death gratuity of twice final year’s pensionable pay for death in service and five times their
annual pension for death after retirement is payable.
For early retirements other than those due to ill health the additional pension liabilities are
not funded by the scheme. The full amount of the liability for the additional costs is charged
to the employer.
Members can purchase additional service in the NHS Scheme and contribute to money
purchase AVCs run by the Scheme’s approved providers or by other Free Standing
Additional Voluntary Contributions (FSAVC) providers.
Audit Arrangements
Ernst & Young LLP are our external auditors appointed to carry out our statutory audit.
The total fee for 2014 - 15 was £72,100 which is unchanged from last year.
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No other work was carried out by Ernst & Young LLP in 2014 - 15.
Looking Forward
Based on the current allocations formula, the CCG has been underfunded on a fair shares
basis and had commenced the 2014 - 15 financial year with a -4.90 per cent Distance from
Target (DFT) of fair share funding equating to approximately £16.7 million.
This has been partially addressed in the revised allocations for 2015 - 16 but the CCG will
still have a funding shortfall of £10.3 million (-2.92 per cent DFT) in 2015 - 16.
Growth funding in 2015 - 16 is £19.9 million or 5.8 per cent in comparison to 2014 - 15. This
includes an additional allocation of £9.6 million following the announcement in the autumn
statement of additional funds to be made available for the NHS. The new allocation of £9.6
million, however, includes funding for recurrent pressures that were met by non-recurrent
allocations in 2014 - 15, as well as new pressures following publication of planning guidance.
Whilst the revision in allocations has provided a greater degree of certainty in developing
financial plans it is, however, certain that the CCG will need to deliver significant efficiencies
and transformation over the coming years so that it can continue to deliver both the national
and local outcomes and priorities in respect of healthcare and wellbeing.
The value of transformation and efficiency savings required by the CCG in 2015 - 16 to set a
balanced budget is £12.5 million or 3.5 per cent of Revenue Resource Limit before
investments and the impact of marginal rates paid to providers of care.
In order to deliver on this very significant challenge, the CCG is working towards a model of
integrated commissioning so that services are joined up across all commissioners including
ECC to ensure the best possible care for our population is provided within the resource that
we have available.
A significant part of this future integration of services is the nationally mandated Better Care
Fund which required the CCG to pool a minimum of £18.7 million of resource into an
integrated fund with the County Council from 2015 - 16.
The CCG is committed to ensuring a sustainable environment for health services in west
Essex.
11. SOCIAL, COMMUNITY AND HUMAN RIGHTS ISSUES
As an NHS organisation, the CCG is not only under a duty to refrain from breaching people’s
human rights, but also has a positive obligation to take a proactive approach in protecting
people from human rights abuses. The CCG recognises and takes active steps in this
responsibility, whether caused by private individuals or directly by the CCG or the services it
commissions. The Human Rights Act is underpinned by the core values of fairness, respect,
equality, dignity and autonomy for all which are integral to the work and ethical standing of
the CCG. We, as a commissioning organisation, wish to empower our people to live lives
which respect both their rights and choices together with those of the communities and
people around them.
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12. PROGRESS AGAINST AGREED TARGETS
The CCG has in general performed well in 2014-15 against its key outcomes and obligations
under the NHS Constitution, although performance has fallen below national expectations in
some instances. These standards are set in line with national guidelines which can be found
at http://www.england.nhs.uk/statistics/statistical-work-areas/
The sections below outline the key performance areas and highlights during the year to date:
Item

Standard

Performance

Commentary

A&E
Four Hour
Standard

PAH – 88.01%

95%

Throughout 2014-15 the Trust
found it difficult to achieve the
95% four hour A&E standard.
Monthly performance was as high
as 91.9%, but remains challenged.
All system partners have agreed a
System Resilience Plan with wide
ranging actions across health and
social care to improve
performance.
Recent performance is improving
and the Trust is forecasting full
recovery and achievement of the
95% standard from June 2015.

Item

Standard

Performance

Commentary

Referral to Treatment (RTT)
18 week
standard

Admitted
pathways – 90%

Quarter 1 –
Achieved
Quarter 2 – Failed
Quarter 3 –
Achieved

The CCG narrowly missed the
Quarter 4 Admitted Pathways
standard with performance of
around 89%.
PAH implemented a new
Electronic Patient Record (EPR)
System in June 1014. The Trust
has experienced considerable
data quality issues following
rollout, resulting in no reliable RTT
data being reported since Quarter
1.
During Quarter 1 PAH achieved
the non-admitted and incomplete
standards, but did not meet the
admitted standard. A recovery
plan was agreed, but it has not
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been possible to ascertain
whether recovery has been
achieved as a result of the
ongoing EPR issues. Reporting is
scheduled to recommence in
Quarter 2 of 2015-16.
Item

Standard

Performance

Commentary

Cancer
For the year to
February 2015
PAH have
achieved:

All cancer standards have been
achieved across the year to date
with the exception of:

Two week
Wait

93%

92.6%

2 Week Wait
2 Week Wait (Breast)
62 Day Standard

Two week
Wait (Breast)

93%

92.1%

31 Day first
Treat

96%

97.4%

West Essex performance mirrors
the wider regional and national
difficulty in achievement of these
standards.

31 Day
Subsequent
(Surgery)

94%

93.9%

31 Day
Subsequent
(Drugs)

98%

99.5%

62 Day
Standard

85%

79.2%

62 Day
(Screening)

90%

95.3%

62 Day
(Upgrade)

90%

92.2%

A Cancer Recovery Plan has been
agreed with PAH to achieve all
standards by the end of 2014-15.
The plan is meeting the agreed
recovery trajectories.

Dementia
Diagnosis

67% of predicted
population

60.7%

The CCG aspired to deliver a 67
per cent dementia diagnosis rate
by the end of 2014-15.
Although slightly behind trajectory,
the CCG’s achievement is
amongst the highest percentage of
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any East of England CCG.
The CCG is predicted to have
achieved 64% by April 2015.

Item

Standard

Performance

Commentary

Improving Access to Psychological Therapies (IAPT)
Quarter 4 - 3.75%

4.66%

(Annualised
equivalent of
15%)

The CCG successfully delivered
the national Quarter 4 IAPT
standard and exceeded its own
planning assumptions.

Ambulance Response Times
West Essex
performance for
the year to
February 2015:
Red 1 – 8
minutes

75%

70.99%

Red 2 – 8
minutes

75%

62.79%

Cat A – 19
minutes

95%

91.22%

East of England Ambulance Trust
in west Essex has not achieved
the three national response
standards in 2014-15.
A recovery plan was agreed with
the Trust which was not delivered.
Penalties were levied in respect of
underperformance and the CCG is
committed to agreeing a 2015-16
contract that delivers the required
standards.

Mental Health
CPA seven
Day Follow
Up

95%

Quarter 1 – 96.9%
Quarter 2 – 99.0%
Quarter 3 – 100%

Standard successfully delivered
throughout the year.

Quarter 4 data is
not available at the
time of publishing.
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Mixed Sex Accommodation
Zero tolerance

CCG - 14 breaches

PAH & SEPT –
Zero breaches

All CCG breaches occurred at out
of area London Trusts and are
symptomatic of the ongoing issues
that London experiences in
meeting this standard.
There were no breaches at west
Essex providers.

Item

Standard

Performance

Commentary

Diagnostics
PAH achieved:
6 Week
Standard

99%

April – 99.9%
May – 99.8%
June – 99.9%

The EPR issues impacting RTT
reporting have also impacted the
reporting of diagnostics and no
reliable data has been received
since Quarter 1.
Reporting is scheduled to
recommence in early 2015-16.

Stroke
Key
standards
not
delivered:
High Risk
TIA Scans
<24 Hours
Admission to
Unit <4
Hours
Thrombolysis
<3 Hours

PAH have
achieved for the
year to January
2015:
60%

43.3%

95%

53.3%

12%

6.8%

PAH fell short on a number of
Stroke standards and the CCG
has worked closely with the Trust
to agree recovery plans and
trajectories in respect of:


Scanning high risk TIA
patients within 24 hours
 Patients admitted to an acute
Stroke Unit within four hours of
arrival
 Patients receiving
thrombolysis within three
hours of onset
Work continues with the Trust to
achieve all of the Stroke standards
and detailed action plans and
monitoring systems are in place.
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13. ENSURING SAFE AND HIGH QUALITY SERVICES
Quality and Patient Safety
The NHS Outcomes Framework is key national guidance that sets out the requirements for
the NHS. The framework outlines a number of indicators selected to act as a catalyst for
improving quality throughout the NHS by encouraging a change in culture and behaviour that
ensured that quality was safeguarded, improved and made clinical sense, locally.
To embed this requirement in all commissioned services, the CGG has worked to promote a
culture where the relentless pursuit of quality is seen as everyone’s business and to ensure
that it is central to everything that the healthcare system in west Essex commissions and
delivers.
In order to achieve this, requires strong and measurable mechanisms for reporting quality
issues, such as patient safety incidents, early warning indicators including patient feedback,
staff surveys and clinical outcome data, reducing healthcare associated infections and
delivering safe care in all settings. The CCG is doing this in a number of ways as detailed
below:
Healthcare Acquired Infections (HCAIs)
The Infection Prevention and Control Team have provided specialist support to the CCG.
The team have: Monitored and reported Clostridium difficile and MRSA bacteraemia performance
against nationally set reduction targets and led a scrutiny panel which has reviewed
investigations and made recommendations for case assignment.
 Led the North Essex Antimicrobial Stewardship Group which has a remit to increase
understanding of prescribing and resistance patterns and improve stewardship in all
prescribing settings.
 Ensured organisational accountability.
 Provided services using the national framework for IPC commissioning (Infection
Prevention Society with Royal College of Nursing).
 Delivered a specific role in monitoring and following up all Serious Incidents related
to HCAI, and responded with expert knowledge to situations as they occur (such as
outbreaks and incidents).
 Monitored commissioned provider premises and their suitability for the range of
clinical activities planned.
Performance against the targets:
The national objective for Clostridium difficile for 2014-2015 was set against the baseline
from October 2012 to September 2013 as follows:
Clostridium difficile as at end January 2015
Cases 201314 Total

14/15
Ceiling

Cases 2014-2015
to end January

West Essex CCG

51

54

45

Princess Alexandra Hospital

18

16

9
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The previously implemented trajectory appeals process has been continued and is now in
line with national guidance. Thus all whole economy investigations are reviewed by the HCAI
Scrutiny Panel with recommendation to take cases off the Acute Trust trajectory (for
purposes of contract sanctions) if one or more of the following apply:




The case was deemed colonisation and not infection
There is clear evidence of infection prior to the admission to hospital
The infection occurred despite all policy and best practice being followed

Panel recommendations are then reported to North Essex Serious Incident and Never Event
Panel (SINE) for further scrutiny and final approval sought. To end January 2015 PAH have
successfully sought trajectory decision on one case.
National targets for MRSA bacteraemia ceased in 2013-2014 and were replaced with Zero
Tolerance as the aim. In some quarters this is interpreted as zero cases. The CCG and
North Essex Specialist view is that zero tolerance means all possible efforts will be made
across the system to prevent these infections. Where infections happened thorough root
cause analysis techniques are undertaken to identify any possible learning’s, as well as
assessing compliance with current policy. The national Post Infection Review process is
followed with the addition of taking opportunity to identify all possible learning, whether of
relevance to the case under consideration or not.
MRSA as at end January 2015
Cases

Cases

13-14 Total

14-15 Total

West Essex CCG

0

4

Princess Alexandra Hospital

0

1

The four cases apportioned to the CCG include the case assigned to PAH. The other three
cases were all deemed third party assigned by NHS England Regional office. This was
because investigations did not highlight any lapses in care in the west Essex economy. One
case was identified in PAH, one case in Cambridge University Hospital Foundation Trust and
the other case in Whipps Cross Hospital. Investigations involved all relevant care providers
including Primary Care and Community Provider.
A more detailed analysis of cases and learning will be prepared following year end and
reported in the annual IPC Report.
Systems, standards and processes
The CCG operates a rigorous assurance framework. This supports performance
management across all performance standards and is overseen by the provider focused
Service Performance, Quality Review Groups (SPQRG), and the CCG Patient Safety,
Quality and Experience Committee (PSQ&E) covering:



Quality, Safety and Patient Experience measures
CQUINS
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NHS Constitution and national standards
Finance
Outcomes and Supplementary Indicators including local priorities
o
o
o

Quality Premium
Potential Years of Life Lost (PYLL)
Friends and Family Test

The SPQRG and PSQ&E meetings during 2014-2015 have taken place with each provider
on a monthly basis.
The PSQ&E meeting is chaired by a lay member of the CCG Board with membership
including the Director of Nursing and Quality, Clinical Director, and Vice Chair of the CCG.
This committee oversees the CCGs responsibilities to ensure that we are delivering safe,
effective and high quality services and to ensure that learning from complaints, serious
incidents, and national enquiries and reviews are implemented locally – such as those from
the recommendations of the Francis, Berwick, Keogh, and Winterbourne reports.
Serious Incident Reporting (SIs)
Serious Incidents (SIs) in healthcare are uncommon but when they occur the NHS has a
responsibility to ensure that there are systematic measures in place for safeguarding people,
property, NHS resources and reputation. This includes responsibility to report, investigate
and to learn from these incidents when they occur to minimise the risk of reoccurrence and
further harm.
The role of the commissioner is to ensure that responses to SIs are timely and effective. To
receive assurance that proportionate action is taken to improve clinical safety and that
lessons are seen to be learned from the investigation root causes and contributory factors.
All NHS Providers to west Essex are required to report Serious Incidents in line with the
North Essex CCG Serious Incident Policy (which has been developed collaboratively by the
three North Essex CCGs), and to submit the root cause analysis investigations and any
associated action plans for review prior to formal closure.
Where the CCG is an associate to a contract, reports of SIs affecting west Essex patients in
receipt of care in those areas is through reporting arrangements with the lead CCGs in those
areas.
Where recurring themes or recurring harm are identified a provider will be asked to
undertake a review and actions to further mitigate. For example during late 2014 it was
identified from a review undertaken by the Quality Leads into PAH Serious incidents that
there were recurring themes within Safeguarding Children Serious Incidents. The Trust was
asked to complete a further review and subsequently implemented a strategic action plan
which has been reviewed by commissioners and which will be further followed up through an
unannounced quality assurance visit to see evidence of changes embedded into practice.
Providers are required through the contract to provide regular quality and patient safety
reports including monthly data and narrative reports of SIs identified and annual reporting of
learning and changes to practice as a consequence of SIs.
The CCG has in place a collegiate working agreement with Mid Essex and North East Essex
CCGs to undertake a weekly peer review of SIs reported to ensure that trends and learning
can be shared across the wider system.
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Serious Incident reporting April 2014 – March 2015
Total Numbers of SI reported to WECCG
Annual SI Reporting WECCG
Total SIs

