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BOARD MEETING OF THE GOVERNING BODY
TO BE HELD ON TUESDAY, 18 SEPTEMBER 2018
BOARDROOM, WHITE ROSE HOUSE
AT 1.00 PM
AGENDA
PART 1
No.

Agenda Item

1.

Welcome and Chair’s Opening Remarks

2.

Apologies for Absence –

3.

Public Questions and Answers

4.

Declarations of interest

5.

a Minutes of the meeting held on 10 July 2018
b Action sheet from the meeting held on 10 July 2018

6.

Matters arising

7.

Patient and Public Engagement Report 2017/18

Ruth Unwin

8.

Chief Officer Briefing

Jo Webster

9.

360 Degree Stakeholder Survey

Jo Webster

10.

Committee Terms of Reference

Ruth Unwin

11.

South Yorkshire and Bassetlaw ICS – Hospital Services
Review Strategic Outline Case

12.

West Yorkshire and Harrogate Partnership Memorandum of
Understanding

13.

Integrated Quality and Performance Summary Report
(measuring the quality and performance of local services)

14.

Finance Report Month 4 - 2018/19

Lead officer

All present

Pat Keane

Jo Webster

Jonathan Webb/
Suzannah Cookson
Jonathan Webb
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15.

Emergency and Preparedness Resilience Annual Report
2017/18

16.

Receipt of minutes and items for approval
a

b

c
d
e

f
g

Integrated Governance Committee
(i) Minutes of meeting held on 21 June 2018
(ii) Minutes of meeting held on 19 July 2018
Clinical Cabinet
(i) Minutes of meeting held on 28 June 2018
(ii) Minutes of meeting held on 26 July 2018
Connecting Care Executive
(i) Minutes of meeting held on 14 June 2018
Probity Committee
(i) Minutes of meeting held on 29 May 2018
South Yorkshire Joint Committee of Clinical
Commissioning Groups
(i) Minutes of meeting held on 27 June 2018
Health and Well Being Board
(i) Minutes of meeting held on 29 March 2018
Decisions of the Chief Officer – verbal update

17.

Any other business

18.

The Board is recommended to make the following resolution:
“That representatives of the press and other members of the
public be excluded from the remainder of this meeting having
regard to the confidential nature of the business to be
transacted, publicity on which would be prejudicial to the
public interest” (Section 1 (2) Public Bodies (Admission to
Meetings) Act 1970)”.

19.

Date and time of next Public meeting:
Tuesday, 13 November 2018 at 1.00 pm in the Boardroom,
White Rose House
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Agenda item: 5a

NHS Wakefield Clinical Commissioning Group
GOVERNING BODY
BOARD MEETING
Minutes of the meeting held on 10 July 2018
Boardroom, White Rose House

Present:

Melanie Brown

Programme Commissioning Director
– Integrated Care
CCG Chair
Associate Director Service Delivery &
Quality
Nurse Member
Lay Member
Interim Director of Public Health
Lay Member (Deputy Chair)
GP, Trinity Medical Centre
Chief Operating Officer
Interim Chief Nurse
Secondary Care Consultant
Assistant Clinical Leader
Associate Director Corporate Affairs
Lay Member
Acting Chief Finance Officer

Dr Phil Earnshaw
Michele Ezro
Diane Hampshire
Stephen Hardy
Anna Hartley
Richard Hindley
Dr Pravin Jayakumar
Pat Keane
Clare Linley
Hany Lotfallah
Dr Adam Sheppard
Ruth Unwin
Richard Watkinson
Jonathan Webb

In attendance:

Lorraine Chapman

Head of Contracting & Performance
(item 18/129)
Head of Quality & Engagement (item
18/129)
Senior Commissioning Manager (item
18/125)
Minute taker
Governance & Board Secretary
New Models of Care Programme
Manager (item 18/128)
Chief Executive, SWYPFT (item
18/123)

Laura Elliott
Ian Holdsworth
Angela Peatfield
Amrit Reyat
Katie Roebuck
Rob Webster

18/117 Welcome and Chair’s Opening Remarks
Dr Phil Earnshaw welcomed everyone to the meeting and advised that the
NHS Wakefield CCG Annual General Meeting would be taking place later
today at Wakefield Town Hall and would be reflecting on 70 years of the NHS
which is being celebrated this year. Dr Earnshaw referred to the
announcement that additional funds are to be made available for the NHS, full
details are awaited and significant changes are expected by the Autumn of
this year.
18/118 Apologies for Absence
1
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Apologies were received from:
Andrew Balchin

Corporate Director, Adults, Health &
Communities
GP, New Southgate Surgery
GP, Chapelthorpe Medical Centre
Associate Director Finance &
Contracting
Chief Officer

Dr Deborah Hallott
Dr Clive Harries
Karen Parkin
Jo Webster
18/119 Public Questions and Answers

There were no public questions received.
18/120 Declarations of Interest
Dr Phil Earnshaw invited members to declare any interest on items being
discussed.
18/123 – Mental Health Case for Change
Dr Phil Earnshaw declared an interest in this item as a GP in the area and the
future involvement of GP Federations taking part in developing the Alliance
Agreement. The declaration was noted by the Deputy Chair and as this is not
a “decision making” item, the Deputy Chair determined that GP members of
the Governing Body could provide input into the debate.
18/121 a. Minutes of the meeting held on 8 May 2018
The minutes of the meeting held on 8 May 2018 were agreed as a correct
record.
b. Action sheet from the meeting held on 8 May 2018
The action sheet from the meeting held on 8 May 2018 was noted.
18/91 – Integrated Quality and Performance Report
Clare Linley advised that it is expected that a report on the broader impact of
the reconfiguration of maternity services will be available to present to the
Integrated Governance Committee by September 2018.
c. Minutes of the meeting held on 26 June 2018
The minutes of the meeting held on 26 June 2018 were agreed as a correct
record.
d. Action sheet from the meeting held on 26 June 2018
The action sheet from the meeting held on 26 June 2018 was noted.
18/122 Matters arising
There were no matters arising.
2
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18/123 Mental Health – Case for Change
Rob Webster, Chief Executive, South West Yorkshire Mental Health Trust
attended the meeting and provided a brief outline of the national and local
context for delivering the Mental Health Five Year Forward View as a
partnership approach. The aim is to reduce variation in quality, improve
outcomes and drive efficiency to ensure the sustainability of mental health
services.
The new approach is to deliver transformation through a Provider Alliance for
Mental Health that will report to the New Models of Care Board.
The partnership approach is across commissioners, providers, NHS, Local
Authority, third sector and communities. Existing governance will be used
wherever possible and processes will be streamlined. The partnership will be
responsible for delivering outcomes; responding to changing demands;
Mental Health investment and driving efficiency and maximising the use of
resources.
It was noted that a business case is to be developed to progress the
collaborative working.
A discussion followed and Clare Linley commented that a focus on quality
assurance should be part of the development of the business case.
Dr Phil Earnshaw questioned how GPs will have the opportunity to provide
input into the development of the alliance? It was suggested that the GP
Federations can be a vehicle for discussion when developing the draft
Alliance Agreement.
Thanks were extended to Mel Brown, Michelle Ezro and Alix Jeavons for their
support in progressing this work.
It was RESOLVED that:
(i)

members noted the progress to the development of a Provider alliance
which oversees delivery of:
a) Improved Mental Health services in Wakefield in line with the
Wakefield Plan, the West Yorkshire & Harrogate Plan and the Mental
Health Five Year Forward View
b) The Mental Health Investment Standard
(ii) agreed in principle to work towards developing an alliance agreement
18/124 Chief Officer Briefing
In the absence of Jo Webster, Chief Officer, Pat Keane presented the Chief
Officer briefing covering the following topics; NHS England Q4 Assurance
meeting; OFSTED inspection of children’s services in Wakefield; Wrenthorpe
branch surgery; Public Engagement of Any Qualified Provider contract;
Health checks for people with a learning disability; West Yorkshire and
Harrogate Health and Care Partnership workforce plan and National
prescribing changes.
3

PDF Page No. 6

Pat Keane advised that representatives of the CCG have been invited to
attend a further meeting with the Wakefield Adults Services, Public Health
and the NHS Overview and Scrutiny Committee on 19 July to provide
assurances in relation to the proposed closure of Wrenthorpe branch surgery.
It was noted that the CCG is undertaking a public engagement exercise to
seek views on the way in which some outpatient and diagnostic services are
provided in the community. The aim is to make access to services more
equal, making sure people receive the same high standard of care.
It was RESOLVED that:
(i)

members noted the content for information and support on-going
developments outlined in the content of the report

18/125 Progress on responding to Special Educational Needs and Disability
(SEND) inspection
Melanie Brown introduced the paper and referred to the inspection of the
Wakefield Local Area that took place from 12 June 2017 to 16 June 2017.
The inspection followed the framework for the inspection of local areas’
effectiveness in identifying and meeting the needs of children and young
people who have special educational needs and/or disabilities. Ian
Holdsworth attended the meeting to provide an update on the progress of the
Written Statement of Action which was approved by the Governing Body and
accepted by regulators in December 2017.
Over the 12 month period, June 2017 to June 2017 there has been a
reduction of children and young people waiting from 614 to 171 and a
reduction of length of waits from one year and 49 weeks to 39 weeks. It was
noted that there is a monitoring meeting to be held on 12 July 2017 with the
Inspection Advisors to provide an update on progress. Following this meeting
a further update will be emailed to members of the Governing Body and the
progress will also be discussed by the Connecting Care Executive in August.
A discussion followed and it was noted that the new processes for the service
will be shared with primary care colleagues and the Governing Body will be
kept informed of any further progress.
Melanie Brown advised that the progress in improving the service has been
acknowledged at regional events and the team have been asked to provide
some top tips for other organisations.
Dr Phil Earnshaw acknowledged that the improvements were encouraging
and thanked Ian Holdsworth for the progress made.
It was RESOLVED that:
(i)

members noted the content of this report
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18/126 West Yorkshire and Harrogate Joint Committee of CCGs Annual Report
2017/18
Ruth Unwin presented the West Yorkshire and Harrogate Joint Committee of
CCGs Annual Report for 2017/18. The partnership is a new way of working
for the 2.6 million people who live in Bradford District and Craven; Calderdale,
Harrogate, Kirklees, Leeds and Wakefield.
The work undertaken during 2017/18 includes; support for the Cancer
Alliance; supporting healthier lifestyles; improving access to local mental
health services; improving stroke services and making sure that people get
the right urgent and emergency care in the right place at the right time.
It was noted that Dr Phil Earnshaw and Jo Webster are both formal members
of the West Yorkshire and Harrogate Joint Committee of CCGs on behalf of
NHS Wakefield CCG.
It was RESOLVED that:
(i)

members noted the West Yorkshire and Harrogate Joint Committee of
CCGs Annual Report 2017/18

18/127 South Yorkshire Hospital Services Review Stage 2
Pat Keane presented this paper explaining that the CCG is an associate
member of the South Yorkshire and Bassetlaw (SYB) Joint Clinical
Commissioning Committee (JCCC). As part of the wider SYB Integrated
Care System the JCCC commissioned a Hospital Service Review (HSR)
across the SYB footprint and included Mid Yorkshire Hospitals Trust (MYHT)
because of the patient flows, in particular from the Barnsley area.
The HSR focussed on five hospital based services; urgent and emergency
care; maternity; care of the acutely ill child; stroke and gastroenterology
(including endoscopy). The review and recommendations have now been
published and a link to the full report is included in the paper.
The report will be submitted to the Oversight and Assurance Group and the
Collaborative Partnership Board who will act as a forum for cross-system
discussion of the recommendations going forward.
It was RESOLVED that:
(i)

members noted the content of the South Yorkshire and Bassetlaw, North
Derbyshire and Mid Yorkshire Stage 2 Report; and
(ii) agreed to support the next steps.
18/128 Draft Connecting Care+ Business Plan 2018/21
Melanie Brown introduced this paper and explained that only an extract from
the draft full business plan was included with the papers. A link can be sent
to any member who wishes to view the whole document.
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The business plan sets out the vision, goals and objectives for the next three
years for integrated care across the Wakefield system and aims to provide a
level of assurance for the need to develop and deliver integrated working to
meet national policy requirements and identifies five key priority workstreams
which are; Lung Cancer; Mental Health; Elderly Care; Primary Care Home
and End of Life Care which will take place across the Wakefield Health and
Social Care System.
The Draft Business Plan brings together analysis from the Joint Strategic
Needs Assessment and informs the New Models of Care Board regarding
public feedback about health and care services. The proposed key enablers
to support the delivery of the five key workstreams include workforce,
technology, communications and engagement, estates, outcomes assurance
framework and housing, health and social care partnerships.
A discussion followed and Katie Roebuck advised that meetings with system
response teams will take place and work taken through the Health and Well
Being Board and Models of Care Board. It is intended the Business Plan will
be a live document and updated as actions are completed. The plan is still
being developed and it was agreed that Melanie Brown and Clare Linley will
review the quality aspect of the plan to consider any improvement.
Melanie Brown advised that quarterly reports on the five key workstreams will
be presented to both the Governing Body and the Health and Well Being
Board.
It was RESOLVED that:
(i) members approved the Connecting Care+ Business Plan; and
(ii) agreed that Wakefield’s New Models of Care Board is the forum
delegated to ensure delivery and implementation of the Connecting
Care+ Business Plan.
18/129 Integrated Quality and Performance Summary Report
Lorraine Chapman attended the meeting to present the performance section
of the Integrated Quality and Performance Summary report and highlighted
the following:
Mid Yorkshire Hospital NHS Trust (MYHT) achieved 6 out of the 8 cancer
access standards at the end of April. The two targets not achieved were 62
days wait to first definitive treatment following a consultant’s decision to
upgrade the priority of the patient and 62 days wait from an urgent GP
referral. MYHT continue to maintain a Trust wide Cancer Wait Time recovery
action plan which continues to be reviewed weekly by the Trust Lead Cancer
Management Team. Performance against the cancer waiting time standards
is also closely monitored by the Joint Acute Commissioning Working Group.
Performance of Referral To Treatment 18 weeks target this month
experienced a slight increase for the CCG, with April reporting at 88.7% and
87.3% for May. Whilst this remains below the 92% national standard, it
demonstrates a significant performance improvement from 83.5% reported at
the end of April 2017. Lorraine referred to the five 52 week breaches at
6
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Leeds Teaching Hospitals NHS Trust (LTHT) and advised that these are all
complex cases. The Trust is focused on clearing the backlog as rapidly as it
can.
Diagnostic 6 weeks performance for the Trust fell further below the 99%
national standard in April and Lorraine reported that there was improvement
in May to above the 99% target.
A&E waits – latest performance for May 2018 reported performance of 90.2%
and the Trust reported a 12 hour A&E breach at the Dewsbury site.
Lorraine advised that a contract performance notice had been issued for the
Improving Access to Psychological Therapies service and a remedial action
plan has been developed. Diane Hampshire referred to the success of the
South West Yorkshire Trust IAPT service and Mel Brown advised she would
look at other organisations who provide the IAPT service. Dr Phil Earnshaw
commented that access to the service is good but the recovery rate requires
some significant improvement. Mel Brown confirmed that progress is being
made and it is the intention to present a remedial action plan to the Integrated
Governance Committee in August 2018.
A question was raised regarding the 52 week waits and what measures are in
place to improve the performance? Lorraine suggested that the Contracting
Team could ask LTHT if there is anything the CCG could do to support the
Trust to improve performance. It was agreed that the CCG would write to the
lead commissioner expressing concern at this performance.
Pat Keane referred to the 18 weeks referral to treatment target noting that this
continues to improve although diagnostic performance is variable. It was
acknowledged that care will need to be taken before there is any change to
the commissioning capacity outside of the Trust.
Dr Adam Sheppard commented on the improvement across all sites in
relation to Urgent Care services and that this should be acknowledged.
Clare Linley and Laura Elliott presented the Quality Section of the report
highlighting the following.
The National Hip Fracture Database shows that acute hospital length of stay
has reduced from 23.2 days in January 2017 to 15.8 days in April 2018. The
Trust has confirmed that the additional actions to impact on the length of stay
will be undertaken before winter to reduce the need for additional capacity
beds over the winter period.
It was noted that MYHT are preparing for a Care Quality Commission
inspection under the new inspection regime. All Trusts will now undergo an
announced Well-led inspection and unannounced inspections of core
services. The Well-led review at MYHT will take place at the end of July
2018.
There have been several Care Quality Commission inspections in Care
Homes and it was noted that Attlee Court was rated Inadequate overall.
Clare Linley advised that the CCG Quality Team will work with colleagues at
7
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the Local Authority to support the care home and try to prevent deterioration.
Anna Hartley commented that it would be helpful if the Local Authority is
informed when there are management changes in care homes to enable them
to be pro-active in supporting the care home and timing visits appropriately. It
was suggested that Mel Brown, Clare Linley and Laura Elliott arrange a
meeting to consider what improvements could be made and how the quality
dashboard could be distributed as part of sharing intelligence. Anna Hartley
commented that improvements need to be considered to make working in
care homes an attractive opportunity for staff.
Pat Keane referred to the MYHT Maternity Quality Scorecard noting that 4 out
of 12 of the quality metrics were flagged ‘red’ for the latest monthly data.
Agreed actions are detailed in the report and commissioners will continue to
work closely with MYHT through the Maternity Quality Partnership to gain
assurance on the areas identified.
It was RESOLVED that:
(i)

members noted the current performance against indicators on the
strategic balanced scorecards;
(iii) noted those indicators where performance and quality are reporting
below target and the exception reports provided; and
(iv) noted the actions being taken by providers and the CCG with regard to
these indicators
18/130 Finance Report Month 2 – 2018/19
Jonathan Webb presented this report advising that the CCG is forecasting
delivery of the Financial Plan although reporting an overspend against
programme budgets of £0.1m year to date. At the end of May there was
£908k of unidentified QIPP and this is being progressed through the
Programme Management Office and delivery clinics.
Details of the objectives and conditions/measurement for the CCG to access
the Commissioner Sustainability Fund are included in the report together with
a table detailing the quarterly profiling of the financial position taking into
account the planned start dates of the CCGs efficiency schemes agreed with
NHS England.
The QIPP Recovery Plan dashboard shows the overall RAG rating of each
scheme together with the names of the management lead, clinical lead and
executive lead.
An initial scenario analysis has been produced which highlights the current
volatility of risks and opportunities showing a gap from plan of £6.4m. There
will be a report presented to the Finance Committee on 19 July 2018 detailing
the most up to date position.
Richard Watkinson queried whether there were any additional schemes
identified in relation to the £0.9m unidentified? Jonathan Webb advised that
there were two further schemes in development and the QIPP gap is closing.
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Richard Hindley commented that with the arrangements for a more robust
delivery of QIPP the Finance Committee can feel assured that the information
provided accurately reflects the current position.
Pat Keane commented that the Delivery Clinics provide weekly assurance of
the current position and the identification of the clinical leads and
management leads provides further support to the process.
It was RESOLVED that:
(i)

members noted the content of the report

18/131 Finance Control, Planning and Governance Self-Assessment
Jonathan Webb presented this report advising that NHS England have asked
all CCGs to undertake a self-assessment of finance controls, planning and
governance to help identify ‘early warning signs’ of CCGs in financial distress.
The self-assessment was originally completed in draft form by the Chief
Finance Officer, the Associate Director of Finance and the Corporate
Financial Accountant and was reviewed with the Accountable Officer and the
Chair of the Audit Committee.
Of the 85 criteria assessed, 71 were fully met, 8 partially met, 2 not met and 4
assessed as not applicable. For the 10 criteria assessed as partially met or
not met, there were a number which related to the financial position and the
financial history of the CCG rather than the governance and controls that the
CCG has in place. There were a number of other issues which closely related
to issues that the CCG can influence or remedy and in each case an outline
action plan was developed.
In future the assessments will take place on a quarterly basis.
Jonathan advised that he would contact other organisations to see whether
they would wish to share their results in an effort to provide some
benchmarking.
Richard Hindley and Dr Adam Sheppard commented that they had every
confidence that the self-assessment scoring was accurate and were assured
of the process.
It was RESOLVED that:
(i)

members noted the NHS England requirement for all CCGs to complete a
self-assessment of their overall control environment, covering financial
control, planning and governance;
(ii) noted the process followed to complete the NHS Wakefield CCG selfassessment checklist and noted the outcome of which was submitted to
NHS England on 22 June 2018; and
(iii) delegated authority to the Accountable Officer and Audit Committee Chair
to approve future submissions, with the completed self-assessments
being reviewed at Audit Committee on behalf of the Governing Body.
9
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18/132 Minutes of Audit Committee
The minutes from the Audit Committee were presented.
It was RESOLVED that:
(i) Members noted the minutes of the Audit Committee meetings held on 17
April and 3 May 2018
18/133 Minutes of Integrated Governance Committee
The minutes from the Integrated Governance Committee were presented.
It was RESOLVED that:
(i)

Members noted the minutes of the Integrated Governance Committee
meetings held on 19 April and 17 May 2018

18/134 Minutes of Clinical Cabinet
The minutes from Clinical Cabinet were presented.
It was RESOLVED that:
(i)

Members noted the minutes of the Clinical Cabinet meetings held on
26 April and 24 May 2018

18/135 Minutes of Connecting Care Executive
The minutes from Connecting Care Executive were presented.
It was RESOLVED that:
(i)

Members noted the minutes of the Connecting Care Executive meeting
held on 12 April 2018

18/136 Minutes of Probity Committee
The minutes from Probity Committee were presented.
It was RESOLVED that:
(i)

Members noted the minutes of the Probity Committee meeting held on
27 March 2018

18/137 Minutes of West Yorkshire and Harrogate Joint Committee of CCGs
The minutes from West Yorkshire and Harrogate Joint Committee of CCGs
were presented.
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It was RESOLVED that:
(i)

Members noted the minutes of the West Yorkshire and Harrogate Joint
Committee of CCGs meeting held on 6 March 2018

18/138 Minutes of South Yorkshire Joint Committee of CCGs
The minutes from South Yorkshire Joint Committee of CCGs were presented.
It was RESOLVED that:
(i)

Members noted the minutes of the South Yorkshire Joint Committee of
CCGs meeting held on 28 March 2018

18/139 Decisions of the Chief Officer
There were no decisions of the Chief Officer to report.
18/140 Matters to be referred to other Committees
No matters to be referred to other Committees.
18/141 Any other business
None
18/142 Date of next meeting
Tuesday, 18 September 2018, 1pm in the Boardroom, White Rose House
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Agenda item : 5b

NHS Wakefield Clinical Commissioning Group
GOVERNING BODY
BOARD MEETING
Action Points from the Meeting held on Tuesday 10 July 2018
Minute
Topic
No
18/123 Mental Health –
Case for
Change



Consider how GP
Federations can provide
input to the development of
the Alliance Agreement

Mel Brown/Alix
Jeavons

18/125



Update to be emailed to GB
members following the
meeting on 12 July with the
Inspection Advisors
Review quality aspect of plan

Dr Adam
Sheppard

July 2018

Mel Brown/Clare
Linley

August 2018

18/128

Progress on
responding to
SEND
Inspection
Draft Connecting
Care+ Business
Plan 2018/21

Action Required



Who

1

Date for
Completion
July 2018

Progress
Complete
Mel Brown has
spoken to Chair of
Conexus Healthcare
Ltd. The consensus is
a GP will participate in
the reference group
which will work closely
with MH Alliance
Board. Dr Shakeel
Sarwar will discuss
GP representation at
their next Federation
meeting. This input
will feed into Mental
Health Alliance
Agreement.
Complete
Email sent to GB
members 20 July
2018
Complete
Mel Brown and Clare
Linley met in August
to discuss and
following this the
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Minute
No

Topic

Action Required

Who

Date for
Completion

Progress
quality team and the
Connecting Care team
have progressed the
quality actions that
were agreed with MB
and CL for the New
Models of Care
Business Plan.

