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ITEM 3 

CARE CONTRACTING COMMITTEE MEETING

NORTH EAST LINCOLNSHIRE CLINICAL COMMISSIONING GROUP
HELD ON WEDNESDAY 16TH NOVEMBER 2016
AT 9:00AM
IN ATHENA BUILDING
	PRESENT:
	Helen Kenyon, Deputy Chief Executive (Chair) 
Mark Webb, CCG Chair 
Anne Hames, CCG Community Forum Representative  
Eddie McCabe, Assistant Director (Procurement & Contracting) 
Dr Wilson, GP representative 
Bev Compton, Director, Adult Services & Health Improvement (NELC) 
Caroline Reed, PA (Notes)

	
	

	APOLOGIES: 
	Cathy Kennedy, Deputy Chief Executive/ Chief Finance Officer  
Christine Jackson, Head of Case Management Performance & Finance, focus
Dr Bamgbala, GP representative 
Brett Brown, Contract Manager

	
	

	IN ATTENDANCE:
	Leigh Holton, Commissioning Manager (in attendance for Item 6)
Emma Overton, Care Act Implementation Manager (in attendance for Item 7)
Lisa Hilder, Assistant Director for Strategic Planning (in attendance for Item 8)
Jan Haxby, Director of Quality and Nursing (in attendance for Items 10 & 11) 
Rachel Brunton, Finance Manager (in attendance for Item 13)


	ITEM
	
	ACTION

	1.
	Apologies 
	

	
	Noted as above.
	

	
	
	

	2.
	Declarations of Interest
	

	
	No declarations of interest were raised.  
	

	
	
	

	3.
	Notes of the Previous Meeting – 14.09.2016
	

	
	The notes of the previous meeting held on 14th September 2016 were agreed as an accurate record.  
	

	
	
	

	4.
	Matters Arising from Previous Notes – 14.09.2016
	

	
	The updated Matters Arising document was noted.  
	

	
	
	

	5.
	Residential and Home Care Update
	

	
	B Compton and E McCabe provided a verbal update:

· Ashgrove Care Home – the suspension of placements has been lifted.
· Garden House Care Home - the suspension of placements has been lifted.

· Kensington Care Home – a notice of improvement was issued in August and frequent visits continue to take place in order to monitor compliance with the action plan. J Haxby has requested assurance around fire safety.  

· LQCS domiciliary provider – monthly meetings are taking place following the issue of a notice of improvement on 4th August.  
· A domiciliary care project group is being developed to look at the potential new model of care, to address the issues within the market and to improve Terms and Conditions.  Issues include sustainability of the workforce; the aim will be to promote the positives of working within the market for newcomers, and the lack of flexibility around delivery of care, eg, focus on minutes.  
· B Brown met with HICA to discuss their concerns around the financial losses within the current contract. They were encouraged by the discussions relating to the potential new model of care and advised that a similar system is operated in Bristol.  B Brown has requested more details around this.
The Committee provided the following feedback:

· There appears to be a growing market of providers in domiciliary care – does this present a risk?  H Kenyon confirmed that the CCG contracts with 3 lead providers and 2 framework providers. If the private providers increase wages, this would present a potential risk.
 The Committee noted the update.  
	

	
	
	

	6.
	MIND
	

	
	A report was circulated for consideration.  L Holton provided an update:
· The CCG have been working to support MIND to improve their service over the last two years as there have been on-going issues in terms of sustainability due to financial pressures and delivering the required outcomes. MIND have made some progress, however continue to struggle to demonstrate outcomes, prospective service users comment that the provision is dated, and there is low confidence from referrers that the service can meet the needs of people referred to it. 

· The contract is due to lapse at the end of March 2017. Without CCG funding MIND would be unable to continue providing the service for more than 4 months. It is proposed that the CCG does not renew the contract but prioritises the finances to strengthen the MH crisis pathway and utilises other local self-sustaining providers that can meet the needs of the cohort of service users (older people with functional mental health problems, and non-complex Learning Disability for adults), eg, Friendship at Home, St Aidan’s Church, Tukes, Centre4 etc. 

· A task and finish group with representatives from the CCG, Navigo and focus has been set up to identify all of the individuals who use the service (19 people) and to identify their needs. Care workers have been identified for the service users and 80% of service users’ needs could be met via Friendship at Home and some of the remaining 20% could now be eligible for social care funding.  