2013-14
399

2014-15
264*

The data for year to date shows a reduction in total number of SIs reported to west Essex
when compared to the previous year.
The total number will change when the full year-end has been reached. Further and more
detailed review of annual SI data including themes and trends is reported to the CCG
PSQ&E Committee.
All incident reporting is to be welcomed as it provides increased opportunities to protect
patients from harm through the learning that is gained and used to change practice and to
improve patient safety. Additional measures have been introduced into the Provider
contracts for 2015-16 to improve reporting of medication related patient safety incidents.
Safeguarding
The Safeguarding Vulnerable People in the Reformed NHS - Accountability and Assurance
Framework (2013) sets out how NHS organisations should fulfil their responsibilities. The
CCG is statutorily responsible for ensuring that the organisations from which they
commission services provide a safe system that safeguards children and adults at risk of
abuse or neglect, and include the specific responsibilities for Looked after Children as well
as supporting the Child Death Overview process.
The CCG has worked in partnership with the Local Safeguarding Children and Adult Boards
and partner agencies to ensure robust safeguarding arrangements are in place within
organisations and commissioned services provided by external health organisations.
The CCG undertook an Essex Safeguarding Board joint adult and children’s audit in 2014,
the results of which were reported to the Board. An associated action plan to support
continuous improvement in safeguarding has been developed.
Section 11 of the Children Act 2004 outlines the requirements for a clear line of
accountability with NHS organisations. Leadership and responsibility for safeguarding at
governing body level is achieved through the Director of Nursing and Quality, this role is
supported by safeguarding leads for children and adult services.
The CCG through contractual arrangements and collective working with partner agencies is
developing services responsive to need and providing the right intervention at the right time.
The aim is to collectively support early intervention to families and children.
West Essex has been responsive to embedding learning from public enquiries relating to
adult safeguarding into the commissioning process and continues to work with the adult and
child protection agenda of the safeguarding boards on areas such Child Sexual Exploitation,
Female Genital Mutilation and Domestic Abuse.
Response to Francis, Berwick and Keogh
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Recent high profile national reviews of patient safety such as the Francis Report on the
failure of patient care at Mid Staffordshire NHS Foundation Trust and the Keogh Report on
mortality indicators at a number of NHS Trusts and NHS Foundation Trusts has highlighted
the importance of CCGs having in place a robust quality assurance framework which
oversees and manages its quality agenda. In December 2012, the Department of Health and
the NHS Commissioning Board published Compassion in Practice - Nursing, Midwifery and
Care Staff Our Vision and Strategy. This included a set of core nursing values to be adopted
by all nursing staff in the NHS – care, compassion, courage, communication, commitment
and competence - the Six Cs. In August 2013, the Berwick report was published as a follow
up to the Francis Report. The report included ten recommendations to improve patient safety
in England.
An internal audit was undertaken early 2014-15, which identified limited assurance in relation
to the CCG initial self-assessment against the Francis Report; the recommendations from
that initial audit have been completed and further work was undertaken to incorporate the
recommendations from the other National Inquiries.
A Quality Framework has been developed to align the key themes and actions that are
required for the CCG to undertake. A further internal audit was undertaken during March
2015 which identified that adequate assurance is now in place.
A Quality Action Group was established to take forward ‘embedding quality’ within the CCG,
and has incorporated the Compassion In Practice agenda and links with our organisational
values.
A review of the quality schedules within provider contracts has been undertaken, which is
fundamental to ensuring quality and safety is a key priority, and fully embedded in the care
delivery of all provider services commissioned by the CCG.
The six Cs Initiative- Compassion in Practice (CiP)
Compassion in Practice (CiP) is a three year program devised by the Chief Nurse for
England, Jane Cumming. The six C’s are Care, Compassion, Competence, Communication,
Courage and Commitment and started as essential skills for nurses and midwives, as the
program has developed this year the challenge has been expanded to encompass all health
and care staff.
CiP is neither a new nor a different concept, it is (or needs to be) an essential part of how
CCGs function as an organisation and commission care for their people and of how
providers deliver that care. To consider CiP as an additional piece of work or a separate
element to be project managed and monitored is to miss the fundamental point.
During 2014-15, a mapping exercise has been undertaken within the CCG and with provider
organisations to demonstrate how their work delivers the six C’s which are fundamental
values to the provision of good care.
The CCG have been working on an ‘embedding quality ‘programme to ensure that our
values and standards are at the centre of patient care for all staff within the organisation.
Staff engagement around this process has been key to ensuring that all staff, at all levels
within the organisation are accountable and are committed to delivering high quality
compassionate care.
Response to Winterbourne View
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The CCG have been working closely with the Individual Placement Team, who are working
on behalf of the CCG and social workers to support the review of care and treatment of
people with learning disabilities.
A specialist housing provider has been identified to source accommodation for individuals.
As a result of this review there have been some west Essex residents moved from an inpatient care or secure setting to a supportive environment, more appropriate to their needs.
Commissioning for Quality and Innovation (CQUIN)
The key aim of CQUIN is to support improvements in the quality of services and the creation
of new, improved patterns of care. CQUIN monies are used to incentivise providers to
deliver quality and innovation improvements over and above the baseline requirements set
out in the NHS Standard Contract.
For 2014-2015, the Nursing and Quality Team agreed a range of CQUINs with the PAH,
South Essex Partnership University NHS Foundation Trust (SEPT), St Clare Hospice and
Hertfordshire Community NHS Trust (HCT).
CQUIN schemes were monitored throughout the year and helped deliver improvements in
patient experience, patient safety and quality in a variety of ways. The CQUIN schemes
included national schemes, focusing on safety thermometer use, the friends and family test
and dementia care for example. Local schemes were also developed on a system wide
basis where applicable. Local CQUINS were innovative and strived for increased quality in
various areas, including but not limited to end of life care, safe and timely transfer of care for
complex patients, improving seven day access to services and SEND reforms.
14. EQUALITY AND DIVERSITY
We adopted the national Equality Delivery System 2 (EDS2) framework, with which the
Equality and Diversity Group undertook a self-assessment against the goals and outcomes.
Though there was a limited external review, due to time constraints, the outcome informed
our equality objectives for 2014 - 15. Within these equality objectives, we strengthened our
commitment to engage more comprehensively in relation to the next EDS2 assessment.
The equality objectives, as follows, formed part of our updated equality and diversity
strategy.


Equality objective in support of Goal One – Better Outcomes for all
The commissioning and provision of services are built around and responsive to the
different needs of our communities.



Equality objectives in support of Goal Two – Improved Patient Access and
Experience
To ensure that commissioning plans, strategies and decisions are better informed as
a result of improved engagement with protected groups and carers.



Equality objectives in support of Goal Three – Empowered, Engaged and
Included Staff (particularly in respect of achievement of a ‘representative and
support workforce’)
To achieve the outcome that fair NHS Recruitment and selection processes lead to a
more representative workforce in all areas.
Training and development opportunities are taken up and positively evaluated by all
staff.
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Equality objective in support of Goal Four – Inclusive Leadership at all Levels
To embed equality and diversity throughout the organisation.

15. SUSTAINABILITY AND CARING FOR OUR ENVIRONMENT
Over recent years the impacts caused by climate change have become more evident. The
NHS as a whole has committed to reducing their carbon emissions by 80 per cent by the
year 2050 (set against a 1990 baseline). In order to achieve this goal, the NHS plans to
reduce emissions by 10 per cent by 2015, 34 per cent by 2020 and 50 per cent by 2025. The
NHS emits the most carbon in the whole of the UK public sector. Ensuring these reductions
come into play is a huge task and one which needs the support and backing of all NHS
bodies.
The CCG is committed to fulfilling our corporate social responsibility. This means having a
responsibility to ethical, environmental, social and economic needs. One way to do this is
through our Board approved Sustainable Development Management Plan (SDMP).
With NHS England’s figures showing that procurement is responsible for 60 per cent of the
overall carbon emissions of the NHS, as a commissioning group it is our responsibility to
work to reduce our own carbon footprint in this area. In order to achieve this aim, the CCG
uses our commissioning and contracting processes to embed principles of sustainability into
our provider organisations.
Ownership of the buildings we occupy belongs to NHS Property Services who are
responsible for the operational energy ratings applicable to these. Where energy operating
data has been made available from NHS Property Services this has been included in our
Sustainability Report attached, where data is not currently available we will seek to ensure
that this is included in the 2015-2016 return.
The occupancy breakdown is as follows:
CCG Headquarters – buildings 1 – 4 Spencer Close, Epping
Central Referral Service – clinical sessions are held at St Margaret’s Hospital Outpatients
Unit, Roses Opticians Harlow, Herts and Essex Community Hospital Bishops Stortford,
Keats House Harlow and Saffron Walden Community Hospital. The administrative function
for the service is housed at Ferguson Close, Saffron Walden.
The Central Referral Service and all contracted GPs with a special interest are appropriately
registered with the Care Quality Commission.
See Appendix 1 for the Sustainability Report.
16. OUR STAFF
Staff numbers1
There were 102 members of staff or 96 whole time equivalents (WTE) employed by the CCG
in the annual year 2014-15.
Equality and Diversity

1

The information provided was produced on 23 March 2015 with effective date of 31 March 2015
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There is an established Equality and Diversity Group with membership that includes the
CCG’s vice chair, to lead the development and implementation of the Equality and Diversity
Strategy and Action Plan.
This past year has seen the further progression on the implementation of the equality
objectives including a review of how to systemise the completion and reporting of equality
impact analysis (EIA) within business processes to ensure that we have due regard to the
Public Sector Equality Duty. In so doing we have reviewed the documentation used and the
guidance for completion together and reviewed the capacity and capabilities to quality
assure EIA. There is more development to be undertaken in this area by both the members
of the group and by staff. This will create greater knowledge and provides assurance that our
staff are well-informed and up to date with equality and diversity.
The feedback from the Staff Survey for 2014 on equality and inclusion together with the
analyst’s commentary provides that 94 per cent of the 77% of staff who responded to the
staff survey believe the organisation is committed to equality and diversity.

Equality
The CCG is committed to equal opportunities and recruits under the Equality ‘two ticks’
scheme. This ensures that every prospective applicant who confirms they have a disability
as defined under the Equality Act, are guaranteed an interview if they meet the essential
criteria for the post as defined in the person specification.
An indicative ‘Equality Workforce Information’ report was produced in October 2014 as part
of the CCGs disclosure of its public equality duty. It is known that there is one per cent WTE
staff employed2 within the CCG who have declared that they have a disability.
NHS workforce data indicates that the proportion of females to males within the overall
healthcare workforce is 78 per cent to 22 per cent respectively. Females are proportionately
under represented at senior levels relative to their overall presence in the workplace. While
women make up approximately 78 per cent of the overall NHS workforce, just over 30 per
cent of NHS Chief Executives are women. West Essex CCG has 75.0 WTE female staff
which is 83 per cent of the workforce, 17.6 WTE (17 per cent) of the workforce are male.
At Very Senior Manager (VSM) level this changes to 82 per cent female and 18 per cent
male workforce.
Staff sickness3
Please refer to Annual Accounts 2014-15 note 4.3.
Organisational Development
Our organisational development plan focused on leadership development, establishing a
system wide joint vision, developing a new culture with patients at the centre and developing
a “business” culture which included a review of our governance arrangements to achieve a
2

As part of workforce disclosures

39

professional and systematic approach. This has included a review of our constitution to
achieve an NHS England variation approval to strengthen our clinical leadership for
implementation in 2015-16.
Our annual staff survey provided a very high return rate of 77 per cent. The results suggest
that staff experience of working for the CCG and confidence in the organisation has
increased since 2013. A high return rate suggests that staff consider that their views will be
listened to and generally, positive ratings suggest that the culture of the organisation is one
in which employees feel commitment to the organisation and feel they are able to do a good
job. The Board has held Board development sessions for the leadership team and clinical
leads. These have focused on risk management, Board and statutory lead roles,
sustainability, health and safety and on the Five Year Strategic Plan with the underpinning
transformation and the integrated care programme developments.
An Organisational Development Plan has been Board approved for 2015-16 to support the
implementation of the new Board make up with the additional clinical representation and
focuses on key areas to Strengthen Clinical Leadership and Member Engagement, Embed
Quality, Strengthen Governance, Develop a Positive Culture and Supporting Behaviours,
Achieve an Excellent Commissioning Workforce and Achieve an Integrated Care
Programme.
Staff Consultation
The CCG is committed to involving staff in decision making at all levels. The CCG has a
policy review group that reviews all policies, including all HR policies. The CCG are in the
process of establishing an Essex wide Joint Staff Forum, which will include Union and staff
representatives. The CCG regularly engages with Union representatives on matters that
effect staff.
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MEMBERS’ REPORT
1.

OUR GOVERNING BODY (THE BOARD)

The Governing Body is the accountable body of the CCG and is held to account for the
organisation’s performance. The Governing Body includes a majority of clinical
professionals, to ensure clinical accountability.
West Essex CCG Board members 2014-2015
Name
Dr Rob Gerlis

Designation as at 1 April
2014
Chair and Harlow locality
representative
Vice-chair and Epping Forest
Locality representative
Chief Officer (Accountable
Officer)
Director of Finance,
Contracting and
Performance
Medical Director
Director of Transformation
Director of Nursing and
Quality
Consultant, Public Health
Secondary Care Consultant
Deputy Chair and Lay
member – Governance
Lay member – PPE

Current position

Pauline Quinn
Chris Martin

Lay member - Quality
Integrated Commissioning
Director (West) – Essex
County Council

Chair and Harlow locality
representative
Vice-chair and Epping Forest
Locality representative
Chief Officer (Accountable
Officer)
Director of Finance,
Contracting and
Performance
Clinical Director
Director of Transformation
Director of Nursing and
Quality
Consultant, Public Health
Secondary Care Consultant
Deputy Chair and Lay
member – Governance
Lay member – Patient and
Public Engagement (PPE)
Lay member - Quality
Integrated Commissioning
Director (West) – Essex
County Council

Peter Wightman

Interim Director of Primary
Care and Localities

Director of Primary Care and
Localities

Councillor Terry Cutmore

Essex County Council
Representative (Board
member from 20 May 2014)

Essex County Council
Representative

Dr Kamal Bishai
Clare Morris
Dean Westcott

Dr Christine Moss
Toni Coles
Jane Kinniburgh
Maggie Pacini
Duncan Forsyth
Stephen King
Jackie Sully
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Membership of the Clinical Commissioning Group
All 38 GP practices in west Essex are the members of NHS West Essex Clinical
Commissioning Group.

Practice Name
Abridge Surgery
Chigwell Medical Centre
The Forest Practice
High Road Surgery
High Street Surgery
Keyhealth Medical Centre
Kings Medical Centre
The Limes Medical Centre
Loughton Health Centre
Market Square Surgery
Maynard Court Surgery
Nazeing Valley Health Centre
Ongar Health Centre
Ongar Surgery
The River Surgery
Palmerston Road Surgery
Traps Hill Surgery
Addison House Surgery
Barbara Castle Health Centre
Church Langley Medical
Centre
Hamilton Practice
Lister Medical Centre
Nuffield House Surgery
Old Harlow Health Centre
Osler House Medical Centre
The Ross Practice
Sydenham House Health
Centre
Angel Lane Surgery
Borough Lane Surgery
Elsenham Surgery
Eden Surgery
John Tasker House Surgery
Newport Surgery
The Rectory Practice
Stansted Surgery
Steeple Bumpstead Surgery
Thaxted Surgery
The Gold St Surgery

Locality
Epping
Epping
Epping
Epping
Epping
Epping
Epping
Epping
Epping
Epping
Epping
Epping
Epping
Epping
Epping
Epping
Epping
Harlow
Harlow
Harlow
Harlow
Harlow
Harlow
Harlow
Harlow
Harlow
Harlow
Uttlesford
Uttlesford
Uttlesford
Uttlesford
Uttlesford
Uttlesford
Uttlesford
Uttlesford
Uttlesford
Uttlesford
Uttlesford
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Audit Committee
Our Audit Committee is responsible for reviewing our financial reporting and internal
controls, ensuring an appropriate relationship with both internal and external auditors is
maintained.
The following Governing Body members make up our Audit Committee:
-

Stephen King – Chair of Audit Committee and Lay Member, Governance
Pauline Quinn – Lay Member, Quality
Jackie Sully – Lay Member, PPE

Duties of a Clinical Commissioning Group
CCGs are established under the Health and Social Care Act 2012. They are statutory bodies
which have the function of commissioning services for the purposes of the health service in
England and are treated as NHS bodies for the purposes of the National Health Service Act
2006.
The duties of CCGs to commission certain health services are set out in section 3 of the
2006 Act, as amended by section 13 of the 2012 Act and the regulations made under that
provision.
CCGs are clinically led membership organisations made up of general practices. The
members of the clinical commissioning group are responsible for determining the governing
arrangements for their organisations, which they are required to set out in a constitution.
As a statutory body, the CCG has specified powers to contract in its own name.
The CCG’s governing body is accountable to the NHS West Essex Clinical Commissioning
Group. It has responsibility for the following functions:
a) ensuring that the group has appropriate arrangements in place to exercise
its functions effectively, efficiently and economically and in accordance
with the group’s principles of good governance;
b) determining the terms and conditions, including remuneration, fees and
other allowances payable to employees or other persons providing
services to the group and the allowances payable under any pension
scheme it may establish under paragraph 11(4) of Schedule 1A of the
2006 Act, inserted by Schedule 2 of the 2012 Act;
c) approving any functions of the group that are specified in regulations; and
d) any additional functions which the CCG is conferring on the Governing
Body which are connected with its main functions and any of the group’s
functions which have been delegated by the Group’s membership to the
governing body are captured in the Scheme of Delegation.
Full details of other committee members and sub-committees are given in the Governance
Statement. Our Governing Body members’ declarations of interest can be found in the
Governing Body and Senior Management Profiles section of the remuneration report.
2. STATEMENT AS TO DISCLOSURE TO AUDITORS
Each individual who is a member of the Governing Body at the time the Members’ Report is
approved confirms:
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o

So far as the member is aware, that there is no relevant audit information of which
the clinical commissioning group’s external auditor is unaware; and,

o

That the member has taken all the steps that they ought to have taken as a member
in order to make them self-aware of any relevant audit information and to establish
that the clinical commissioning group’s auditor is aware of that information.

3. PENSION LIABILITIES
Please refer to Financial Overview on page 23-26.
4. EXTERNAL AUDITORS REMUNERATION
External audit have not undertaken any work except statutory audit work for Financial
statements.
5. SICKNESS ABSENCE DATA
Please refer to Annual Accounts 2014-15 note 4.3.
6. COST ALLOCATION AND CHARGES
The CCG has complied with HM Treasury’s guidance on setting charges for information as
set out in Chapter 6 of HM Treasury’s ‘Managing Public Money’.
The organisation sets charges on a full cost recovery basis. Costs are calculated on an
accruals basis, including overheads and depreciation. This ensures that the CCG neither
profits at the expense of consumers nor makes a loss for taxpayers to subsidise.
7. DISCLOSURE OF PERSONAL DATA INCIDENTS
There were no serious incidents requiring investigation and involving personal data reported
to the Information Commissioner’s Office in 2014-15.
8. EMPLOYEE CONSULTATION
Please refer to the Our Staff section on page 38-40.
9. EQUALITY DISCLOSURES
Please refer to the Our staff section on page 38-40.
10. HEALTH AND SAFETY
Our Chief Officer has overall responsibility for meeting all the statutory requirements and
ensuring positive performance and, to do this, the CCG follows the approved HSE guidance
for management of Health and Safety known as HSG65 (Health Service Guidance), which
focuses on effective policies, organising, planning and implementation, measuring
performance, auditing and reviewing performance.
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The CCG monitors the effectiveness of its health and safety systems actively through audits,
workplace inspections and training compliance and reactively through investigating
accidents or incidents, risks and complaints to plan corrective actions required and
determine causes of poor performance.
11. FRAUD

The Local Counter Fraud Service is provided by Mazars Public Sector Internal Audit Limited.
Under the NHS Standard Contract introduced in 2012-13, all organisations providing NHS
services are required to have appropriate anti-fraud arrangements in place. In 2015, NHS
Protect published ‘Standards for Commissioners: Fraud, Bribery and Corruption’ to assist
organisations with this process. These standards incorporate a requirement that the CCG
employs or contracts a qualified person or persons to undertake the full range of anti-fraud
work. The CCG is committed to ensuring fraud or corruption does not proliferate within the
organisation.
The Local Counter Fraud Specialist (LCFS) reports to the Director of Finance, Contracting
and Performance and attends Audit Committee meetings to report on the work achieved.
The LCFS works to ensure that counter fraud is integrated into all CCG activity in a positive
way.
Throughout the past financial year the counter fraud culture has continued to be embedded
into the CCG and work has been undertaken against each of the four key sections that
follow NHS Protect’s National Counter Fraud strategy to include ‘Strategic Governance’,
‘Inform and Involve’; ‘Prevent and Deter’ and ‘Hold to Account’.
The CCG takes a positive stance in countering fraud against the organisation and the NHS
in general, and actively seeks to ensure that an appropriate, yet proportionate response is
taken to allegations of fraud and corruption. Where appropriate the most appropriate
sanctions and redress are applied.
12. BETTER PAYMENT CODES
Details can be found in the Annual Accounts 2014-15 note 6.1.
13. PROMPT PAYMENT CODE
The CCG has signed up to the Prompt Payment Code.
Details can be found in the Annual Accounts 2014-15 note 6.2.
14. PLANNING FOR EMERGENCIES
The CCG has joint (integrated) arrangements for major incident (including establishing an
Incident Coordination Centre) with the NHS England Essex Area Team through the Essex
Area Team Major Incident Response Plan. In addition the CCG has an Emergency
Preparedness, Resilience and Response Scope and Policy.
Suitable plans aligned to ISO22301 are established to enable the CCG to respond to an
internal incident / disruption with a Business Continuity Scope and Policy, Incident
Management Plan (Business Continuity Plan) and Locality Service Level Plans.
As such the CCG is compliant with the NHS England Emergency Preparedness Framework
2013 and Core Standards.
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We certify that the CCG has incident response plans in place, which are fully compliant with
the NHS Commissioning Board Emergency Preparedness Framework 2013. The CCG
regularly reviews and makes improvements to its major incident plan and has a programme
for regularly testing this plan, the results of which are reported to the Governing Body.