18/129

IQP Report





18/131

Finance Control,
Planning &
Governance
Self-Assessment



Contact LTHT to enquire
whether the CCG can
provide any support to the
Trust to improve
performance regarding the
52 week waits
Discussions with Local
Authority as part of mapping
assurance processes across
organisations to avoid
duplication
Consider contacting other
organisations with a view to
obtaining their results to
benchmark against

2

Lorraine
Chapman

August 2018

Complete
Letter sent to MYHT
August 2018

Anna Hartley/
Laura Elliott

November 2018

Complete
Ongoing discussion
with LA colleagues

Jonathan Webb

August 2018

Complete
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7

Public/Private Section:

Public
Private
N/A

Information



Report Author and Job Dáša Farmer, Engagement Manager
Title:
Laura Elliott, Head of Quality and Engagement
Responsible Clinical
Lead:
Responsible
Governing Board
Executive Lead:
Recommendation :

Not applicable
Ruth Unwin, Associate Director for Corporate Affairs
Stephen Hardy, Governing Body Lay Member for public
involvement

It is recommended that the Governing Body:
i. note the content of the report for information; and
ii. ensure public engagement is considered and undertaken for all commissioning intentions.
Executive Summary:
One of the aspirations of the CCG is “to commission quality services that will improve our
patient’s experiences of care and their health outcomes. A key part of this will be to involve
and listen to our patients, practices, partners and staff when redesigning services.” Based on
this, and in line with the current legislation, the CCG is required to produce and publish a
report highlighting all the consultation activity that has taken place.
This report includes information on consultations and engagement activities that have been
undertaken and completed during 2017/18, including any that started before 1 April 2017 or
that started during the period of this report, but are not yet completed. It also includes details
of the consultations and engagement activity planned for 2018/19, where known.
The key areas of work have included:






Engagement at practice level, including patient participation groups. Work within
primary care as part of arising changes
Support and development of our engagement groups and the Equality Health Panel
Public events
Continued assurance provided by PIPEC for all engagement work
Strong links with equality and diversity work and specific work around Accessible
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Information Standard
Engagement in support of commissioning decisions, including service areas such as
maternity, self-care, urgent care and dementia
Refresh of our Communications, Engagement and Equality strategy

Link to overarching
principles from the
strategic plan:

Reduction in hospital admissions where appropriate
leading to reinvesting in prevention
New Accountable Care Systems to deliver new
models of care
Collective prevention resource across the health and
social care sector and wider social determinant
partners
Expanded Health and Wellbeing board membership
to represent wider determinants
A strong ambitious co-owned strategy for ensuring
safe and healthy futures for children
A shift towards allocation of resources based upon
primary and secondary prevention and social
determinants of ill health
Transforming to become a sustainable financial
economy
Organising ourselves to deliver for our patients





Outcome of Integrated
Impact Assessment
completed (IIA)
Outline public
engagement – clinical,
stakeholder and
public/patient:
Management of Conflicts
of Interest:

Not applicable, however equality aspects are reflected within the
report and EIA are carried out on individual projects.

Assurance departments/
organisations who will
be affected have been
consulted:
Previously presented at
committee / governing
body:

Not applicable

Reference document(s) /
enclosures:

None

Risk Assessment:

None

Finance/ resource
implications:

None

The report covers consultation and engagement activities during
the financial year and beyond, capturing where and how
feedback was obtained from the public and stakeholders.
There is no expected conflict of interest arising from this report.
However, it includes engagement carried out within primary care
setting.

Not applicable
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Foreword
I would like to welcome you to our 2017-2018 Patient and Public
Engagement Report for NHS Wakefield Clinical Commissioning
Group (CCG). The report shows just how much has been achieved
during the year and there is much that we can be proud of:











This year, we refreshed our Communications, Engagement
and Equality & Diversity strategy, taking it out into the
community to get feedback. Similarly, we looked at our
commissioning approach, asking the public for their views
on the principles that should support our work.
We have continued our work around improving patient
experience and we aim to do this next year to make sure
that we listen to and act on the feedback you give us.
A lot has happened within our local Vanguards, both in
engagement and the steps we have already taken to help improve things for
residents. It is great to see new ways of working and how these help. We will
continue this next year as more and more exciting work is planned locally to
improve the way in which services are delivered to our communities. This will be
done alongside the wider picture and developments across West Yorkshire and
Harrogate footprint.
We also carried out engagement around Urgent and Emergency Care, building
on previous work and focussing on extending urgent care that you can get at your
GP practice and here you can find more about GP Care Wakefield.
Some difficult decisions about what we pay for had to be made this year and we
really appreciated input from the public, be it through surveys, meetings or
events.
We have continued our work throughout the year to maintain the number of
patient groups and to set these up where they may have folded. This again
showed that only ongoing support to these groups will result in all practices
having a patient group. We will continue this in the following year to make sure
that we support patient groups in voicing patients' priorities and developing them
to be more involved in fighting for patients' interests in the NHS, especially in light
of emerging GP federations.
Our equality and diversity agenda saw a lot being done in relation to the Equality
Delivery System 2 as well as our Equality Health Panel established last year. We
have continued to use feedback to help practices be more accessible to all their
patients.

We would like to thank everyone who has contributed during the year with their views,
thoughts and time, and look forward to another busy year.

Stephen Hardy
Lay Member, Patient and Public Involvement
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Introduction
About us
NHS Wakefield Clinical Commissioning Group (CCG) was formally established in April
2013 and has the responsibility for making sure that the approximately 374,703 people
in and around Wakefield have access to the health services they need.
In 2006, patient involvement was strengthened by the NHS Act. Sections 242 and 244
of the Act place a duty on NHS organisations to involve and consult local people and
stakeholders in the planning and development of services.
The Health and Social Care Act 2012 introduced significant amendments to the NHS Act
2006, especially with regard to how NHS commissioners function. These amendments
include two complementary duties for Clinical Commissioning Groups (CCGs) with
respect to patient and public participation and also a duty to promote the NHS
Constitution which was refreshed in 2013.
This report provides an overview of the consultation and engagement activities that have
taken place over the past year (from 1 April 2017 until 31 March 2018) and includes a
summary of what people told us, what the outcome was and where you can find further
information. It also includes details of some of the consultation and engagement
activities that are planned for 2018/19.

Our approach
Our vision is “to commission quality services that will improve local patients’ experiences
of care and improve their health. To do this, we want to involve and listen to patients,
practices, partners and staff when altering or changing our services.”
The views of patients, carers and the public matter to NHS Wakefield CCG. We want to
involve them, as well as doctors, nurses, other healthcare professionals and managers
in the decisions we make. By working with patients, carers, patient organisations and
the public, we are able to develop services which meet the health needs of our
community.
“We must put citizen and patient voices absolutely at the heart of every decision
we take in purchasing, commissioning and providing services.”
Transforming Participation in Health, 2013
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The NHS Five Year Forward View published in October 2014, also sets out how
the health service needs to change, arguing for a new relationship with patients
and communities (NHS England, Five Year Forward View, 2014).
We have a Communications, engagement and equality strategy which describes how
we will communicate with, listen to and make sure that all views are heard across
Wakefield District, from individuals, communities and our staff and partners. You can
find more details on the refresh of this document on page 15.
Our strategy enables us to meet our responsibilities under the Health and Social Care
Act 2012 as well as reflecting the direction set in the NHS Five Year Forward View:




putting patients at the heart of everything we do
focusing on improving those things that really matter to our patients
empowering and liberating clinicians to innovate, with the freedom to focus on
improving healthcare services

The strategy shows that we are committed to ensuring that we actively engage with
patients, the public and other key stakeholders to ensure that the commissioning,
design, development, delivery and monitoring of healthcare in Wakefield meets the
needs of our population. By listening to patients, and learning from their experience of
health care we can understand what really matters to people.
We want to make sure we hear from all the people and communities in and around
Wakefield - everyone’s opinions matter. We understand that the way we ask for people
to share their views can make a big difference to who responds so we ensure we design
our engagement processes with this in mind. We also use equality monitoring to assess
the representativeness of the views we have gathered and where there are gaps or we
identify trends in opinion these will be looked into and plans made to address them.
Activity is also designed to ensure all the nine Protected Characteristic Groups are
effectively represented, in line with equality and diversity legislation, and that it reflects
the demographics of local communities.
The nine Protected Characteristics Groups are:
1.
2.
3.
4.
5.
6.

Age
Disability
Sexual Orientation
Religion and Belief
Race
Pregnancy and Maternity

Page 6

PDF Page No. 24

7. Marriage and Civil Partnership
8. Sex (gender)
9. Transgender
This annual report is our opportunity to present the work undertaken, catalogue our
activities and present any changes as a result of this work.

The Patient and Public Engagement Annual Report
When there are decisions to be made which affect how local NHS services are
commissioned, we make sure we talk to those patients who will be most affected and for
those larger pieces of work we make sure the general public are made aware of any
proposals so they too have the chance to have their say. We carry out one off pieces of
work as well as involving patients and the public on an ongoing basis through the
partnership arrangements we have in place with local patients and communities.
There are other ways for people to get involved in local health services and to share
their views. Some of these are noted in the next section.

Patient and Public Engagement: How to Get Involved
We are working hard to include people in the shaping of local health services. We want
to do this because it helps us to make sure we are improving our services in ways that
meet your needs.
It is really important for us to hear people’s comments, ideas and suggestions about
ways in which we can make services better.
If people would like to get involved in the development of new and existing services and
share their experience, then they can join our engagement database. We contact
people on this database when an opportunity arises for them to get involved. This can
range from being part of a discussion group, completing a questionnaire, joining a
service user group or telling us what they think about some of the documents we
produce.
There are other ways for people to get involved in local health services and sharing their
views, like:
Local Patient Reference Groups (PRGs) - the building blocks for engagement at GP
practice level. GP practices have set up groups of patients who are interested in
engaging with their work. If you would like to be part of a group like this, ask at your
practice.
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Patient Participation Group (PPG) Network – organised by the CCG, it acts as the link
between local PRGs and the commissioning group (see page 12).
Healthwatch Wakefield - Healthwatch Wakefield became an independent Company
Registered in England on 1st April 2016. Healthwatch Wakefield is the independent
consumer champion – or watchdog – created to listen to and gather local people’s
experiences of using health and care services. This includes services like doctors,
chemists, hospitals, dentists, care homes and community based care. Information on
Healthwatch can be found at http://www.healthwatchwakefield.co.uk/
Public Involvement and Patient Experience Committee (PIPEC) – our assurance
group with members of the public and representatives of local, voluntary and community
sector organisations, who make sure we meet our statutory duty to engage (see page
14). This has been highlighted in the latest NHS England’s guidance around
participation. We were pleased to be involved in the development of this new guidance.
NHS England incorporated two case studies from the CCG.
Maintaining our relationship matrix of community and voluntary groups; developed to
ensure that we engage with groups representing the nine protected equality
characteristics (see page 11).
NHS Wakefield CCG website – our website provides information about our work online.
It includes an overview of all sections of work the CCG undertakes and links to other
useful sites including partner, and programme sites. To support our engagement work
there is a section called ‘Get Involved’. This is where we post all details of current
engagements / consultations’. We use the website to inform readers of our plans to
engage, raise awareness of any consultation activity and also provide opportunities to
become involved. This website is updated regularly so we can report on the outcomes of
all consultations and what we have done as a result of our activity. Our website is at:
http://www.wakefieldccg.nhs.uk/
Twitter – We post regularly on Twitter @NHSWakefieldCCG with the latest information
about the CCG and key health and wellbeing information and links to related
content. Readers can also interact with comments, information, questions and add their
own content links. At present we have 10,000 followers on Twitter. To support our social
media we have a social media policy which all staff are aware of and support.
Facebook – We post regularly on Facebook (www.facebook.com/HealthyWakefield)
with the latest information about the CCG and key health and wellbeing information with
links and attachments to related content. Facebook users can also interact with posts,
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post comments, post on our timeline, like or react to content and share content further.
At present we have 746 page likes on Facebook. To support our social media we have a
social media policy which all staff are aware of and support.
CCG engagement events - wider engagement events with local people on health care
related topics. At NHS Wakefield CCG we recognise that engagement with patients and
the public is not a one off activity, but an ongoing dialogue. Patient feedback is integral
to developing quality services which meet the needs of the population we serve. By
developing different ways in which people living in the District can get involved in
shaping the services, we aim to maximise the opportunities for public participation.
Patient advice and liaison service (PALS) - PALS helps the NHS to improve services
by listening to what matters to patients and their families and making changes when
appropriate. PALS provide the following functions to the population of Wakefield:


Providing the public with information about the NHS and helping with any other
health-related enquiry



Helping resolve concerns or problems for those using the NHS



Providing information about the NHS complaints procedure and how to obtain
independent help if the person decides they want to make a complaint



Providing information and help, for example, support groups outside the NHS



Improving the NHS by listening to concerns, suggestions and experiences
ensuring that people who design and manage services are aware of the issues
raised



Providing an early warning system for NHS Trusts and monitoring bodies by
identifying problems or gaps in services and reporting them.

Governing body meetings - The CCG holds regular governing body meetings and an
annual general meeting (AGM). These are open to members of the public and allow
people to find out more about what the CCG does and ask questions. We also invite
patients to share their stories, in order to keep our work patient focussed.
Papers are made available online prior to meetings and public feedback is considered in
the development of future polices and wider services in the CCG.
Details of dates, venues and papers for Governing Body meetings can be found here
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Probity Committee – This committee functions to support decision making about items
which present conflicts of interest for all GP members of the Governing Body, such as
those relating to the commissioning of primary medical services. Documents from these
meetings can be found on our website.
Care Opinion and NHS Choices - Care Opinion is a feedback platform for the public so
they can share their story or experience of healthcare services. Anyone can post an
opinion on the website. NHS Choices also provides a similar facility. NHS Wakefield
CCG search these facilities by provider to pick up what patients are saying about local
NHS services.
National and local surveys - National and local surveys take place throughout the year
from various providers including local GP practices. Patients are encouraged to
contribute to these surveys. The public can use surveys to have their say on current
services and NHS Wakefield CCG is able to use such surveys to understand the
patient’s view of the service. In addition surveys can be used collectively to inform
commissioning decisions and contract monitoring.
Friends and family test (FFT) – This test was rolled out to GP practices in December
2014, building on what was done in hospitals and expanding the national programme. It
aims to gather as real time patient feedback as possible with every patient being given
the opportunity to give feedback. NHS England publish information on a regular basis.
Service re-design activities - Throughout the year we actively promote any activities
for people to become involved. In addition, we ask if people would like to have their
name stored on our engagement database so we can contact individuals directly about
healthcare services.
National assessment of our engagement work – NHS England had developed a new
approach to the assessment of patient and public participation as part of its statutory
annual assessment of CCG performance. This assessment related to the ten key
actions listed within the latest guidance, and involved a desktop review of each CCG
based on corporate annual reports, CCG websites and documents and information
published on CCG websites. We were proud that our organisation was given a green
RAG rating.
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Relationship Matrix
The Relationship Matrix provides a detailed breakdown of the relationships the
Engagement Team has developed in the local area. The Relationship Matrix is not a
mailing list but the detailing and tracking of those key relationships which support the
day to day business of the engagement team. A relationship is defined as a two way
conduit, built on mutual understanding and trust which has evolved over time.

How has the Relationship Matrix been created?
The Relationship Matrix was created as a result of extensive mapping and networking.
Using the nine protected characteristics, outlined in the Equality Act 2010, a baseline
account was taken of the primary characteristics for all organisations where relationships
are developed. The nine protected characteristics (listed on page 6).
Apart from the recognised protected characteristics, we also consider people from other
disadvantaged groups, including people who fall into “Inclusion Health”
groups, who experience difficulties in accessing, and benefitting from the NHS.
These other disadvantaged groups typically include but are not restricted to:
• People who are homeless
• People who live in poverty
• People who are long-term unemployed
• People in stigmatised occupations (such as women and men involved in prostitution)
• People who misuse drugs
• People with limited family or social networks
• People who are geographically isolated
Who can use the Relationship Matrix?
The Relationship Matrix is used as a tool by the Communications and Engagement
Team to assist colleagues in reaching the organisations who engage with patients,
carers and the public on an ongoing basis.
This is done by working directly with an ‘Enabler’ who has links into, or who works for,
the group or organisation. This is the Primary Relationship. The Enabler ensures that
any correspondence is shared with their members, volunteers and client group.
On completion, the Matrix was reviewed to ensure that our engagement processes
included relationship with groups representing the nine protected characteristics. As a
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result of this gap analysis, we built stronger links with MESMAC (Men who have Sex
with Men) and the Wakefield & District Society for Deaf People. We have also now
included organisations representing the Eastern European Community, refugees and
asylum seekers. We successfully achieved this during the year, not only in gaining a
relationship matrix representation, but also incorporating this into membership of PIPEC,
our public assurance group (see page 14) and the Equality Health Panel.
What did we do?
We have regularly used the contacts within the Matrix to share information about events,
consultation and engagement opportunities and general engagement information
published by us or other NHS partners. This has included local initiatives noted within
this report as well as national consultations and opportunities to get involved, for
example in our events.
We will continue to share information, including opportunities to get involved. We used
the matrix to establish our Equality Health Panel. The panel was put together in 2017
following the success of the Equality Delivery System process.

Patient Participation Group Network (PPGN)
The Patient Participation Group Network supports local Patient Reference Groups
(PRGs) within GP practices to enable engagement at practice level. It provides
opportunities to work with the CCG, as well as sharing areas of good practice among
individual PRGs. The Network draws on the collective views of practice representatives
and the wider practice population.

PPG Network members share information and updates on initiatives aimed at enhancing
patient experience. Engagement at practice level is enabled through this mechanism
and consequently the views of local people are fed through to the CCG.
‘Sharing of good practice’ is a
constant element of the group and
offers the Network the opportunity to
share ideas for their groups and their
work plans. It also provides an
opportunity for individual PRG
members to raise concerns and have
these addressed. These have
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included practice-specific questions as well as CCG-wide, for example the development
of GP federations and the impact this may have on the work of individual practices.
In 2017/18, the PPG Network has discussed and commented on:
 Urgent & Emergency Care
 Finance – NHS Contracts
 Outpatient Appointments (March and September 17)
 Equality Delivery System in Primary Care
 Talking Therapies– Information on the support available locally
 TRISH – The Referral Information and Support Hub.
The group has also held a separate workshop on Wakefield CCG’s Commissioning
Principles and this helped to shape these and we hope to include members in more
specific work next year.
Network members are hugely important, they provide:
 Ongoing feedback through the course of successive meetings, adding to the
debate as required for feedback to the CCG
 Feedback on communication and engagement plans, documents and reports
which has helped to shape our approaches
 Feedback on local services which is used to feed in as part of the commissioning
work and also to help shape the agendas and work of the group.
There is a commitment to growing the membership of the PPG Network and the support
we have given has been both to the network as well as individual groups. We have
worked with practices on a one to one basis to help them establish and grow their
groups.
The PPG Network is highly valued by the CCG, and there is commitment to this meeting
and to utilising the feedback from members of the Network to inform practice level
working as well as wider commissioning work. With the development of GP federations
and a confederation locally, we will continue to support engagement at practice level.
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Patient Involvement and Patient Experience Committee (PIPEC)
The PIPEC is our public assurance group which meets on a quarterly basis. Members
are drawn from across Wakefield to represent patient views and to inform
commissioning decisions and to identify possible improvements. PIPEC provides a
single recognised structure to oversee the delivery of patient involvement and patient
experience activity and ensure impact and change is demonstrable both internally and
externally.
The role and input of this group has been recognised nationally within NHS England’s
guidance on involving people in health and care.
PIPEC members provide opinions and comment on documents, policies, often away
from formal meetings, this ensures that decisions are not restricted purely to meeting
discussions.
The group has provided general feedback on local services which has been used to
influence commissioning plans. The Committee is chaired by the CCG’s Lay Member
with responsibility for Patient and Public Involvement. Minutes of the Committee are
submitted to the CCG and this completes the reporting mechanism between the
Governing Body of the CCG and the public representatives.
Throughout the year the group met quarterly, a sample of what they looked and
contributed to is detailed below:




Finance and Contracting
Urgent and Emergency Care (March and June)
Sustainability & Transformation Plans
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Primary Care Workforce
Better Births – Improving outcomes of maternity services in England
District Nursing
Pontefract Hospital – Urgent Care Centre (September and December)
Communications and Engagement Strategy
Engagement in Primary Care
System Recovery – Financial situation in the area
Asylum Seekers and Refugees – The CCG’s work.

Engagement to develop the CCG’s Communication, Engagement &
Equality Strategy
June to December 2017
What did we engage / consult on?
The CCG wanted to refresh it’s Communication, Engagement and Equality Strategy
originally developed and previously refreshed in 2015. The NHS and Social Care had
undergone many changes since that time that needed to be reflected in a new strategy.
The CCG wanted this to be something understandable and of use to the interested
public and staff from the CCG and partner organisations.
How did we engage / consult?
Engagement took place by talking to existing groups and cascading drafts to partner
organisations. Most of this took place face to face but comments were also taken by
telephone and email.
Who did we engage / consult with?
We shared drafts with PIPEC, PRG Network, the Equality Health Panel, the CCG’s
Membership Engagement System (database), communications, engagement and
equality staff and Governing Body leads and Community Engagement Partnership (a
sub-group of the Health and Wellbeing Board).
What did they tell us?
We shared drafts at different stages. The final strategy was the 18th version. It was
difficult to please everyone, some people wanted simple, and others more detail. We
therefore created a document that was very streamline, would help the public to know
what we do and support staff. There were embedded links to further information for
those with an interest.
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What decision has been taken based on the feedback?
The whole of the strategy was based on feedback. CCG Governing Body approved the
strategy in January 2018.
Where can people find more information about your project?
https://www.wakefieldccg.nhs.uk/fileadmin/site_setup/contentUploads/Public_Informatio
n/Communications__Engagement_and_Equality_Strategy_2018_.pdf

Engagement about Commissioning Principles for a Review of the
Commissioning Policy
February to May 2018
What did we engage / consult on?
The CCG receives a fixed budget from Central Government. This budget is used to
commission cost effective, high quality, clinically effective/evidence based healthcare
that meets the requirements of the local population and delivers value for money.
All CCGs are required to develop, implement and monitor a Commissioning Policy. The
requirement for a policy falls directly out of the NHS Constitution and the directions from
the Secretary of State.
The Commissioning Policy should be clear, understandable and available to our local
population, clinicians, providers of services, other commissioners and other
organisations.
The policy describes the services the CCG are responsible for commissioning. It also
makes reference to specific policies where Referral Criteria, Prior Approval or Individual
Funding Requests (IFRs) for some conditions may apply.
Whilst engagement might take place in future about individual services this engagement
was solely about the principles on which decisions would be based.
How did we engage / consult?
We worked with equality and easy read experts to put the principles into plain English.
This set of principles were shared with PIPEC, PRG Network and community groups as
well as the Community Engagement Partnerships. Each of the principles were
discussed and decisions taken about their appropriateness. All comments were
collated.
Who did we engage / consult with?
We engaged and met with people who might be interested in the CCG and how it
commissioned services. This was usually groups who have an ongoing relationship with
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the organisations such as carer groups and Patient Participation Groups wihin GP
Practices.
What did they tell us?
They told us that they thought the principles were sensible and logical.
People felt that improving health was important ie, that prevention should be a priority.
They also felt that education about self-management and people taking responsibility
about their own care was important.
Finance was mentioned in two of the principles and we received comments that once
was enough. When talking about finance people felt services should be cost effective,
not “cheap” but did wonder if the NHS could raise money/fundraise. They felt staying
within budget was important but not as important as the other principles.
People were pleased that there was mention of carers in the principles.
There was a strong feeling that the principle about services being equitable should be
strengthened to ensure decisions did not impact the most vulnerable individuals and
groups. They also felt that there should be a reference to mental health in the principles.
People wanted the CCGs to ensure its decisions did not have negative impacts on the
rest of the system. Some voiced concern that centralising services locally led to people
on the East of the district feeling disadvantaged.
What decision has been taken based on the feedback?
As a result of engagement mental health is now specifically included in the principles.
The policy is to be reviewed again in the future and the engagement will be used to
inform that work.
Where can people find more information about your project?
https://my-oscar.nhs.uk/documents/Commissioning-Policy-Wakefield-CCG-V3.0-2018FINAL.pdf
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Listening Events
Listening Event were organised for parents and carers to come along and share their
thoughts and concerns about Health services and support for children and young people
with SEND (Special Education Needs and Disability). Three listening events have been
held in 2017 – 2018, which will continue to take place quarterly in the next financial year.
What did we engage / consult on?
May 2017 – General Health focus
January 2018 – Transition to adult services
March 2018 – Mental health services
How did we engage / consult?
These events are organised by Team Wakefield (Parents forum) and the topics are
chosen by parents. The events are held jointly with social care and education services
when appropriate. We take along a team of relevant staff (service managers &
commissioners). For the first event, parents could tell us anything they liked about their
experiences with TEAM facilitating – staff did not have an opportunity to respond at this
point in order to allow careful listening and consideration. At a follow-up event, staff
came back with feedback and any changes they would make as a result.
Who did we engage / consult with?
Parents of disabled children were invited to these listening events.
What did they tell us?
People told us about their experience of using services and the feedback was that:
 parents didn't always know what therapy programmes their child was getting in
school
 parents were concerned that schools were not following therapy recommendations
 parents were concerned around sensory issues but said they were very happy with
Occupational Therapy services when they got them
 some expressed concerns with mental health issues
 it was felt that assessments were not
detailed enough
 there were concerns around autistic
children who needed in-patient
admission in respect of staff not
understanding their needs.
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What decision has been taken based on the feedback?
 Therapists looked at ways to improve communication with parents, particularly
including letters with more detail about the child's therapy programme and with
schools. – making sure that parents are copied into communications.
 community staff committed to providing support and training to in- patient staff on
autism and learning disabilities.
 agreed to have a dedicated listening session on Mental Health

Where can people find more information about your project?
Future events are advertised on TEAM’s Facebook page,
@TEAMWakefieldparentforum.
Information can also be found on SEND: http://wakefield.mylocaloffer.org/Home

Primary Care
General practice is at the heart of health care in the NHS. We have ambitious plans for
primary care services in Wakefield and this year the 36 practices across the district have
been rising to that challenge.