· MIND has been given the opportunity to engage in the process and the CCG is working with them to manage a controlled process for the individuals.
The Committee provided the following feedback:
· Why hasn’t MIND been able to meet the required outcomes?  L Holton advised that it is predominantly due to leadership and historical issues.  
· Is there the opportunity to escalate concerns to a regional or national MIND? L Holton advised that this has been explored and that escalation/guidance is not available as each service is autonomous. It was proposed to MIND that they look at mentoring from a nearby MIND service, however this was not pursued. 
· Concerns around the reputational risk.  The Committee emphasised the need to re-invest the monies into alternative Mental health provision in the voluntary community sector .  
· A robust communications plan is required:  briefings need to be made to all relevant parties and this needs to be added to the reputational issues log.  Concerns were raised about potential adverse publicity from MIND staff/volunteers.  L Holton is meeting with them on 18th November and will try and address this.   It was agreed that a joint press release needs to be prepared by the CCG and Navigo promoting the new (improved and modernised) service. 
· Concerns around the lack of Mental Health training/specialism at Friendship at Home, Centre4 etc.  L Holton advised that he is not aware of any formal MH training for the team at MIND.  
The Committee agreed:
· To allow the contract for day services delivered by MIND to lapse and not issue a renewal, provided that a full assessment of each individual has been carried out and that a robust communications plan with a positive message is in place, ie, the money will continue to be utilised for MH services.  
· To utilise the finances to improve and strengthen the MH crisis pathway through the use of SPA. 
	

	
	
	

	7.
	Micro-Commissioning in ASC, CHC and Funded Nursing Care: Principles of Consistent, Pragmatic and Ethical Decision Making 
	

	
	A report was circulated for consideration.  E Overton provided an update:
· The former ASC Placement Policy has been refreshed; it had not been reviewed since 2009/10.  Changes to the health and social care landscape necessitated an update to reflect structural and legislative changes and increased options for micro-commissioning care and support, eg, the introduction in of Extra Care Housing in NEL.   
· The refreshed policy applies to all staff undertaking or reviewing micro-commissioning activity. It is intended to ensure recognition of :

· Financial Context - practitioners are expected to deliver outcomes within limited resources.  The CCG expects budgets to be managed with regard to National Audit Office guidance (ie, by reference to economy, efficiency and effectiveness: referred to as “the 3 Es”).         

· Legal Context – health and social care decisions must evidence public law principles: legality, rationality and procedural propriety.
· General Principles - greater flexibility regarding how to meet needs: the duty to provide services has been replaced by a duty to meet eligible need, by reference to the outcomes that matter to the individual. Practitioners must weigh the total costs of different potential options for meeting need; the option chosen should be that which delivers the best outcomes for the individual (this might be an activity rather than a treatment) and best value for the ‘public purse’.  
· Possible challenges include:  

1.
Allocation of Resources – individuals may receive less commissioned services than previously or be expected to do more for themselves.
2.        Legal interpretation - laws in health and social care are not an exact match, for example, ASC regulations do not specify that commissioners can take value for money into account when making a decision around Direct Payments.  
· The policy has not been out to formal consultation (as agreed with Jane Hyldon-King) as it was already in existence.  E Overton has engaged with the community via community meetings and events and an online survey.  The policy also went to Scrutiny.  Overall feedback was positive, although it highlighted a lack of understanding around adult social care by some members of the general public. Belinda Schwehr, Care and Health Law, has also provided feedback on the policy.  
The Committee provided the following feedback:

· Concerns around the absence of specific reference to value for money within adult social care legislation.  H Kenyon advised that CCGs and Local Authorities have an overarching duty to ensure due regard for value for money.

· Request for further information around the training plan.  Practitioners will need to have the appropriate training/ tools in order to allow them to have very clear conversations with individuals at the start of the process.  It was agreed that a report will be brought to a future meeting to include the training plan and its roll out, evidence around how consistently the training is being applied and evaluation from service users.  
· It was proposed that the policy be submitted for a national award.  

The Committee agreed to support the adoption of the refreshed policy.                    
	Forward plan



	
	
	

	8.
	Social Prescribing
	

	
	A progress report was circulated for consideration.  L Hilder provided an update:

· The final stage application was submitted to the Big Lottery Fund and the CCG have been awarded £486 650 to subsidise the work in the form of “soft” outcome payments to Voluntary and community sector providers. This funding is contingent on the successful development of a Social Impact Bond (SIB), (funding provided by a Social Investor) which will provide a framework for delivery for this piece of work and for other pieces of work in the future.