Clare Morris, Accountable Officer
27 May 2015

15. PRINCIPLES FOR REMEDY
The CCG aspires to the highest standards of corporate behaviour and clinical competence,
to ensure that safe, fair and equitable procedures are applied to all organisational
transactions, including relationships with patients, their carers, public, staff, stakeholders and
the use of public resources. We acknowledge that as a public sector organisation we should
have clear and accessible complaints procedures and have an approved complaints policy
and procedure which is available on our website.
There were no financial payments made by the CCG for injustice, maladministration or
service failure during the 2014-15 financial year.
16. EXIT PACKAGES AND SEVERENCE PAYMENTS
Details can be found in the Annual Accounts 2014-15 note 4.4.
17. OFF-PAYROLL ENGAGEMENTS
Details can be found in the Remuneration Report on 46-61.
18. COMPLIMENTS, COMPLAINTS AND CONCERNS
Concerns and complaints provide us with valuable information about the experiences of our
patients, so that we can improve the services we commission. Compliments help us to find
out what we are doing well so we can share best practice improving local health services.
Under the NHS Complaints Regulations which came into effect on 1 April 2009, members of
the public can make their complaint to the CCG as the commissioners, if they do not wish to
complain directly to the provider. During 2014-15 the CCG received 98 complaints about
commissioned services, compared to 14 complaints received over the same period last year.
The Patient Experience team have been promoting the service across west Essex and GPs
have been encouraging patients to speak with the CCG team, which has contributed to an
increase in complaints being made directly to the CCG. There will be formal review in the
coming year of how patients felt their complaint was dealt with by the CCG.
In all 98 of the complaints investigated this year the CCG worked with the complainant and
provider to achieve resolution. In many cases the patient’s complaint highlighted the need for
service improvements.
Changes made as a result of complaints included:

46





Ongoing review of training for NHS 111 call-handlers ensuring accurate information
is shared with patients and calls are transferred appropriately.
Review of the information provided to patients regarding eligibility criteria for NHS
funded treatment, particularly IVF treatment.
Training for clinicians to ensure they are aware of the criteria for NHS funded
treatment prior to referral.

The CCG also received a total of 21 compliments and 531 concerns / PALS queries. These
concerns were raised by patients, GPs, relatives and carers and ranged from requests for
information, appointment and referral queries to significant dissatisfaction with a service.
All queries were investigated and followed up and themes have been addressed with the
relevant provider or contract team to take appropriate action.
19. FREEDOM OF INFORMATION (FOI) REQUESTS
The Freedom of Information Act 2000 gives a general right of access to recorded information
held by public authorities, subject to certain conditions and exemptions.
The CCG received 197 FOI requests during 2014-15. The CCG responded to 97 per cent
within the statutory timescale of 20 working days.
We certify that the CCG has complied with HM Treasury’s guidance on setting charges for
information.
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REMUNERATION REPORT FOR THE YEAR ENDING 31 MARCH
2015
1. GOVERNING BODY AND SENIOR CLINICAL LEAD PROFILES
Name: Dr Rob Gerlis
Job Title: Chair and Harlow Locality GP Representative
Dates: 2013 - current
Status: Governing Chair
Governing Body: WECCG
Committees: Executive Team, Finance and Performance Committee (Chair), Executive
Health and Care Commissioning Committee (Chair), Remuneration and Terms of Service
Committee (Chair), Local Wellbeing Board
Dr Gerlis has been a GP principal at the Ross Practice in Harlow for 29 years. He qualified
at The London Hospital Medical College, Whitechapel in 1982 and completed his GP training
in Epping in 1986 where he worked at Princess Alexandra Hospital, St. Margaret’s Hospital
and Herts and Essex Community Hospital. Dr Gerlis has been involved in Primary Care
management since entering General Practice and was Professional Executive Committee
chair for Harlow Primary Care Group from 2006.
Rob has completed his Royal College of General Practitioners (RCGP) Part 2 certification in
the management of substance abuse and has a special interest in dermatology and minor
surgery having spent 18 months as a Clinical Assistant. He gained Fellowship of Royal
College of General Practioners in 2013.
Name: Dr Kamal Bishai
Job Title: Vice Chair and Epping Forest GP Representative
Dates: 2013 - current
Status: Governing Vice Chair
Governing Body: WECCG
Committee: Executive Team, Finance and Performance Committee, Executive Health and
Care Commissioning Committee, Patient Safety, Quality and Experience Committee,
Remuneration and Terms of Service Committee, Audit Committee, Local Wellbeing Board
Dr Bishai is a member of the current Clinical Commissioning Board and is lead for the
Epping Forest locality. Having worked as a local GP for over twenty five years, Dr Bishai has
represented fellow GPs in various roles throughout his career. In his previous role as
appraiser he got to know many of his GP colleagues personally which enabled him to better
understand the challenges they face. Dr Bishai has a special interest in Ophthalmology and
conducts Primary Care Ophthalmology clinics at various sites in west Essex. He is also the
Ophthalmology lead for the south west and west Essex Diabetic Retinopathy Screening
Programme.

Name: Clare Morris
Job Title: Chief Officer
Status: Governing Chief Officer
Dates: 2013 - current
Governing Body: WECCG
Committee: Executive Team, Finance and Performance Committee, Executive Health and
Care Commissioning Committee, Patient Safety, Quality and Experience Committee, Local
Wellbeing Board
Clare has been Chief Officer of West Essex CCG since its inception in April 2013. Clare has
worked in the NHS for over 10 years and held a number of senior commissioning roles in
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North Essex after completing an MBA at Cambridge Judge Business School. Prior to joining
the NHS, Clare gained 10 years’ experience in the private and third sectors, including roles
in finance, strategy, change management and general management.
Name: Dean Westcott
Job Title: Director of Finance, Contracting and Performance Dates: 2013 - current
Deputy Chief Officer
Status: Governing Director
Governing Body: WECCG
Committee: Executive Team, Finance and Performance Committee, Executive Health and
Care Commissioning Committee
Dean Westcott has held a number of senior finance positions in the NHS, has worked within
the Acute, Primary Care and Health Authority sectors and is currently Director of Finance,
Contracting and Performance, West Essex CCG.
A former Finance Director at both Harlow and West Essex Primary Care Trusts, Dean was
also Finance Director at Hinchingbrooke Health Care NHS Trust where he led the Trusts
finance input from the management franchise transfer to the private sector provider, Circle
Health. Dean is a past President of the Association of Chartered Certified Accountants
(ACCA) and is currently a Trustee of the Associations pension scheme. He has also served
as a past Chairman of ACCA’s Audit and Finance Committees as well as Health Service
Network and the International Public Sector Committee.
Name: Dr Christine Moss
Job Title: Clinical Director and Epping Forest Representative Dates: 2013 - current
Status: Governing Director
Governing Body: WECCG
Committee: Executive Team, Executive Health and Care Commissioning Committee,
Finance and Performance Committee, Patient Safety, Quality and Experience Committee,
Clinical Priorities Group
Christine has been a GP in Buckhurst Hill for 23 years and is currently Clinical Director for
West Essex CCG. Also the clinical lead for the Princess Alexandra Hospital in Harlow, St
Barts and the London contracts, she became involved in the engagement of primary and
secondary care and improving health outcomes in west Essex by supporting commissioning
of clinically effective pathways. Christine is Caldicott Guardian for West Essex CCG and
leads on Patient Safety, Safeguarding Adults and Cancer services. In addition to this,
Christine is keen to see growing engagement with all clinicians, the public and the voluntary
sector to drive forward integrated services focussed on delivering improvement in local
health and care outcomes.
Name: Toni Coles
Job Title: Director of Transformation
Dates: 2013 - current
Status: Governing Director
Governing Body: WECCG
Committee: Executive Team, Executive Health and Care Commissioning Committee,
Patient Safety, Quality and Experience Committee
Toni has responsibility for the delivery of the CCG’s transformation programmes, including
urgent care and programmes for older people, adults, mental health, learning disabilities and
community mobilisation. Her role ensures that high quality services are delivered in line with
financial targets. She is also responsible for ensuring the integration of services between
health and care in partnership with Essex County Council.
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Previously, Toni was responsible for leading the CCG through the exciting but challenging
journey to become the statutory commissioning organisation in west Essex from April 2013.
Toni has spent her career working in the NHS; starting out as a trainee accountant within an
acute hospital, she has held various roles within secondary care finance and project
management. Moving into commissioning in 2003, Toni was responsible for introducing the
new GP contract for Uttlesford Primary Care Trust. She continued to remain involved in
primary care commissioning and her first Executive appointment was as Director of Primary
Care for West Essex Primary Care Trust.
Name: Jane Kinniburgh
Job Title: Director of Nursing & Quality
Dates: March 2014 - current
Status: Governing Director
Governing Body: WECCG
Committee: Executive Team, Executive Health and Care Commissioning Committee,
Finance and Performance Committee, Patient Safety, Quality and Experience Committee
Jane trained as a nurse at Guy’s Hospital qualifying in 1978, gaining further qualifications in
Community Specialist Practice in 1982 and an MSc in Advanced Clinical Practice in 2007.
Jane’s experience includes over 20 years working as a clinician in the community, as a
District Nurse in south east London, Harlow and Uttlesford. Over the last ten years she has
held several senior management positions which have included Director of Nursing for
Uttlesford PCT, Assistant Director for Clinical Service Redesign at Mid Essex Primary Care
Trust - where she led the re-design of integrated community services, and palliative care
service improvement and most recently Jane has supported development in the NHS
Continuing Healthcare Pathway within her role as Assistant Director for Essex bringing
together four separate teams and working with seven CCGs and three local authorities
across Essex.
Jane joined West Essex CCG in March 2014 as Director of Nursing and Quality, and is
committed to working across the health economy with local communities and partners to
embed high quality services and the best possible outcomes for west Essex residents.
Name: Maggie Pacini
Job Title: Consultant in Public Health
Dates: 2013 - current
Status: Consultant / Non-voting
Governing Body: WECCG
Committee: Executive Team, Executive Health and Care Commissioning Committee
Maggie is west Essex’s designated Consultant in Public Health. Public Health moved to
Essex County Council in April 2013 and Maggie splits her time between county hall and the
CCG.
Maggie focuses on the planning of services based upon the health needs assessment,
evidence-based practice and prioritisation. She will also act as a link back to the rest of the
public health team at ECC, the other CCG Public Health consultants and the team at Public
Health England / NHS England Essex Area Team.
Name: Dr Duncan Forsyth
Job Title: Secondary Care Consultant
Status: Consultant / Non-voting
Governing Body: WECCG
Committee: Patient Safety, Quality and Experience Committee

Dates: 2013 - current
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Duncan was appointed as Secondary Care Consultant to the NHS West Essex Clinical
Commissioning Group late Spring 2012. He joined Addenbrooke’s Hospital as Consultant
Geriatrician in 1990 and was Clinical Director of Medicine for the Elderly 1996–2002. His
interests include: Parkinson’s disease; delirium; improving dementia care in the acute
hospital; and end of life care. In 2010 he set up a specialist delirium ward and was
nominated Addenbrooke’s delirium lead. In 2011, the delirium ward team were finalists in the
Nursing Times Awards and won the Trust Division of Medicine Excellence Award. He
currently chairs the steering group for the national audit of Intermediate Care.
Name: Stephen King
Job Title: Lay Member - Governance, Deputy Chair and Audit Chair Dates: 2013 current
Status: Governing Body Member
Governing Body: WECCG
Committee: Finance and Performance Committee, Audit Committee, Remuneration and
Terms of Service Committee
Stephen was appointed Lay Member for Governance and Audit Chair at the CCG, and acts
as Deputy Chair. Stephen was previously Non-Executive Director and Vice Chair of the NHS
North Essex PCT Cluster Board. He was also a member of the NHS East of England
Innovation Council. Stephen has been an NHS Non-Executive Director since 2002, first with
Uttlesford PCT and subsequently with NHS West Essex where he chaired the Audit
Committee.
Stephen is President of the DAISY Consortium which develops standards and technologies
for reading and publishing in the digital age. He was Group Director of Prevention and
International Affairs at Royal National Institute of Blind People (RNIB) UK until he retired in
July 13 after 23 years. He previously worked in strategic ICT consulting and at board level
with a number of International publishing and entertainment companies.
Name: Jackie Sully
Job Title: Lay Member – Patient and Public Engagement
Dates: 2013 - current
Status: Governing Body Member
Governing Body: WECCG
Committee: Patient Safety and Quality Committee, Remuneration and Terms of Service
Committee, Audit Committee
Jackie has worked in the not for profit sector for the past 25 years, having previously worked
in both the public and private sectors. She is Chief Executive of Rainbow Services, a Harlow
based charity, which is a post she has held for the past 15 years. Jackie has a degree in
Management, a post graduate degree in Management Studies, and a master’s degree in
Voluntary Sector Studies.
Past public roles have included a term as a district councillor, school governor, and almost
10 years as a magistrate on the North West Essex bench. She was previously a lay member
of the General Social Care Council (until 2010), where she was chair of both the Registration
and Conduct Committees.
Jackie was a member of the Harlow PCT Board from 2001 until its dissolution in 2006,
where she was the Non-Executive lead for children and young people, she was
subsequently appointed as a Non-Executive to the Board of West Essex PCT until 2011.
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Name: Pauline Quinn
Job Title: Lay Member – Quality
Dates: 2013 - current
Status: Governing Body Member
Governing Body: WECCG
Committee: Executive Health and Care Commissioning Committee, Patient Safety, Quality
and Experience Committee, Remuneration and Terms of Service Committee, Audit
Committee
Pauline chairs the Patient Safety and Quality Committee and the clinical priorities group. She
has spent most of her career working for, with and on behalf of older people. She is
registered in the name of Ford with the Nursing and Midwifery Council as a nurse and has a
background in acute and rehabilitation nursing for older people and a particular interest in
assessment and continuing care.
Whilst the advisor for Nursing Older People at the Royal College of Nursing (RCN) she led
on the provision of clinical advice, guidance and support for nursing older people and the
RCN campaign Dignity at the heart of everything we do. Since leaving the RCN she has
worked at the Parliamentary and Health Service Ombudsman HSO and set up her own
health and social care consultancy. Her professional experiences led to her seeking new
ways to contribute to the development of good service user experiences. She sees her
appointment as a lay representative for NHS West Essex Clinical Commissioning Groups
Board as a new and different opportunity to influence health and care provision.
Name: Chris Martin
Job Title: Integrated Commissioning Director
Dates: 16th September 2013 –
current
Status: Director
Governing Body: WECCG
Committee: Chris is employed by Essex County Council and works closely with West Essex
CCG on integrated commissioning.
Chris is a qualified social worker and has spent the majority of his career working in London
boroughs. Whilst his experience has predominantly been around children’s services Chris
has also been an operational manager and commissioner for both children and adults in the
past and has a track record of strong partnerships with a range of NHS organisations. Prior
to joining the county council in September 2013 Chris was Divisional Director for Children’s
Services in the London Borough of Barking and Dagenham.
Name: Peter Wightman
Job Title: Director of Primary Care and Localities Dates: April 2014 - current
Status: Governing Director
Governing Body: WECCG
Committee: Executive Team, Executive Health and Care Commissioning Committee,
Finance and Performance Committee
Peter is responsible for leading primary care development for the CCG. Peter also holds the
lead for Information Management and Technology (IM&T) and Premises and Estates
development for the CCG. Peter joined the NHS in 1990 as a graduate management trainee,
working initially in hospitals before moving to commissioning. He has held a variety of senior
commissioning roles in the NHS including acting Chief Executive in Huntingdonshire PCT for
a year. He has led in commissioning for acute, mental health, community, public health and
primary care services. He worked from 2007-2014 on a consultancy basis for PCTs / CCGs
undertaking long term interim commissioning roles including developing and implementing
primary care strategy in Peterborough. Peter is also an experienced group facilitator.
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Name: Councillor Terry Cutmore
Job Title: Essex County Council Representative
Status: Governing Body Member
Governing Body: WECCG
Committee:

Dates: 20 May 2014 - current

Terry has been an elected councillor for Rochford North since May 2013, where he also
holds the position of Leader of the Council. He has a background in international banking
and has always held an active interest in his local community, now holding positions on
various boards including the Health and Wellbeing Board for South Essex, Vice Chairman of
Castlepoint and Rochford Local Strategic Partnership and is a Governor at Southend
University Foundation Trust for Essex County Council.