As part of these ambitious plans, the 36 practices have been looking at the benefits of
not only working together across the district but also in geographical areas as part of the
federations to support the needs of the local population.
GP Practices are now working across 6 networks covering the whole district and are
focussing on local priorities for health and care in their areas. With more and more
health services being offered in GP practice buildings, they are quickly developing their
role as a hub in their local communities and working collaboratively with the Third sector.
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GP Practices also signed up to the Additional Patient Access Contract (APAC)
commencing from 1 April 2017 – January 2018 which provided additional patient access
over and above that funded by core contracts. Overall, the Practices provided
approximately 127,000 additional patient clinical contacts across the district in that year.
This year we also secured additional funding for some GP practices from the national
General Practice Resilience programme. The purpose of the fund was to deliver support
that would help practices to become more sustainable and resilient, better placed to
tackle the challenges they faced and into the future, and secure continuing high quality
care for patients.
Over the past year we have seen the percentage of people signed up to use GP
services online grow to just over 20% across the district. This means even more people
have the ability to book or cancel an appointment online, order a repeat prescription or
view their health care record – all 24/7.
We developed Wakefield General Practice Workforce Development Academy in April
2017 hosted by Kings Medical Centre which aimed to:


Lead and facilitate innovative workforce development across General Practice to
meet the needs of the Wakefield population and future workforce challenges;



Transform learning by commissioning, providing and facilitating local, affordable,
innovative, quality training and education that meet the current/future needs of a
changing workforce across the General Practice workforce in Wakefield.

As part of our plans to implement the General Practice Forward View, we have looked at
the needs for a changing workforce building the apprenticeship programme and
employing physicians associates.
We also have been working with practices to look at different ways to manage workload
and sharing best practice across the district.
The number of trained care navigators has grown in Wakefield. This supported patients
in finding their way around the services available. The care navigator role also helped
patients and their families to engage with decisions about care and treatment, also
offering advice on how to find out what voluntary and local services were available
locally.
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King Street GP Practice
In last year’s report, we noted the 12 week patient engagement in respect of the GP
practice based at King Street Heath Centre. We continued to support patients in finding
an alternative GP and worked with GP practices in the local area to make sure that they
were ready to receive new patients.

Outwood and Wrenthorpe GP practice

26 July – 11 October

An application was made to Wakefield CCG to commence engagement with the
registered patients of Dr Putman & Partners to seek their views on the proposal to close
Wrenthorpe branch surgery of the practice and centralise all services at Outwood
Medical Centre.

What did we engage / consult on?
The practice stated that if the branch surgery was to close, this would free up more
clinical time at Outwood. By concentrating services at the main site, the practice would
be able to provide:
 Greater range of clinical expertise under one roof.
 Increased access to same day urgent care
 Enhanced patient safety due to continuity of care – More chance of seeing a
preferred GP
 Larger team with the ability to provide responsive essential medical services
 More continuity at one site rather than waiting several days to see the same GP
at the branch
 Improved telephone access at main site – designated line to administration. Four
phone lines instead of one at branch surgery
 Better facilities, better disabled access and child friendly compliance.
 100+ parking spaces as opposed to 3 at branch surgery
 Reduced clinical risk at main surgery due to the ability to conduct all necessary
tests with a nurse, Health Care Assistants, Phlebotomist and GP being on site
together
How did we engage / consult?
Through a twelve week communication and engagement process the practice gathered
views of the patients and stakeholders who use Wrenthorpe and Outwood surgery.
They asked for views on whether there were other options they should consider and
how best to make sure that the patient’s needs are not overlooked.
The practice engaged with staff, patients and the wider public in the following ways:
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Patient Participation Group meetings – involving the patient group at the
beginning of the process, asking for their views on engagement and keeping
them involved in various meetings. The group also supported the sharing of
information in the community.
Letter to patients – the practice wrote to the 2,000 registered households in
Wrenthorpe and those households that could be deemed to be closer to
Wrenthorpe than Outwood.
Local Practices - the practice met with the Federation /Network member
practices. The practices are geographically aligned and as such three of the
practice areas overlap the Outwood Park Medical Centre boundary.
Pharmacist in Wrenthorpe due to a pharmacy being located in the same
building, communications between both parties have been based on reassuring
patients that the service would continue and how the service could be improved.
Patient surveys A paper version was available from both Outwood and
Wrenthorpe reception areas, online on the surgery website and in Wrenthorpe
Village community centre.
FAQ and information leaflets were available from both sites and on the website.
Comments & Suggestion box - Patients were encouraged to post their
comments and suggestion in a feedback box at both sites.
Local Media - the practice wrote an article for both the Outwood & Wrenthorpe
newsletter which is distributed to all local households with contribution from the
patient group. Wakefield Express also carried articles about this proposal and
decision making process.
Website - a section on the practice website was created to provide information
and links to surveys, FAQ and a method to leave feedback.
Petition - a petition was presented to the CCG
Drop in Sessions (4) – which were held at various times and days of the week in
the hope that as many stakeholders as possible would have an opportunity to
attend.
Meeting with local Councillor Charles Keith – Councillor Keith made
recommendations and agreed to arrange and chair a public meeting.
Representatives from the practice were invited to attend. Councillor Keith took an
active role in promoting the event and provided a leaflet drop to the Wrenthorpe
community to ensure that the event was widely publicised. Councillor Martyn
Johnson was also key to the process being a successful event.
Public Meeting – this was held in Wrenthorpe Village Hall with an estimated 85
attendees throughout the meeting, including a representative of Andrea Jenkyns
MP’s office.
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What did they tell us?
The practice received:
o 287 individual written responses to the patient survey.
o Feedback from the organisers of the public meeting were shared with the practice
after the event.
o 3 letters
o Standard letters for and against the proposal that were issued at the public event
o 3 emails
o Verbal – drop in sessions and public meeting attendances
The Key themes arising from all of the feedback can be grouped into the following
themes in order of ranking:
o Transport - Ranked highest of the key areas with 98 survey respondents having
concerns with how they would travel to the main surgery given the lack of public
transport between the two sites.
o Housing - Noted throughout verbal discussions was the concerns that were
raised regarding the number of new housing developments that were taking place
across the area and their impact on local public services.
o Access – the third ranked area of concern was of the impact on appointment
availability. Some patients thought that the closing of Wrenthorpe branch would
lead to a reduction in actual appointments. As part of the verbal discussions
patients were reassured that there were no plans to cut back on appointments. It
was explained that the same number of appointments would be available just at a
different location.
o Rationale for the proposal – some respondents questioned this, feeling that the
true reason for the proposal was financial savings for the practice.
o Impact on local pharmacist – Patients were worried that should the closure
impact on the chemist to the point whereby it would no longer be financially viable
to remain open what the knock on effect of this would have on the village status.
At verbal discussion the practice was able to offer assurances that it would
continue to maintain the close, successful relationship it holds with the pharmacist
and did not foresee any reason why this should not continue.
o Pollution – linked to concerns in the over development of the area. Patients felt
that the closure would mean the need for more cars. The practice responded that
whilst this was an area which was out of our control we envisaged that as a
maximum this would mean an extra 32 cars a day would be travelling to Outwood
rather than Wrenthorpe. It was felt that this would cause little if any significance to
the environment.
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What decision has been taken based on the feedback?
The practice presented the approach to engagement to the Local Authority Overview
and Scrutiny Committee as well as the CCG. Findings from the engagement formed
part of the Practice’s submission to the Probity Committee of the CCG who were making
the decision about the branch closure. At the initial review of this, the CCG asked the
practice to provide more details and after a follow up careful consideration, the CCG
agreed to give the go ahead for the branch closure.
This decision was presented again to the Overview and Scrutiny Committee, who asked
for more reassurance.
Where can people find more information about your project?
More information can be found on our website at
https://www.wakefieldccg.nhs.uk/home/patient-in-wakefield/what-we-do/publicdocuments/probity-committee-papers/

Self-care, telehealth and sharing care records
26 October - 8 December 2017
In the Connecting Care + Partnership there are a couple of important programmes that
will help with the delivery of its other services. These include: self-care and sharing care
records.

What did we engage / consult on?
Engagement was undertaken in the winter of 2017 and builds on the previous
engagement that Connecting Care commissioned from Healthwatch Wakefield in
December 2016.
The self-care, telehealth and sharing care records engagement received over 240
survey responses, with face to face discussions taking place with over 90 people.
Information from the previous engagement was shared.
How did we engage / consult?
We used a survey to gather the views and this was shared, via a link, on:




Wakefield CCG Website, Facebook and Twitter
Wakefield CCG internal communications with staff including intranet and staff
briefings
The CCG’s engagement database

Page 24

PDF Page No. 42





Healthwatch Wakefield
Connecting Care partners including Mid Yorkshire Hospitals Trust, Wakefield
Council, Spectrum, South West Yorkshire Partnership Foundation Trust (Live Well)
Community Engagement Partnership

8 Community Groups/events were also visited.
Who did we engage / consult with?
The engagement was aimed at the whole population of Wakefield district, including
people working and/or receiving services in the area. However, we specifically targeted:




people with long- term conditions
people already receiving services
their carers

What did they tell us?
 People understood self-care to mean keeping well by healthy eating, exercise,
taking responsibility for your own care (including medication)
 There was a feeling that lack of knowledge, lack of time and illness/depression
might be barriers to self-care
 The main ways that people felt the NHS could help with self-care were by giving
information and educating people (including professionals)
 There were varying responses to how people felt we could build people’s
confidence, skills and knowledge but communication and giving information
(including social media and apps) and running courses and sessions were the top
two themes
 People would mainly access support online, via voluntary and community groups or
through Primary Care services.
 When thinking about mental wellbeing many people were not sure what support
would help. However, people stated that talking, being listened to, having help at
work and not being isolated would help
 Many people (highest response with 20.94%) were not aware of what mental
wellbeing support was available in their area. However, almost 80% were able to
name some support
 Almost 70% of respondents said they would consider using telehealth
 The majority (55.54%) of those who said no, felt that face to face contact was
needed
 78.03% of respondents said that they use a smartphone
 95.38% said that they did use the internet
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94.8% of respondents expected that their care record could be accessed by
professionals when treating/supporting them
16.76% said that they did have some concern about sharing care records. However,
48.86% of these comments were positive, with some responders giving a proviso to
allowing access but 10.22% did provide negative comments.

What decision has been taken based on the feedback?
The engagement report was shared with the Connecting Care+ team, including the
mental health commissioning team, the Self-care Steering Group and the Long-term
Conditions Strategy Lead. It would also feed into the West Yorkshire & Harrogate
Health & Care Partnership’s work on self-care and form the basis for future options for a
local or regional (Yorkshire and Humber) shared health and care record. It is available
on the Connecting Care+ and CCG website.
Where can people find more information about your project?
More information can be found on this link:
https://www.wakefieldccg.nhs.uk/fileadmin/site_setup/contentUploads/Public_Informatio
n/Self_Care_Engagement_Report.pdf

Maternity services engagement – postnatal support
25 September – 3 December
The Wakefield MSLC (Maternity Services Liaison Committee) are interested in finding
out about local women’s experience of maternity services. As part of their wider work,
the Committee agreed to find out what women’s experiences of postnatal care were,
finding out what is important to women and what choices they want.
How did we engage / consult?
The engagement was aimed at women with a recent experience of maternity services
and their families, and community/voluntary groups with interest across Wakefield.
Questionnaires and covering letters were sent out to:








GP practices
Children’s centres
Community centres
Libraries
Health Visitors – including those working with asylum seekers/refugee community
Perinatal Mental Health Group members for wider distribution and support
Local Polish café
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The CCG’s engagement database
Public Health team

The link to the survey was shared on:
 Wakefield CCG Website, Facebook and Twitter
 Wakefield CCG internal communications with staff including intranet and staff
briefings
 Healthwatch Wakefield
 Wakefield Mumbler (online advice support and guidance for new mums)
 Mid Yorkshire Hospitals Trust
 South West Yorkshire Partnership Trust
 Wakefield Local Authority
In addition to this, face to face engagement with patients was carried out at the following
locations during baby immunisation clinics, mother and baby groups and several midwife
led sessions. Interpreting was available where required:
 Lupset Medical Centre
 Northgate Surgery, Pontefract
 Trinity Medical Centre, Wakefield
 Middlestown Surgery
 Queen Street/Park View Surgery, Normanton
 Station Lane Medical Centre, Featherstone
 Newland Surgery, Normanton
 Warrengate Medical Centre, Wakefield
 Ossett Health Village
 Maybush Medical Centre, Wakefield
 Mothercare
 Busy Bees, St Swithun’s Centre
 South Elmsall / Hemsworth Libraries
 Creative Stations in various locations
 Stanley Children’s centre – midwife clinic and playgroup
 Castle Children’s centre
 Forrest Wood Children’s Centre
 St Swithun’s Community Centre
Copies of the survey were made available to key partners and stakeholders such as:


Public Involvement and Patient Experience Committee – public assurance
group of the CCG
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Patient Participation Group Network and individual patient groups in the
local area
Healthwatch Wakefield as a key stakeholder and for distribution via their
networks
Voluntary and community groups as part of a mail out but also during
specific meetings
Local NHS and social care commissioners and providers
Wakefield CCG staff

Who did we engage / consult with?
We reached out to women and their families, who have had a baby in the last 24
months. This was aimed to gain feedback from those using the services more recently.
502 surveys were completed as part of this work both online, on paper and as assisted
interviews (91).
What did they tell us?
When asked what worked well, respondents highlighted several areas. The majority of
comments have been classed as ‘general’, i.e. not identifiable to a specific part of their
journey (36.9% within this question). Of these, the comments were mainly in relation to
staff attitude; the good care received; environment and facilities; feeling cared for,
listened to, supported and safe; having own choice and personalised care.
Postnatal care was the second most noted area when respondents were asked what
worked well (30.6%). The comments within this theme included, among others,
comments relating to staff; good aftercare; breastfeeding support; feeling supported,
looked after, reassured and cared for. Respondents also noted the facilities available
and feeling that they were not rushed.
The third most commented on area was labour with 25.4% of comments within this
question. As for the theme of postnatal care, the majority of comments under this area
related to staff (62.6% of comments within the theme of labour), followed by the quality
of care received, getting information and being made aware of next steps, facilities and
feeling supported and listened to. More detail and further themes can be found in the
body of the report.
When asked what could have been improved, respondents noted postnatal care as the
key area for improvement (44.9% within this question). Within this, the majority of
comments related to staff attitude and lack of staff and/or continuity of staff; issues
around support with feeding and quality of care, and lack of information.
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Comments that did not identify a specific part of respondents’ journeys were the theme
with second most comments (18.4% within this question). It should be noted that
comments within this also included a proportion of those who commented that nothing
could have been improved. For those who felt there were areas of improvement, the top
areas included staff attitude, everything, lack of information and waiting times.
The third most significant area noted, accounting for 9.7% of comments within this
question, was labour. This was followed by discharge accounting for a similar proportion
of comments (9.5%). In terms of discharge, the key area for improvement noted within
the feedback were delays in the process, followed by patient readiness (mainly not
feeling ready for discharge) and discharge times (e.g. not being discharged late at
night).
Some respondents also gave suggestions for improvements, and these related to
staffing; involvement of family members; information, education and involvement of
patients and their families in the care; feeding support and facilities.
In terms of the information that respondents would have found useful, breastfeeding was
noted by most people, followed by information on emotional changes, and support,
advice and guidance. Physical changes and postnatal depression were also noted. The
majority of those who provided suggestions on what would be useful noted
breastfeeding.
The survey also asked respondents for their views on continuity of midwife, the
frequency of appointments and possible locations as well as the response they may
have received if they contacted their midwife for support. When asked what could have
been better around contacting midwife once home, the key themes identified were
discharge, noting that all was well and to receive a telephone number. Respondents
also gave a range of suggestions.
When considering the open ended feedback in respect of the support that women
received with feeding, the majority of these were negative (42 comments from those who
have received or partially received information as opposed to 107 comments from those
who noted they had not). The themes within these were not receiving advice,
information or support to breastfeed in hospital; needing more support with
breastfeeding; feeling pressured and receiving inconsistent advice. Further information
is available in the report and appendices.
The survey asked respondents for their opinions on using text messaging as a way of
communication between midwives and patients as well as using telephone
consultations. Comments in respect of both, together with suggestions and views on
when such access would and would not be appropriate and useful are summarised in
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the report. The key consideration here was the reason why a mother may be needing or
wanting to contact her midwife. In quantitative data, the majority (61.76%) felt that they
would not find a phone call from their midwife, instead of seeing her, an acceptable way
of support. The majority (75.64%) would find being able to text their midwife useful.
What decision has been taken based on the feedback?
The work has contributed to the patient experience knowledge base for the local area,
supporting the work of each of the services involved in the care of women during their
labour and postnatal care, but also going more widely, feeding into the West Yorkshire &
Harrogate Health and Care Partnership’s work on maternity services.
The findings were presented to and discussed by the MSLC with the view of this forming
the basis for their action planning for the year. Area specific findings, for example
feeding support, were shared with public health, health visiting and maternity services
colleagues to support their work.
Furthermore, data gathered during the engagement formed part of an overall analysis of
the patient experience in relation to services provided by the Mid Yorkshire Hospitals
NHS Trust
Where can people find more information about your project?
More information can be found on our website at
https://www.wakefieldccg.nhs.uk/home/patient-in-wakefield/get-involved/engagementreports/
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Developing Dementia Pathway

November – January 2017

Our vision is for people living with dementia, their families and carers, is to have
enjoyable and meaningful lives supported by people with the right skills and
understanding.
What did we engage / consult on?
We are considering how Dementia Services are provided and as part of this, we
engaged to gather the views of those who use and/or provide the services.
The purpose of the engagement was to build on the data that had already been collated,
by gaining the views of the public on their views of Dementia services and their
suggestions on how these services could be improved.
May saw Dementia Action Week – (21st - 27th) and the theme for this year was
community involvement and 'reaching out to dementia'.
The focus was on how small actions can make a real
impact to improving a person living with dementia’s
quality of life.
Here at Wakefield CCG we held a day of action that
includes a Dementia Friends information session.
There was also a Knit and Natter session to create knitted octopuses and twiddle muffs,
which help provide stimulation for restless hands for people living with dementia.
Information and suggestions were also send out to all the GPs across the district to
support them in creating displays. Attached are some photographs taken in the waiting
room at Ryecroft Medical Centre.
Dementia Friendly GP Practices and Care Homes
Wakefield CCG has been working with GP practices and across Wakefield District to
support them in joining the Dementia Action Alliance (DAA) and becoming dementia
friendly. As a result of this work 30 practices have now joined the DAA and as the
project has been so successful it is now being rolled out across all Wakefield care
homes.
Mapping the dementia journey
Dementia, frailty and elderly care were identified by The
New Models of Care Board in Wakefield as a priority for
action in 2018/19.
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Building on the work that has already taken place through the frailty strategy group and
dementia strategy board, the intention is to ensure improved coordination and
communication across the Wakefield system, ensuring the right care in the right place
and focussing on admission avoidance for those identified as elderly and/or Frail.
Wakefield CCG have previously “mapped” elements of the dementia journey but as the
system evolves and services change, it is important to ensure we have the most up to
date information available on which to base our transformation plans.
To this end, we held a workshop to Map the Dementia Journey. We used patient
scenarios to explore the Wakefield “system” response to people living with dementia.
What’s working really well, where is there duplication and what are the key issues we
need to address.
The session was hosted by Dr Ann Carrol, Chair of the New Models of Care Board and
Clinical Lead for the Elderly Care work stream.
The feedback obtained will help us to build on the work we are doing to redesign
services for people living with dementia and their carer’s in order to improve their
experiences.
Wakefield Research Priorities for People Living with Dementia
A one hour workshop was held at White Rose House, Wakefield on September 25th
2017, as part of a Wakefield CCG Dementia event, run by Dr Rachel Holt, with
facilitators from Join Dementia Research, part of the NIHR.
A simple presentation with 18 slides was given to those who chose to attend – four
people living with dementia and one carer.
The Information provided included explanations of what research is, what are the
benefits of promoting research in Wakefield, examples of the organisations coordinating
research (Alzheimer’s Research U.K., the Alzheimer’s Society, the Wellcome Trust and
the US Alzheimer’s Association), headline results of their research so far, and research
planned for the future. Clive Nicholson then spoke about Join Dementia Research and
its purpose.
The exciting part of the workshop was when the floor was opened to the people living
with dementia and we asked them to speak about how they thought dementia research
projects could address some of the problems they lived with.
This is a summary of their thoughts:
1. Treatment
 How can nutrition change the course of dementia?
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Do talking therapies change the course of or help people to cope with
dementia?
 Could hypnotherapy help people with dementia access areas of their brain
they find difficult to access?
2. Patient support
 How can we help with keeping track of time and day and night? Could an
assistive technology solution similar to a child’s “Groclock” help?
 How can we help patients manage all of the different appointments they are
called to?
 How can we reduce the number of outpatient appointments?
 How can we encourage NHS staff to use more lay language when they
communicate the results of tests?
3. Carer support
 Greater study of the effect of caring for someone with dementia on carers
 How often could carers receive support?
 How should support groups be organised?
 How can we help carers to accept or manage patients who are very private –
who want to keep the thoughts in their head to themselves, when it would be
easier for the carer if they knew what the patient was thinking?
4. Working with researchers
 If researchers want to identify the most pertinent issues for people living with
dementia and their carers, they should perform observational studies where
they “live-in” with a couple, as this would show the issues in their natural
environment.
Where can people find more information about your project?
You can find more information about our work on dementia here.

Urgent and Emergency Care
Urgent Care in Pontefract

17 July 2017 - 31 August 2017

What did we engage / consult on?
The contract for Pontefract A&E services was due for renewal in 2018. For many years
the A&E service at Pontefract has been operating as more of an Urgent Treatment
Centre than a fully functioning A&E. This means the vast majority of people who are
taken to hospital by ambulance from the east of our district are taken to Pinderfields to
receive specialist emergency care. People arriving at Pontefract A&E who need
admission to hospital are stabilised and transferred to Pinderfields. Because of a short
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period of overnight closure in 2012 there had been confusion about what was available
at Pontefract A&E and its opening times.
How did we engage / consult?
The CCG commissioned Healthwatch Wakefield to undertake engagement and analysis
of feedback. The engagement took two approaches: online and social media and
outreach.
The survey comprised 13 questions designed to help us understand:
1. How people currently use healthcare services.
2. What people currently know about the services that are provided at Pontefract
Hospital.
3. What other services people think could be provided at Pontefract Hospital.
The survey included quantitative (usually multiple choice options) and qualitative (open
comment) questions.
The survey was available online and packs of
posters and leaflets were cascaded to various
outlets ie GPs, Pharmacists, Children’s Centres
and Libraries. An easy read version of the
survey was produced particularly for those with
learning disabilities, limited English or low levels
of literacy. Nine of these surveys were
completed.
The CCG also commissioned: a telephone survey (1,000 people) and a deliberative
event. Reports are available separately.
Who did we engage / consult with?
The target audience was the population of the Wakefield district. Effort was taken to
ensure engagement took place in areas where people used current services ie GP
practices, A&E waiting rooms, Walk-in centre waiting rooms. Groups and services in the
Pontefract area were also targeted. The telephone survey was randomised and
undertaken to gain feedback from those who do not usually engage.
What did they tell us?
Of the 2,078 people who responded to the survey:
 70% said their first choice for urgent, but not life threatening, care would be to
contact primary care services, either by ringing 111 or their own GP.
 12% said they would go to the walk-in centre.
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25% said they would choose first to go to A&E for urgent, but not life threatening
care, but analysis of comments suggested they would make that judgement
based on whether they thought a GP or walk-in centre would actually be able to
provide the diagnostics or treatment they needed (e.g. an x-ray or stitches).
77% said they would choose to see a GP on the same day rather than go to A&E,
but that it would depend on what their condition was (as above).
50% said they had used Pontefract Hospital A&E in the last two years.
96% made their own way there, the majority being taken by family member,
friend, or taxi.
When asked why they chose Pontefract A&E:
- 48% said they went because it was closest to them.
- 30% went because they thought it would be quicker.
28% have used Pontefract A&E between 10pm and 8am.
79% think that Pontefract Hospital A&E is able to treat serious life threatening
conditions on site and 42% said they were surprised to hear that if they presented
there with a life threatening condition they would be stabilised and sent to
Pinderfields Hospital to access specialist staff and equipment.
Most people (76-93%) think that an Urgent Treatment Centre would provide the
following services:
- Blood tests, x-ray, scans, minor surgical procedures, burns treatment and
treatment for factures or broken bones.