· A discussion took place at the August Partnership Board workshop.  Questions were raised around data (how to measure the soft and hard outcomes) and the financial model.  
· Outcomes - soft outcomes will be measured through the Wellbeing Outcomes Star and hard outcomes will be measured through the reductions in secondary care usage.  
· Financial Model - The Social Investor will provide monies up front to finance activities and will be repaid once cash-releasing savings have been made.  The Social Investor bears the financial risk. The Big Lottery Fund cap on investors’ rate of return is 10%; the CCG will be looking to negotiate below that.  
· The CCG are in dialogue with the two Social Investors who are interested in supporting this work, Social Finance (the care and wellbeing fund) and Bridges Ventures.  Legal advice has been sought to confirm that the CCG has the relevant powers under its constitution in order to enter into the agreement. Final offers from the Social Investors are expected in December.  
· Further work will be done around the shape and risk analysis of the Special Purpose Vehicle (SPV).
· Further legal advice will be sought once a Social Investor has been selected, with a view to launching the service in April – June 2017. 
· Previous feedback was received regarding potential overlap with other initiatives already in existence, eg, the Collaboratives.  L Hilder has worked with Julie Grimmer and is confident that there will not be a duplication of work. The Collaboratives aim is to uncover need and look at primary prevention, the social prescribing work will be to look at post diagnosis support.   
The Committee provided the following feedback:
· What will the selection criteria be for the Social Investor? L Hilder advised that they will be rated against their experience of operating Social Impact Bonds, their financial offer and their monitoring and analysis experience.  

· Do the Collaboratives support this initiative?  L Hilder confirmed that feedback from the Collaboratives has been positive.  
· Request for an update to be brought to the January meeting to include SPV information.  
The Committee approved the report recommendations:
· The dialogue with Social Investors continues to establish their offer and perform relevant due diligence to select the best one.
· Preliminary development work on a special purpose vehicle commences.
· Further legal advice is sought on the nature, risks and liabilities associated with the special purpose vehicle.
· Delegated authority is given to H Kenyon and L Hilder to support negotiations to establish this model.
· Further updates come to a future CCC in relation to the SPV and progress of the initiative – this was agreed as January.  
	Forward plan


	
	
	

	9.
	2017-19 contract planning
	

	
	A report was circulated for consideration.  E McCabe provided an update:

· Conversations are underway regarding common contracts for the STP.  E McCabe will attend meetings to discuss this further.  There are some concerns around reaching agreement re KPIs etc.
· Contract offers and Commissioning Intentions have been sent:

· Nlag – due to the serious incident relating to computer systems, an extension has been given to 18th November.  

· Navigo – a response has been received.  

· CPG – no response has been received – this will be followed up.   
The Committee noted the update.  
	

	
	
	

	10.
	IFR Proposals
	

	
	A report was circulated for consideration.  J Haxby provided an update:
· A review of the IFR process has been undertaken.  The current arrangements have been in place for many years:  

· 8 GPs are contracted on a ‘retainer’ basis as IFR decision makers on behalf of the CCG.  This number is high as most CCGs across the region have 2 or 3 IFR GP roles per CCG. Referrals are made by individual letter and the IFR Administration team, NECS often have to request additional information.  The IFR GPs make their decisions virtually via email and do not meet to discuss the cases.  Where there is no clear decision, the final decision is made by the CCG IFR Lead (Director of Quality & Nursing) based on the IFR Policy guidance and based on similar previous decision making by the IFR Panel. Clinical Governance arrangements for the decision making are not clear. The IFR GPs have not received updated training or development within their roles in recent years. 

· It is proposed that the CCG move to the following arrangements :

· Create role outlines for the IFR GP role.
· Remove 5 IFR GP posts and retain 3 posts, in line with other CCGs.
· Work with NECS to create a template that ensures any referrals to IFR includes all required information. The process will be electronic.  

· Formally constitute an IFR Panel to commence January 2017 (draft Terms of Reference were attached with the report).
· The savings made would be utilised to develop the Quality Team.  

· Reports on patterns of referrals etc are being received from NECS.  Work is underway with other CCGs to create as close to one policy as possible.  There may be an opportunity to have only one IFR panel across the patch in future.  
The Committee provided the following feedback:

· NEL has a significantly high level of IFR requests; will the new arrangements alleviate some of the current issues?  J Haxby advised that the electronic process will be clearer and more streamlined.  
· Concerns around consistency of decision making with the current arrangements.  J Haxby advised that the decisions taken at future panel meetings will be documented.  

· How will the lay member be recruited?  J Haxby to discuss with A Hames outside of the meeting. The Committee agreed that the lay member would need appropriate training.

· Will there be any change to the appeals process?  J Haxby confirmed that the appeals process will remain the same.

· It was proposed that the IFR Panel become a sub group of this Committee.  J Haxby to amend the  ToR accordingly.

· It was agreed that this item should be discussed at the next CoM meeting.

The Committee agreed, subject to agreement from CoM, to approve the proposals for the new IFR arrangements and the:

· CCG Committee structure showing IFR Decision Making process. 