Senior Clinical leads
Senior clinical leads are not members of the governing body but are elected members and
lead clinical programmes, there are six clinical leads in total.
Name: Dr Sue Humphrey
Job Title: Uttlesford Locality GP Representative
Status: Senior Clinical Lead
Governing Body: WECCG
Interests and Conflicts: GP - Stansted Surgery

Dates: 2013 - current

Sue is the CCG lead for Children’s and Maternity Services and Safeguarding Children. Sue
has been a partner at Stansted surgery for 18 years.
Name: Dr David Tideswell
Job Title: Uttlesford Locality GP Representative
Dates: 2013 - current
Status: Senior Clinical Lead
Governing Body: WECCG
Interests and Conflicts: GP - John Tasker Surgery, Great Dunmow
David has been a GP in Uttlesford since 2003 and a GP trainer since 2006. He joined west
Essex CCG in 2012 after being elected Uttlesford GP representative. His main role within
the commissioning group is as clinical lead for the older people.
Name: Dr Amik Aneja
Job Title: Harlow Locality GP Representative
Dates: April 2012 - current
Status: Senior Clinical Lead
Governing Body: WECCG
Interests and Conflicts: Old Harlow Health centre – General Medical Services Practice,
Harlow
Amik studied for his medical degree at Guy’s King’s and St Thomas’ where he spent time
working in Tunbridge Wells. He joined the Harlow Vocational Training scheme in 2004 and
worked at Princess Alexandra Hospital for two years before fully qualifying as a GP in
August 2007. Following this, he worked as a GP in Barking for two years and subsequently
joined Jenner House in Old Harlow in May 2009.
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Name: Dr Miranda Roberts
Job Title: Harlow Locality GP Representative
Dates: 2013 - current
Status: Senior Clinical Lead
Governing Body: WECCG
Committee: Patient Safety and Quality Committee
Interests and Conflicts: GP partner Lister medical centre, Harlow, Essex (1991), Appraiser
west Essex
Chair of Margaret Lowenfeld Trust (Child Psychology Charity)
Clinical lead for Mental Health , Learning Disabilities and
Vulnerable Adults, West Essex CCG
Dr Miranda Roberts is the CCG lead on Mental Health and Learning Disabilities and is the
Adult Clinical Safeguarding Lead. Miranda is also involved in the Long Term Conditions
Programme Board and has a special interest in diabetes. Miranda has been a part time
partner at Lister Medical Centre in Harlow for the last 25 years.
Name: Dr Sanjeev Rana
Job Title: Epping Forest Locality GP Representative
Dates: 2013 - current
Status: Senior Clinical lead
Governing Body: WECCG
Interests and Conflicts: GP The Limes Medical Centre, Epping, Essex
Nazeing Valley Health Centre, Waltham Abbey
Greenyard health centre Waltham Abbey
Sanjeev qualified from Imperial School of Medicine and Technology (St. Mary’s Hospital
Medical School) in 1995. After completing a variety of hospital jobs he entered the Oxford
Vocational Training Scheme and completed General Practice Training in 1998. On qualifying
from the scheme Sanjeev decided to do Locum Work where he gained experience working
for the navy, prison, private sector, general practice and out of hours.
Sanjeev moved to Epping in 2000 and started work at The Limes Medical Centre in June
2001 and has been working there ever since. His main interests within the practice are
Teaching, Minor Surgery / Dermatology and Respiratory Medicine. Sanjeev has worked
within Medicines Management since 2006, initially with the PCT and now within the CCG.
Going forward his work will include commissioning services for long term conditions affecting
working age adults.
Name: Dr Naveed Akhtar
Job Title: Clinical Lead for IM&T
Dates: August 2013 - current
Status: Senior Clinical Lead & Commissioner Governing Body: WECCG
Interests and Conflicts: Chigwell Medical Centre, Chigwell
Surgeon at Braintree Community Hospital, Braintree
Dr Naveed Akhtar is a GP principal at Chigwell Medical Centre, Chigwell with Special
Interest in Minor Surgery. He also works at Braintree Community Hospital as a surgeon, with
operating lists for minor plastic surgery and carpal tunnel decompression surgery. Dr Akhtar
qualified from Guy's, King's and St Thomas' Medical School in 2003. He completed his
surgical training at Royal National Orthopaedic Hospital, Stanmore and Princess Alexandra
Hospital, Harlow achieving Membership of the Royal College of Surgeons (MRCS) in 2007.
He then underwent GP vocational training in Colchester and became a principal GP in
Colchester in 2009 until he moved to Chigwell Medical Centre in 2012. In General Practice,
he has specialist interests in family planning, dermatology and mental health. He also has an
interest in Medical Hypnosis and is a Trainer in Neuro-Linguistic Programming (NLP). In
association with the Royal College of General Practitioners (RCGP) he teaches Advanced
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Communication Skills to Doctors, Nurses and GP Registrars. He is also educational
supervisor to GP Registrars.
Dr Akhtar joined the West Essex Clinical Commissioning Group in August 2013, initially as
Clinical Lead for Long Term Conditions then as Lead for Primary Care Development. He has
a passion for technology and how technology can be used to improve the quality of patient's
lives and his current role in West Essex is Clinical Lead for IM&T.
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Declarations of Interest CCG Board Members
Name

CCG Position / Role

Details of Interests

Dr Rob Gerlis

Chair and Harlow
Locality GP
Representative

GP Partner - Ross Practice, Harlow
Spouse – GP advisor to Ross Practice

Dr Kamal Bishai

Vice Chair and Epping
Forest GP Locality
Representative

Clare Morris

Chief Officer

Salaried GP - Chigwell Medical Centre
General Practitioner with special interest in
ophthalmology contracting with West Essex
CCG
Ophthalmic Solutions Limited Company
No.06282864 (Not trading.)
Ophthalmology Lead - South West Essex
and West Essex Diabetic Eye Screening
Programme
Nil

Dean Westcott

Director of Finance,
Contracting and
Performance
Clinical Director

Trustee of the Association of Chartered
Certified Accountants Staff Pension
Scheme
GP principal and part owner - River
Surgery, Buckhurst Hill
MacMillan – previous GP Facilitator in
Palliative Care and currently Cancer Lead
Member - Urology Tumour Board for
London Cancer

Toni Coles

Director of
Transformation

Nil

Peter Wightman

Director of Primary Care
and Localities
Essex County Council
Representative

Nil

Dr Christine
Moss

Councillor Terry
Cutmore

Jane Kinniburgh Director of Nursing and
Quality

Position on Health and Wellbeing Board for
Essex representing the South Essex district
and boroughs
Chairman of Castle Point and Rochford
local Health and Wellbeing Board
Governor at Southend University
Foundation Hospital Trust for Essex County
Council
Elected councillor for Rochford district
Council where the position of Leader of the
council is held
Vice Chairman of Castle Point and Rochford
Local Strategic Partnership
Elected Councillor for Essex County Council
Rochford North Ward
Chair of the Audit Committee for Essex
County Council
Nil
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Maggie Pacini
Duncan Forsyth

Consultant in Public
Health
Secondary Care Adviser

Stephen King

Lay Member Governance

Jackie Sully

Lay Member - PPE

Pauline Quinn

Lay Member - Quality

Chris Martin

Integrated
Commissioning Director
Social Services
Representative

Yes – Conflict will be highlighted should this
arise
Provide a Specialist Parkinson’s service at
Saffron Walden Community Hospital to
some WECCG residents
President - Daisy Consortium
Trustee - Sightsavers International
Chair and Director - International
Association for Prevention of Blindness
Trading Ltd
Chief Executive Officer - Rainbow Services
Harlow (Charity No. 1077228)
Trustee - Essex Community Foundation
(ECF)
Chair - Harlow Fairness and Diversity
Partnership
Pauline Ford Health and Social Care
Consultancy - Director
Nil

Remuneration committee
Membership of the Remuneration and Terms of Service Committee is shown in the table
below:
Role
CCG Chairman
CCG Lay Member, PPE(Chair of Committee)
CCG Lay Member, Governance (Vice Chair
of Committee)
CCG Lay Member, Quality (Vice Chair of
Committee)
CCG Vice Chair

Name
Dr Rob Gerlis
Jackie Sully
Stephen King
Pauline Quinn
Dr Kamal Bishai

The committee met three times during 2014-15 as shown in the table below:
* Denotes attendance as support for Committee
Name

Dr Rob Gerlis CCG Chair
Jackie Sully Lay Member – Quality
Stephen King Lay Member – Governance
Pauline Quinn Lay Member – PPE
Dr Kamal Bishai CCG Vice Chair
Clare Morris* Chief Officer
Liz Cutts* Minutes

Remuneration and Terms of Service
Committee
24/04/14
23/09/14
18/12/14
Yes
No
Yes
No
Yes
No





















57

2. REMUNERATION STATEMENTS
Policy on Remuneration of Senior Managers
The CCG uses the NHS Commissioning Board Authority published remuneration guidance
for CCG Chief Officers and Chief Finance Officers in determining the remuneration for these
roles. For other Very Senior Manager (VSM) roles, the previous NHS VSM framework is
used as a guide. The CCG benchmarks with local CCGs to ensure that remuneration is in
line with the local Economy. Remuneration for all senior roles is agreed via the
Remuneration and Terms of Service Committee.
For all other staff, the Agenda for Change framework is applied.
Senior Managers Performance Related Pay
The CCG does not implement performance related pay. The objectives and performance of
the Chief Officer is reviewed annually by the Remuneration and Terms of Service
Committee. The performance of all staff, including VSM is managed via the Performance
Management policy.
Policy on Senior Managers Contracts
All contracts duration, including VSM and other staff, are determined based on service need
and budget. The notice period for VSM is three months in duration as agreed via the
Remuneration and Terms of Service Committee. All other staff notice periods are
determined via Agenda for Change. Termination payments for VSM and all other staff are
calculated using statutory redundancy calculations and Agenda for Change
Senior Managers Service Contracts
There were no Senior Manager Service Contracts during the 2014-15 financial year.
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Remuneration report (subject to audit)

0

80-85

115-120

4

0

0

45-47.5

160-165

Dean Westcott

Director of Finance,
Contracting and
Performance
Clinical Director

105-110

2

0

0

47.5-50

150-155

50-55

2

0

0

12.5-15

65-70

Director of Nursing
and Quality
GP Representative
and Vice Chair
Secondary Care
Consultant

95-100

0

0

0

0

95-100

45-50

0

0

0

0

45-50

5-10

1

0

0

0

5-10

10-15

1

0

0

0

10-15

Jackie Sully

Lay Member –
Governance
Lay Member – PPE

5-10

1

0

0

0

5-10

Pauline Quinn

Lay Member - Quality

10-15

5

0

0

0

10-15

95-100

2

0

0

60-62.5

155-160

120-125

0

0

0

0

120-125

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

Dr Christine
Moss
Jane Kinniburgh
Dr Kamal Bishai
Dr Duncan
Forsyth
Lay Members
Stephen King

Non-Voting Members
Toni Coles
Director of
Transformation
Peter Wightman Director of Primary
Care and Localities
Maggie Pacini*
Consultant – Public
Health
Chris Martin*
Integrated
Commissioning
Director
Councillor
Member of Essex
Cutmore*
County Council

Ceased

0

Commenced

Total
(bands of £5000)
£000

0

Long-term
performance pay and
bonuses
(bands of £5000)
£000

1

Performance pay and
bonuses
(bands of £5000)
£000

80-85

Title

Expense payment (taxable)
to nearest £100
£00

Voting Members
Dr Rob Gerlis
Chair and GP
Representative
Clare Morris
Chief Officer

Name

Salary (bands of £5000)
£000

All pension related benefits
(bands of £2500)
£000

Salaries and Allowances of Senior Managers 2014-15

st

1 Apr
13
st
1 Apr
13
st
1 Apr
13
st

1 Apr
13
th
17
Mar14
st
1 April
13
st
1 Apr
13
st

1 Apr
13
st
1 Apr
13
st
1 Apr
13
st

1 Apr
13
st
1 Apr
14
st
1 Apr
13
th
16
Sep 13
th

20
May 14

* Remuneration provided by Essex County Council
Only GP members who are members of the Board have been included in this table.
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0

0

0

60-65

105-110

4

0

0

35-37.5

140-145

Dean Westcott

Director of Finance,
Contracting and
Performance
Director of
Transformation
Clinical Director

95-100

2

0

0

22.5-25

120-125

85-90

2

0

0

67.5-70

155-160

50-55

1

0

0

0-2.5

50-55

Director of Nursing
and Quality
Interim Director of
Nursing and Quality
Director of Nursing
and Quality
Director of Delivery

50-55

2

0

0

0-2.5

50-55

70-75

0

0

0

0

70-75

0-5

0

0

0

0

0-5

80-85

0

0

0

15-17.5

95-100

10-15

0

0

0

0

10-15

Jackie Sully

Lay Member –
Governance
Lay Member – PPE

5-10

0

0

0

0

5-10

Pauline Quinn

Lay Member - Quality

10-15

0

0

0

0

10-15

35-40

0

0

0

0

35-40

35-40

0

0

0

0

35-40

10-15

0

0

0

0

10-15

30-35

1

0

0

0

30-35

35-40

1

0

0

0

35-40

GP Representative

20-25

0

0

0

0

20-25

GP Representative

20-25

0

0

0

0

20-25

Toni Coles
Dr Christine
Moss
Siobhan Jordan
Denise Hagel
Jane Kinniburgh
Melanie Crass

Ceased

Total
(bands of £5000)
£000

0

Commenced

All pension related benefits
(bands of £2500)
£000

60-65

Title

Long-term
performance pay and
bonuses
(bands of £5000)
£000

Annual performance
related bonsuses
(bands of £5000)
£000

Executive Directors
Rob Gerlis
Chair and GP
Representative
Clare Morris
Chief Officer

Name

Salary (bands of £5000)
£000

Taxable Benefits (rounded
to the nearest £00

Salaries and Allowances of Senior Managers 2013-14

st

1 Apr
13
st
1 Apr
13
st
1 Apr
13
st

1 Apr
13
st
1 Apr
13
st
1 Apr
13
nd
2
Sept 13
th
17
Mar 14
st
1 Apr
13

th

11 Nov
13
th
27 Feb
14
st

1 Nov
13

Lay Members
Stephen King

GP / Clinical Leads
Dr Kamal Bishai GP Representative
and Vic Chair
Dr Alice
GP Representative
Hodkinson
and Vic Chair
Dr Sue
GP Representative
Humphrey
Dr David
GP Representative
Tideswell
Dr Amik Aneja
GP Representative
Dr Miranda
Roberts
Dr Sanjeev
Rana

st

1 Apr
13
st
1 Apr
13
st
1 Apr
13
st

1 Apr
13
st
1 Apr
13
st
1 Apr
13
st
1 Apr
13
st
1 Apr
13
st
1 Apr
13
st
1 Apr
13
60

st

1 Mar
14

Dr Naveed
Akhtar
Dr Duncan
Forsyth
Other
Maggie Pacini*
John
Mackinnon*
Chris Martin*

GP Representative

20-25

0

0

0

0

20-25

Secondary Care
Consultant

10-15

0

0

0

0

10-15

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

Consultant – Public
Health
Social Services
Representative
Integrated
Commissioning
Director

st

1 Apr
13
st
1 Apr
13
st

1 Apr
13
st
1 Apr
13
st
1 Apr
13

* Remuneration provided by Essex County Council
Payments for Loss of Office (Exit packages)
There were two exit packages during the year costing in total £209,703.
Details of the exit packages agreed in 2014-15 are shown on page 12 note 4.4 of the
financial statements.
Payments to Past Senior Managers
No payments of money or other assets have been made to any individual who was not a
senior manager during the financial year but has previously been a senior manager at any
time.
Pension Benefits
The table below shows the Pension Benefits of Senior Managers in 2014-15:

Name

Title

Real
increase
in
pension
at age
60
(bands
of
£2500)

Real
increase
in
pension
lump
sum at
aged 60
(bands
of
£2,500)

Total
accrued
pension at
age 60 at
31st March
2015
(bands of
£5,000)

Lump sum at
age 60
related to
accrued
pension at
31st March
2015
(bands of
£5,000)

Cash
equivalen
t transfer
value at
31st
March
2014

Cash
equival
ent
transfer
value at
31st
March
2015

Real
increase
in cash
equivalen
t transfer
value

Employe
rs
contribut
ion to
partners
hip
pension

£000

£000

£000

£000

£000

£000

£000

£00

Executive Directors
Clare
Morris
Dean
Westcott

Toni
Coles
Dr
Christine
Moss
Peter
Wightman

Chief Officer

2.5-5

7.5-10

15-20

45-50

174

224

44

0

Director of
Finance,
Contracting
and
Performance
Director of
Transformation
Clinical
Director