The top 5 other services people told us they would want at Pontefract Hospital were:
 A fully functioning 24 hour A&E
 Everything that Pinderfields/ any other hospital has
 Maternity / birth / labour / antenatal services
 Surgery / operations
 Children’s services
The top 5 themes from the open comments were:
 Please keep our local hospital A&E open
 Pontefract Hospital is highly valued by the local community
 Pontefract Hospital doesn’t have the services, staff or beds it needs
 Pinderfields Hospital is too far to travel to from the east of the district
 Concern about increased pressure on Pinderfields A&E if emergency or urgent
care services are not available at Pontefract.
What decision has been taken based on the feedback?
From April 2018 Pontefract A&E became an Urgent Treatment Centre. As a result of
feedback it is open 24 hours a day every day. Also, further communication and
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engagement took place from February to May to help people to understand urgent care
services at Pontefract.
Where can people find more information about your project?
Engagement report can be found at:
https://www.wakefieldccg.nhs.uk/fileadmin/site_setup/contentUploads/Get_involved/Heal
thwatch_Wakefield_Engagement_Report_on_Urgent_Care_at_Pontefract_Hospital_201
7.pdf
Event report can be found here:
https://www.wakefieldccg.nhs.uk/fileadmin/site_setup/contentUploads/Get_involved/Pon
tefract_Urgent_Care_deliberative_event_report_FINAL.pdf
Wakefield GP Extended Hours Project

21 April - 27 July 2017

What did we engage / consult on?
As part of The General Practice Forward View Clinical Commissioning Groups were
tasked with providing extended hours. This was in addition to in-hours care and different
to out-of-hours services.
GP Care Wakefield was developed as a result of previous system resilience and winter
pressures work. For many years there have been pilots of extended hours in GP
practices. However, these were not the same across the district and often only existed
from October to March. Networks of GP practices often came together to provide these
services. Via winter pressure funding and the Prime minister’s Challenge Fund two pilots
were developed in Wakefield. They both showed benefits to patients but worked in
different ways. The CCG asked GPs to build on what we knew worked and did not work
in order to develop a system of extended hours (routine and urgent) in primary care.
Benefits would include: increased access, equitable access, less confusion and reduce
the pressure in A&Es.
In Wakefield this was described as: A shared model of Primary Care to deliver
 A great quality and streamlined offer of urgent primary care
 During evenings and weekends
 To meet the needs of the Wakefield District population
Plans were developed to provide: GP appointments available between:
 6pm and 10pm Monday to Friday &
 9am to 3pm Saturday, Sunday & Bank Holidays Via own practice telephone
number.
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Phones are answered by a trained professional who can offer advice, signpost to other
services or book a face to face appointment with a GP or Advanced Nurse Practitioner
(ANP). The CCG commissioned a team to work with local GPs to deliver this service.
This was later named GP Care Wakefield.
How did we engage / consult?
Building on previous engagement and survey information a working group met to
discuss engagement methods. It was agreed that as Wakefield had, in general, good
Patient Participation Groups (the patient representation groups attached to GP
surgeries) this would be the main audience for engagement. This was based on the
change to service being a positive addition and it being in primary care. It was also
agreed that carer groups would be engaged. The method chosen was attendance at
booked meetings of these groups using a prompt presentation and template for
feedback.
To ensure feedback from those groups that might find access to the service difficult two
workshops were organised to include members of the CCG’s Patient Involvement &
Public Engagement Committee (PIPEC), Patient Participation Group Network and the
newly formed Equality Health Panel. Separate feedback and graphic representations
can be seen in the appendices of this report.
It was agreed that the engagement period should begin immediately and be flexible but
ensure feedback was available before the pilot phase of the project.
Who did we engage / consult with?
The audience was the population of Wakefield district but specifically patients currently
using GP services.
What did they tell us?
Please see the table below for a summary of engagement feedback.
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You said
You wanted to be able to access
services at Pontefract, “Trinity is too
far”.
You were concerned about people in
remote areas travelling to
appointments.
We should consider transport issues
when planning the service.

You have mixed experience of using
the NHS 111 service.
Would information from the
consultation go to your GP?
Some patients already experiencing
services at Trinity Medical Centre
were concerned about getting through
on the phone and availability of triage
nurses.
What happens if a patient needs a
home visit or has mental health
needs?
Think carefully about those who
cannot hear or are hard of hearing.
If the system was complicated, difficult
to access or took too long, people
would hand up and go to A&E.
Would the service offer temporary
registration eg to visitors to Wakefield,
refugees and asylum seekers?
The success of the service would
depend on good communication and
the Patient Participation Groups could
help with this as well as receptionists.

We did
The same day care service is already available at Pontefract and
is accessible from 6pm to 10pm on a weekday and between 9am
and 3pm on the weekend or a bank holiday by calling your own
GP number. The routine care offer at Pontefract is due to start in
November.
Services are offered on two sites at either end of the district.
Many people once triaged may not have to travel for a face to
face appointment.
Ensured that the triage service supports as many people as
possible so that as few people as possible have to travel to a
face to face appointment. If they do, there are two sites, both well
placed for public transport and having adequate parking
provision.
The extended hours service has established very successful
relationships with NHS 111, Local Care Direct and the wider
health and care providers in the district to ensure smooth running
of the service.
Subject to patient consent being given, information will be made
available to the patient’s own GP practice.
The service continues to work to ensure there are sufficient staff
available to answer calls in a timely way. At times of high
demand there is a call back facility.
The service links to the home visiting service provided by Local
Care Direct. Patients with mental health issues will be seen by a
GP were appropriate. If their issues are acute the GP will have
access to a crisis team.
The service manager is currently reviewing how to make the
service more accessible, especially for patients who are deaf or
hard of hearing.
Planned carefully to ensure that there is enough capacity to meet
anticipated demand and continue to review this. GP Care
Wakefield are committed to ensuring it successfully meets
patients’ needs and that it is a service patients choose for
support.
The service can provide same day services to patients who are,
or are eligible, to be registered with a Wakefield district GP
practice.
District wide communication about the service via radio adverts,
posters, leaflets and social media. Practices have been asked to
nominate Champions who are often receptionists. They have
been trained and this initiative will continue. Practices will work
with practice groups to see how they can support communicating
to patients.
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What decision has been taken based on the feedback?
The previous table shows what the CCG and GP Care Wakefield did as a result of
feedback.
Where can people find more information about your project?
Report of this work can be found at:
https://www.wakefieldccg.nhs.uk/fileadmin/site_setup/contentUploads/Get_involved/Eng
agement_Report_v_3.pdf

West Yorkshire and Harrogate Health and Care Partnership
Guidance published by NHS England in December 2015 asked every health and care
system to come together to create their own plan for the delivery of NHS England’s, Five
Year Forward View https://www.wakefieldccg.nhs.uk/stp/. These plans, known as
Sustainability and Transformation Plans (STPs), set out a clear vision for how the
challenges presented in the Five Year Forward View will be met by 2020/21.
West Yorkshire and Harrogate (WY&H) draft STP is built from six local area place-based
plans; Bradford District and Craven, Calderdale, Harrogate and Rural District, Kirklees,
Leeds and Wakefield which all focus on the health and social care needs of local people
and nine area wide priorities. These include prevention of disease and illness, primary
care, cancer, stroke, urgent care and hospitals working together.
The majority of the work happens in each of our 6 places (Bradford, Calderdale,
Harrogate, Kirklees, Leeds and Wakefield) which build on existing partnerships i.e.
Health and Wellbeing Boards, and Health and Wellbeing Strategies.
Where we do work collectively at WY&H level it is for one of 3 reasons:
 We need to look at how we best provide services across a wider footprint than place
 There is benefit in doing the work once and sharing
 We have a collective difficult issue and working together would help solve it.
The six local plans and these WY&H priorities together form the STP. Both are important
parts of our health and care partnership, which in May 2018 was included as one the
new areas to become an integrated care system, becoming the West Yorkshire and
Harrogate Health and Care Partnership (WY&H HCP).
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What did we engage / consult on?
Service Area – Voluntary and Community Sector Event and workshop
Working alongside our communities is an important part of our partnership - seeing the
people we serve as assets. We want to raise the profile of and share the excellent work
taking place across the area – celebrate the difference this is making in our communities
on a regional and national level.

Who did we consult with and what did we ask?
West Yorkshire and Harrogate Health and Care Partnership held a voluntary and
community sector event on Monday 6 November 2017 at Carlisle Business Centre,
Carlisle Road, Bradford.
The event was the first of its kind across WY&H which was to start conversations with
the voluntary and community sector. The aim of the event was to:
• Provide an update on the journey so far for West Yorkshire and Harrogate Health
and Care Partnership
• To sense check the voluntary and community sectors understanding of West
Yorkshire and Harrogate Health and Care Partnership
• Develop a network of voluntary and community sector representatives to be part
of all programme areas of work
• Develop voluntary and community sector leaders in each specialist areas of
programmes of work
This event was an essential part of our engagement process and included a range of
local voluntary and community sector organisations which represented groups including;
• Mental Health
• Carers
• Age (i.e. youth projects, Age UK)
• Dementia
• Cancer
• Prevention and wellbeing and lots more
We asked participants to choose a priority area that was of most interest to them and as
part of the table discussions to think about the following;
• How is the third sector involved now?
• What does the third sector offer now?
• How can the third sector be involved?
• Identify volunteers to be involved
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A further workshop was held on Friday 1 December at St Georges Centre, Great St
George Street, Leeds to agree how the VCS can work with and be represented within
each of the West Yorkshire and Harrogate nine priority programme areas of work.
The aim of the event was to;
• Recap from the first event held in November
• Ascertain where the VCS are now in terms of third sector input into the WY&H
Health and Care Partnership
• Using the findings from the first event to establish which topics are the priorities
for the coming year
• How to work together as a WY&H third sector team
A range of local voluntary and community sector organisations attended the second
event which represented groups such as;
• The Carers Resource
• Epilepsy Action
• Carers Count
• Wheatfields Hospice
• Leeds British Red Cross
• Community Links
• Y&H & Lincolnshire Circles of Support & Accountability
• Forum Central
• Age UK Support Service Yorkshire and Humber
• Yorkshire Sport Foundation
• QED Health & Wellbeing
• Autism Plus and the Adsetts Partnership
• Healthwatch Bradford
• Action on Hearing and Loss – North Region
Participants were each given three green sticky dots and asked to place those dots
against the findings from the previous event that they thought should be a priority for the
coming year from each of the nine WY&H priority areas of work.
Delegates then chose one of the nine priority areas of work that they had an interest in
and were asked to review the findings from November 2017 event and the sticky dot
activity.

What did they tell us?
Key messages from both the VCS events were consistent and are summarised below.
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Each priority area had their own interested areas of work within the VCS and how they
could work together. However, some common themes that came out of the discussions
were;
• What is the role of the VCS and how can the partnership and priority area invest
in the VCS
• Communication, better communications, appropriate communication, accessible
information, sharing information, and
• Understanding how the systems works
Of the people who attended the event the majority thought it was a positive and
worthwhile event. However, there were some people who thought time was limited for
meaningful conversations and networking
Participants seem keen for next steps.
There were a small number of people who commented on the uncertainty of the WY&H
Health and Care Partnership and what it will achieve and how and also uncertain of the
purpose of the STP and its VCS/Third Sector partnership and involvement.
What did we do?
The findings will be used to support further conversations with the community and
voluntary sector.
Voluntary Community Sector representatives are working closely and involved with each
priority programme areas of work for WY&H HCP.
Where can you find more information about this work?
A report of the findings from the engagement process was produced in November 2017.
This report can be found on this website: https://www.wyhpartnership.co.uk/getinvolved/engagement
More information about our work with the voluntary and community sector can be found
at this website https://www.wyhpartnership.co.uk/about/our-priorities/working-voluntaryand-communities-organisations

Service Area – Unpaid carers event 14 December 2017
As a partnership we recognise that unpaid carers are a significant partner in health care.
We want to raise the profile and share the excellent work taking place across the area celebrate the difference this is making in our communities on a regional and national
level.
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Who did we consult with and what did we ask?
The carers event took place on Thursday 14 December 2017 at St. Swithuns Centre in
Wakefield. In total approximately 60 people attended the event.
The event was the first of its kind across WY&H which was to start conversations with
unpaid carers and representatives from carers organisations. The aim of the event was
to:
• To build on work to date
• Heighten the profile of carers in a more holistic way, rather than as an add on
• Recognise and celebrate what is happening already across WY&H and identify
• good practice
• Discuss how we can embed the carers agenda into the WY&H workstreams
• Identify a ‘gold standard’ approach to supporting carers in the work place.
A range of local voluntary and community organisations attended the event which
represented unpaid carers; organisations included;
• Carers Leeds
• Carers Count
• Carers Wakefield and District
• Carers Trust
Participants as part of the table discussions to think about the following;
• Identify good practice and how we can share wider learning
• What are the big issues around young carers, primary care, hospitals, supporting
working carers and how can we embed the carers agenda into these 4
workstreams and STP partner organisations
What did they tell us?
Key messages from the unpaid carers’ event are summarised below.
Organisations had individual examples of good practice and shared that information
within their groups. Some common themes that came out of the discussions were
• Need to be better at early identification of carers
• Primary care is key to help with early identification of carers
• Listen to what carers have to say
• Connecting with young carers can be challenging
• Teachers need to be trained to identify young carers
• Small local hubs are needed
• Better signposting for carers to the various services available to them
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•

Helping carers who are employed. E.g. employers having a better understanding
of who carers are and their caring responsibilities. Better policies to support
carers in the workforce.

What did we do?
Findings from this report and through continued meaningful conversations with carers,
carers organisations and colleagues a carers strategy will be developed to support
carers across West Yorkshire and Harrogate.
Where can you find more information about this work?
A report of the findings from the engagement process was produced in December 2017.
This report can be found on this website: https://www.wyhpartnership.co.uk/getinvolved/engagement
More information about the carers strategy can be found on this website
https://www.wyhpartnership.co.uk/about/our-priorities/supporting-carers

Service Area – Stroke stakeholder event Friday 2 February 2018
The purpose of the event was to bring together a wide range of people from across the
area including colleagues working in health and social care, voluntary and community
organisations, councillors, carers and people who have experienced a stroke. To seek
their views on our work to date and the development of decision making criteria for
specialist stroke services and allow any further contributions and considerations to be
included.

Who did we consult with and what did we ask?
The event was held at the Carlisle Business Centre in Bradford on Friday 2
February; 56 people attended the event.
Stakeholders were invited by invitation and through this invitation were asked to
nominate representatives to attend the event to ensure there was representation from
the six areas across WY&H;
• Bradford District and Craven
• Calderdale
• Kirklees
• Harrogate
• Leeds
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•

Wakefield

A wide range of key stakeholders were invited to the event, this included third sector
organisations with an interest in stroke, patient and carers who have lived experience of
stroke and local MPs and Councillors.
Participants as part of a table discussion to consider the following questions;
• Is this what you expected? (If you were involved in the earlier consultation do you
recognise the results?)
• What are your main concerns after hearing the current position?
• What do you think will be the main benefits?
• Do you feel it will affect you more than others?
• How will this impact on the area you live in?
What did they tell us?
Key themes from the event were;
Support after stroke for patients, carers and families was extremely important to people.
Many described how consideration needs to be given to physiological and emotional
therapies, speech and language therapies and support for patients, carers and their
families after discharge taking into account re-enablement. People also said they
wanted quick access to rehabilitation services. It was also felt that more support is
needed for stroke survivors 5 / 10 /15 years later. Many also felt it was important to
recognise the different types of support that may be needed for example different
cultures, wellbeing of carers and families and younger people who have had a stroke
which can affect the rest of their lives and careers.
People also felt that communication is key. Some people thought there wasn’t enough
background or detail and that more clarity was needed. Some thought discussions were
not clear around what the options were and the wording and language on the decision
making criteria. There was mixed responses on the previous engagement, some people
thought the engagement was very good whilst some wanted to know that our
engagement was meaningful and that we needed to manage public understanding.
People want to see promotion around prevention and learning from other areas that
have done this well and the impact it has had by learning from their experiences and
using campaigns that already exist such as the FAST campaign to create the
awareness. Promotion of the work currently being done and keeping the conversation
going, promotion also around younger people having strokes. Some people also felt that
education plays a big part.
People want to see more joined up working with other organisations such as local
authorities, public health, voluntary and community sector, and primary care. People
were concerned about it being NHS driven with an acute focus and other organisations
not being involved therefore not reflecting the needs of a whole system. The
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involvement and investment of voluntary and community organisations is extremely
important to people and many felt the need for more services in the community. Peer
support in recovery is also important and the awareness of what services / support there
is available within communities.
People want assurance around the consistency of how data it’s collected and reported.
People were concerned with issues around workforce, such as retention of staff, a
skilled workforce, career possibilities and staff being over worked. People also want to
see recognition of the whole workforce not just specialist staff or consultants.
What did we do?
We will continue to have conversations with staff, partners, public, communities and
stakeholders to develop options to further improve stroke services from prevention to
after care for people living in West Yorkshire and Harrogate.
From listening to the feedback received the areas of focus are;
Primary Prevention
• There is work currently underway to support the identification and diagnosis
evidence based management of Atrial Fibrillation and Hypertension.
• Further work to be defined to help raise public and patient awareness, education
and training
Pre Hospital phase
Working with the Hospital Trusts and Yorkshire Ambulance service to further improve
the care pathway and clinical assessments to ensure patients are treated at the right
place at the right time, first time.
Hyper Acute and Acute Stroke Services
• Work is underway to design and implement an optimal delivery service model to
ensure patients receive the right care at the right time
• Work is underway to further improve the standards and protocols to support an
optimal delivery service model
Rehabilitation / Community Services
• A working group is to be established in the next phase of this project to determine
the initiatives required to be delivered
Workforce
• There is a working group established to determine the initiatives required to
address issues raised
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Where can you find more information about this work?
A report of the findings from the engagement process was produced in February 2018.
This report can be found on this website: https://www.wyhpartnership.co.uk/getinvolved/engagement
More information about stroke care across WY&H can be found on this website
https://www.wyhpartnership.co.uk/about/our-priorities

Service Area – Stroke stakeholder workshops March 2018
The workshops were part of a planned approach to seek the views of stakeholders in
the development of stroke services to further improve stroke quality outcomes across
the care pathway. And to ensure that we have listened to and gathered all the points of
view we need to consider from staff, patients, carers and the public to further develop
our plans for stroke service across West Yorkshire and Harrogate.

Who did we consult with and what did we ask?
The purpose of the workshops were to bring together a range of people who were
unable to attend the event in February 2018 such as health care professionals, voluntary
and community organisations, and people who have experienced stroke and carers.
There was a particular focus on encouraging the following to participate in the
workshops;
• People who have experienced a stroke
• Carers
• Community organisations with an interest in Stroke
• Younger people who have experienced a stroke, people living in deprived and
rural communities and people from black and ethnic minority communities (all
were identified in our equality impact assessment work).
To seek their views on our work to date and the development of decision making criteria
for specialist stroke services and allow any further contributions and considerations to be
included.
48 people attended the workshops that were held across West Yorkshire and Harrogate
during the week commencing 26th March 2018.
Participants as part of a table discussion were asked to consider a number of questions
through different activities for example;
•
•

Feedback on previous engagement
Any concerns after hearing the current position
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•
•
•
•
•

What people thought were the benefits, how it might affect them and the impact
on the areas where they live
Views about the work to date
Have we missed anything and what else should we be looking at?
What people thought of the draft criteria, what else is important, is there anything
missing?
Help with prioritising elements of the draft criteria and what most important

What did they tell us?
The key messages which have emerged from across the workshops are set out below
and are in no particular order;
Raise awareness of the signs and symptoms of stroke both with the public and
health professionals. It was felt that the FAST campaign had raised awareness but that
it should go further and talk about the whole pathway. Any campaign should have a coordinated approach across all organisations including the voluntary and community
sector.
Raise awareness with all our communities of how to prevent stroke. Specific
mention was made to the diverse population of West Yorkshire and Harrogate and how
some communities have a higher risk of stroke. We need to tailor our communications to
educate and raise awareness of the risks for each of our communities.
Improve communication and support for carers. Carers should be provided with
support immediately and this should include a resource pack whilst the patient is still in
hospital, setting out what is available to them, what they need to do next, FAQs,
financial information, support groups, and manual handling. Carers should also be
supported in being involved in discussions about the care of the person they care for.
And we need to be ensuring that the information provided is accessible and appropriate
for all communities.
People want to see more joined up working with other organisations such as local
authorities, voluntary and community sector, and primary care. The involvement and
investment of voluntary and community organisations is extremely important to people
and many felt the need for more services in the community. Peer support in recovery is
also important and the awareness of what services / support there is available within
communities.
People want consistency in the quality and availability of care, treatments and ongoing
support across the patch. This consistency of care should be wider than just NHS and
local authority services and should include the services provided by the voluntary and
community sector; they don’t want a postcode lottery.
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People praised the high level of care they had received in hospital following their stroke,
and they wanted to be receiving this standard of care once they had been discharged.
They wanted to be able to access rehabilitation services quickly. Many felt it was
important to recognise the different types of support that may be needed for example
different cultures, wellbeing of carers and families and younger people who have had a
stroke which can affect the rest of their lives and careers.
People were concerned with issues around workforce, such as retention of staff, a
skilled workforce, career possibilities and staff being over worked. People also want to
see recognition of the whole workforce not just specialist staff or consultants.
What did we do?
From listening to the feedback received the areas of focus are;
Primary Prevention
• There is work currently underway to support the identification and diagnosis
evidence based management of Atrial Fibrillation and Hypertension.
• Further work to be defined to help raise public and patient awareness, education
and training
Pre Hospital phase
• Working with the Hospital Trusts and Yorkshire Ambulance service to further
improve the care pathway and clinical assessments to ensure patients are treated
at the right place at the right time, first time.
Hyper Acute and Acute Stroke Services
• Work is underway to design and implement an optimal delivery service model to
ensure patients receive the right care at the right time
• Work is underway to further improve the standards and protocols to support an
optimal delivery service model
Rehabilitation / Community Services
• A working group is to be established in the next phase of this project to determine
the initiatives required to be delivered
Workforce
• There is a working group established to determine the initiatives required to
address issues raised
A deliberation event will also place later in the year to consider the findings from the
engagement event in February and the six engagement sessions in March to inform the
appraisal of options for specialist stroke services. We will involve as many people as
possible in these conversations so that everyone can have their say.
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Where can you find more information about this work?
A report of the findings from the engagement process was produced in March 2018.
This report can be found on this website: https://www.wyhpartnership.co.uk/getinvolved/engagement
More information about stroke care across WY&H can be found on this website
https://www.wyhpartnership.co.uk/about/our-priorities
Where can people find more information about your project?
You can find out more about West Yorkshire and Harrogate Health and Care
Partnership here https://www.wakefieldccg.nhs.uk/stp/

South Yorkshire & Bassetlaw Sustainability and Transformation Plan
(STP)
The CCG is a partner in the South Yorkshire & Bassetlaw Sustainability and
Transformation Plan (STP), which in June 2017 was named as one of the first
Accountable Care Systems (ACS) in the country. The ACS is a group of partners
involved in health and social care, who have agreed to work in closer partnership to
improve health and care.
The CCG is a partner in the South Yorkshire & Bassetlaw Sustainability and
Transformation Plan (STP), which in June 2017 was named as one of the first
Accountable Care Systems (ACS) in the country. The ACS is a group of partners
involved in health and social care, who have agreed to work in closer partnership to
improve health and care. The ACS has made a commitment to involving the patients
and the public in health service developments. During 2017-2018 the ACS engaged
patients and the public in a conversation about the South Yorkshire & Bassetlaw plan.
The results of these conversations can be read here and here.
In August 2017 the ACS commenced a piece of work looking at hospital services in the
region. Patient, public and clinical involvement has been key to the ongoing review, with
engagement including conversations with seldom heard communities, a
demographically representative tele-survey with 1000 people, an online survey and
regional and local meetings, stalls and events. The findings from the engagement to
date can be found here.
In 2017-18 the ACS has developed a Citizens’ Panel in recognition that as their work
develops, it’s vital that the voice of local people is at the heart of the work. The panel
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brings together people from across South Yorkshire & Bassetlaw who can offer an
independent view and critical friendship on matters relating to the work of Health and
Care Working Together. Initial recruitment of 8 volunteers has taken place, with further
recruitment to the panel ongoing.

Putting Patients First
Putting Patients First is our initiative to deliver our vision to ensure that quality and
patient experience are at the heart of the CCG.
A key driver for this work was the publication of the Francis report, which challenged
CCGs to better engage patients in order to drive quality of services. We were shortlisted
for an NHS England Excellence in Participation to Achieve Insight and Feedback:
Commissioner Award at the NHS England Excellence in Participation Awards in 2014.
We have a systematic approach to engagement and quality, better sharing of lessons
learnt and a robust approach to identifying themes arising from patient feedback.
We gather insight from local people from many sources: surveys, direct feedback,
consultation, social media, personal comments and statements, letters, and feedback
from our member practices and partners alongside the standard channels of PALS and
complaints. The uniqueness of our work is in how we join up this feedback and use it to
take collective action around future
commissioning decisions.
Putting Patients First helps us understand
and use the experience of a wide variety of
patients reflecting the diversity of our local
population to influence every stage of the
commissioning cycle through:
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Quarterly reports collating various sources of patient feedback are produced by
eMBED Patient Experience Service. The following patient experience reports were
produced during April 2017 – March 2018:

o Urgent and Emergency Care - May 2017
o GP (primary care) – October 2017
o Maternity Care - February 2018




Comprehensive engagement to inform strategic planning and service reviews;
Quality Intelligence Group to inform the monitoring of current providers; and
Public Involvement and Patient Experience Committee (PIPEC) and Patient
Participation Group (PPG) Network involvement to hold us to account as
commissioners.