· IFR Panel Terms of Reference (subject to the changes highlighted above)

· IFR Standard Operating Procedures  
	

	
	
	

	11.
	Breach Allocation And Inter Provider Transfer (LPT) Policy
	

	
	A report was circulated for consideration.  J Haxby provided an update:

· The joint policy has been developed by HEY, Nlag and York Teaching Hospital with support from CCGs.  It is a local version based on national guidance around breach allocation. 
· It has historically been difficult to apportion where a breach has occurred in a pathway/ in the system.  The accountability for patients that breach their cancer waiting times targets is currently shared automatically between the ‘first seen’ provider and the ‘treating’ provider irrespective of where the majority of delay to the patient’s pathway occurs. The new policy will identify where the breach lies and the breach will be attributable to individual trusts.

The Committee agreed to ratify the policy, subject to confirmation that Dr Chalmers, the Cancer lead has been involved with the policy and is happy to approve it.

Post meeting note from Pauline Bamgbala:  Iain Chalmers has been very involved in ensuring this document was produced (in line with national guidance), and in agreement that it should be signed off by the CCG as it has been by the other commissioners/providers  across the York & Vale footprint.
	

	
	
	

	12.
	Ophthalmology service:

· Longer term service solution

· Ophthalmology Backlog Proposed Solution
	

	
	A report was circulated for consideration.  E McCabe provided an update:
· Nlag have been unable to meet the 18 week referral to treatment target for ophthalmology over the last 12 months and in addition to this there has been a second significant backlog of follow up appointments within a year. Nlag has brought in a private provider at weekends purely to deal with the backlog re the 18 week RTT pathway.
· The CCG agreed with the Trust that additional short term capacity is required for the full range of ophthalmology services.  A search of the market was undertaken and a number of providers were contacted.  A private provider, New Medica, was identified as being able to provide an interim service for both NL and NEL patients. It is proposed that the CCG commission this provider on a short term (18 month) contract to support the immediate shortfall in capacity to deliver a safe service. This proposal is supported by Dr Nayyar, the clinical lead for ophthalmology.  The Committee is asked to recommend to the Integrated Governance and Audit Committee that they approve a single tender waiver to enable additional capacity to be expedited. 
· Conversations are also ongoing with CoM and the STP around the future of ophthalmology services with the aim to have a new model in place by April 2018. The interim service will provide additional capacity until an STP level service has been procured.
The Committee provided the following feedback:

· Concerns about the fragility of the current service.  
· Clear communications plan is needed.
The Committee agreed to support the proposed process of a single tender waver and to recommend to the IG & Audit Committee as a short term solution to enable a safe ophthalmology service whilst an STP level procurement is completed.
	

	
	
	

	
	10:53 - Anne Hames left the meeting
	

	
	
	

	13.
	Supported Living Service – NMW Sleep-in Rate
	

	
	A report was circulated for consideration.  R Brunton provided an update:
· The CCG have been undertaking a review of the supported living service to create parity between providers and, as of April 2016, all providers began delivering a service in line with a consistent outcome-based service specification and a consistent hourly rate. As part of the review, the sleep-in rate for providers also needed to be revised (national living wage and working time directive need to be considered). 
· There are currently 9 supported living providers within the locality of which 7 provide sleep-in services.
· The Care Act provides clear guidance relating to Commissioner responsibilities to consider staff remuneration and fee levels within Provider services along with Providers’ ability to meet statutory obligations, retention of staff and encouragement of innovation and improvement. The CCG has looked at 4 options and the Committee is asked to support Option 3 - £73.80 (minimum wage rate of £7.20 including employers NI contribution and number of sleep in hours).  
· Work is also underway to review those individuals who have been receiving a Sleep In but could utilise technology or a shared sleep in as an alternative.  

The Committee provided the following feedback:

· The amended rate may assist in stabilising the market.

· Proposal that this be used as a good news story.  
The Committee approved the sleep-in rate of £73.80 for the supported living service.
	

	
	
	

	
	Dr Wilson left the meeting  – 11:08
	

	
	
	

	14.
	ASC Peer Review Action Plan/ Report 
	

	
	The report was circulated for information only.  There are no specific issues for the Committee to consider. 
	

	
	
	

	15.
	Update from Sub Committee – Market Intelligence & Failing Homes 
	

	
	An update from MIFS was provided within Item 5.  
	

	
	
	

	16.
	Virtual Agreements

· MIFS Policy and Procedure update - approved

· Dermatology Procurement Award Report – for information only.
	

	
	
	

	17.
	Items for Escalation from Delivery Assurance
	

	
	There were no items for escalation from DAC.  
	

	
	
	

	18.
	AOB
	

	
	B Compton requested that the Local Authority Budget be brought to a future meeting. 
	Forward plan

	
	
	

	
	Date and Time of Next Meeting:
Wednesday 11th January, 9-11am, Athena Meeting Room 3

Virtual Meetings to be scheduled on an ad-hoc basis
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