2.5-5

7.5-10

45-50

135-140

858

964

83

0

2.5-5

7.5-10

35-40

105-110

558

647

74

0

0-2.5

2.5-5

5-10

25-30

157

190

29

0

Director of
Primary Care
and Localities

0-2.5

0

15-20

55-60

382

390

-2

0
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Certain members do not receive pensionable remuneration therefore there will be no entries
in respect of pensions for certain members.
Cash Equivalent Transfer Value
A Cash Equivalent Transfer Value (CETV) is the actuarially assessed capital value of the
pension scheme benefits accrued by a member at a particular point in time. The benefits
valued are the member’s accrued benefits and any contingent spouse’s (or other allowable
beneficiary’s) pension payable from the scheme. CETVs are calculated in accordance with
the Occupational Pension Schemes (Transfer Values) Regulations 2008.
Real Increase in CETV
This reflects the increase in CETV effectively funded by the employer. It takes account of the
increase in accrued pension due to inflation, contributions paid by the employee (including
the value of any benefits transferred from another scheme or arrangement) and uses
common market valuation factors for the start and end of the period.
Pay Multiples
Reporting bodies are required to disclose the relationship between the remuneration of the
highest-paid director / member in their organisation and the median remuneration of the
organisation’s workforce.
2014/15

2013/14

£120 k to £125 k

£105k to £110k

£34,237

£43,508

Ratio of highest paid director / member to median paid
employee

3.6

2.5

No. of employees who were paid more than the highest
paid director / member

0

0

£0 k to £123 k

£3k to £107k

The banded remuneration of the highest paid director /
member
Median remuneration of the CCG workforce

Remuneration ranges in the year

Total remuneration includes salary, non-consolidated performance-related pay, benefits-inkind, but not severance payments. It does not include employer pension contributions and
the cash equivalent transfer value of pensions.
The 2014-15 figures for banded remuneration of the highest paid director and ratio of highest
paid director have increased as a member of the governing body was paid off payroll for 6
months and then transferred to payroll resulting in a higher than normal remuneration in
2014-15.
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Off payroll engagements (not subject to audit)
Off payroll engagements as of 31 March 2015, for more than £220 per day and that lasted
longer than six months were as follows:
Number
The number that have existed:
• For less than one year at the time of
reporting
• For between one and two years at the time of
reporting
• For between two and three years at the time of reporting
• For between three and four years at the time of reporting
• For four or more years at the time of
reporting
Total number of existing engagements as of 31 March
2015

6

2
0
0
0
8

One of the off payroll engagements listed above was in respect of a Governing Body
member who was paid by invoice from April 2014 to September 2014. After which they were
transferred onto the CCG payroll.
All existing off-payroll engagements, outlined above, have at some point been subject to a
risk based assessment as to whether assurance is required that the individual is paying the
right amount of tax and, where necessary, that assurance has been sought.
Number
Number of new engagements, or those that reached six months in duration,
between 1 April 2014 and 31 March 2015

6

Number of the above which include contractual clauses giving the clinical
commissioning group the right to request assurance in relation to Income Tax and
National Insurance obligations

0

Number for whom assurance has been requested
Of which, the number:
• For whom assurance has been received
• For whom assurance has not been
received
• That have been terminated as a result of assurance not being received

0
0
0
0

Clare Morris, Accountable Officer, 27 May 2015

63

STATEMENT OF ACCOUNTABLE OFFICER’S RESPONSIBILITIES
The National Health Service Act 2006 (as amended) states that each Clinical
Commissioning Group shall have an Accountable Officer and that Officer shall be appointed
by the NHS Commissioning Board (NHS England). NHS England has appointed Clare
Morris, Chief Officer, to be the Accountable Officer of the Clinical Commissioning Group.
The responsibilities of an Accountable Officer, including responsibilities for the propriety and
regularity of the public finances for which the Accountable Officer is answerable, for keeping
proper accounting records (which disclose with reasonable accuracy at any time the financial
position of the Clinical Commissioning Group and enable them to ensure that the accounts
comply with the requirements of the Accounts Direction) and for safeguarding the Clinical
Commissioning Group’s assets (and hence for taking reasonable steps for the prevention
and detection of fraud and other irregularities), are set out in the Clinical Commissioning
Group Accountable Officer Appointment Letter.
Under the National Health Service Act 2006 (as amended), NHS England has directed each
Clinical Commissioning Group to prepare for each financial year financial statements in the
form and on the basis set out in the Accounts Direction. The financial statements are
prepared on an accruals basis and must give a true and fair view of the state of affairs of the
Clinical Commissioning Group and of its net expenditure, changes in taxpayers’ equity and
cash flows for the financial year.
In preparing the financial statements, the Accountable Officer is required to comply with the
requirements of the Manual for Accounts issued by the Department of Health and in
particular to:
 Observe the Accounts Direction issued by NHS England, including the relevant
accounting and disclosure requirements, and apply suitable accounting policies on a
consistent basis;


Make judgements and estimates on a reasonable basis;



State whether applicable accounting standards as set out in the Manual for Accounts
issued by the Department of Health have been followed, and disclose and explain
any material departures in the financial statements; and



Prepare the financial statements on a going concern basis.

To the best of my knowledge and belief, I have properly discharged the responsibilities set
out in my Clinical Commissioning Group Accountable Officer Appointment Letter.

Clare Morris, Accountable Officer, 27 May 2015

64

West Essex CCG Annual Governance Statement
by Clare Morris as the Accountable Officer
NHS West Essex CCG Annual Governance Statement by Clare Morris as the
Accountable Officer
1. Introduction & Context
As at 1 April 2014, the clinical commissioning group (CCG) was licensed without conditions.
The CCG is a clinically led membership organisation made up of 38 general practices. The
members are responsible for determining the governing arrangements and these are set out
in our Constitution. The CCG’s Board is the governing body of West Essex CCG.
As a statutory body we have the duty of commissioning certain health services through
contracting in our own name and are treated as an NHS body for the purposes of the
National Health Service Act 2006; this includes the role of provider of the Community
Referral Service (CRS).
There has been a significant programme of organisational development including, but not
limited to, the establishment of a patient reference group called ‘Sounding Board’, as one
channel to ensure a patient centred approach informs all we do; holding bi-monthly Board
development sessions and monthly shared informal learning for staff through what are
known as ‘Light Bite’ sessions.
There is a range of mechanisms ensuring member practices and clinicians are involved in
and influence commissioning decisions and this is reflected in the Memorandum of
Agreement.
2. Scope of Responsibility
As Accountable Officer, I have responsibility for maintaining a sound system of internal
control that supports the achievement of the CCG’s policies, aims and objectives, whilst
safeguarding the public funds and assets for which I am personally responsible, in
accordance with the responsibilities assigned to me in Managing Public Money. I also
acknowledge my responsibilities as set out in my CCG Accountable Officer Appointment
Letter.
I am responsible for ensuring that the CCG is administered prudently and economically and
that resources are applied efficiently and effectively, safeguarding financial propriety and
regularity.
3. Compliance with the UK Corporate Governance Code
We are not required to comply with the UK Corporate Governance Code. However, we have
reviewed our Corporate Governance arrangements by drawing upon best practice available,
including those aspects of the UK Corporate Governance Code we consider to be relevant to
the CCG and best practice as detailed in 4.1 below.
4. The CCG Governance Framework
The National Health Service Act 2006 (as amended), at paragraph 14L(2)(b) states:

65

The main function of the governing body is to ensure that the group has made appropriate
arrangements for ensuring that it complies with such generally accepted principles of good
governance as are relevant to it.
4.1
The CCG’s Constitution sets out the arrangements made for the group to meet its
responsibilities for commissioning care for the people for whom it is responsible. It
describes the governing principles, rules and procedures that the group has established to
ensure probity and accountability in the day to day running of the CCG; to ensure that
decisions are taken in an open and transparent way and that the interests of patients and
the public remain central to its goals.
The Constitution has been supported by the CCG’s Standing Orders, Standing Financial
Instructions and Scheme of Reservation and Delegation and policies including managing
conflicts of interest. The Scheme of Reservation and Delegation sets out those decisions
that are reserved for the membership as a whole and decisions that are the responsibility of
its governing body.
The group has observed generally accepted principles of good governance in the way that it
has conducted its business. These include:





The highest standards of propriety involving impartiality, integrity and objectivity in
relation to the stewardship of public funds, the management of the organisation
and the conduct of its business;
The Good Governance Standard for Public Services;
The standards of behaviour published by the Committee on Standards in Public
Life (1995) known as the ‘Nolan Principles’
The seven key principles of the NHS Constitution;
The Equality Act 2010.

The group has demonstrated its accountability to its members, localities, local people,
stakeholders and to NHS England in a number of ways, including by:












Publishing it’s Constitution;
Appointing independent lay members and a non-GP clinician to its governing
body;
Holding meetings of its governing body in public (except where the Board
considers that it would not be in the public interest in relation to all or part of a
meeting);
Publishing an annual commissioning plan;
Complying with local authority, health overview and scrutiny requirements;
Producing annual accounts for this financial year which have been externally
audited;
Holding a planned Annual General Meeting in order to publish and present the
annual report and audited accounts in the autumn for the year ending 2013-14;
Having a published and clear complaints process;
Complying with the Freedom of Information Act 2000;
Providing information to NHS England as required;
Working closely with Internal Audit and Counter Fraud Services to ensure
assurance and risk processes within work programmes are aligned to the
statutory responsibilities of the CCG.

In addition to these statutory requirements the group has demonstrated its accountability by:
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Publishing it’s principle commissioning and operational policies;
Holding monthly member practice locality stakeholder meetings and quarterly ‘GP
shutdown’ members meetings
Holding west Essex public engagement events in 2014-15 on the engagement
with the 5 Year Strategic Plan for West Essex Health and Care System
2015/2020 in follow up to the consultation on My health, My future, My say.

Staff are advised of new policies and updates to policies via the intranet and briefings to
ensure that individual responsibilities and awareness is appropriately conveyed.
A register of interests is maintained by the CCG on which Declarations of Interest are
recorded by members of the committees and the Board.
The CCG has encouraged its employees to report concerns as soon as practicably possible
and provide a number of options to do so. This information is detailed in the reviewed and
updated Anti-Fraud and Bribery Policy with supporting internal publicity including posters /
leaflets in staff areas. A Whistleblowing Policy is in place setting out a process to raise any
concerns and a Managing Conflicts of Interest Policy is in place for application where
required.
4.2
The Board has throughout the year, had an ongoing role in reviewing the group’s
governance arrangements to ensure the continuous reflection of the principles of good
governance. For example, by holding Board development sessions with the full leadership
team which have focused on risk management, Board and statutory lead roles,
sustainability, Health and Safety and on the 5 Year Strategic Plan with the underpinning
transformation and integrated care programme developments. The implementation of the
governance review took place which resulted in a refresh of the Corporate Governance
Manual including the Scheme of Delegation and in the terms of reference of the reporting
committees to ensure that they were fit purpose. An updating of the Constitution was
completed with a variation of change request approved by NHS England.
The CCG continues to develop its decision making to reflect the duty to make decisions as
close to the patient as possible to encourage local innovation and the delivery of patient
centred commissioning. There was further engagement of a wide range of local people,
partners and stakeholders from whom we gathered views and ideas for sustainable care
and we learnt about the changes patients felt were needed to deliver a personalised health
and social care service, under the My Health, My Future, My Say campaign.
4.3
The governing body has 11 voting members (with one GP member position not filled
during the year), of which the majority are clinicians. The principles and approach by which
the CCG manages actual and potential conflicts of interest including the Board and
committees agendas, particularly in relation to decision making, is covered within our
Managing Conflicts of Interest Policy which has been invoked.
4.4

The voting and the non-voting membership are as follows:Voting membership:






3 GP members one of whom has been elected as chair with two vice
chairs, one of which has been a vacancy in 2014-15
3 Lay members with the Lay Member – Governance as Deputy Chair
Secondary care specialist consultant
Clinical Director (also a practicing clinician)
Director of Nursing and Quality
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Chief Officer who acts as the ‘Accountable Officer’
Director of Finance, Contracting and Performance (Deputy Chief
Officer)

Non- voting membership:

Director of Transformation

Public health consultant

Social care representative

Director of Primary Care and Localities

Member of Essex County Council
The CCG’s Board has established the following main committees within its accountability
framework.

Assurance Committees:o Audit Committee
o Remuneration and Terms of Service Committee
o Patient Safety, Quality and Experience Committee
o Finance and Performance Committee


4.5

Decision making committees:o Executive Health and Care Commissioning Committee
o Executive Committee

Audit Committee – Bi-monthly meeting

This committee provides the CCG’s governing body with an independent and objective view
of the group’s financial systems, financial information and compliance with laws, regulations
and directions governing the group in so far as they relate to finance, good corporate
governance and the group’s responsibility to act effectively, efficiently and economically.
The Audit Committee is chaired by the Lay Member for Governance and its other members
comprise of the Lay Member for Quality, the Lay Member for Patient and Public Engagement
and to strengthen the assurance, has provision for an independent Lay Member. The
Committee met in line with the terms of reference and attendance records are shown on
page 81 of this report.
Oversight is exercised by commissioning internal audit review via a risk based audit plan and
the receipt of reports at the Audit Committee from External and Internal Auditors and the
Local Counter Fraud Service (LCFS). These reports detail areas of concern. The committee
reviewing the draft and final Annual Accounts prior to recommending their approval, receives
and reviews the annual audit letters and audit recommendations and the review of progress
made to clear audit recommendations throughout the year. In addition the assurance
processes for both the operational risk register and assurance framework are regularly
reviewed, together with the receipt of reports on losses, bad debts and tender waivers which
are provided at each Audit Committee.
The Audit Committee undertook a self-assessment completed as part of their governance
arrangements from which, although not yet fully completed by all members and attendees, it
was agreed Committee assurance relating to clinical audit assurances being received and
monitored should be covered at a Board and clinical executive development session for
wider discussion.
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Internal Audit and LCFS risk assessments and plans are reviewed at the Audit Committee.
The Committee receives reports from Internal Audit and from the LCFS at each meeting and
requests updates and follow up actions as appropriate. In addition there is discussion with
NHS England regarding how counter fraud risk is managed across CSU boundaries.
The LCFS provides regular updates to the Director of Finance, Contracting and Performance
on all aspects of the proactive and reactive work undertaken at the CCG and progression
against the agreed work plan.
The LCFS has a standing item on the Audit Committee agenda and presents a report
detailing the work being undertaken against NHS Protect’s seven generic areas for
countering fraud in the NHS. An update on the progression of investigations and the
implementation of recommendations is also provided at these meetings. The CCG
undertakes briefings on fraud to the Audit Committee.
The Audit Committee considered the CCG’s Anti-Fraud and Bribery Policy to ensure that
processes exist to mitigate fraud. The Audit Committee also review the risk assessment
used by the LCFS to identify those areas within the CCG that could be considered high risk
in relation to fraud and the corresponding LCFS and internal audit proactive plan to focus on
those risks.
The Audit Committee has a section on each committee agenda which identifies areas where
Standing Orders or Standing Financial Instructions have been waived and the rationale for
the waiver.
The annual Head of Internal Audit Opinion is considered by the Audit Committee and any
issues debated or rectifying action plans put in place to address any concerns.
The CCG’s Annual Governance Statement was considered by the Audit Committee and
debated and amended prior to recommendation of acceptance. It is only after the Audit
Committee approval that the CCG Accountable Officer signs off the statement.
The Audit Committee is aware of all on-going fraud allegations and actions through the
updates provided by LCFS which details all fraud reported and under investigation as well as
outcomes.
An internal audit of controls related to services provided by the CSU indicated significant
weaknesses. Remedial action was instigated as part of the change in CSU services and
management are now not aware of significant weaknesses other than those highlighted in
the Service Auditors Report for 2015 – 16.
The key highlights of the Audit Committee work for this year have been:





Reviewing the ICT Operational and disaster recovery plan, which had been
outstanding for some time
Arrangements for the whistle blowing policy, on which the committee has a significant
role in monitoring
Regular reports on information governance arrangements which remained a
significant risk to effective operations
Development of arrangements to assure our business critical models to better
comply with the McPherson report recommendations
Arrangements to assure implementation of recommendations from the Mid-Staffs and
Winterbourne View enquiries.
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Remuneration and Terms of Service Committee – met 3 times

4.6

This committee has delegated responsibility for making decisions on behalf of the Board on
all aspects of the remuneration and terms of service of the Executive leadership team of the
CCG and clinical representatives (and any assessment of their performance).
The Committee is chaired by the Lay member for Patient and Public Engagement and its
other membership comprises of the CCG’s Chairman, Lay Member for Governance, Lay
Member for Quality and the CCG’s Vice Chair. The Committee met in line with the terms of
reference on each occasion and attendance records are shown on page 81 of this report.
Three key highlights of the work of the Committee were:



Setting and considering the retention and reward of posts and their remuneration that
fall within the remit of the Committee
Setting and considering the retention and reward of new Executive members posts
and their remuneration
Considering business cases for redundancy.
Executive Health and Care Commissioning Committee – monthly
meeting

4.7

This committee provides the Board with assurance in relation to any assigned or delegated
actions and processes relating to the CCG’s compliance with its statutory responsibilities.
It is chaired by the CCG’s Chairman with other voting membership consisting of the CCG’s
Vice Chairs, the Clinical Director, 6 Clinical Transformation Leads, the Chief Officer, Director
of Finance, Contracting and Performance, the Director of Nursing and Quality, the Director of
Transformation, the Integrated Commissioning Director (West) – ECC, the Director of
Primary Care and Localities and the Consultant in Public Health.The committee met in line
with the terms of reference and attendance records are shown on page 82 of this report.
The key highlights of the work of the committee have been the:



4.7

Primary Care Psychological Therapies service specifications - the Committee agreed
outcomes of the procurement process, specification and Invitation to Tender
IVF provision – the Committee approved the procurement contract award
recommendation
Community and voluntary sector funding – the Committee agreed the
recommendations for the approach to Community and Voluntary Sector funding for
2015-16 and beyond
Parity of esteem.
Patient Safety, Quality and Experience Committee – monthly
meeting

This committee provides an assurance and scrutiny role on the performance of all
commissioned services in relation to all aspects of quality including patient safety, patient
experience and effectiveness of outcomes. This includes statutory duties such as information
governance.
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It is chaired by the Lay Member for Quality, and has as its membership, Lay Member for
Patient and Public Engagement as Vice Chair, the Director of Nursing and Quality, the
Clinical Director, the Chief Officer, Director of Transformation, two CCG GP leads and the
Secondary Care Consultant. The committee met in line with the terms of reference and
attendance records are shown on page 83 of this report.
Key highlights of the work of the committee were:



Development of the Patient Passport
Embedding quality in the CCG through the Quality Action Group
Development of the Quality Framework.