The initiative has been achieved through a partnership approach with users of our
services and stakeholders. There is a focus on using patient experience feedback and
insight to inform our strategic priorities with local people feeling part of shaping our
commissioning decisions and a clear process for feeding back to them.
We feel confident in being able to use insight to design and commission services to
ensure a positive patient experience for now and the future. PIPEC and the PPG
Network have helped shape engagement approaches, given feedback on services,
inputted in programme work and provided assurance – whilst growing in membership
and strength.
Our internal processes underpin all of this with the Quality Intelligence Group pulling all
this feedback together, identifying any themes around services, agreeing actions and
following these to realise change.
Putting Patients First reflects how the CCG lives the NHS values by using feedback as
insight to make improvements in the delivery of compassionate care. Our approach
ensures that everyone counts, by not basing our
decisions on the views of one group or a few
individuals.
We make sure that those who are often not
represented have a way of sharing their views either
directly or via their representatives. The initiative
encourages and welcomes feedback from everyone to
improve the quality of commissioned services.
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We would like to recognise the involvement and contribution of our PIPEC and PPG
Network members for their contribution in this initiative.
Where can you get more information about this work?
We are proud to say that the work has been recognised nationally, being shortlisted in
NHS England’s Excellence in Participation 2014 Awards. A short video summarising
this work can be found at http://vimeo.com/87883772

Patient Experience
Quality Intelligence Group (QIG)
Our Quality Intelligence Group was established in August 2013 in response to the
Francis report. Since it started membership of this group has included representatives
from every team within the CCG, plus colleagues from Public Health, Healthwatch
Wakefield and the Local Authority. Members provide feedback and ‘soft intelligence’
from local people about the services we purchase (such as hospital, ambulance,
community mental health services and GP Practices). We theme feedback gained
through various sources, including our engagement work, Patient Advice and Liaison
Service (PALS) enquiries, Patient Opinion posts and learning from complaints.
How did we engage / consult?
The Quality Intelligence Group is a monthly meeting which aims to capture positive and
negative experiences of health care from a range of sources including: Healthwatch
Wakefield, PALS, Care Opinion/NHS Choices, CCG engagement activities, complaints
sent to the CCG, social media, staff/family feedback, monthly Patient Safety Walkabouts
(PSW) and Datix incidents.
The purpose of the meeting is to share examples of good practice and areas for
improvement. Although patients do not attend the meeting, the majority of the
information gathered is based on what patients are telling us. At each QIG a template
captures, triangulates and themes all the soft intelligence that has been presented
against ‘I’ Statements. Previously all intelligence was categorised against the Patient
Experience Framework (2011). ‘I’ statements describe what an individual should be able
to say if they were experiencing good care. From this key themes are identified and any
actions are established dependent on the strength of evidence and judgement on the
level of concern.
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Who did we engage / consult with?
The information captured is based on a range of sources including, Healthwatch
Wakefield, PALS, Patient Safety Walkabout feedback from patients and staff, patient
surveys, patient complaints, online patient reviews and staff feedback.
What was the feedback?
Based on the annual Quality Intelligence Group Thematic Review 2017 the following
positive trends and areas for improvement were identified that impacted on patient
experience.
Positive themes identified included:
Positive staff attitude and treatment
 Patients complimented positive staff attitude and treatment at MYHT, SWYPFT and
GP Practices. Staff were described as: kind, caring, patient, listened to patient,
privacy and dignity maintained, professional, treated as a person rather than a
number.
Areas for improvement included:
GP access
 Patients had difficulty accessing GP appointments; no availability or appointments.
Long waiting times
 Patients experienced long waits at different departments within MYHT.
 Patients experienced long waits at A+E.
Hospital appointment cancellations
 There were examples of hospital appointment cancellations.
Discharge and discharge letters
 Medications missing from discharge information.
 Delays in receiving discharge information.
 Some discharge information contained wrong patient information.
 Delayed discharge letters.
Prescribing and medicine management
 Patients complained regarding the changes to repeat prescription process – some
patients felt they required guidance on changes.
 Multiple examples of negative intelligence linked to the changes to Gluten Free
Prescriptions.
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NHS 111
On the whole patients had mixed opinions about NHS 111. Patients experienced good
advice given by some call handlers but not from others.
Rude receptionists
 Patients described some receptionists at GP practices as ‘unhelpful’, ‘unprofessional’
and ‘rude’ with ‘horrible’ telephone manners.
Car parking
 Patients complained about expensive car parking costs and car park access.
What have we done with the feedback?
Themes and actions that have been identified from the intelligence are tracked on an
action log and reviewed at each meeting. Intelligence is shared, for example, with
Commissioning Managers, flagged at GP Practice visits or fed back to providers through
Patient Experience Committees to be incorporated in action plans are in place for the
above areas. The impact of these actions on patient safety and experience continues to
be closely monitored. Bringing together colleagues and their information helps us to
gather key themes that are coming up and jointly across the members of the group
agree the actions to be taken.
Where can you find more information about the project?
Key themes and actions from all Quality Intelligence Group meetings are documented in
the monthly Integrated Quality and Performance Report (IQP), which is included in the
Wakefield CCG Governing Body meeting papers. Governing Body papers are published
on the CCG website.
Patient Safety Walkabouts
Wakefield and North Kirklees CCGs conduct a Patient Safety Walkabout on a monthly
basis. These are completed at various settings across the services provided by the Mid
Yorkshire Hospitals NHS Trust.
Patient Safety Walkabout information is included in our patient experience reports as
well as the work of the Quality Intelligence Group and includes staff perceptions of
patient experience following observation and conversations with MYHT staff and
patients on the units visited. Healthwatch Wakefield volunteers also join in these visits.
What did we engage / consult on?
Walkabouts involve a small team of clinical and non-clinical staff walking onto ward
areas to note their first impressions and talk to patients and staff to identify areas of
good practice and areas for improvement. Patients share their views on topics including
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whether they feel staff are caring, the quality of food and level of involvement with their
care plan and discharge plan.
Who did we engage / consult with?
We talk to patients, visitors and staff on the wards which we visit. We record their
comments and note observations about things such as cleanliness.
What have people told us?
Some key themes which emerged from the walkabouts included:
 Patients described MYHT staff as kind, caring and incredibly hardworking – often
doing their best in challenging circumstances.
 Patients feel included in their care and are treated with dignity and respect.
 Improvements in documentation and use of safety support workers to reduce falls
and medication issues.
 Areas for improvement identified included staffing levels, documentation and patient
flow.
What did we do as a result of the feedback?
 Feedback from every walkabout is given to staff on the wards visited and senior
management within MYHT.
 MYHT has action plans in place for the areas of improvement identified above. The
impact of these actions on patient safety and experience continues to be closely
monitored.
 The walkabout reports are discussed formally with senior colleagues at MYHT each
month.
Where can you find more information about the project?
Summaries of all Patient Safety Walkabouts are included in the monthly Integrated
Quality and Performance Report, which is included in the Wakefield CCG Governing
Body meeting papers. Governing Body papers are published on the CCG website.
Patient Advice and Liaison Service (PALS)
This service helps us to improve services by listening to what matters to patients and
their families. The service helps the public to resolve concerns or problems they might
have when using NHS services and provides information about local services.
What did we engage on?
The service collects information on the number of calls, emails and visits at the CCG
offices there have been during the year. This helps us to know how used the service is,
what people are mostly contacting them about and the difference this is making.
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Who and how did we engage?
Any person living in our area can contact the service and ask for help. If their query
relates to the services that we are responsible for, PALS will help them. If this is about
another service, like hospitals, PALS will point them to the right people. As part of
analysis, the service also looks at Care Opinion (formerly Patient Opinion), a site where
the public can share their views on local services.
What have people told us?
There were a total of 345 PALS cases and 284 from Patient Opinion. The monthly
average count for PALS is 29 and for Patient Opinion 24. The broadly similar pattern of
peaks and troughs in both data sources suggest possible seasonal fluctuations. The
three peaks in PALS volume in May, August and January are associated with relatively
high numbers of cases related to prescribing, and in December with spinal pain
management cases. Spinal pain management cases also feature in Care Opinion
feedback in December.
The three most frequently occurring are: access to care at 177 cases or 51% of total
cases for the year; information, communication and education at 109 cases or 32% of
the total; and respect for patient centred values at 18 cases or 5% of all cases. Access
to care, information and education, and respect for patient centred values were also the
three most frequently occurring themes in 2016-17, when they occurred in the same
order of frequency.
What did we do as a result of the feedback?
PALS produce a report each month and this is shared within the Quality Intelligence
Group meetings, adding to the feedback generated each month and the themes that
come out of this. The report is also summarised in the monthly Integrated Quality and
Performance Report. Below are two case studies which help to show how the service
supports our patients.
Injections for lower back pain and sciatica in people aged 16 and over
Wakefield CCG wrote to all providers of pain services in December 2017 to inform them
that epidural steroid, facet joint, and selective nerve root injections should no longer be
routinely offered. These are no longer recommended as clinically effective by the National
Institute for Clinical Excellence, whose recommendation is that patients be offered more
holistic, less medicalised approaches to pain management. The eMBED PALS team was
able to support and advise patients affected by these changes and 11 cases related to pain
management were received in January to March 2018.
The service also looks at Care Opinion (formerly Patient Opinion), a site where the public
can share their views on local services. A case study from a patient story posting on the
Care Opinion site is below.
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Healthy Wakefield – Prescribing Changes
As part of its drive to make efficiency savings and better use its resources, Wakefield
CCG has been reviewing prescriptions. Among the aims are to reduce waste, prescribe
less expensive medicines where they have the same effect, and discontinue prescribing
medicines that are available in shops and pharmacies. During 2017-18 the eMBED
PALS team continued to support its efforts. Patient enquiries around the changes were
signposted to the team to ensure that patients had the best possible quality of
information about the changes and how they might be affected by them. During 2017-18
the PALS service received 78 cases regarding the new prescribing policy. The key
theme throughout was for PALS to manage the expectations of the patients. PALS
worked with the practices and the CCG to ensure that each patient was as well
informed as possible. There were cases where patients were unhappy at the changes
and they wished to take this further, here we helped them by liaising more closely with
the Medicines Optimisation Team and raising any complaints/concerns through them
and the CCG complaints procedure.

The feedback received from Wakefield patients during 2017 – 2018 for all services in the
area, via the Care Opinion site, can be presented in this image:

All the feedback is used to include as part of PALS reports submitted to the CCG’s
Quality Intelligence Group (QIG). The QIG uses this information to monitor service
quality and direct service improvement, e.g. by targeting patient safety walkabouts. You
can see more about the work of this group in a separate section of this report.
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Equality delivery system (EDS) 2
The Equality Delivery System (EDS2) is a tool designed to help NHS organisations, in
partnership with local stakeholders, to review and improve their performance for
individuals and groups protected by the Equality Act 2010, and to support them in
meeting the Public Sector Equality Duty (PSED).
The aim of the EDS2 is to embed equality into business practices and foster a culture of
transparency and accountability in the CCG. It helps the CCG to review current equality
performance and identify future priorities and actions, whilst also being a vehicle for
continuous dialogue with local stakeholders. It also provides a mechanism for supporting
the CCG to fulfil its requirements under the Equality Act 2010.
At the heart of the EDS is a set of eighteen outcomes grouped into four goals:
1.
2.
3.
4.

Better health outcomes for all
Improved patient access and experience
Empowered, engaged and well-supported staff
Inclusive leadership at all levels

How did we engage / consult?
Using the same model as last year, the CCG worked in partnership with Mid Yorkshire
Hospitals NHS Trust and South West Yorkshire Partnership NHS Foundation Trust to
deliver a joint approach to engaging with local communities.
An assessment panel was established with membership drawn from the Voluntary,
Community and Social Enterprise (VCSE) sector representing a range of protected
characteristics. The theme this year was ‘Patient Engagement and Experience’ and the
CCG highlighted the work it is doing to include local people and communities in the
shaping of local health services.
Who did we engage / consult with?
Representatives from the Voluntary, Community and Social Enterprise Sector (VCSE)
via events held on:




Monday 5 March 2018 – this was a full day event consisting of a briefing for
panel members and presentations from local healthcare organisations on the
theme of patient engagement and experience.
Tuesday 17 April 2018 – this was a half-day grading session panel members
assessed the performance of local healthcare organisations against the EDS2
criteria.
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What did they tell us?
Panel members graded patient engagement at Wakefield CCG as ‘Achieving’.
The CCG received the following key recommendations from panel members:
 Be aware that there are many people who do not use the internet and therefore
be clearer about what other methods are available for engaging with the CCG –
this also needs to include the difficulty accessing GP websites
 Ensure that where electronical/digital communications/engagement tools are
being used, that they are fully accessible and DDA compliant
 Improved access to GP Practices for Travellers and Asylum Seekers.
What decision has been taken based on the feedback?
The feedback from the EDS2 sessions will be used to create an action plan for the CCG.
Each partner organisation will formulate their own action plan, based on the comments
and recommendations from participants.
Where can people find more information about your project?
A full report with recommendations will be published on the CCG website.
The previous EDS2 report for 2016-17 can be downloaded at:
https://www.wakefieldccg.nhs.uk/fileadmin/site_setup/contentUploads/Corporate_docum
ents/Policies/EDS2_report_wakefield_2016-17.pdf

Wakefield Equality Health Panel
The Panel is a forum where the voices of those people with characteristics protected by
the Equality Act 2010 and other disadvantaged groups are represented in the health
care system; it brings together commissioners, local health care providers, stakeholders
and local communities to identify areas for improvement and suggest recommendations.

When did the engagement / consultation take place?
Meetings are held every quarter.
What did we engage / consult on?
As part of the discussions with local health care providers and
community groups at the EDS2 events in 2017, it was agreed
that an Equality Health Panel would be established in Wakefield.
The Panel provides an opportunity for protected groups and their
representatives to share their views and provide information and feedback with local
health care organisations to promote equality in the Wakefield health care system.
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The Panel is underpinned by the following key aims:




Continue dialogue between NHS partners and community groups throughout the
year rather than just during the EDS2 process
Develop relationships and understanding to facilitate the two-way flow of
information
Facilitate joint working on developing the plan for the EDS2 programme each year

How did we engage / consult?
The Panel was established in April 2017 with membership drawn from the Voluntary,
Community and Social Enterprise (VCSE) sector representing a range of protected
characteristics. The Terms of Reference for the group was agreed in November 2017.
Who did we engage / consult with?
Representatives from the Voluntary, Community and Social Enterprise Sector (VCSE).
What did they tell us?
At recent meetings the Panel has supported the CCG and local healthcare providers on
the Equality Delivery System grading process, development of the Equality Objectives,
and the CCGs Communications, Engagement and Equality Strategy.
Turning Point attended a recent meeting and there was a positive discussion about how
the Talking Therapies service ensures equitable access for people from protected
groups.
What decision has been taken based on the feedback?
Feedback and questions from the Panel are captured at meetings and directed to the
appropriate organisation or team for a response. The CCG and local health care
providers provide a quarterly update to the Panel.
Where can people find more information about your project?
Further information about the Panel can be found at:
https://www.wakefieldccg.nhs.uk/home/patient-in-wakefield/get-involved/equality-anddiversity/equality-health-panel/
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Accessible Information Standard
The ‘Accessible Information Standard’ establishes a framework so patients and service
users (carers and parents) who have information or communication needs relating to a
disability, impairment or sensory loss, receive accessible information and
communication support when accessing NHS or adult social services.

What did we engage / consult on?
Wakefield CCG has been working to make sure that effective assurance mechanisms
have been put in place, that GP practices are aware of their obligations, are supported
to meet these and are able to provide assurance to the CCG. This has involved sharing
best practice, providing advice and guidance on policies; where to access
communication needs resources or services, and understanding the support practices
require to enable them to be compliant.
How did we engage?
Surveys were sent out to all of our 37 practices. An audit was also undertaken of the
practices’ websites to look at accessibility and what information was provided for
patients about accessibility and the Accessibility Information Standard.
What did they tell us?
 There was an 81 % (30) response rate
 27 practices that responded had a policy in place to meet the standard. And the 3
that didn’t were in the process of developing a policy and said they were working
to address this
 26 out of 27 of the practices that confirmed they had a policy in place also had
systems in place to meet the appropriate standards identified in the AIS
specification and compliance checklist.
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26 practices had provided training and or a briefing to staff in the practice to
explain the Accessible Information Standard, detailing processes to be followed
and raising awareness of support which staff can provide themselves. This
included two of the practices without AIS policies.
23 practices confirmed that their practice was able to provide evidence that they
had given consideration to accessibility of relevant website(s) and availability of
relevant information online.
9 practices have asked for further advice support and guidance.

What decision has been taken based on the feedback?
Full report of the findings has been produced and it will be presented at a future Equality
Health Panel. We hope to include members of the Panel in a working group to take this
forward and have feedback on what our next steps should be.
We will continue to work with local practices to find more information about what they
are doing, share good practice and follow up any actions or additional support that might
be needed.
Where can people find more information about your project?
Further information about this work can be found at:
https://www.wakefieldccg.nhs.uk/home/patient-in-wakefield/get-involved/equality-anddiversity/

Engagement Activity Planned for 2018 - 2019
A range of engagement activities are planned for 2018/19. These include:

Patient Experience
We will continue the Putting Patients First initiative and activity within the individual
aspects to support our commissioning decisions. Equally, our Quality Intelligence Group
will continue to oversee the feedback that is coming into the CCG and establish actions
in respect of any areas where staff and patient feedback indicates a concern.

Quality of Service
We will continue to include patient and carer experience information when assessing the
quality of services. Providers are expected to have mechanisms for gaining patient
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experience as part of their contract. This information is shared at quality meetings. This
includes NHS England’s Friends and Family Test and national patient surveys.

Engagement and Communication
We will continue to develop the ways in which we engage and communicate with local
people and organisations, be it through technology and developing new relationships.
Engagement in commissioning decisions – we will continue to support and maintain
our assurance group and ensure that we include the public in procurement work
whenever possible. Engagement will continue to be an integral part of the decision
making process and below are just few examples of planned work areas.
We will continue to support our patient participation groups, bringing them together
across the district and consider how our district wide group can support the emerging
federations.
As we build on the work done with GP Networks, we will continue to support local
practices be it in the delivery of their work, planning of services or building their patient
participation groups. This will not be done in isolation, but will take into consideration
the work of patient groups in our area.
Engagement for integrated care (connecting care) – we will continue to engage
around developing integrated care the connecting care initiatives and upcoming
developments in primary care to make sure that our plans reflect the views of our
communities. We want our services to be robust, make better use of resources,
including GPs’ time, and be simpler for the public to navigate through. This will
include engagement about sharing care records.
Urgent Care – As part of on-going work we will consider the plans and future
developments of this service, linking with colleagues across West Yorkshire where
it is right and considering the need within primary care.
Following on from previous engagement, we will continue to gather feedback in
respect of our urgent care services as well as the developments in primary care.


Mental health – we will continue to engage the public around the provision of
mental health services locally to make sure that we provide services that meet
the needs of our communities. We will also take our work around Dementia
further, working with local GP practices and patient groups.
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Primary care – we will continue to support practices in their engagement with
local communities, be it general or where changes are proposed.



Engagement into the views of the Eastern European Community – being part
of a project initiated by the Local Authority, we will support the project’s aim to
find out views of the Eastern European community, including their views on
health related aspects. We will work with our partners to agree
recommendations in respect of primary care and wider NHS services.



Equality Health Panel – having established this panel during last year, we will
continue to recruit to and run this panel to make sure that we have a sounding
board and input from patients around equality and diversity issues and topics.



Maternity services – working with the Maternity Services Liaison Committee
and our partners, we will continue to focus our efforts on improving patient
experience around maternity services in our area.



Outpatients and diagnostics services – we will be reviewing the services that
private providers deliver on our behalf for some of these services. As part of
this, we will need to look what needs to happen with the contracts that are in
place but will expire soon.



Autism Spectrum Conditions (ASC) – as part of our continuous work, we will
carry out engagement in support of developing communications and
engagement strategy for ASC workstream.
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Appendix 1 – Legal duties in relation to patient and public
engagement
Section 14P - Duty to promote NHS Constitution
(1) Each clinical commissioning group must, in the exercise of its functions—
(a) Act with a view to securing that health services are provided in a way which
promotes the NHS Constitution
Section 14U - Duty to promote involvement of each patient
(1) Each clinical commissioning group must, in the exercise of its functions, promote the
involvement of patients, and their carers and representatives (if any), in decisions which
relate to—
(a) The prevention or diagnosis of illness in the patients, or
(b) Their care or treatment.
Section 14Z2 - Public involvement and consultation by clinical commissioning
groups
(1)This section applies in relation to any health services which are, or are to be, provided
pursuant to arrangements made by a clinical commissioning group in the exercise of its
functions (“commissioning arrangements”).
(2) The clinical commissioning group must make arrangements to secure that individuals
to whom the services are being or may be provided are involved (whether by being
consulted or provided with information or in other ways)—
(a) In the planning of the commissioning arrangements by the group,
(b) In the development and consideration of proposals by the group for changes in the
commissioning arrangements where the implementation of the proposals would have an
impact on the manner in which the services are delivered to the individuals or the range
of health services available to them, and
(c) In decisions of the group affecting the operation of the commissioning arrangements
where the implementation of the decisions would (if made) have such an impact.
NHS Constitution (Refreshed March 2013)
The NHS Constitution produced by the Department of Health establishes the principles
and values of the NHS in England. It sets out rights to which patients, public and staff
are entitled, and pledges which the NHS is committed to achieve, together with
responsibilities, which the public, patients and staff owe to one another to ensure that
the NHS operates fairly and effectively. The Secretary of State for Health, all NHS
bodies, private and voluntary sector providers supplying NHS services, and local
authorities in the exercise of their public health functions are required by law to take
account of this Constitution in their decisions and actions.
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A copy of the refreshed NHS Constitution and supporting handbook can be accessed
via the following link;
https://www.gov.uk/government/publications/the-nhs-constitution-for-england
Seven key principles guide the NHS in all it does. They are underpinned by core NHS
values which have been derived from extensive discussions with staff, patients and the
public. Principle Four focuses around patient engagement and involvement and is
emphasised through the Patient’s Rights Section.
Principle Four
The NHS aspires to put patients at the heart of everything it does. It should support
individuals to promote and manage their own health. NHS services must reflect, and
should be coordinated around and tailored to, the needs and preferences of patients,
their families and their carers. Patients, with their families and carers, where appropriate,
will be involved in and consulted on all decisions about their care and treatment. The
NHS will actively encourage feedback from the public, patients and staff, welcome it and
use it to improve its services
Patient Rights - Involvement in your healthcare and in the NHS:
You have the right to be involved, directly or through representatives, in the planning of
healthcare services commissioned by NHS bodies, the development and consideration
of proposals for changes in the way those services are provided, and in decisions to be
made affecting the operation of those services.
The NHS also commits:
•
•
•
•

To provide you with the information and support you need to influence and
scrutinise the planning and delivery of NHS services (pledge);
To work in partnership with you, your family, carers and representatives (pledge);
To involve you in discussions about planning your care and to offer you a written
record of what is agreed if you want one (pledge); and
To encourage and welcome feedback on your health and care experiences and
use this to improve services (pledge).
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Get in Touch | Contact Us
If you would like to be involved in the future work of NHS Wakefield Clinical
Commissioning Group or would like to share your views on local health services, please
contact us in any of the following ways
Go online:

www.wakefieldccg.nhs.uk

Call us on: 01924 213050
Twitter:

@nhswakefieldccg

Facebook:

NHS Wakefield CCG

Write to us at:
NHS Wakefield Clinical Commissioning Group
White Rose House
West Parade
Wakefield
West Yorkshire
WF1 1LT

If you need this report in another format, for example, large print,
audio tape or in another language, please call our
Communications Team on 01924 213050.
Jeśli potrzebują Państwo ten raport w innym formacie, na przykład, duży druk, taśmy
audio lub w innym języku, prosimy o kontakt z naszym Zespołem Komunikacji pod
numerem tel. 01924 213050.
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NHS England Annual Assessment and feedback on the Financial Recovery
Plan
NHS England carries out an annual performance assessment of each CCG. The
assessment takes the form of regular in year review meetings.
NHS Wakefield CCG was advised of its assessment in July. The assessment
commends the CCG’s commitment to partnership working to ensure local health and
social care services are effective and efficient, the active role the CCG plays in the
development of the West Yorkshire and Harrogate Health and Social Care
Partnership and the forward thinking approach the CCG has in the development of
primary care and community services.
The assessment categorisation is on a scale of: Outstanding, Good, Requires
Improvement or Inadequate. The CCG was rated ‘requires improvement’ which was
the highest rating it could achieve given that it had not achieved its statutory duty to
break even.
The CCG has subsequently received feedback from NHS England on its financial
recovery plan for 2018/19. The plan has been rated as green overall and NHS
England has confirmed that it is sufficiently robust to enable the CCG to access the
£2m Commissioner Sustainability Fund if we achieve our financial delivery targets,
which will enable the CCG to reconcile the £2m deficit plan.

National GP survey results
Eight out of ten patients registered with GP practices in the Wakefield district have
rated their overall experience of their surgery as good in the national GP survey
published in August.
The survey also found that confidence and trust in GPs and healthcare professionals
remains extremely high at 95.6% and that 93.5% of patients felt involved in decisions
about their care and treatment. 94.8% felt the healthcare professional met their
needs.
The GP Patient Survey 2018 compiled responses from almost 760,000 people
across the country on their experience of healthcare services provided by GP
surgeries, including access to GPs, making appointments, the quality of care
received from GPs and other health professionals, waiting times, and satisfaction
with opening hours and out-of-hours NHS services. The survey, which has been
redesigned to better reflect patient experience and the changing shape of primary
care, has also been extended to include 16-17 year olds for the first time.
The findings for Wakefield mirror the national picture with 83% of patients describing
their overall experience of their GP practice as very or fairly good. Around two thirds
of patients (65%) rated their overall experience of making an appointment as good
which is slightly lower than the national average of 69%. A similar proportion of
patients (66%) said it was easy to get through on the phone to their practice which is
also lower than the national average of 70%.
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Wakefield patients were more satisfied than the national average with the amount of
support they are receiving with long term health conditions and (80% vs 79%) and
with the way general practice staff recognise and understood their mental health
needs (89% vs 87%).

The survey shows that patients are seeing a wider group of healthcare professionals
including Nurse Practitioners and Pharmacists and that 96% had confidence and
trust in the health care professional they last saw which is improving year on year. In
addition, patients reported that they were less likely to go to A&E and more likely to
seek care from other services including GP Care Wakefield and local pharmacies
compared to national figures.
On all measures the best performing practices in Wakefield did better than the best
performing practices in neighbouring CCG areas. However, there are a small
number of practices whose performance has deteriorated. We have already been
working closely with these practices and many have already put in place changes to
ensure that patients are receiving an improved service, particularly in regards to
access. We are working specifically with 11 practices to put in place an action plan to
address the concerns raised through the patients’ survey. This plan will be agreed in
conjunction with patient participation groups.
Improvement and Assessment Framework ratings for Cancer and Maternity
The CCG has been notified of its ratings for cancer and maternity services as part of
the Improvement and Assessment Framework undertaken by NHS England.
Assessments are undertaken by independent panels based on clinical indicators for
all CCG areas. The ratings show how the CCG is performing compared with other
CCGs and whether the CCG is meeting national ambitions. The information is
provided to enable CCGs to identify opportunities for improvement through cancer
Alliances and Local Maternity Systems.
Ratings for both cancer and maternity for NHS Wakefield CCG for 2017/18 are
‘requires improvement’ which is the third out of four possible ratings, the others being
outstanding, good and inadequate.
The CCG is slightly below the national average or national standard for diagnosis of
cancer at early stage, referral to treatment within 62 days and one year survival from
all cancers. The CCG is in line with the national mean for patient experience for
cancer.
The CCG is worse than the national mean for still birth and neonatal deaths and
experience of maternity services and in line with the national mean for choices in
maternity services. The district is significantly worse than the national ambition for
smoking in pregnancy.

Page 4 of 8

PDF Page No. 90

Wakefield Health and Care System Peer Review
The Wakefield health and care system has put itself forward to become the first
‘place’ in the West Yorkshire and Harrogate (WY&H) Integrated Care System (ICS)
to undertake a Peer Review Challenge This will be the first pilot for this new
programme, which will then be rolled out to the other five places across WY&H in the
New Year.
The Peer Support Offer has been put together by the Local Government Association,
NHS Providers, NHS Commissioners and the NHS Confederation and takes a sector
led approach to enable system leaders and partners to evolve ambitions, and
strengthen commitments towards achieving a fully integrated local health and care
system.
The Peer Challenge Team will be mixture of national and regional peer colleagues
who will gather information through interviews with key partners and patients. They
will keep system leaders regularly updated with their findings on a daily basis and
will then provide constructive feedback on the final day including recommendations
aimed to help drive improvement towards helping us achieve our local ambitions.
The proposed overarching objectives of the peer challenge are:
 To understand the progress each ‘place’ is making towards integration, and to
make recommendations for improvement
 To understand how effective the connections between West Yorkshire and
Place working are, and to make recommendations for improvement
 To road test a ‘place to place’ peer challenge approach that can be adopted
across the partnership
The key lines of enquiry confirmed by the West Yorkshire and Harrogate Health and
Care Partnership which will be applied in all six local authority areas are:
1. How well are the vision and key priorities for the place articulated?
2. To what degree are the place’s stated priorities owned equally by CEOs and
Boards across the participating organisations?
3. Are there effective place level governance arrangements to support delivery?
4. What is the contribution of place to WY&H ambitions?
5. How has the place engaged the public, clinicians and staff in their plans for
change?
The local health and care system peer challenge session will take place on 23, 24
and 25 October.

Eastmoor Health Centre
The future of primary care services in Eastmoor has been secured through a new
doctor taking over the GP practice. Dr Selwyn Barnsley, from Alverthorpe Surgery,
has taken over the running Eastmoor Health Centre effective from 6 August 2018, as
Dr Emmanuel Okine has taken up another GP post within the district.
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Eastmoor Health Centre has 2,900 registered patients. The CCG has been
supporting the practice following a Care Quality Commission (CQC) inspection in
August 2016. The practice was placed in special measures in 2017 but was reinspected in January this year and was given an improved rating of ‘Requires
Improvement’. The Alverthorpe surgery has an overall rating of ‘good’.
The CCG has been working closely with local councillors to reassure the community
of their commitment to keeping high quality, local primary care services in Eastmoor,
that meet the needs of local people and the increased demand in that area due to
the City Fields development.

Raising standards for outpatient and diagnostic services
The Probity Committee has approved proposals to make changes to the way the
CCG contracts for various tests and outpatient care as part of a plan to improve
waiting times and quality of care for everyone living across Wakefield district.
The CCG currently contracts with independent companies to provide some services
that are also offered by NHS hospitals. This includes tests and treatments for:
 Eyes
 Digestive system (including endoscopy)
 Chest and lungs
 Urinary tract and male reproductive organs
 Gynaecology
 Minor surgery.
Legally, for consultant services, the CCG is required to offer patients the ability to
choose from any care providers that are suitably qualified and can meet its
standards.
A number of contracts are due to end this year. Following a detailed review, the CCG
will end some contracts and will introduce new standards for quality and access to
care which will be applied to any providers wishing to contract for these services.
Feedback from public engagement carried out during July 2018 showed that people
felt it was important to be seen quickly after they had been referred by their GP for
treatment, they wanted services to be local and as close to home as possible and
provided by staff with the right skills. The Probity Committee was also advised of an
on-line petition generated by one of the independent providers which at the time had
received 958 ‘signatures’. The wording of the petition is attached for information.
All providers will have to demonstrate that they can meet the new standards and can
offer the full course of treatment. The standards will be published in the autumn.

Children’s Improvement Board
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The Children’s Commissioner attended the first meeting of the Children’s
Improvement Board, which was set up to drive forward developments in children’s
services across the Wakefield district following the recent OFSTED inspection. The
Commissioner commented positively on how the organisations are working together.
Transformation Funding
The Mid Yorkshire system is to receive an allocation of £935,000 to support
improvement and transformation of the Urgent and Emergency Care System.
The funding represents the Mid Yorkshire share of the £4m of transformation funding
that the West Yorkshire and Harrogate Partnership has agreed to dedicate to
managing system pressures, with a particular emphasis on winter in 2018-19. The
funding is intended to aid in the delivery of the required levels of performance across
the range of Urgent and Emergency Care metrics, particularly A&E, DTOC and what
regulators describe as “super-stranded” patients.
A&E Delivery Board are required to sign off the package of proposals, ensuring that
they support delivery of the winter plan and reflect a system response to the
pressures. Acute Trust Chief Operating Officers (COOs) have been asked to develop
the initial package of proposals for each Board, based on the winter plan and
reflecting the learning from the West Yorkshire Acceleration Zone (WYAZ).
Improvements in NHS Continuing Health Care Assessments
Last Autumn NHSE set out actions to be taken by Clinical Commissioning Groups in
order to achieve two key improvements required for the Quality Premium for 2017/18
regarding Continuing Healthcare (CHC) assessments both of which are important for
the experience of patients and their families.
It is best practice to assess individuals on the hospital discharge pathway for NHS
CHC when their condition has stabilised and their long term needs are clear. This is
best achieved in a non-hospital setting. The national requirement to ensure that less
than 15% of all NHS CHC assessments take place in an acute hospital setting was
achieved by the end of Q4 2017/18. For Wakefield CCG the year end position was
achieved with 0% being achieved in 3 of the last 5 months.
The National Framework also states that NHS CHC funding decisions should, in
most cases not exceed 28 days. Nationally the percentage of referrals completed
within 28 days has improved to 66% moving towards the 80% standard. For
Wakefield CCG our performance has improved significantly and the national
standard was met in May 2018 with 82% being achieved.
From Q1 2018/19 NHSE will focus on an additional national assurance priority by
looking at CCG eligibility rates to be assured of consistency of assessment and
decision making.
Jo Webster
Chief Officer
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Appendix 1
AQP Petition wording
We, with other Community Providers, were invited by Wakefield CCG (WCCG) to discuss NHS
Referral to Treatment Times (RTT) in Wakefield which did not meet the National Standard target of
18wks. During the meeting we expressed our support for our local hospital who is struggling to meet
demand and because our waiting times are very short we offered to expand our existing services to
help.
We were, therefore, very shocked to be informed last week that to lower waiting times WCCG
proposed to stop the following community services from 30 June 2018.
• ENT,
• Gynaecology,
• Dexa Scan,
• XRay,
• Ultrasound,
• MRI,
• Ear Microsuction,
• Minor Hand Surgery
We disagree with the WCCG proposal as we feel it will lengthen waiting times, place further pressure
on the hospital and require patients to travel to hospital rather than being seen in the community.
WCCG have said it is at this stage just a proposal and asked that we respond with an ‘impact
statement ‘before their final decision is made in the first week of June 18.
Because, in as far as we are aware, WCCG have not consulted with patients and we believe that you
should have an opportunity to have your say.
We therefore ask that if you wish to keep the services in the Community that you send your response
to the following three questions
1. What would it mean to you and your family if these Community NHS Services were withdrawn and
you had to travel to hospital for the same treatment?
2. Should Community Services no longer be available, how would you feel about possibly having to
wait longer before being seen in hospital?
3. Could you give 3 words that describe what having these services available in the community (rather
than hospital based) mean to you?
We have not been given much time to present our response (end of May 18), we ask that you send
your response to the 3 questions to phoenix.health@nhs.net or call into the unit in person we will be
very happy to meet you.

Page 8 of 8

PDF Page No. 94

Title of
meeting:

Governing Body

Date of
Meeting:

18 September 2018

Paper Title:

360 degree stakeholder feedback

Purpose (this
paper is for):

Decision

Agenda
Item:

Discussion

9

Public/Private
Section:

Public
Private
N/A

Assurance

Information



Report Author and Job Ruth Unwin, Associate Director of Corporate Affairs
Title:
Responsible Clinical
Dr Phillip Earnshaw, Chair & Clinical Leader
Lead:
Responsible
Jo Webster, Chief Officer
Governing Board
Executive Lead:
Recommendation:
It is recommended that the Governing Body:
i. note the content for information and support on-going developments outlined in the
report.
Executive Summary:
The annual 360 degree stakeholder survey was introduced for all CCGs by NHS England
in 2014 and invites stakeholder organisations and member practices to give feedback on
the organisation’s effectiveness in supporting system working.
The results are used to support the CCG’s ongoing development and feed into
improvement and assessment conversations with NHS England linking to our
Improvement and Assessment Framework (IAF) process under the well-led organisation
domain and under our Quality of Leadership in the Q4 Assurance Checkpoint meetings.
The survey is carried out in December & January and results are published as part of the
year-end review.
The attached report provides an overview of responses received and action being taken to
improve stakeholder engagement.
In summary: the response rate was 65% overall which was an improvement on previous
years. The CCG continues to receive positive ratings for system leadership with the main
area for improvement being engagement with member practices. Specific actions have
been put in place to address this.
Link to overarching
principles from the
strategic plan:

Reduction in hospital admissions where appropriate
leading to reinvesting in prevention
New Accountable Care Systems to deliver new
models of care
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Collective prevention resource across the health and
social care sector and wider social determinant
partners
Expanded Health and Wellbeing board membership
to represent wider determinants
A strong ambitious co-owned strategy for ensuring
safe and healthy futures for children
A shift towards allocation of resources based upon
primary and secondary prevention and social
determinants of ill health
Transforming to become a sustainable financial
economy
Organising ourselves to deliver for our patients

Outcome of Impact
Assessments completed
(e.g. Quality IA or
Equality IA)
Outline public
engagement – clinical,
stakeholder and
public/patient:
Assurance departments/
organisations who will
be affected have been
consulted:
Previously presented at
committee / governing
body:
Reference document(s) /
enclosures:
Risk Assessment:
Finance/ resource
implications:








Not applicable

Not applicable

CCG Leadership Team

Headlines have been discussed at development sessions
and as part of the development plan presented at Governing
Body in July 2018.
Report on feedback received and proposed action plan
Benchmark information (West Yorkshire CCGs)
Not applicable
Not applicable
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NHS Wakefield CCG 360 Stakeholder Survey 2018
Headlines,
Achievements & Ambitions
Introduction
The CCG 360⁰ stakeholder survey is an NHS England commissioned survey which
has been conducted by Ipsos MORI since 2014. The survey is conducted in a very
prescriptive manner with guidance provided by Ipsos MORI in terms of which
stakeholders are to be invited to take part in the survey and how many
representatives in each stakeholder group. The CCG follow a set project timeline
given by Ipsos MORI and the survey is conducted between Ipsos MORI and the
stakeholders direct.
The purpose of the 360⁰ stakeholder survey is to assess and evaluate the strength of
relationships and stakeholder engagement between the CCG and its partners and to
assess the extent to which the CCG is providing leadership including clinical
leadership. Stakeholders are encouraged to feedback on their experience of
working with us through a set of questions under a series of themes and also provide
the opportunity for verbatim comments. The results are used to support the CCG’s
ongoing development and feed into improvement and assessment conversations
with NHS England linking to our Improvement and Assessment Framework (IAF)
process under the well-led organisation domain and under our Quality of Leadership
in the Q4 Assurance Checkpoint meetings.
Survey results are presented as a detailed report, showing the number and
percentage of stakeholders giving a particular answer, this is also benchmarked by
cluster and national averages; but
•

•

Any differences are not necessarily statistically significant differences; a higher
score than the cluster average does not always equate to ‘better’ performance,
and a higher score than in 2017 does not necessarily mean the CCG has
improved.
The comparisons offer a starting point to inform wider discussions about the
CCG’s ongoing organisational development and its relationships with
stakeholders.

This year the CCG achieved an overall response rate of 65% across our different
stakeholder groups, which is an improvement on previous years. Due to the low
numbers of stakeholders allowed in each category there is a need to be aware that
there is always the potential for skewed results and in some categories this may be
significant.
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GP member practices make up our largest stakeholder group (25 of 37
respondents). Other stakeholder groups differ in size due to the limits set out in the
guidance: Health and Wellbeing Board – 3, Healthwatch/patient groups – 6, NHS
providers – 5, other CCGs – 4, Local Authority – 6, wider stakeholders – 1.
It is disappointing to note that only one CCG responded to the request to complete
the survey and this is currently being explored to identify if it is an issue with Ipsos
Mori. Wakefield CCG completed all the surveys we were sent.
Results for 2018:
The following chart presents the summary findings across the CCG for the questions
asked of all stakeholders, including year-on-year comparisons where the question
was also asked in 2017 and 2016. The shadowed boxes in the table indicate where
the CCG has improved and/or are doing well.
Theme
Overall Engagement:
Overall, how would you rate the
effectiveness of your working
relationship with the CCG
How satisfied or dissatisfied are you
with how the CCG involves patients
and the public

2018

2017

2016

National Cluster

77%

81%

78%

76%

78%

72%

-

-

-

-
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Theme
Commissioning Services:
The CCG involves the right
individuals and organisations when
Commissioning / decommissioning
services
The CCG provides adequate
information to explain the reasons
for the decisions it makes when
commissioning /decommissioning
services
I have confidence the CCG’s plans
will deliver high quality services that
demonstrate value for money

2018

2017

2016

54%

51%

66%

57%

56%

64%

-

-

55%

57%

67%

-

-

59%

65%

74%

-

-

60%

62%

67%

-

-

56%

58%

85%

92%

78%

72%

74%

The leadership of the CCG has the
necessary blend of skills and
experience

64%

73%

66%

59%

65%

There is clear and visible leadership
of the CCG

62%

86%

78%

69%

ON
PAR

I have confidence in the leadership
of the CCG to deliver its plans and
priorities

67%

78%

72%

62%

68%

The leadership of CCG is delivering
high quality services within the
available resources
I have confidence in the leadership
of the CCG to deliver improved
outcomes for patients
The leadership of the CCG is
contributing effectively to local
partnership arrangements (including
Sustainability
Transformation

69%

-

-

63%

68%

64%

70%

66%

61%

66%

67%

-

-

62%

65%

I have confidence in the CCG to
commission/decommission services
appropriately
The CCG demonstrates it has
considered the views of patients and
the public when making
commissioning decisions
Leadership of the CCG:
How effective, if at all, do you feel
your CCG is as a local system
leader

National Cluster

(much higher by 11%)
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Theme
Partnerships (STPs), Accountable
Care Systems (ACSs) where
applicable
and/or
other
local
partnership arrangements
Monitoring
and
Reviewing
Services:
I have confidence that the CCG
monitors the quality of the services it
commissions in an effective manner
If I had concerns about the quality of
local services I would feel able to
raise my concerns within the CCG
I have confidence in the CCG to act
on feedback it receives about the
quality of services

2018

2017

2016

64%

70%

63%

63%

65%

87%

84%

91%

83%

84%

67%

81%

72%

64%

65%

How effective is the CCG at working
with others to improve health
outcomes?

74%

-

-

ON
PAR

75%

77%

86%

84%

78%

81%

I have been given the opportunity to
influence the CCG’s plans and
priorities

56%

70%

69%

53%

55%

When I have commented on the
CCG’s plans and priorities I feel that
my comments have been considered
(even if the CCG has not been able
to act on them)

53%

68%

62%

53%

56%

The
CCG
communicated
priorities to me

64%

84%

69%

62%

62%

Plans and Priorities:
How much would you say you know
about the CCG’s plans and
priorities?

has
effectively
its
plans
and

Upper Tier and Unitary Local
Authorities
How well do the CCG and your local
authority work well together to plan
and
deliver
integrated
commissioning?
How effective if at all has the CCG
been as part of the LSCB

National Cluster

25% not very well

100% effective
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Theme
How effective if at all has the CCG
been as part of the ASB
Health and Wellbeing Board:
How active would you say the CCG
is a as a member of the HWBB
How active would you say the CCG
and your local authority are working
together to plan and deliver
integrated commissioning?
Healthwatch
and
Voluntary/
Patient Groups
To what extent do you feel that the
CCG has engaged with “hard to
reach” groups?
To what extent do the CCG
demonstrate that it considers and
acts appropriately in response to
concerns, complaints or issues
raised by patients and the public?
NHS Providers
How well, if at all, would you say the
CCG and your organisation are
working together to develop longterm strategies and plans?
Would you say that the amount of
monitoring the CCG carries out on
the quality of your services is too
much, too little or about right?
To what extent do you agree or
disagree that when there is an issue
with the quality of services, the
response
of
the
CCG
is
proportionate and fair?
How involved, if at all, would you say
clinicians from the CCG are in
discussions with your organisation
about, Quality
How involved, if at all, would you say
clinicians from the CCG are in
discussions with your organisation
about, Service Redesign
How well, if at all, would you say the
CCG understands the challenges
facing your provider organisation?

2018

2017
2016 National Cluster
25% Don’t know

100% Very Active
100% Very Active

66% don’t know or not at all.

66% strongly or tend to agree.

100% Very Well

100% About Right

67% strongly agree and 33% tend to agree

100% very involved

100% very involved

67% very well and 33% fairly well
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GP Member Practice Results:
Theme
2018
GP Member Practices
To what extent to you feel able to influence 32%
the CCG’s decision making process

2017

2016 Comments

43%

35%

Confidence in the clinical leadership of the 64%
CCG

71%

70%

There is clear and
leadership of the CCG

clinical 68%

-

-

The clinical leadership of my CCG has 60%
effective influence within local partnerships
(STPs/ACSs/other)

-

-

40% (10
practices) asked
neither disagree
or agree

How well, if at all, do you understand the 76%
financial implications of the CCG’s plans

57%

45%

How well, if at all, do you understand the 64%
implications of the CCG’s plans for service
improvement

67%

60%

Only 24% (6
practices) stated
not very well or
not well at all.
36%
(9
practices) stated
not at all or not
very well.

How well, if at all, do you understand the 76%

67%

45%

‐

‐

95%

75%

visable

referral and activity implications of the CCG’s
plans

How well, if at all, do you understand the 48%
CCG’s plans to improve the health of the
local population and reduce health
inequalities
To what extent do you agree or disagree 80%
that value for money is a key factor in
decision-making when formulating the
CCG’s plans and priorities?

68% (17 out of
25) of GPs,
stated just a
little or not at all.
36% (9) don’t
know or neither
disagree or
agree.
24% (7) praces
asked neither
disagree or
agree with 4%
strongly
disagreeing

Only 24% (6
Practices)
stated note very
well or not at all.
52%
(13
practices) stated
not very well or
not at all
20% ( 5
practices) stated
neither agree
nor disagree or
strongly
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Theme

2018

2017

2016 Comments
disagree

How familiar are you, if at all, with the 92%
financial position of the CCG?

62%

45%

To what extent do you agree or disagree 52%
that
representatives
from
member
practices are able to take a leadership role
within the CCG if they want to?

76%

65%

Only 8% (2
Practices)
stated not at all
familiar
48% (12
Practices) of
which 16%
stating tend to
disagree or
strongly
disagree.

Wakefield’s Local Questions:
As in previous years Ipsos MORI give the CCG the opportunity to ask some local
questions, the first of which we have asked since 2014 and the second of which was
new this year.
1. Working in partnership with other organisations to focus on improving
outcomes for the benefit of patients?

5
1

13%
3%

31%

12

7 18%

36%
14

Very good
Fairly poor
Not relevant

Fairly good
Very poor

Neither good nor poor
Don't know
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2. Working in partnership with other organisations to progress the journey to
an integrated Health and Care System for Wakefield

What we are doing well
Though the survey shows that we have not done well in some areas this year
compared to last year’s report, it is important to note that it shows that we are doing
well right across the board compared to the national benchmark. Our response rate
was on a par with CCG’s in Yorkshire and the Humber, showing the interest and
commitment of our partners in commissioning excellence.
Our performance is generally in line with the national CCG average and out of all of
the questions asked we are generally above the national average.
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VERBATIM COMMENTS:
As well as the questions there is an opportunity for our stakeholders to provide
verbatim comments, our Stakeholders highlighted WCCG have:
 Excellent leadership and support to promote “whole system working”
 Clinical leadership is getting stronger
 CCG actively encouraged collaboration and integration across partner
organisations and the leadership team have visibly led this approach.
 CCG have been very innovative and forward thinking, saddened that
they now find the financial restraints are hampering their progress.
 CCG demonstrations positive leadership across Health and Social Care
system and demonstrated growing maturity of relationships with the
Local Authority.
Issues raised by stakeholders:
 Limited resources at GP’s need to ensure working conditions are adequate and
we are delivering a SAFE Service.
 Governance for CGG overly complex for small organisation.
 Miss relationship / communication had through Primary Care Unit through the
dedicated locality managers.
 Need more time to engage.
Suggestions how to improve from Stakeholders:
 More involvement in engagement process
 Better communication
 Dedicated contact person in organisation for different roles to establish better
relationships in CCG.
 Strategic overview of roles / responsibilities of CCG to ensure better
understanding.
 Recruit DSN’s and share over networks.
 More support from secondary care / specialist nurses.
 ET Team to Team met once a year.
 CCG shadow GP Practices to see how they work to get a better understanding of
what is required.
 Promote opportunities available to the membership rather than waiting for the
membership to approach the CCG.
 Improve / Share “voice” given to non-clinicians and managers.
 Higher profiling in schools.
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Engagement and Communication:
It was noted primarily in the verbatim comments that stakeholders and particularly
the membership feel the need for more communication and engagement, WCCG do
however already have in place several methods of communication as highlighted
below:
1. Newsletters
2. Skyline: It is worth noting that there is currently a review of Skyline underway,
potentially exploring if other intranets would work better and be more
inclusive/easier to use for Primary Care colleagues.
3. Events:
 AGM
 TARGET events
 Engagement events
4. Websites: Again it is worth noting that the Connecting Care website currently
being re-designed alongside the Directory of Services.
5. Social media: A suite of films for Connecting Care which are more patientfocused is currently being developed. These will be used to educate patients on
the services available to them locally and can be utilised by colleagues including
practices and partner orgs to spread the message through their channels
6. Groups:
 District-wide communications and engagement group
 Community Partnership group
 PIPEC- Our assurance group with members of the public and representatives
of local third sector organisations, who make sure we meet our statutory duty
to engage. We provide training to all members of the public who are involved
in our work.
 PPGs- Patient participation groups (PPGs) are groups of patients interested in
health and healthcare issues, who want to get involved with and support the
running of their local GP practice. The CCG brings representatives together
on a quarterly basis to share good practice and discuss issues.
 Wakefield Equality Health Panel - The purpose of this panel is to improve the
access, experiences, health outcomes and quality of care for people with
protected characteristics and other disadvantaged groups.
 Engagement – in service change and pathway redesign. This is opportunistic,
going out to see existing groups such as carers group and PPGs.
7. Inboxes: A review of the Connecting Care inbox is underway.
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Specific actions to enhance engagement with member practices
A number of issues were identified which related specifically to engagement with
member practices. The feedback was presented to the Members’ Meeting in July
2017 and members were invited to put forward ideas for further improvement.
Actions that are already in place to support effective engagement with GP practices
include:
Conexus
The CCG commissions Conexus to support the development of the GP federations.
This includes specific responsibilities for engagement with member practices,
including coordination of members’ meetings.
Target Events / Primary Care Engagement:
It is known that covering key issues at Target events can be very effective. The 2017
report highlighted issues with our membership being involved with financial plans.
This year work has been undertaken at Target in relation to this and it is reflected in
the 2018 results.