Finance and Performance Committee – monthly meeting

4.8

This committee provides an assurance and scrutiny role on behalf of the Board on all
aspects of the organisation’s financial performance and strategy, commissioning and
contracting activities including the transformation programme delivery and performance with
the exception of quality indicators.
It is chaired by the Chair of the CCG and the membership includes the Vice Chair (Deputy
Chair of the Committee), the Chief Officer, the Director of Finance, Contracting and
Performance, the Director of Primary Care and Localities, the Director of Transformation,
the Clinical Director, the Lay Member for Governance, the Head of Performance, the
Assistant Director of Contracting and Performance, the Director of Nursing and Quality, the
Integrated Commissioning Director and the Consultant in Public Health. The committee met
in line with the terms of reference and attendance records are shown on page 84 of this
report.
Key highlights of the committee’s work this year have been the:




4.9

Management and mitigation of the risks arising as a result of PAH implementing their
EPR system and from the end of May 2014 no performance or billing data was
available
Agreement of the status of the Barts contract and key issues around performance
dating back to 2013-14
Delivery of the agreed financial recovery plan to ensure that the organisation meets
it’s agreed and statutory financial targets
Health and social care scorecard – signing off the development of the scorecard
which brings together key elements of health and social care metrics
Robustness of the transformation programme arrangements and forecasts.
Executive Committee – fortnightly meeting

This committee provides effective leadership that oversaw all aspects of operational activities
of the CCG, which has ensured that the CCG had adequate organisational capacity and
capability to meet statutory requirements and the CCG’s strategic development.
It is chaired by the Chief Officer and membership includes two CCG GP Board Members, the
Director of Finance, Contracting and Performance, the Director of Transformation, the
Director of Nursing and Quality, the Clinical Director, the Director of Primary Care and
Localities, the Consultant in Public Health and the Integrated Commissioning Director (West)
- ECC. The committee met in line with the terms of reference and attendance records are
shown on page 85 of this report.
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The key highlights of the work of the committee during the year were the:





Equality and diversity – the Committee agreed Terms of Reference for the Equality
and Diversity Group, reviewed and recommended policies to the Board and received
quarterly updates
CCG Constitution – the Committee approved recent changes and recommended
them to Board, plans have also been developed for revised clinical representation on
Board
Operational risks – monthly reviews and updating of the Corporate Risk Register and
bi-monthly of the Assurance Framework
Workforce – the Committee approved recruitment, developed a staff survey,
analysed the results and set up of a staff survey task and finish group and developed
the Organisational Development Plan for 2015-16
Annual Audit Plan – the Committee reviewed and made decisions on the content for
the year.

The Board and sub-committee attendance records are shown at Appendix A.
The Governing Body review of effectiveness can be evidenced by: Quarterly assurance review meetings held with NHS England’s Essex Area Team on
the CCG’s performance against the CCG assurance and outcomes framework and
reported to the Board
 Achievement of the strategic objectives for 2014-15 despite a number of risks that
effected delivery
 Internal Auditors review on compliance with relevant legislation and policies and
reported by exception to the Audit Committee
 Regular Board development sessions to enable the Board to discuss and focus on
particular issues and developments, which included a reflection of a self-assessment
of the Board.
5.

The CCG Risk Management Framework

5.1
The CCG is committed to ensuring that risk management forms an integral part of its
philosophy, practices and business plans, rather than viewed or practiced as a separate
programme and that responsibility for implementation is accepted at all levels of the CCG.
The Risk Management Policy has been reviewed, approved and adopted by the Board. It
provides a risk management framework for a streamlined, systematic and proactive
approach to all clinical and non-clinical operational and strategic risks.
The aim of the risk management framework is to:





ensure that all individuals, committees and the Board are aware of their roles and
responsibilities
support all staff and the Board through provision of risk management training
create a learning culture that encourages the sharing of knowledge to risk
assessment and risk management
enable a positive attitude to risk management
develop and promote policies and procedures that support all in identifying and
managing risk
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encompasses the management of risks inherent in activities that seek to deliver
project and business objectives.

Our assurance framework provides the risks that are identified that are over-arching or
provide a high level of risk that could adversely impact on the CCG reaching its planned
goals or strategic objectives. The more detailed business or operational risk elements
are recorded on the operational risk register.
The Executive Committee reviews the assurance framework and risk register regularly,
ensures progress is made on mitigating actions and recommends where risks are to be
closed.
The Audit Committee reviews both the assurance framework and risk register for
effectiveness of the process at each meeting.
The Board is routinely presented with the assurance framework on the risks to the
strategic objectives together with the red risks on the business or operational risks for
scrutiny, challenge and assurance.
The risk management framework enables the CCG to:

identify all reasonably foreseeable risks, particularly which may potentially have
adverse effects on the quality of care, safety of patients, staff and visitors
(Risk Identification)



assess risks in terms of likelihood and severity (Risk Assessment)



apply risk ratings to identified risks (Risk Quantification)



identify the appropriate level of management to be responsible for the risk (Risk
Owner)



take positive action to eliminate or reduce risks to as low as is reasonably
practicable and continually review these actions (Risk Treatment)



keep the Board, Executive and Audit Committees and other relevant
committees appraised of the significant risks present across the CCG
(principally via the Assurance Framework, Risk Register and Risk reports)



create an escalation and accountability framework to help ensure satisfactory
risk mitigation processes and to ensure risk owners are encouraged and
supported in their task.

The CCG has had in place:








a risk register on which the latest updates were reported
clear ownership of risks with escalation arrangements in place to the Board
recording process for all risks and incidents
appropriate and consistent validation of risks through use of the risk
methodology and review by the committees and Board
learning from incidents through root cause analysis and shared learning
triangulation of complaints and incidents
the accurate reflection of known top risks to the organisation through the
assurance framework
mandatory training on risk management.
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5.3
Risk management was further embedded in the activity of the CCG, for example, by
the undertaking of equality impact assessments as this has been a developing integration
into the core business by having these developed to inform all policies, business cases,
plans, proposals, strategies and decision making to manage or reduce the identified risks.
The CCG has developed an “open, just and non-punitive” culture where all staff feel able to
report adverse incidents, near misses and hazards in the knowledge that incidents / errors
are not normally investigated through the disciplinary procedure.
A number of policies and procedures have been put in place to enable managers and staff to
resolve concerns or issues that may arise. The Whistleblowing Policy also provided a
framework for employees to raise concerns in line with the Public Interest Disclosure Act
1998, without the perception of being disloyal to colleagues, managers or the organisation.
Our disciplinary procedure promotes an approach where action will only be taken when it is
felt that staff deliberately attempt to disguise errors and / or dangerous practice, or when the
incident involves significant negligence or significant poor standards of care.
The CCG is committed to identifying the underlying or root causes of incidents, claims and
complaints, and the principal objective is to identify “system failures”, rather than focusing on
individual failures.
5.4
The CCG involves public stakeholders in managing risks that impact on them by
having an opportunity to contribute to the process – this also promotes good communication
and notification of risk. Feedback on risk issues is encouraged through the Patient Advice
Liaison Service (PALS), patient and public involvement fora and other relevant bodies. All
managers and employees understand the potential value of risk reporting from patients and /
or members of the public and adopts a welcoming attitude to comments and complaints, with
thorough follow-up of any potential risks identified. Information is provided in the public
domain (on the CCG’s website, newsletters and so on) on clear points of contact and
stresses the importance of public feedback.
5.5.

Risk appetite

The CCG understands it has to live with a degree of risk as it is impossible to eliminate all
threads. The Board has provided the strategic steer for the development of the approach to
further determine the risk appetite for the CCG, which the Audit Committee is now taking
forward.
5.6

Mitigation and Management of Risk

The application of the risk management framework enabled the prevention of risk through:





5.7

Commitment to identifying the underlying or root causes of incidents, claims and
complaints
Promoting an open, just and non-punitive culture
Driving an ongoing information and education programme which empowers and
supports staff in the risk management process
Updating and maintaining the knowledge of Board members
All staff being familiar with the terms of the Anti-fraud and Bribery Policy through
promotion with the help of Counter Fraud services.

Deterrents for Risks Arising
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The deterrents for risks arising are referenced within the Audit Committee section of this
statement. They include Counter Fraud activity which plays a key part in deterring risks to
the organisation’s financial viability and probity. An annual Counter Fraud Plan is agreed by
the Audit Committee which focuses on the deterrence, prevention, detection and
investigation of fraud. The CCG’s Standing Orders, Standing Financial Instructions and
policies and procedures place an obligation on all employees and lay members to act in
accordance with best practice in order to prevent fraud, bribery and corruption.
If there is evidence of fraud, it is referred to our Local Counter Fraud Specialist (LCFS) and
following the conclusion of an investigation, available sanctions will be considered in
accordance with NHS Protect guidance. This may include criminal prosecution, civil
proceedings and disciplinary action, as well as referral to a professional or regulatory body.
Awareness of the need to detect and deter risks is available to all employees through
posters on display, leaflets and surveys together with an educational Light Bite related
session.
Our information risk policies provide all staff with information regarding compliance with legal
requirements and how to avoid breaches of any law, statutory, regulatory or contractual
obligations and security requirements in relation to the prevention of misuse of information.
5.8

Management of Current Risks

The management of our current risks is in accordance with our risk management framework
– Section 5.1 and as applied under the Risk Assessment in Relation to Governance, Risk
Management and Internal Control – Section 8.
5.9

Risk Tolerance

The acceptability of each risk is assessed on its own merits, but will generally follow the
categories as stated in the Risk Management Policy whereby low risks are considered
acceptable, moderate risks are considered acceptable in the short term provided that
responsibility for control has been identified and is being implemented, high risks are
unacceptable in the medium term and require input to reduce them and serious risks are
unacceptable in the short term and require urgent action to reduce them.
6.

The CCG Internal Control Framework

A system of internal control is the set of processes and procedures in place in the CCG to
ensure it delivers its policies, aims and objectives. It is designed to identify and prioritise the
risks, to evaluate the likelihood of those risks being realised and the impact should they be
realised, and to manage them efficiently, effectively and economically.
The system of internal control allows risk to be managed to a reasonable level rather than
eliminating all risk; it can therefore only provide reasonable and not absolute assurance of
effectiveness.
The control mechanisms are described within the Risk Management - Section 5.
7.

Information Governance

The NHS Information Governance Framework sets the processes and procedures by which
the NHS handles information about patients and employees, in particular personal
identifiable information. The NHS Information Governance Framework is supported by an
information governance toolkit and the annual submission process provides assurances to
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the CCG, other organisations and to individuals that personal information is dealt with
legally, securely, efficiently and effectively.
We place high importance on ensuring there are robust information governance systems and
processes in place to help protect patient and corporate information. We have reviewed our
information governance management framework and have developed information
governance processes and procedures in line with the information governance toolkit.
We have ensured that all staff have access to information governance training and have
achieved the attainment threshold as required by the NHS Information Governance toolkit
and have implemented a staff information governance handbook to ensure staff are aware of
their information governance roles and responsibilities. There are processes in place for
incident reporting and investigation of serious incidents.
8. Risk Assessment in Relation to Governance, Risk Management and Internal
Control
8.1 At the end of the year our risk profile showed the following:
Strategic Risks. Our profile on the risks to achieving our strategic objectives at the end
of March is:-

Red

Amber

(High)

(Significant)
0

Yellow or Green
(Low)

6

2

Corporate Operational Risks
At the end of the year our profile of risks was as follows:Number
of red
risks
(high)

Number of
amber risks
(significant)

16

25

Number of
yellow risks
(moderate)
3

Number
of green
risks
(low)
2

The remaining red assessed corporate operational risks are identified as:









Primary Care access
Non-achievement of 62 day cancer waiting times
PAH ability to manage emergency demand
A&E 4 hour standard
}
Ambulance response time
} Performance failures
Cancer waiting times
}
18 week referral to treatment (RTT) standard }
Transformation programme slippage + demand pressures compromises CCG’s
delivery of surplus target
HCAI MRSA breach
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HCAI C.Dif targets
PAH theatre issues affecting maternity delivery
Backlog of Continuing Healthcare Reviews
Lack of reporting and analysis of safeguarding, serious incident and complaint
data relating to individual placement environments
Supreme Court Judgement clarification that person that lacks capacity can be
deprived of their liberty where the State is responsible for imposing arrangements
Insufficient re-ablement capacity
Delivery of System Resilience Plan

8.2
These risks will be carried forward into 2015-16. Working within the risk management
framework, the respective committees of Patient Safety, Quality and Experience Committee,
Finance and Performance Committee, Executive Health and Care Commissioning
Committee, and Executive Committee will lead the controls and mitigating actions required
with the responsible Executive Director lead. The Audit Committee will provide scrutiny and
challenge to the risk management of these risks and provide an assurance opinion to the
Board. The Board will ensure that any additional measures are fully explored in order to
manage or reduce the identified risks.
9.

Sustainable Development Obligations

The CCG is required to report its progress in delivering against sustainable development
indicators.
We have developed a Board approved Sustainable Development Management Plan to
assess risks, enhance our performance and reduce our impact, including against carbon
reduction and climate change adaptation objectives. This includes establishing mechanisms
to embed social and environmental sustainability across policy development, business
planning and in commissioning.
An internal audit report indicated we had limited assurance of sustainability compliance
management.
A Board development session was undertaken to update members
understanding of relevant legislation and our arrangements for compliance as part of
developing our plans.
We will ensure the CCG complies with its obligations under the Climate Change Act 2008,
including the Adaptation Reporting Power and the Public Services (Social Value) Act 2012.
We are also setting out our commitments as a socially responsible employer.
10.

Review of Economy, Efficiency and Effectiveness of the Use of Resources

Ensuring the effective and efficient use of resources is a key duty of the CCG.
The CCG’s Finance and Performance Committee reviews and agrees the organisations
financial plans and budgets at the beginning of the year and is responsible for receiving and
reviewing the detailed monthly finance and performance reports in respect of the CCG’s
operational performance together with its performance against transformation and efficiency
targets.
The Board is required to approve the annual financial plan.
The Board receives at each meeting a report on key financial and performance issues
including related risks.
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The continuous requirement to deliver year on year efficiency within available resources is
developed in line with best practice and benchmarking of key performance metrics whilst
demonstrating that the health needs of the local population are being considered and
appropriately commissioned. From a corporate running cost originally set in 2013/14 at
£23.48 per head of population the CCG has achieved a saving of £2.14 million and has met
the revised running costs target of £23.30 per head of population. The actual figure was
£16.19 per head of population.
Key financial risks are incorporated with the organisations risk register which is subject to
review by the executive and audit committees, with risks rated significant being reported to
the Board.
Internal audit plans are agreed by the Executive Committee and approved by the Audit
Committee and will provide a focus on areas relating key controls required to ensure the
effective use of resources.
The CCG has in place appropriate procurement procedures to ensure that value for money
is achieved when tendering for goods and services.
11. Review of the Effectiveness of Governance, Risk Management & Internal Control
As Accountable Officer I have responsibility for reviewing the effectiveness of the system of
internal control within the CCG.
12. Capacity to Handle Risk
The risk management framework has previously been set out in this statement. Within the
risk management accountability and reporting structure, the Accountable Officer has overall
responsibility for risk management and assurance processes including the implementation of
those processes. The Accountable Officer holds Executive Directors to account in their role
as risk owners. The Board is responsible for reviewing the effectiveness of internal controls
and receives a red risk report at each bi-monthly board meeting. Risk management issues
are channelled to the Board from the Executive Committee, with the Audit Committee
providing assurance to the Board on the risk management system and controls in place as it
is the Audit Committee which is responsible for ensuring that the CCG establishes and
maintains effective systems of integrated governance, risk management and internal
controls across the whole of the organisation’s activities.
The Director of Finance, Contracting and Performance is the Executive Director with overall
responsibility for corporate governance and risk management and is also responsible for all
facets of financial risks. The Director of Nursing and Quality is responsible for clinical
governance and clinical risk management, to provide expert professional advice throughout
the organisation and be the focal point for clinical risk issues within the Patient Safety,
Quality and Experience Committee.
The Executive Directors have been assigned responsibility for operational management of
the CCG on a day to day basis and, as such, the Board have been assured that risk
management issues are integral to the decision making process.
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13.