Workforce Academy Support
The Wakefield General Practice Workforce Development Academy (WGPWDA)
which was launched in April 2017 will continue to provide, facilitate and support
education, training, research and workforce development across the General
Practice workforce in Wakefield.
The Five Key Priorities of the WGPWDA are:
 Workforce Planning
 Growing Talent and Reliance
 Redesign of new roles/new ways of working
 Leadership Development
 Engagement

Theme
Influence the CCG’s
decision making process

1)
2)

3)

4)

Confidence in the clinical

Action
Further communications to GPs required in order
to encourage further clinical input and engagement
Primary Care Support manager recruited to the
Primary care Team to facilitate communication and
engagement across networks and federations
Primary Care to include a question on the
Assurance Visit pro forma pack around
engagement. Reports from assurance visits to be
presented to Probity Committee.
Development of Primary Care Home, which
promotes development at locality level for
federations.

1) Executive Directors have made a commitment to
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Theme
leadership of the CCG
2)

Understand implications of
the CCG’s plans for service
improvement

1)

2)

3)

QIPP from a Clinical
Perspective

Action
be more visible with the membership by attending
Network meetings and supporting practice visits.
Clinical Leaders Forum established by the Chair &
Clinical Leader to enhance engagement with
clinicians who have specific roles in the CCG and
clarify their role in engaging with the wider
membership
Service improvement plans and cost reduction
initiatives are presented to Clinical Cabinet for
discussion and to help formulate
recommendations to Governing Body or Probity
Committee
Details of QIPP development process shared with
members’ meeting and members invited to put
forward ideas for QIPP savings
Member practices to receive feedback on
proposals that are being taken forward

1) Monthly update slide pack from PMO to be
circulated to Network Chairs.
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Report Author and Job Amrit Reyat, Governance and Board Secretary
Title:
Responsible Clinical
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Lead:
Responsible
Ruth Unwin, Associate Director of Corporate Affairs
Governing Board
Executive Lead:
Recommendation:
It is recommended that Governing Body approve the proposed changes to the Terms of
Reference of Committees
Executive Summary:
In accordance with the Scheme of Delegation of the CCG, changes to the terms of reference
of committees require approval by the Board of the Governing Body.
It is good governance practice for committee terms of reference to be reviewed on a regular
basis, this will help to ensure that they are up-to-date and fit for purpose.
During August and September 2018 the Integrated Governance Committee, Finance
Committee, Clinical Cabinet, Audit Committee, Probity Committee, Remuneration Committee
and Nominations Committee have all considered and reviewed their terms of reference. The
updated terms of reference are included as appendices to this report (proposed changes are
marked as tracked changes for ease of reference), and are presented for approval.
Following review of the Connecting Care Executive Terms of Reference by the Connecting
Care Executive it was agreed that comments would also be sought from the Health and Well
Being Board. It is expected that these Terms of Reference will be presented to the Governing
Body for approval at a future Governing Body meeting.
In summary the changes are designed to:
 Ensure the Terms of Reference describe the Committees’ responsibilities in approving
policies, seeking assurance and monitoring.
 The amendments also clarify the membership and voting arrangements of committees
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Link to overarching
principles from the
strategic plan:

Reduction in hospital admissions where appropriate
leading to reinvesting in prevention
New Accountable Care Systems to deliver new
models of care
Collective prevention resource across the health and
social care sector and wider social determinant
partners
Expanded Health and Wellbeing board membership
to represent wider determinants
A strong ambitious co-owned strategy for ensuring
safe and healthy futures for children
A shift towards allocation of resources based upon
primary and secondary prevention and social
determinants of ill health
Transforming to become a sustainable financial
economy
Organising ourselves to deliver for our patients



Outcome of Integrated
Impact Assessment
completed (IIA)
Outline public
engagement – clinical,
stakeholder and
public/patient:
Management of Conflicts
of Interest:

Not applicable

Assurance departments/
organisations who will
be affected have been
consulted:
Previously presented at
committee / governing
body:

The proposals are based on discussion in Governing Body
development sessions

Reference document(s) /
enclosures:

None

Risk Assessment:

Not applicable

Finance/ resource
implications:

Not applicable

There is no requirement to consult the membership or the public
about changes to the terms of reference of committees

None

The Committees have reviewed the proposed changes to Terms
of Reference
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TERMS OF REFERENCE FOR
THE NHS WAKEFIELD CLINICAL COMMISSIONING GROUP AUDIT COMMITTEE
Accountability
arrangements
and authority

The Governing Body for NHS Wakefield Clinical Commissioning Group
(CCG) hereby resolves to establish a committee of the Governing Body
to be known as the Audit Committee in line with NHS Wakefield CCG’s
constitution.
The Audit Committee will operate within the legal framework for NHS
Wakefield CCG.
The membership, remit, responsibilities and reporting arrangements of
the Audit Committee are set out in these terms of reference and shall
have effect as if incorporated into the CCG constitution and Standing
Orders.
The Audit Committee has no executive powers, other than those
specifically delegated in these terms of reference.
The Audit Committee is authorised by the Governing Body to investigate
any activity within its terms of reference. It is authorised to seek any
information it requires from any employee and all employees are
directed to co-operate with any request made by the committee within
its remit as described in these terms of reference. The committee has
full authority to commission any reports or surveys it deems necessary
to help fulfil its obligations, including legal or other independent
professional advice.

Relationship and
reporting

The Audit Committee is a sub-committee of the Governing Body for
NHS Wakefield CCG. Minutes of meetings will be presented to the
Governing Body. Reports on specific issues will also be prepared when
necessary for consideration by the Governing Body.
The committee will report annually to the Governing Body, reviewing its
own performance, membership and terms of reference. This report will
also include details of:
 fitness for purpose of the Assurance Framework
 the completeness and embeddedness of risk management
within the CCG
 the integration of governance arrangements
 the appropriateness of the evidence that shows the
organisation is fulfilling regulatory requirements relating to its
existences as a functioning business
 details of any significant issues considered in relation to
financial statements and how they were addressed
The committee may establish groups to support it in its role. The scope
and membership of those groups will be determined by the committee.

Role and
function

The role of the committee is to review and provide assurance on the
adequacy and effective operation of the overall internal control system
for the CCG.
It is noted that the Governing Body have established an Auditor Panel to
advise on the selection and appointment of the external auditor. The
1
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Draft September 2018
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Auditor Panel is distinct from the Audit Committee and holds separate
meetings. However where deemed appropriate the Audit Committee
will take account of and work in partnership with the Auditor Panel.
Specific duties of the committee are categorised in the “Responsibilities”
section below.
The work of the committee will be flexible to new and emerging priorities
and risks.
Responsibilities

Governance, Risk Management and Internal Control
The committee shall review the establishment and maintenance of an
effective system of integrated governance, risk management and
internal control, across the whole of the CCG’s activities that support the
achievement of the CCG’s objectives.
In particular, the committee will review the adequacy and effectiveness
of:











All risk and control related disclosure statements (in particular
the Annual Governance Statement), together with any
accompanying Head of Internal Audit Opinion and External Audit
Opinion or appropriate independent assurances, prior to
submission to the Governing Body;
The processes for financial and performance management
(including reporting);
The underlying assurance processes that indicate the degree of
achievement of CCG objectives, the effectiveness of the
management of principal risks and the appropriateness of the
above disclosure statements;
Assurance about the CCG’s arrangements for policies and
procedures and measures to ensure they are kept up to date;
The policies for ensuring compliance with relevant regulatory,
legal and code of conduct requirements and related reporting
and self-certification;
Assurance that the conflicts of interest process is working
effectively and conflicts of interest are managed and recorded
appropriately;
The policies and procedures for all work related to counter fraud
and security as required by NHS ProtectCounter Fraud
Authority;
To oversee the effectiveness of key assurance and risk
management systems and processes, including reviewing an up
to date risk profile, scrutinising and challenging risks on the
Board Governing Body Assurance Framework, to ensure that
risks are managed effectively and that sufficient assurance is
gained from the risk owner. This will include:
‐ Reviewing the process for developing the framework and
its format to ensure it is relevant and effective
‐ Assessing the controls in the Assurance Framework
‐ Review the assurances in the Assurance Framework
2
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Financial Reporting
The committee shall ensure that the systems for financial reporting to
the CCG, including those of budgetary control, are subject to review as
to completeness and accuracy of the information provided to the CCG.
The committee shall review the annual report and financial statements
before recommending to the Governing Body for approval, focusing
particularly on:









the wording in the Annual Governance Statement and other
disclosures relevant to the terms of reference of the committee;
changes in, and compliance with, accounting policies, practices
and estimation techniques;
unadjusted misstatements in the financial statements;
significant judgments in preparing of the financial statements;
significant adjustments resulting from the audit;
letter of representation;
explanation for significant variances, and;
qualitative aspects of financial reporting.

In carrying out this work the committee will primarily utilise the work of
internal audit, external audit and other assurance functions, but will not
be limited to these sources. It will also seek reports and assurances
from directors and managers as appropriate, concentrating on the overarching systems of integrated governance, risk management and
internal control, together with indicators of their effectiveness.
This will be evidenced through the committee’s use of an effective
assurance framework to guide its work and that of the audit and
assurance functions that report to it.
Internal audit
The committee shall ensure that there is an effective internal audit
function that meets mandatory Public Sector Internal Audit Standards
2017 and provides appropriate independent assurance to the Audit
Committee, Accountable Officer and Governing Body. This will be
achieved by:






consideration of the provision of the internal audit service, the
cost of the audit and any questions of resignation and dismissal;
review and approval of the internal audit strategy, operational
plan and more detailed programme of work (including
information about the purpose, scope and level of priority of each
assignment), ensuring that this is consistent with the audit needs
of the organisation, as identified in the assurance framework;
review in year changes to the Internal Audit plan;
considering the major findings of internal audit work (and
management’s response monitor the implementation of agreed
audit recommendations) and ensuring co-ordination between the
internal and external auditors to optimise audit resources where
applicable;
3
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ensuring that the internal audit function is adequately resourced
and has appropriate standing within the CCG;
an annual review of the effectiveness of internal audit;
Head of Internal Audit has a right of access to the Chair of the
Audit Committee at any time.

External Audit
The committee shall review the work and findings of the external
auditors and consider the implications and management’s responses to
their work. This will be achieved by:










Discussion and agreement with the external auditors, before the
audit commences, on the nature and scope of the audit as set
out in the annual plan, and ensuring co-ordination, as
appropriate, with other external auditors in the local health
economy;
Discussion with the external auditors of their local evaluation of
audit risks and assessment of the CCG and associated impact
on the audit fee;
Review of all external audit reports, including the report to those
charged with governance, agreement of the annual audit letter
before submission to the CCG and any work undertaken outside
the annual audit plan, together with the appropriateness of
management responses;
In partnership with the Auditor Panel, ensuring there is in place a
clear policy for the engagement of external auditors to supply
non audit services;
Receive and respond to a Public Interest Report if issued by
External Auditors;
External auditors have a right of access to the Audit Committee
at any time.

Whistleblowing
The Committee shall review the effectiveness of the arrangements in
place for allowing staff to raise (in confidence) concerns about possible
improprieties in financial, clinical or safety matters and ensure that any
such concerns are investigated proportionately and independently.
Other assurance functions
The Audit Committee shall review the findings of other significant
assurance functions, both internal and external and consider the
implications for the governance of the CCG.
These will include, but will not be limited to, any reviews by Department
of Health arm’s length bodies or regulators/inspectors (for example, the
Care Quality Commission and NHS Resolution) and professional bodies
with responsibility for the performance of staff or functions (for example,
Royal Colleges and accreditation bodies).
In addition, the committee will review the work of other committees
within the organisation, whose work can provide relevant assurance to
the audit committee’s own scope of work.
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Counter fraud
The Committee shall satisfy itself that the Clinical Commissioning Group
has adequate arrangements in place for counter fraud and security that
meet NHS Counter Fraud Authority’s (formerly NHS Protect) standards
and shall review the outcomes work in these areas. The Committee will
also approve the counter fraud and security work plan.
Management
The committee shall request and review reports and positive
assurances from directors and managers on the overall arrangements
for corporate governance, risk management and internal control.
The committee may also request specific reports from individual
functions within the CCG as they may be appropriate to the overall
arrangements.
Other Duties
The committee will agree an annual work plan to ensure that it covers all
the duties above and undertake an annual self-assessment.
The committee may agree other areas of responsibility as appropriate
with the Governing Body.
Membership

Membership
The committee appointments will be approved by the Governing Body
on an annual basis. The membership of the committee is given below :




Chair of the Committee (the nominated lay member with
responsibility for audit and conflict of interest matters);
The nominated lay member who is also the Deputy Chair of the
Governing Body;
A clinical member of the Governing Body. (There are three
clinical members of the Audit Committee, only one clinical
member needs to attend)

All members of the Committee have one vote.

Regardless of attendance, external audit, internal audit, local counterfraud and security management providers will have full and unrestricted
rights of access to the Audit Committee.
Any director or senior managers may be invited to attend, particularly
when the committee is discussing areas of risk or operation that are the
responsibility of that director. The Chief Officer will be invited to attend
at least one meeting each year in order to discuss the process for
assurance that supports the annual governance statement. Other
officers may be requested to attend in an advisory capacity.
Representatives from NHS Counter Fraud Authority (formerly NHS
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Protect) may be invited to attend meetings.
The Chair of the Governing Body and the Accountable Officer may also
be invited to attend one meeting each year in order to form a view on,
and understanding of, the committee’s operations.
For those attending, named deputies should attend in exceptional cases
only and this should be communicated to the Chair and secretary of the
meeting in advance.
In Attendance









Chief Finance Officer;
Chief of Service Delivery and Quality?;
Heads of Service, as appropriate;
Internal Audit Manager;
External Audit representative;
Local Counter Fraud specialist;
Local Security Management specialist.

Chair

The Chair of the committee will be the nominated lay member with
responsibility for audit and conflict of interest matters. The Deputy Chair
will be a lay member

Quoracy

The Audit Committee shall be quorate if at least three members shall be
present, this must include at least one Lay Member and one clinical
member.

Frequency of
meetings

Meetings of the Audit Committee will be a minimum of six per annum
year at appropriate times in the reporting and audit cycle.
At least once a year the Chair of the Audit cCommittee shall meet
privately with the external and internal auditors.

Frequency of
attendance

Members are expected to attend all meetings; however a nominated
appropriate equivalent deputy can attend in extenuating circumstances.
Deputies will only be in attendance. Where a nominated clinical
member cannot attend, only another elected clinical member may
deputise.

Conduct

Members of the Committee and those in attendance at meetings will
abide by the ‘Principles of Public Life’ and the NHS Code of Conduct,
and the Standards for members of NHS boards and governing bodies,
Citizen’s Charter and Code of Practice on Access to Government
Information.
All members will have due regard to, and operate within, the prime
financial policies, standing orders, the constitution and other policies
and procedures of NHS Wakefield CCG.

Declaration of
interests

All potential conflicts of interest will be declared and dealt with in line
with the CCG’s policies / procedures for handling conflicts of interest .
At every meeting members of the committee will consider any items for
referral to the Probity Committee.
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All declarations of interest will be recorded in the minutes.
Administration

Secretariat support for the committee will be provided by the
administration function within the CCG. They will ensure that minutes of
the meeting are taken and provide appropriate support to the Chair and
committee members.
Duties will include:  agreement of agenda with Chair and attendees and collation of
papers;
 ensuring that minutes are taken and keeping a record of matters
arising and issues to be carried forward;
 timely distribution of papers, no later than 5 working days before
a meeting for agenda and papers and no later than 5 working
day after a meeting for distribution of minutes;
 record of matters arising, issues to be carried forward;
 assist the Chair to prepare reports to the Governing Body;
 advise the Committee on pertinent issues/ areas of
interest/policy developments;
 ensure that action points are taken forward between meetings;
 maintain records of members’ appointments and renewal dates;
 ensure that Committee members receive the development and
training they need.

Urgent matters
arising between
meetings

The Chair of the committee, a clinical member and an executive, in
consultation, may also act together on urgent matters arising between
meetings of the committee. In the absence of the Chair, two other
members and an executive, in consultation, may act together. These
matters will be ratified at the next meeting of the committee.

Monitoring of
compliance

The Governing Body will monitor the effectiveness of the committee
through receipt of the minutes and the committee’s Annual Report to the
Governing Body.

Date agreed

Approved by Governing Body on 10 November 2017

Review date and
monitoring

Annually, or as and when legislation or best practice guidance is
updated.
Any amended terms of reference will be agreed by the committee for
recommendation to a subsequent meeting of the Governing Body.
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Appendix B

TERMS OF REFERENCE FOR THE NHS WAKEFIELD
CLINICAL COMMISSIONING GROUP - CLINICAL CABINET
Accountability
arrangements
and authority

These are the terms of reference for the Clinical Cabinet which has
been established as a formal Committee of the Governing Body to
inform future commissioning intentions, inform strategic planning and
advise on funding of in-year service developments.
The Clinical Cabinet is authorised by the Governing Body to
investigate any activity within its terms of reference. It is authorised to
seek any information it requires from any employee and all employees
are directed to co-operate with any request made by the committee
within its remit as described in these terms of reference.

Relationship
and reporting

The Clinical Cabinet is a sub-committee of the Governing Body for
NHS Wakefield CCG. Minutes of the committee meeting will be
submitted to the Governing Body and will be made available to
member practices. Reports on specific issues will also be prepared
when necessary for consideration by the Governing Body.

Role and
function

The overarching purpose of the Clinical Cabinet is to provide strong
clinical leadership for commissioning, service transformation and
pathway redesign and to provide robust assurance of this to the
Governing Body. This will include promotion of a culture of continuous
improvement and innovation with respect to safety of services, clinical
effectiveness and patient experience / feedback.
The Clinical Cabinet will provide advice and assurance on agreed
commissioning strategies and intentions and strategic alignment with
the forward strategy that is agreed for the population of Wakefield by
the Governing Body.
The Clinical Cabinet will ensure initiatives are in place to support the
development of Quality, Improvement, Productivity and Prevention
(QIPP) through embedding clinical advice, support and leadership into
key commissioning work streams and interlinking portfolio working
across the organisation.

Responsibilities

Service Transformation and Commissioning
 provide strategic advice on proposals for service
transformation, pathway redesign and commissioning business
cases:
 ensure that the business justification for transformation projects
are clearly quantified;
 support effective commissioning to ensure national and local
priorities are delivered in the most effective way;
 ensure strong clinical leadership, clinical involvement and
influence informs key work streams and commissioning
decisions;
 champion patient-focused services, reduction of local health
inequalities, health promotion and patient and public
involvement ;
 take an holistic view of commissioning, ensuring key links
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between CCG business, and recognising interdependencies
with the wider health economy;
facilitate dialogue with clinicians across primary and secondary
care that promotes multi-professional engagement and
collaborative working towards better patient care;
seek assurance that,where appropriate, arrangements are in
place to offer patients choice of healthcare providers;
seek assurance that the service transformation work streams
fully reflect elements of quality (effectiveness, safety and
experience) are in-line with national and local priorities and will
lead to improved outcomes;
encourage innovative thinking, developing new approaches and
improved mechanisms for integrated working;
seek assurance that necessary resources are allocated to
enable implementation of transformation programmes and
projects
seek assurance that equality and diversity is appropriately
featured in the commissioning intentions of NHS Wakefield
CCG, mindful of groups with, or associated with, protected
characteristics.

Strategy
 influence and support the strategic vision and direction for
commissioning of NHS Wakefield CCG;
 provide overall strategic direction and guidance on the planning
and delivery of service development and transformation
programmes and associated work streams across NHS
Wakefield CCG based on local need, national frameworks and
guidance, good practice evidence and performance targets;
 resolve strategic and directional issues and ensure continued
alignment of the transformational programmes and associated
projects with strategic objectives;
Medicines Optimisation
 provide strategic advice on commissioning policy
recommendations on the use of medicines based on proven
clinical outcomes, affordability, and value for money;

Membership

QIPP
 support the development of Quality, Improvement, Productivity
and Prevention (QIPP) through embedding clinical advice,
support and leadership into key commissioning work streams
and interlinking portfolio working across the organisation.
 Seek assurance on the quality and safety impact of QIPP plans

The Clinical Cabinet will have a majority of professional members.
Committee members will be appointed by the Governing Body on an
annual basis, and will consist of the following:




Chair of the Committee (the Assistant Clinical Leader);
Deputy Chair of the Committee (the Lay member with responsibility
for patient and public participation matters);
2
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All elected GP members of the Governing Body;
Network Chairs;
Chief Operating Officer;
Chief Finance Officer;
Chief Nurse?
Chief of Service Delivery and Quality: and
Associate Director of Corporate Affairs

Formatted: Font: Bold

The Chief Officer will not be a member of Clinical Cabinet but will have
an open invitation to attend
The Chair of the Clinical Cabinet may invite other officers to attend as
required.
In attendance









Federation Chairs
Associate Directors, as appropriate
Head of Primary Care Development
Heads of Service, as appropriate;
Director of Public Health;
Additional support staff as required; and
GP representatives from local clinical networks;

Other primary and secondary care clinicians may be invited to attend
the committee for specific items, subject to approval of the Chair of
Clinical Cabinet

Chair

The Chair of the Clinical Cabinet will be the Assistant Clinical Chair.
The Deputy Chair of the Committee will be the Lay Member with
responsibility for patient and public participation matters.

Quoracy

Frequency of
meetings
Sub-Committees
/ Groups

Conduct

The Clinical Cabinet will be quorate for decision making if one third of
the members are present; this will include at least one elected GP
members of the Governing Body and one Executive or Associate
Director. and one lay member.
There shall be appropriate flexibility as the frequency of Clinical
Cabinet meetings, but these shall normally be held monthly.
The committee may establish groups to support it in its role. The
scope and membership of those groups will be determined by the
committee.

Members of the Committee and those in attendance at meetings will
abide by the ‘Principles of Public Life’ and the NHS Code of Conduct,
and the Standards for members of NHS boards and governing bodies,
Principles of the Citizen’s Charter and the Code of Practice on Access
to Government Information.
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All members will have due regard to, and operate within, the prime
financial policies, standing orders, the constitution and other policies
and procedures of NHS Wakefield CCG.
Declaration of
interests

All potential conflicts of interest will be declared and dealt with in line
with NHS Wakefield CCG’s policies / procedures for handling conflicts
of interest. At every meeting members of the committee will consider
any items for referral to the Probity Committee.
All declarations of interest will be recorded in the minutes.

Administration

Secretariat support for the Cabinet will be provided by the
administration function within NHS Wakefield CCG. They will ensure
that minutes of the meeting are accurately recorded and will provide
appropriate support to the Chair and Committee members.
Papers will be circulated at least four working days in advance of the
meeting.
Duties will include:
 agreement of agenda with Chair and attendees and collation of
papers;
 ensuring that minutes are taken and keeping a record of
matters arising and issues to be carried forward;
 timely distribution of papers, no later than four working days
before a meeting for agenda and papers and no later than four
working days after a meeting for distribution of minutes;
 record of matters arising, issues to be carried forward.