Review of Effectiveness

My review of the effectiveness of the system of internal control is informed by the work of the
internal auditors and the executive managers and clinical leads within the CCG who have
responsibility for the development and maintenance of the internal control framework. I have
drawn on performance information available to me.
The Board Assurance Framework itself provides me with evidence that the effectiveness of
controls that manage risks to the CCG achieving its principles objectives have been
reviewed.
I have been advised on the implications of the result of my review of the effectiveness of the
system of internal control by the Board, the Audit Committee and Patient Safety, Quality and
Experience Committee.
The process that has been applied in maintaining and reviewing the effectiveness of the
system of the internal control has been by:

The Board through receipt of reports providing clear, comprehensive summary
information on the quality dashboard and financial and performance reports from
the reporting committees. The Board has a clear line of sight of the decision
making processes through having an organisational structure that provides clear
responsibility for commissioning, monitoring, scrutiny and challenge.



The Audit Committee which is there to scrutinise and challenge process for
effective internal controls.



The Executive Committee, the Patient Safety, Quality and Experience Committee
and the Finance and Performance Committee which reviews the risks to the
organisation and the strength of the controls and the mitigating actions.




Internal audit reports
Other explicit review/assurance mechanisms.

There have been no significant internal control issues or gaps in control.
Following completion of the planned audit work for the financial year for the CCG, the Head
of Internal Audit issued an independent and objective opinion on the adequacy and
effectiveness of the CCG’s system of risk management, governance and internal control.
The Head of Internal Audit concluded that:
Significant assurance can be given that there is a generally sound system of internal
control, designed to meet the CCG’s objectives, and that controls are generally being
applied consistently. However, some weakness in the design and / or inconsistent
application of controls put the achievement of particular objectives at risk.
During the year the Internal Audit issued the following audit report with a conclusion of
limited assurance:
Sustainability – this report was issued with two priority 1 and four priority 2
recommendations. The priority 1 recommendations raised were that:


The CCG's Operational Plan and sustainability strategic objective should be updated to
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additionally reflect sustainability issues concerning environmental and social factors.
Once updated, the Plan should be reviewed and approved by the CCG's Board and
communicated to all staff.
The CCG should refer to the Sustainable Development Unit's Sustainability Indicators
guidance document when developing sustainability targets and performance indicators.
Once developed, the sustainability performance indicators should be presented to the
Board or delegated sub-committee for approval and evidenced as such in the related
meeting’s minutes. Performance against the indicators should be monitored on a regular
basis and reported to the relevant committee.

There were no Internal Audit reports issued with ‘no assurance’ during the year.
14.

Data Quality

The CCG has faced a challenging year in 2014/15 with local issues impacting on data
quality as a result of the implementation of new patient record systems at Princess
Alexandra Trust and Cambridge University Foundation Trust. These issues are gradually
being resolved with the expectation that full reporting will resume by the second quarter of
2015/16. Through our contractual arrangements with Providers we set out clear standards
for data quality and an annual Data Quality Improvement Plan (DQIP) to ensure constant
development and improvement. In addition regular review and validation is undertaken,
and where appropriate challenges raised.
The CCG is has achieved Accredited Safe Haven (ASH) status. This allows the CCG to
receive weakly pseudonymised data (including NHS number). In addition during 2014/15
the CCG has continued with the implementation of its business intelligence platform via the
MedeAnalytics system, including the roll out of the pseudonymisation at source tool which
legally enables the linking of various datasets via an encrypted NHS Number. The current
data flows include acute hospital, community hospital, social care, continuing healthcare,
and some GP practices.
15.

Business Critical Models

A checklist drawn from the Macpherson Report has been piloted on two business critical
models, the 5 year medium term financial plan and the Mede-Analytics contract monitoring
model to quality assure the models. The learning of the application of the checklists has
been provided to the Audit Committee with a plan to identify further business critical models
for application of the checklist in 2015-16.
An internal audit report of the controls in place relating to 5 year medium term financial plan
business critical model was undertaken as part of the Internal Audit Plan.
An audit opinion was not provided for this audit but recommendations were made, most of
which will be adopted including the IT Faculty’s Excel Community Advisory Committee,
‘Twenty Principles for Good Spreadsheet Practice’.
16. Data Security
We have submitted a satisfactory level of compliance with the information governance toolkit
assessment.
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There have been no serious incidents relating to data security breaches, including none that
were reported to the Information Commissioner.
17. Discharge of Statutory Functions
During establishment, the arrangements put in place by the CCG and explained within the
Corporate Governance Manual were developed to ensure compliance with the all relevant
legislation.
In light of the Harris Review, the CCG is clear about the legislative requirements associated
with each of the statutory functions for which it is responsible, including any restrictions on
delegation of those functions.
Responsibility for each duty and power has been clearly allocated to a lead Director.
Directorates have confirmed that their structures provide the necessary capability and
capacity to undertake all of the clinical commissioning group’s statutory duties.
18.

Conclusion

I am confident that the CCG has all the required internal controls in place during 2014 -15.

Clare Morris
Accountable Officer
27 May 2015
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Attendance
Board meetings attended
Membership
May

July

September

November

January

March

Voting members
Dr Rob Gerlis Chairman

Dr Kamal Bishai Vice Chair

×

Stephen King Lay Member - Governance

×

Jackie Sully Lay Member - PPI

×

Pauline Quinn Lay Member – Quality

×

×

Clare Morris Chief Officer

×

Dean Westcott Director of Finance, Contracting and
Performance

×

Jane Kinniburgh Director of Nursing and Quality

×

Duncan Forsyth Secondary Care Consultant

×

Dr Christine Moss Clinical Director

Non-voting members
Toni Coles Director of Transformation

×

Peter Wightman Director of Primary Care and Localities

×

×

×

×

Maggie Pacini Consultant in Public Health

Chris Martin Social Services Representative

Cllr Terry Cutmore Member of Essex County Council

×
×

×
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Audit Committee meetings attended
Membership
May

May

July

September

November

January

March

×

×

Stephen King Lay Member Governance
Pauline Quinn Lay Member –
Quality

×

Jackie Sully Lay Member - PPI

Membership

×

×

×

Remuneration and Terms of Service
Committee meetings attended
April

Rob Gerlis Board Chairman

September

December

×

Stephen King Lay Member - Governance
Pauline Quinn Lay Member – Quality

×

Jackie Sully Lay Member - PPI

Dr Kamal Bishai Board Vice Chair

×

×
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Membership

Executive Health and Care
Commissioning Committee Attendance
Could have

Did

Dr Rob Gerlis CCG Chair

14

10

Clare Morris Chief Officer

14

6

Dr Kamal Bishai CCG Vice Chair

14

11

Dean Westcott Director of Finance, Contracting and Performance

14

7

Jane Kinniburgh Director of Nursing and Quality

14

8

Toni Coles Director of Transformation

14

10

Dr Christine Moss Clinical Director

14

10

Chris Martin Integrated Commissioning Director

14

11

Peter Wightman Director of Primary Care and Localities

14

13

Maggie Pacini Consultant in Public Health

14

11

Dr Susan Humphrey Clinical Lead

14

7

Dr David Tideswell Clinical Lead

14

13

Dr Sanjeev Rana Clinical Lead

14

9

Dr Naveed Akhtar Clinical Lead

14

10

Dr Amik Aneja Clinical Lead

14

12

Dr Miranda Roberts Clinical Lead

14

8
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Patient Safety, Quality and Experience Committee Attendance
Membership

April

Pauline Quinn Lay
Member – PPE

May

June

July

Aug.

Sept.

Oct.

Nov.

Dec.

Jan
.

×

Jane Kinniburgh
Director of
Nursing and
Quality

×

Dr Christine Moss
Clinical Director

×

×

×

×

×

×

Clare Morris Chief
Officer

×

×

×

×

×

Duncan Forsyth
Secondary Care
Consultant

×

×

×

×

Toni Coles
Director of
Transformation

×

Mar.

×

×

Jackie Sully Lay
Member – Quality

Feb.

×

×

×

×

×

×

×

×

×

×

×

×

×
×

Miranda Roberts
GP
Representative

×

×

Dr Kamal Bishai
CCG Vice Chair

×

×

×

×

×

×

×

×
×

×

×
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Finance and Performance Committee Attendance
Membership
April

May

Dr Rob Gerlis CCG Chair

June

July

Aug.

Sep.

Oct.

Nov.

×

Stephen King Lay
Member – Governance

×

×

×

×

×

Dr Christine Moss
Clinical Director

×

×

×

×

×

Jane Kinniburgh Director
of Nursing & Quality

×
×

Clare Morris Chief Officer

×

Dr Kamal Bishai CCG
Vice Chair

×

Toni Coles Director of
Transformation

×

×

Peter Wightman Director
Primary Care & Localities

n/a

×

Mark Balaam Assistant
Director Contracting &
Performance

×

×

×

×

×

March

×
×

×

×

×

×

×
×

×

×

×

×

×
×

×

Stephen Fry Head of
Performance

Feb.

×

Chris Martin Integrated
Commissioning Director

Dean Westcott Director
of Finance, Contracting &
Performance

Jan.

×
×

×

×

×

×

×

×

×

×

×

×
×

×
×

×

×
×
×

×
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Executive Committee Attendance
Membership
Could have

Did

Clare Morris Chief Officer

24

16

Dr Rob Gerlis CCG Chair

24

14

Dr Kamal Bishai CCG Vice Chair

24

19

Dean Westcott Director of Finance, Contracting and Performance

24

18

Peter Wightman Director of Primary Care and Localities

24

21

Toni Coles Director of Transformation

24

13

Jane Kinniburgh Director of Nursing and Quality

24

12

Dr Christine Moss Clinical Director

24

19

Maggie Pacini Consultant in Public Health

24

17

Chris Martin Integrated Commissioning Director

24

18
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Primary Care Commissioning Committee
Attendance

Membership
Sept.

Nov.

Dec.

Jan.

Feb.

March

×

×

Peter Wightman Director of Primary Care and Localities
Josephine Smit Head of Primary Care Development

×

Jezz Davies Interim Head of Primary Care

×

Kerry Kavanagh Estate and Locality Development Manager

×

Kate Halliday Estate and Locality Development Manager

n/a

n/a

n/a

Tracy Manzi Contracts Manager, NHS England Area Team

×

×

Rob Gerlis CCG Board Chair and Harlow Locality GP
Representative

×

×

Kamal Bishai CCG Board Vice Chair and Epping Forest GP
Representative
Simone Surgenor Community Contracts Manager

×

Jane Kinniburgh Director of Nursing and Quality

×

Anurita Rohilla Chief Pharmacist
Andy Marendaz Head of Financial Planning and Reporting

×

×

×

×

×

×

×

×

×

×
×

Amik Aneja GP Lead for Urgent Care

×

×

×

×

×

×

×

×

×

×

×

Sanjeev Rana GP Lead for Integrated Adult Pathways and
Medicines Management

×

×

×

×

×

×

David Tideswell GP Lead

×

×

×

×

×

×

Steve Tupper Patient representative

n/a

×

×

Richard Freeman Patient representative

n/a

n/a

Sara Carruthers Practice manager representative

n/a

n/a

n/a

n/a

Ian Ross Contracts Manager, NHS England Area Team

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

Dave Bell Practice manager representative
Ian Stidston Director of Primary Care, NHS England

n/a

n/a

n/a

n/a
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INDEPENDENT AUDITOR’S REPORT

INDEPENDENT AUDITOR’S REPORT TO THE MEMBERS OF NHS WEST ESSEX CCG

We have audited the financial statements of NHS West Essex CCG for the year ended 31 March 2015 under the Audit
Commission Act 1998 (as saved transitionally for the purposes of the 2014/15 audit of accounts). The financial statements
comprise the Statement of Comprehensive Net Expenditure, the Statement of Financial Position, the Statement of Changes
in Taxpayers’ Equity, the Statement of Cash Flows and the related notes 1 to 44. The financial reporting framework that has
been applied in their preparation is applicable law and the accounting policies directed by the NHS Commissioning Board
with the consent of the Secretary of State as relevant to the National Health Service in England

We have also audited the information in the Remuneration Report that is subject to audit, being:



the table of salaries and allowances of senior managers and related narrative notes on page 59;



the table of pension benefits of senior managers and related narrative notes on page 61; and



the table of pay multiples and related narrative notes on page 62.

This report is made solely to the members of NHS West Essex CCG in accordance with Part II of the Audit Commission Act
1998 and for no other purpose, as set out in paragraph 44 of the Statement of Responsibilities of Auditors and Audited
Bodies published by the Audit Commission in March 2015. To the fullest extent permitted by law, we do not accept or
assume responsibility to anyone other than the members as a body, for our audit work, for this report, or for the opinions we
have formed.

Respective responsibilities of the Accountable Officer and auditor

As explained more fully in the Statement of Accountable Officer’s Responsibilities set out on page 64, the Accountable
Officer is responsible for the preparation of the financial statements and for being satisfied that they give a true and fair
view. Our responsibility is to audit and express an opinion on the financial statements in accordance with applicable law and
International Standards on Auditing (UK and Ireland). Those standards require us to comply with the Auditing Practices
Board’s Ethical Standards for Auditors.

Scope of the audit of the financial statements

An audit involves obtaining evidence about the amounts and disclosures in the financial statements sufficient to give
reasonable assurance that the financial statements are free from material misstatement, whether caused by fraud or error.
This includes an assessment of:
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whether the accounting policies are appropriate to the CCG’s circumstances and have been consistently applied
and adequately disclosed;
the reasonableness of significant accounting estimates made by the Accountable Officer; and
the overall presentation of the financial statements.

In addition we read all the financial and non-financial information in the annual report to identify material inconsistencies
with the audited financial statements and to identify any information that is apparently materially incorrect based on, or
materially inconsistent with, the knowledge acquired by us in the course of performing the audit. If we become aware of any
apparent material misstatements or inconsistencies we consider the implications for our report.

In addition, we are required to obtain evidence sufficient to give reasonable assurance that the expenditure and income
reported in the financial statements have been applied to the purposes intended by Parliament and the financial
transactions conform to the authorities which govern them.
Opinion on regularity

In our opinion, in all material respects the expenditure and income reflected in the financial statements have been applied
to the purposes intended by Parliament and the financial transactions conform to the authorities which govern them.

Opinion on financial statements

In our opinion the financial statements:




give a true and fair view of the financial position of NHS West Essex as at 31 March 2015 and of its net operating
costs for the year then ended; and
have been prepared properly in accordance with the accounting policies directed by the NHS Commissioning
Board with consent of the Secretary of State as relevant to the National Health Service in England.

Opinion on other matters

In our opinion:




the part of the Remuneration Report subject to audit has been prepared properly in accordance with the
requirements directed by the NHS Commissioning Board with the approval of the Secretary of State; and
the information given in the annual report for the financial year for which the financial statements are prepared is
consistent with the financial statements.
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Matters on which we report by exception

We report to you if:




in our opinion the governance statement does not reflect compliance with NHS England’s Guidance;
we refer the matter to the Secretary of State under section 19 of the Audit Commission Act 1998 because we have
a reason to believe that the CCG, or an officer of the CCG, is about to make, or has made, a decision involving
unlawful expenditure, or is about to take, or has taken, unlawful action likely to cause a loss or deficiency; or
we issue a report in the public interest under section 8 of the Audit Commission Act 1998.

We have nothing to report in these respects

Conclusion on the CCG’s arrangements for securing economy, efficiency and effectiveness in the use of resources
The CCG is responsible for putting in place proper arrangements to secure economy, efficiency and effectiveness in its use of
resources, to ensure proper stewardship and governance, and to review regularly the adequacy and effectiveness of these
arrangements.
We are required under Section 5 of the Audit Commission Act 1998 to satisfy ourselves that the CCG has made proper
arrangements for securing economy, efficiency and effectiveness in its use of resources. The Code of Audit Practice issued by
the Audit Commission requires us to report to you our conclusion relating to proper arrangements having regard to relevant
criteria specified by the Audit Commission in October 2014.
We report if significant matters have come to our attention which prevent us from concluding that the CCG has put in place
proper arrangements for securing economy, efficiency and effectiveness in its use of resources. We are not required to
consider, nor have we considered, whether all aspects of the CCG’s arrangements for securing economy, efficiency and
effectiveness in its use of resources are operating effectively.
Scope of the review of arrangements for securing economy, efficiency and effectiveness in the use of resources
We have undertaken our review in accordance with the Code of Audit Practice, having regard to the guidance on the
specified criteria, published by the Audit Commission in October 2014, as to whether the CCG has proper arrangements for:



securing financial resilience; and
challenging how it secures economy, efficiency and effectiveness.

The Audit Commission determined these two criteria as those necessary for us to consider under its Code of Audit Practice in
satisfying ourselves whether the CCG put in place proper arrangements for securing economy, efficiency and effectiveness in
its use of resources for the year ended 31 March 2015.
We planned our work in accordance with the Code of Audit Practice. Based on our risk assessment, we undertook such work
as we considered necessary to form a view on whether, in all significant respects, the CCG had put in place proper
arrangements to secure economy, efficiency and effectiveness in its use of resources.
Conclusion

On the basis of our work, having regard to the guidance on the specified criteria published by the Audit Commission in
October 2014, we are satisfied that, in all significant respects, NHS West Essex CCG put in place proper arrangements to
secure economy, efficiency and effectiveness in its use of resources for the year ending 31 March 2015.
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Certificate

We certify that we have completed the audit of the accounts of NHS West Essex CCG in accordance with the requirements of
the Audit Commission Act 1998 and the Code of Audit Practice issued by the Audit Commission.

Debbie Hanson
for and on behalf of Ernst & Young LLP

400 Capability Green,
Luton,
Bedfordshire
LU1 3LU

28 May 2015
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Appendix 1 ANNUAL ACCOUNTS 2014 – 15
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Appendix 2 - SUSTAINABILITY REPORT
Using the results from the Good Corporate Citizen self-assessment, guidance and
information provided by the framework during 2014 the CCG developed a Sustainable
Development Management Plan (SDMP). This will help us to fulfil our commitment to
conducting all aspects of our activities with due consideration to sustainability whilst
providing high quality patient care. We developed the SDMP, together with an
accompanying Travel Plan, with input from external sustainability focussed partners and
from the wider NHS community. The SDMP was approved by the Board in November 2014.
In order to effectively and efficiently tackle sustainability the Government has developed five
guiding principles for use as a tool for organisations to reduce their carbon emissions and
improve their sustainability. Our SDMP reflects these principles including that of living within
environmental means and respecting the limits of the planet’s environment, resources and
biodiversity. This means improving our environment and ensuring that the natural resources
needed for life are unimpaired and remain so for future generations.
Through implementation of the CCG’s plan and in line with the Government’s guiding
principles we are working towards building a strong, stable and sustainable economy which
provides prosperity and opportunities for all and where efficient resource use is incentivised.
NHS England’s figures show that procurement is responsible for 60 per cent of the overall
carbon emissions of the NHS and, as a commissioning group, it is our responsibility to work
to reduce our own carbon footprint in this area. In order to achieve this aim, the CCG will
use our commissioning and contracting processes to embed principles of sustainability into
our provider organisations.
Some important examples of what we did during this year:
We began to raise greater awareness of sustainability through arranging inspiring training
sessions with the Sustainable Development Unit’s Technical Expert, to which all CCG staff
were invited and, separately with their Commissioning Expert, who presented to our Board
members. A follow-up session on procurement with the Technical Expert is now to be
planned.
Our newly launched staff induction programme includes a welcome pack which provides
new starters with advice and tips on how the CCG approaches this agenda, together with
offering them the opportunity to become ‘jolly green giant’ champions for sustainability.
Every new or reviewed policy processed by the CCG now has a sustainability statement
included which captures our core commitment as follows:
We declare that WE CCG will demonstrate commitment to promoting environmental
and social sustainability though our actions as a corporate body and as a
commissioner. We will reduce our carbon footprint by 10% from a 2007 baseline by
2015, 34% by 2020 and by 80% by 2050. We will lead by example, setting the standard
for all of our providers and shareholders and will work across the community and
health and care sectors to ensure a collaborative reaction to sustainable
development.
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The SDU reviewed the quality of sustainability reporting in annual reports for 2013-14 and
this CCG’s has been cited amongst the examples of excellent CCG reports, with a link
provided through their website to best practice guidance for 2014-15.
Our sustainability performance was monitored independently through an audit in the first half
of the year which gave us a ‘limited assurance’ result; the corresponding recommendations
from this have now been satisfactorily completed - with the exception of one which is almost
there.
We also carried out our own survey of the CCG’s office environments to encourage and
remind staff about how they can help to save energy.
As one method of assessing our performance the CCG has also recently reviewed the Good
Corporate Citizenship (GCC) tool. This tool was developed jointly with the SDU and the
NHS to assess commitment to Corporate Social Responsibility and provides indicators of
how well organisations are doing in social, environmental and financial terms and gives a
measure of how sustainable an organisation is. Our overall score has increased to 42%
from 27% over the last year. See Table 1 below.
Table 1 Good Corporate Citizen self-assessment results –
April 2014

April 2015

Corporate Approach

17%

33%

Travel

15%

28%

Procurement

21%

27%

Facilities
Management

5%

50%

Workforce

35%

56%

Community
Engagement

60%

74%

Buildings

17%

48%

Adaptation

17%

17%

Models of Care

80%

82%

Carbon Management
Ownership of the buildings we occupy belongs to NHS Property Services who are
responsible for the operational energy ratings applicable to these. Energy operating data is
not currently available from NHS Property Services so we will seek to ensure this is included
in the 2015-2016 return.
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Waste Management
Using the SDMP and by working together, the CCG is committed to improving our carbon
footprint by December 2015. We will use the following actions to decrease waste and
increase efficiency. The action points which the CCG will undertake are:
Ambitious and realistic targets will be agreed upon for reducing the environmental
impacts of the CCG. Plan to be implemented to support the achieving of these
targets.
Implement a procedure to monitor paper use and action plan to reduce paper and ink
use by 20% by December 2015.
A review will take place of the energy usage of the buildings, the findings being used
to develop a plan to reduce energy use to include a review of waste output and water
usage.
Going forward there are a number of actions we can and will take, including to continue
working with the Sustainable Development Unit (SDU) team to improve understanding
across the organisation, in order to embed better principles of sustainability and work to
reduce our carbon footprint.
Our SDMP also includes the following key actions:
The review of all new pathways of care with sustainability at the core.
Establishing, within the procurement process, that contracts chosen will have also
have the organisations commitment to mitigating their carbon emissions taken into
consideration. In places we will work with the supplier to agree sustainable
development targets.
We will also continue to assess our overall performance during 2015-16 to ensure that the
organisation meets the obligations towards creating a sustainable future for local people and
ourselves.
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Appendix 3 - GLOSSARY
There is a financial terms table below
Non-Financial Terms
Term
ACCA
A&E
ASH
BCF
CAMHS
CETV
Care pathway

Clinical Commissioning
Group (CCG)

CiP
Civil Contingencies Act
2004
Commissioning
Community services

CRS
Commissioning Support
Unit (CSU)

COPD
CQC
CQUINS
CPA
DQIP
DFT
DSCRO
Enhanced services

Definition
Association of Chartered Certified Accountants.
Accident and Emergency Department.
Accredited Safe Haven.
Better Care Fund.
Children and Adolescent Mental Health Services.
Cash Equivalent Transfer Value.
The route that a patient will take from their first point of
contact with an NHS or Social Services member of staff
(usually their GP), through referral, to the completion of
their treatment.
Formally established on 1 April 2013, Clinical
Commissioning Groups (CCGs) are statutory bodies
responsible for commissioning most healthcare – planning,
buying and monitoring services to meet the needs of their
local communities.
Compassion in Practice.
Provides a single framework for UK civil protection against
any challenges to society – it focuses on local
arrangements and emergency powers.
The review, planning and purchasing of health and social
services.
Health or social care and services provided outside of
hospital. They can be provided in a variety of settings
including clinics and in people's homes. Community
services include a wide range of services such as district
nursing, health visiting services and specialist nursing
services.
Central Referral Service.
Commissioning Support Units will provide capacity to
clinical commissioners as an extension of their local team
to ensure that commissioning decisions are informed and
processes structured. This approach will help achieve
economies of scale and allow clinical commissioning
groups to focus on direct commissioning of services for
their patients.
Chronic Obstructive Pulmonary Disease.
Care Quality Commission.
Commissioning for Quality and Innovation Schemes.
Care Programme Approach.
Data Quality Improvement Plan.
Distance from Target.
Data Service for Commissioners Regional Office.
Enhanced services are:
i) essential or additional services delivered to a higher
specified standard, for example, extended minor surgery
ii) services not provided through essential or additional
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Equality Delivery System
(EDS)

Equality Impact
Assessment (EIA)

ECC
EHWB
EPR
FOI
GCC
HCAI
HCT
HR
HSG65
ICCF

services
They are services provided by GPs, over and above the
core (essential and additional) services to their patients.
The EDS has been designed nationally as an optional tool
launched in 2011 to support NHS commissioners and
providers to deliver better outcomes for patients and
communities and better working environments for staff,
which are personal, fair and diverse. The EDS is all about
making positive differences to healthy living and working
lives.
An equality impact assessment involves assessing the
likely or actual effects of policies or services on people in
respect of disability, gender and racial equality. It helps us
to make sure the needs of people are taken into account
when we develop and implement a new policy or service
or when we make a change to a current policy or service.
Essex County Council
Essex Health and Wellbeing Board
Electronic Patient Record
Freedom of Information.
Good Corporate Citizen Tool.
Healthcare Acquired Infections.
Hertfordshire Community NHS Trust.
Human Resources
Health Service Guidance.
Independence Choice and Control Fund

Individual Funding
Requests (IFR)

An Individual Funding Request (IFR) is a request to fund
healthcare for an individual who falls outside the range of
services and treatments that the CCG has agreed to
commission.

IVF

InVitro Fertilisation.

IS
ITT
Information Management
and technology (IM&T)

Independent Sector
Invitation to Tender
NHS Central Eastern CSU IM&T provides west Essex with
IM&T solutions including IT services, project management,
training, and information management.
Improving Access to Psychological Therapies.
Interpersonal Psychotherapy.
Integrated Care Organisation.
Joint Strategic Needs Assessment.
Local Counter Fraud Specialist.
Learning Disabilities.
Mental Health.
Department of Health policy states that patients in any
areas of hospital care should not have to share sleeping
accommodation and sanitary facilities with members of the
opposite sex. However, they do recognise that in
exceptional circumstances – as when patients need very
specialised or urgent care – provision of fast, effective care
for the patient may take priority over ensuring the same

IAPT
IPT
ICO
JSNA
LCFS
LD
MH
Mixed sex accommodation
breach

130

MSLC
MRSA
MRCS
NLP
NHS111

PAH
PALS
Palliative Care

PHE
Primary Care Trust (PCT)

PSQ&E
PCPT
PPE
PYLL
QIPP
RCGP
RCN
Referral To Treatment
(RTT)

RNIB
SCCN
SDMP
SDU
SEND
SEPT
SIs
SINE
SRG
SPQRG
VSM

sex accommodation. If this does occur, it must be in the
interest of all the patients affected and not result from the
constraints of the environment or the convenience of staff.
Maternity Services Liaison Committee.
Meticillin-resistant staphylococcus aureusis.
Membership of the Royal College of Surgeons.
Neuro-linguistic Programming.
NHS 111 is a new service introduced to make it easier for
people to access local NHS healthcare services. People
can call 111 when they need medical help fast but it’s not
a 999 emergency. NHS 111 is available 24 hours a day,
365 days a year. Calls are free from landlines and mobile
phones.
Princess Alexandra Hospital
Patient Advice and Liaison Service.
The total care of patients whose disease is incurable.
Control of pain, of other symptoms, and of psychological,
social and spiritual problems is paramount. The goal of
palliative care is achievement of the best quality of life for
patients and their families.
Public Health England.
Primary Care Trusts were abolished on 31 March 2013.
Prior to that they were responsible for the planning and
securing of health services and improving the health of the
local population.
Patient Safety, Quality and Experience Committee.
Primary Care Psychological Therapies.
Patient and Public Engagement.
Potential Years of Life Lost.
Quality, Innovation, Productivity and Prevention.
Royal College of General Practitioners.
Royal College of Nursing.
Under the NHS Constitution, patients ‘have the right to
access services within maximum waiting times, or for the
NHS to take all reasonable steps to offer a range of
alternative providers if this is not possible’.
Data is monitored against the standards set out in the NHS
Operating Framework.
Royal National Institute of Blind People.
Safeguarding Children’s Clinical Network.
Sustainable Development Management Plan.
Sustainable Development Unit.
Special Education Needs and Disabilities.
South Essex Partnership University NHS Foundation
Trust.
Serious Incidents.
North Essex Serious Incident and Never Event Panel.
System Resilience Group.
Service Performance Quality Review Groups.
Very Senior Manager.
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Glossary of financial terms
Term
Accounting Policies

Budget

Capital Expenditure

Capital Resource Limit

Cash Limit

Revenue Resource Limit

Depreciation

Definition
The Accounting Policies are the accounting rules
that the CCG has followed in preparing its
accounts. These policies are based on
International Financial Reporting Standards and
the Treasury’s Financial Reporting Manual. The
Department of Health’s Manual for Accounts and
Capital Accounting Manual detail how these rules
should apply to CCGs. One of the main policies is
that income and expenditure is recognised on an
accruals basis, meaning it is recorded in the period
in which services are provided even though cash
may or may not have been received or paid out.
A Budget usually refers to a list of all planned and
expected future expenses and revenues. A budget
is set at the beginning of the financial year.
Capital Expenditure is money spent on buying
non-current assets (fixed assets) or to add to the
value of an existing fixed asset with a useful life
that extends beyond a year.
The Capital Resource Limit (CRL) is the amount
allocated each year to the CCG for capital
expenditure. The CCG must not spend more than
the CRL on capital items.
The Cash Limit (CL) is a limit set by the
Government on the amount of cash which a CCG
may spend during a given financial year. The CCG
must ensure that the net amount of cash flowing
out of the CCG over the financial accounting period
is not more than the CL.
The Revenue Resource Limit (RRL) is the total
amount that the CCG may spend on the services
that it commissions. This limit is set for the CCG at
the start of the financial year by the Department of
Health and may change on a monthly basis
depending on changes to allocations to the CCG
from the Strategic Health Authority for either
commissioning or provider functions. Each CCG
has a statutory duty not to spend more than its
RRL. The RRL takes into account all accrued
income and expenditure irrespective of whether
income has been received or bills paid.
Depreciation refers to the fact that assets with
finite lives lose value over time. Depreciation
involves allocating the cost of the fixed asset (less
any residual value) over its useful life to the
Statement of Comprehensive Net Expenditure
(SCNE). This will cause an expense to be
recognised on the SCNE while the net value of the
asset will decrease on the Statement of Financial
Position.
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Impairments

Intangible Assets [formerly
Intangible Fixed Assets]

International Financial Reporting
Standards

Losses and Special Payments

NHS Payables (formerly known
as NHS Creditors)
Statement of Comprehensive Net
Expenditure (formerly known as
Operating Cost Statement)

Pooled budget

Impairments are the losses in the values of noncurrent assets compared to those values recorded
on the Statement of Financial Position. A CCG is
required to undertake routinely revaluation reviews
of its fixed assets or undertake an impairment
review when there is a decline in an asset’s
value. The impairment (loss) is treated in the same
way as depreciation, as a cost in the Statement of
Comprehensive Net Expenditure (SCNE), if the
change in the value of the asset is permanent.
Intangible Assets are invisible or ‘soft’ assets of
an organisation that, nevertheless, have a real
current market value and contribute to the (future)
operation/income generation of the organisation
and may include software licences, trademarks and
research development expenditure.
International Financial Reporting Standards
(IFRS) are the international accounting standards
that the Department of Health require CCGs to
follow when they prepare their accounts. 2009-10
was the first year in which CCGs were required to
prepare IFRS compliant accounts, having
previously used UK reporting standards.
Losses and Special Payments are payments that
Parliament would not have foreseen healthcare
funds being spent on, for example fraudulent
payments, personal injury payments or payments
for legal compensation.
An NHS Payable is an amount owed to an NHS
organisation for services rendered or goods
supplied to the CCG or to patients of the CCG.
The Statement of Comprehensive Net
Expenditure (SCNE) records the costs incurred by
the CCG during the year, net of miscellaneous
income (which is income other than the CCG’s
main funding from the Department of Health which
is credited to the general fund on the Statement of
Financial Position and not treated as income on the
SCNE). It includes non cash expenses such
as depreciation.
Under government accounting rules the SCNE
shows the net resources used by the CCG in
commissioning and providing healthcare rather
than the surplus or deficit for the year as shown in
the income and expenditure account by NHS
trusts. The comprehensive net expenditure is
debited to the general fund on the Statement of
taxpayer’s equity.
A Pooled Budget is a joint arrangement with other
bodies, such as local authorities and other CCG’s,
to pool funds for a specific purpose. Each body has
to account for its own contribution to the pool within
their accounts. Contributions would generally
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Procurement

Property, plant and equipment
(formerly Tangible Fixed Assets)

Provisions

Statement of Cash Flows

Statement of Changes in
Taxpayers’ Equity (formerly
Statement of Recognised Gains
and Losses)

Statement of Financial Position
(formerly Balance Sheet)

Tendering

Trade and other Payables (NonNHS) (formerly known as NonNHS Creditors)
Trade and other receivables
(formerly Debtors)

include the resources normally used for the
identified services, together with partnership and
other grants specific to the services. The host
partner will manage the financial affairs of the
pooled fund. The pooled budget manager is
responsible for managing the pooled fund on
behalf of the host authority, and for providing
information to enable the partners to monitor the
effectiveness of the pooled fund arrangements.
Procurement is the acquisition of goods and/or
services, generally through a contract, at the best
possible total cost, in the right quantity and quality,
at the right time and in the right place for the direct
benefit of the CCG and its patients.
Property, plant and equipment are assets that
individually (or with integrally linked other items)
cost more than £5,000 and are held for longer than
one year and include: land, buildings, transport
equipment, IT and furniture and fittings.
A Provision is a liability arising from a past event
where it is probable the CCG will have to settle and
a reliable estimate can be made of the amount to
be paid.
The Statement of Cash Flows (SCF) shows the
effect of the CCG’s operating activities on its cash
position.
The purpose of the Statement of Changes in
Taxpayers’ Equity is to highlight financial
transactions that may not be reflected in the
Statement of Comprehensive Net Expenditure, but
which affect the CCG’s reserves as shown in the
“Financed by” section on the Statement of
Financial Position. For example,
“(Reduction)/Additions in the General Fund due to
the transfer of assets to/from NHS bodies and the
Department of Health”.
The Statement of Financial Position provides a
view of the CCG’s financial position at a specific
moment in time – usually the end of the financial
year. It shows assets (everything the CCG owns
that has monetary value), liabilities (money owed to
external parties) and taxpayers’ equity (public
funds invested in the CCG).
Tendering is the process by which one can seek
prices and terms for a particular service/project to
be carried out under a contract.
Trade and other Payables Creditors are nonNHS organisations owed money by the CCG for
goods and services provided to the CCG, e.g. for
utilities, equipment, etc.
Trade and other receivables represent money
owed to the CCG at the Statement of Financial
Position date for services rendered or goods
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supplied by the CCG to the receiver.
Under Spend

Under Spend occurs when less money is spent
than was allowed within the cash limit or that was
planned in the budget.
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