Urgent matters
arising between
meetings

The Chair of the Committee , Deputy Chair of the Committee, and
either the Chief Officer, Chief Financial Officer or the Chief of Service
Delivery and Quality Chief Nurse? may also act together on urgent
matters arising between meetings of the Cabinet. These matters will
be ratified at the next meeting of the Cabinet.

Monitoring of
compliance

The Governing Body will monitor the effectiveness of the Clinical
Cabinet through receipt of the minutes.

Date Agreed

Approved at Governing Body on 24 November 2017

Review Date
and
Monitoring

Annually, or as and when legislation or best practice guidance is
updated.
Any amended terms of reference will be agreed by the Clinical Cabinet
for recommendation to a subsequent meeting of the Governing Body.
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Appendix C

TERMS OF REFERENCE FOR NHS WAKEFIELD CLINICAL COMMISSIONING GROUP
FINANCE COMMITTEE
The Finance Committee is established as a Committee of the
Accountability
Governing Body of NHS Wakefield Clinical Commissioning Group
arrangements and
(CCG), in accordance with the scheme of delegation.
authority
The Finance Committee will r will operate as a corporate body for
the functions delegated to it. Therefore the Governing Body cannot
overrule decisions of the Finance Committee that fall within its
delegated authority.
The membership, remit, responsibilities and reporting arrangements
of the Finance Committee are set out in these terms of reference
and shall have effect as if incorporated into the CCG Constitution
and Standing Orders.
The Committee has no executive powers, other than those
specifically delegated in these terms of reference or otherwise
agreed by the Governing Body.
The Committee is authorised by the Governing Body to investigate
any activity within its terms of reference. It is authorised to seek any
information it requires from any employee and all employees are
directed to co‐operate with any request made by the Committee
within its remit as described in these terms of reference. The
Committee has full authority to commission any
reports or surveys it deems necessary to help to fulfil its obligations,
including legal or other independent professional advice.
Relationship and
reporting

The Finance Committee is a Committee of the Governing Body.
Minutes of meetings will be presented to the the Governing Body.
Reports on specific issues will also be prepared when necessary for
consideration by the Governing Body.

Role and function

Other committees of the Governing Body for NHS Wakefield CCG
will refer items to the Finance Committee where it is deemed that
these may have an impact on the Financial Plan and/or where
additional assurance is required on the financial implications of the
matter under consideration.
The role of the Committee is to provide additional assurance to the
Governing Body and to external regulators on all aspects of
financial turnaround. The committee will ensure strong clinical input
into the assessment of impact on quality and patient experience of
financial recovery schemes.
This will include approval of the financial turnaround plan, providing
assurance that:
 the quality, safety and stakeholder impact of individual plans
have been assessed and mitigated
 the interrelationship with performance recovery plans have
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been assessed and mitigated
all possible measures are being taken to achieve financial
turnaround.

Specific duties are set out in the ‘Responsibilities’ section below.
In performing its role the Committee will exercise the functions in
accordance with the agreement the CCG has entered into with NHS
England.

Responsibilities

The work of the Committee will be flexible to new and emerging
priorities and risks. The Committee will ensure appropriate clinical
engagement in reaching decisions and in delivery of financial plans.
• Approve short, medium and long term financial plans which
support the CCG to meet or exceed its statutory financial
duties
• Approve policies relating to financial management and
financial control
• Approve procurement policies and seek assurance that
there is robust and transparent decision making (including
equitable treatment of all parties) regarding procurement of
services
• Agree the principles and parameters underpinning the
financial turnaround plan
• Risk assess the deliverability of the financial plan and the
organisation’s capacity and capability for implementation
• Ensure Provide objectivity and challenge in identifying
financial turnaround recovery opportunities including QIPP
• Oversee the process for assessing the impact of financial
turnaround plans, including Quality Impact Assessment
• Seek assurance of the Ensure appropriate arrangements for
stakeholder communications and engagement in
development and delivery of the financial plans, including
recovery schemes, and compliance with the CCG’s statutory
duties in relation to public engagement and consultation
• Seek assurance of the Ensure compliance with the CCG’s
governance arrangements and robust evidence of decision
making
• Seek assurance ofMonitor the delivery of financial plans and
ensure momentum is maintained.
• Provide early warning to the Governing Body where plans
are not delivering to enable the organisation to be agile in
responding
• Exercise appropriate and proportionate scrutiny of new and
discretionary expenditure to ensure plans support the overall
financial strategy
• Make recommendations to GB (or Probity Committee where
there is a potential conflict of interest) on decisions to
commit expenditure – (postpone, avoid or fund)
• Seek assurance of Ensure the impact of financial plans,
including recovery schemes, on member practices are fully
understood and communicated
• Seek assurance that the Ensure member practices are
engaged in delivery of the financial turnaround plan
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•

•

Membership

Review performance against the CCG’s financial plans,
ensuring management action is taken to mitigate risks to the
achievement of objectives and that risks are appropriately
reported within the risk management/assurance framework
approach
Ensure contractual performance is monitored and included
in the Finance Report

The Chair of the Committee (Lay member who is chair of the
Integrated Governance Committee.)
The Clinical Chair
The Clinical Members for Planned and Unplanned care
A Clinical representative of the commissioning networks
Chief Officer
Chief Finance Officer
Chief Nurse
Chief Operating Officer
Associate Director of Corporate Affairs
All members of the committee have one vote. In the event of a tied
vote the Chair will hold a second and casting vote.
Other officers may be requested to attend in an advisory capacity.

In attendance

Chair

Quorum

Frequency of
meetings
Frequency of
attendance

Conduct

The membership and attendance will be kept under review
Chair of Audit Committee
Turnaround programme Lead
Associate Director of Finance
Deputies may attend on behalf of a Committee member may not
vote and will not count towards the Quorum except in circumstances
specified in the Standing Orders.
The Chair of the Committee will be the lay member responsible who
is also the Chair of the Integrated Governance Committee.
In his absence the meeting will be chaired by one of the clinical
members.
The Committee will be quorate if one third of its members are
present, including at least two lay/clinical members and one
executive member.
Meetings will usually be held monthly. Additional meetings may be
scheduled as required.
Members are expected to attend all meetings; however a nominated
appropriate equivalent deputy can attend in extenuating
circumstances.
Deputies will only be in attendance and will not count towards the
quorum.
Members of the Committee and those in attendance at meetings will
abide by the ‘Principles of Public Life’ and the NHS Code of
Conduct, and the Standards for members of NHS boards and
governing bodies, Citizen’s Charter and Code of Practice on Access
to Government Information.
All members will have due regard to, and operate within, the prime
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financial policies, standing orders, the constitution and other policies
and procedures of NHS Wakefield CCG.
Declaration of
interest

All potential conflicts of interest will be declared and dealt with in
line with the CCG’s policies / procedures for handling conflicts of
interest
Declarations of interest will be an agenda item at each meeting.

Administration

Urgent matters
arising between
meetings

Everyone at a meeting will be required to declare any interest they
have in any agenda items as soon as it becomes apparent. The
Chair will determine whether the individual will be excluded from
relevant parts of meetings, or be able to join in the discussion, but
not participate in the decision making itself or vote. All declarations
of interest will be recorded in the minutes.
Secretariat support for the Committee will be provided by the
administration function within the CCG. They will ensure that
minutes of the meeting are taken and provide appropriate support to
the Chair and Committee members.
Duties will include:
 agreement of agenda with Chair and attendees and collation
of papers;
 ensuring that minutes are taken and keeping a record of
matters arising and issues to be carried forward;
 timely distribution of papers, no later than 2 working days
before a meeting for agenda and papers and no later than 5
working days after a meeting for distribution of minutes;
 record of matters arising, issues to be carried forward.
The Chair of the Committee, the Chief Officer and Chief Finance
Officer, in consultation, may also act together on urgent matters
arising between meetings of the Committee.
In the absence of the Chair, the Chief Officer and Chief Finance
Officer and the Clinical Chair, in consultation, may act together.

Date approved

These matters will be ratified at the next meeting of the Committee.
The Governing Body will monitor the effectiveness of the Committee
through
receipt of the minutes.
13 March 2018

Review date and
monitoring

These terms of reference will be subject to review in November
2018

Monitoring of
compliance
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Appendix D

TERMS OF REFERENCE FOR
THE NHS WAKEFIELD CLINICAL COMMISSIONING GROUP
INTEGRATED GOVERNANCE COMMITTEE
Accountability
arrangements
and authority

The Governing Body for NHS Wakefield Clinical Commissioning Group
(CCG) resolves to establish a committee of the Governing Body to be
known as the Integrated Governance Committee.
The committee will operate within the legal framework for NHS
Wakefield CCG.
The powers and responsibilities of the Integrated Governance
Committee are set out in these terms of reference. The Integrated
Governance Committee is established to advise and support the
Governing Body in scrutinising performance and ensuring delivery of
key financial and service priorities, outcomes and targets as specified in
NHS Wakefield CCG’s strategic and operational plans.
The Integrated Governance Committee has no executive powers, other
than those specifically delegated in these terms of reference.
Appointments to the Integrated Governance Committee will be approved
by the Governing Body.
The Integrated Governance Committee is authorised by the Governing
Body to investigate any activity within its terms of reference. It is
authorised to seek any information it requires from any employee and all
employees are directed to co-operate with any request made by the
committee within its remit as described in these terms of reference.
The committee is delegated to approve policies and procedures for all
areas within the committee’s remit. The committee has full authority to
commission any reports or surveys it deems necessary to help fulfil its
obligations.

Relationship and
reporting

The Integrated Governance Committee is a committee of the Governing
Body for NHS Wakefield CCG and will submit the minutes of its
meetings to the Governing Body.
Reports on specific issues will also be prepared when necessary for
consideration by the Governing Body.
In addition, regular reports will be prepared for the Governing Body in
relation to the organisation’s risk management arrangements, and for
the Audit Committee in relation to this committee’s progress against its
work plan.
The committee will oversee the work of appropriate groups, including
Patient Involvement and Patient Experience Panel (PIPEC); Individual
Funding Requests Panel; Children & Young People’s Partnership
Board, Safeguarding Children Board; Safeguarding Adults Board; and
any others.

Comment [RU1]: Report to GB instead
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Role and
function

The purpose of the committee is to:




Responsibilities

ensure that the CCG has robust systems in place to identify,
manage and report on key governance and quality issues and
the risks associated with them
review the CCG’s performance against its strategic and
operational plans
be accountable for the performance and reporting of any groups,
as delegated by the Governing Body, ensuring all appropriate
risks are appropriately managed and reported within the risk
management/assurance framework approach.

Risk Management
 oversee the development and maintenance of assurance and
risk management systems and processes
 maintain an up to date risk profile by reviewing all significant
risks to the achievement of the CCG’s objectives through the
development of an Assurance Framework
 ensure sound systems of internal control are in place and report
on these to the Audit Committee and Governing Body
 promote standards of health, safety and welfare across the
CCG, ensuring compliance with the Health and Safety at Work
Act 1974 and other relevant statutory provisions.
Quality and patient safety
 review the effectiveness of quality governance arrangements to
ensure that the health care commissioned by the CCG fully
reflects all elements of quality (patient experience, effectiveness
and patient safety)
 have oversight of the process and compliance issues concerning
serious incidents (SIs); independent investigations and Never
Events.
 ensure that services are commissioned from providers registered
with the Care Quality Commission, with systems in place to
highlight any conditions of registration and outcomes from
planned or unannounced inspections
 seek assurance that health care providers are delivering
acceptable standards of safe care, and have effective
mechanisms in place to monitor patient experience and quality of
care
 provide assurance that the CCG is fulfilling its’ statutory duties
regarding complaints and that incident and claim reporting,
together with the dissemination of alert procedures is undertaken
effectively
 seek assurance that arrangements are in place across
commissioned health care to prevent and control infection in line
with the Hygiene Code, and that risks associated with infection
prevention are highlighted and being managed appropriately
both strategically and operationally
 oversee the work of the Public Involvement and Patient
Experience Committee (PIPEC)
 receive minutes from provider-specific Quality Board meetings
and to ensure systems are in place for appropriate follow-up
actions.
2
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ensure a clear escalation process, including appropriate trigger
points, is in place to enable appropriate engagement of external
bodies on areas of concern.
ensure arrangements are in place to assist and support NHS
England to secure continuous improvement in the quality of
primary medical services.

Safeguarding
 ensure appropriate systems and procedures are in place for
safeguarding adults and children, both within the CCG and
services commissioned by the CCG;
 review the learning and outcomes of any safeguarding
inspections
 receive minutes of the safeguarding children and safeguarding
adults Boards and to ensure systems are in place for appropriate
follow-up actions.
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Finance and efficiency







ensure robust systems and policies are in place to underpin the
integrity of the CCG’s financial statements, achievement of internal
and external reporting requirements and statutory financial duties;
monitor compliance with Standing Orders and financial procedures
and policies, reporting areas of non-compliance to the Audit
Committee;
review performance against the CCG’s financial plans, ensuring
management action is taken to mitigate risks to the achievement of
objectives and that risks are appropriately reported within the risk
management/assurance framework approach;
oversee the work of any sub-groups;
provide a forum to evaluate requirements and advise the Governing
Body on committing resources to respond to performance issues.

Information governance
 seek assurance that effective arrangements are in place for
Information Governance, ensuring that any risks are
appropriately managed and reported within the risk
management/assurance framework approach.
 seek assurance that resources and systems are in place to
support the delivery of the Information Governance Toolkit and
to receive an exception report on any significant risks or gaps in
compliance;
 ensure that the Senior Information Risk Owner (SIRO) takes
ownership of the CCG’s information risk policy and information
risk management;
 approve Information Governance policies.
 provide assurance that the CCG is fulfilling all statutory duties
regarding the Freedom of Information Act.
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Performance, contracting and compliance with constitutional
standards activity
 ensure systems are in place for the review of progress and
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achievement of key national, regional and local targets for service
improvement, with a particular focus on specified ‘must dos’ such as
the NHS Outcomes Framework;
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seek assurance on the achievement of outcomes, performance and
targets agreed with external partner organisations;
ensure risk assessment, mitigation and reporting processes are in
place to identify pressures within the whole system and how these
affect contracts and performance as well as opportunities to further
improve performance;
provide challenge in setting ambitious targets for service improvement
and embedding improvement opportunities and initiatives;
ensure systems are in place to manage risk and variation in
performance, ensuring plans are put in place and monitored to address
the achievement of performance targets and objectives;
ensure that areas of good practice are identified and embedded along
with other benchmarking tools;
ensure that variance against target performance levels is reflected in
the Governing Body’s risk management processes and reporting;
receive minutes from provider-specific Contract Board meetings and to
ensure systems are in place for appropriate follow-up actions;
provide assurance to the Governing Body on the content of the
Performance Report and oversee its continued development.
Provide a forum to evaluate requirements and advise the Governing
Body on committing resources to respond to performance issues

Workforce
 have oversight of local workforce planning;
 provide any workforce-related reports as required to the
Governing Body;
 receive workforce assurance reports;
 Review the annual staff survey results and action plan
 monitor the Whistleblowing policy, including considering on an
annual basis a record of all issues raised under the policy at the
formal stage;
 review all HR policies and monitor compliance including
whistleblowing
 approve Human Resources policies.
Equality and diversity
 oversee the development and publication of an Equality Strategy
and objectives which sets out how NHS Wakefield CCG intends
to discharge this duty, reviewing them at least every four years;
 ensure annual reporting on equality assurance to the Governing
Body;
 monitor progress of delivery of the public sector equality duty
and receive assurance on behalf of the Governing Body on the
delivery of the public sector equality duty;
 seek assurance that relevant equality information is published
annually demonstrating due regard to the general duty of the
Equality Act 2010;
 seek assurance on the implementation of the Equality Delivery
System framework to improve equality performance.
Emergency Preparedness
 seek assurance on the effectiveness of organisational
arrangements for business continuity and emergency planning.
 Approve the CCG’s Emergency Preparedness Response Plan
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Research
 ensure that the CCG promotes research and the use of evidence
obtained from research
 seek assurance that effective arrangements are in place to
support the promotion of research, the use of research and
management of intellectual property.
Individual Funding requests (IFRs)
 seek assurance that effective arrangements are in place to
manage requests for an individual to receive a health care
intervention that is not routinely commissioned by the CCG
(referred to as individual funding requests).
 ensure that the CCG has a an effective Policy for Individual
Funding Requests in place.
Continuing Healthcare
 ensure that the CCG complies with regulations which establish
the procedure for assessment and provision of NHS Continuing
Healthcare, Funded Nursing Care and Personal Health Budgets.
 seek assurance that the CCG has effective arrangements in
place to manage requests for NHS Continuing Healthcare,
Funded Nursing Care and Personal Health Budgets.
 seek assurance that the CCG has effective arrangements in
place to arrange for the provision of after care for persons
previously detained under the Mental Health Act, at the time that
they cease to be detained.
Emergency Preparedness (see above, section in twice but with
different wording in the bullet point)
 ensure that the CCG has taken appropriate steps to secure that
it is properly prepared for dealing with relevant emergencies.
Procurement
 ensure robust and transparent decision making (including
equitable treatment of all parties) regarding procurement of
services, to ensure all decisions are robust and stand up to
challenge or scrutiny;
 agreed optimal tender routes and procurement method when
commissioning services.
 approve associated processes, strategies and policies.
Policy approval (Corporate)
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approve Information Governance policies
Individual Funding Review policy
Medicines Management policies
Continuing Health Care policies including Personal Health
Budget policies
Commissioning Policies unless there are any conflicts of
interest in which case these will be presented for approval
at the Probity Committee
Procurement policies including associated processes and
strategies
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Workforce Policies

Other Duties
 the committee will agree an annual work plan to ensure that it
covers all the duties above. The committee will also contribute to
the Governing Body’s annual self-assessment.
 as appropriate, the committee supports development and
monitoring of the CCG’s Strategic Plan and supporting annual
delivery plan.
 the committee may agree other areas of responsibility as
appropriate with the Governing Body.
Membership

The membership of the Integrated Governance Committee is given
below.
Committee members will be appointed by the Governing Body on an
annual basis and will consist of the following:












The lay member who is the deputy chair of the CCG will be the
chair
The lay member who is nominated lead for public involvement
Two elected GP members
The Chief Officer of the CCG
The Chief Operating Officer as a member
The Chief Operating Officer when Chief Officer cannot attend
The Chief Finance Officer
The Nurse Representative
The Chief of Service Delivery (Chief Nurse)
ExecutiveChief Nurse
The Associate Director of Corporate Affairs

All members of the committee have one vote. In the event of a tied vote
the Chair will hold a second and casting vote.
Other officers may be requested to attend in an advisory capacity.
In Attendance

Associate Directors and Heads of Service, as appropriate.
Governance & Board Secretary
Any Governing Body member wishing to attend.
Deputies may attend on behalf of a Committee member may not vote
and will not count towards the Quorum except in circumstances
specified in the Standing Orders.

Chair

The Chair of the committee will be the lay member who is the Governing
Body’s Deputy Chair

Quoracy

The meetings will be run by the Chair. In the event of the Chair’s
absence meetings will be chaired by the lay member for public
involvement.
The committee will be considered quorate when at least one-third of the
members are present, including as a minimum the Chair or Deputy
Chair, an Executive or Associate Director and one elected GP member.
One of the elected GPs who is not a member of the committee may
deputise and count towards the quorum in the absence of both elected
6
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Frequency of
meetings

GP committee members
There shall be appropriate flexibility as to the frequency of meetings but
these shall normally be monthly.

Frequency of
attendance

Members are expected to attend all meetings; however a nominated
appropriate equivalent deputy can attend in extenuating circumstances.
Deputies will only be in attendance. Where an elected clinical member
cannot attend, only another elected clinical member may deputise.

Sub-Committees
/ Groups

The committee may establish groups to support it in its role. The scope
and membership of those groups will be determined by the committee.

Conduct

Members of the committee and those in attendance at meetings will
abide by the ‘Principles of Public Life’ and the NHS Code of Conduct,
and the Standards for members of NHS boards and governing bodies,
Citizen’s Charter and Code of Practice on Access to Government
Information.
All members will have due regard to, and operate within, the prime
financial policies, standing orders, the constitution and other policies
and procedures of NHS Wakefield CCG.

Declaration of
interests

All potential conflicts of interest will be declared and dealt with in line
with the CCG’s policies / procedures for handling conflicts of interest. At
every meeting members of the committee will consider any items for
referral to the Probity Committee. (All agendas now include “Matters
to be referred to the Governing Body or other committee)
All declarations of interest will be recorded in the minutes.

Matters to be
referred to the
Governing Body or
other committees

Record in the minutes any matters to be referred to the Governing Body or
other committees

Administration

Secretariat support for the committee will be provided by the
administration function within the CCG. They will ensure that
minutes of the meeting are taken and provide appropriate support
to the Chair and Committee members. Duties will include:





Urgent matters
arising between
meetings

Formatted: Indent: Left: 0",
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agreement of agenda with Chair and attendees and collation of
papers;
ensuring that minutes are taken and keeping a record of matters
arising and issues to be carried forward;
timely distribution of papers, no later than five working days
before a meeting for agenda and papers and no later than five
working days after a meeting for distribution of minutes;
record of matters arising, issues to be carried forward.

The Chair of the Committee, Chief Officer, and a clinical member in
consultation together, may also act on urgent matters arising between
meetings of the Committee. These matters will be ratified at the next
7
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meeting of the Committee.
Monitoring of
compliance

The Governing Body will monitor the effectiveness of the committee
through receipt of the minutes and reports regarding the organisation’s
risk management arrangements.

Date agreed
Review date and
monitoring

Approved by Governing Body on November 14 2017
Annually, or as and when legislation or best practice guidance is
updated. Any amended Terms of Reference will be agreed by the
committee for recommendation to a subsequent meeting of the
Governing Body.
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Appendix E

TERMS OF REFERENCE FOR
THE NHS WAKEFIELD CLINICAL COMMISSIONING GROUP NOMINATIONS
COMMITTEE
Accountability
arrangements
and authority

The Governing Body for NHS Wakefield Clinical Commissioning
Group (CCG) resolves to establish a committee of the Governing
Body to be known as the Nominations Committee.
The committee will operate within the legal framework for NHS
Wakefield CCG.
The powers and responsibilities of the Nominations Committee
are set out in these terms of reference. The Nominations
Committee is established to advise and support the Governing
Body to ensure that there is a formal, rigorous and transparent
procedure for the appointment of members to the Governing
Body.
The Nominations Committee has no executive powers, other than
those specifically delegated in these terms of reference.
Appointments to the Nominations Committee will be approved by
the Governing Body.
The Nominations Committee is authorised by the Governing Body
to investigate any activity within its terms of reference. It is
authorised to seek any information it requires from any employee
and all employees are directed to co-operate with any request
made by the committee within its remit as described in these
terms of reference.
The committee is delegated to approve policies and procedures
for all areas within the committee’s remit. The committee has full
authority to commission any reports or surveys it deems
necessary to help fulfil its obligations.

Relationship
and reporting

The Nominations Committee is a committee of the Governing
Body for NHS Wakefield CCG and will submit the minutes of its
meetings to the Governing Body.
Reports on specific issues will also be prepared when necessary
for consideration by the Governing Body.
In addition, regular reports will be prepared for the Audit
Committee in relation to this committee’s progress against its work
plan.

Role and
function

The purpose of the committee is to ensure that there is a formal,
1
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rigorous and transparent procedure for the appointment of
members to the Governing Body.
The committee does not have a role in the appointment of
Executive Posts.
Responsibilities
Election of GPs to the Governing Body
 on behalf of the CCG, agree a competency framework with
the Local Medical Committee (LMC);
 ensure that candidates have demonstrated satisfactory
leadership potential against the competency framework
that is agreed between the LMC and the CCG;
 provide support to the LMC when the LMC runs the
election process to appoint GPs to the Governing Body,
ensure that the election is run in accordance with the
CCG’s constitution.
Secondary Care Consultant
 oversee the recruitment and selection process for the
Secondary Care Consultant;
 make recommendations to the Governing Body regarding
the appointment of the Secondary Care Consultant;
 ensure that candidates meet the requirements set out in
the CCG’s constitution and any other additional statutory
requirements;
 consider and make recommendations to the Governing
Body regarding the reappointment of the Secondary Care
Consultant at the end of their term of office.
Lay Members
 oversee the recruitment and selection process for the Lay
Members;
 make recommendations to the Governing Body regarding
the appointment of the Lay Members;
 ensure that candidates meet the requirements set out in
the CCG’s constitution and any other additional statutory
requirements;
 consider and make recommendations to the Governing
Body regarding the reappointment of the Lay Members at
the end of their term of office.
Other Duties
 the committee will agree an annual work plan to ensure
that it covers all the duties above. The committee will also
contribute to the Governing Body’s annual selfassessment.
 as appropriate, the committee will support development
and monitoring of the CCG’s Strategic Plan and supporting
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Membership

annual delivery plan.
the committee may agree other areas of responsibility as
appropriate with the Governing Body.

The membership of the Nominations Committee is given below.
Committee members will be appointed by the Governing Body on
an annual basis and will consist of the following:


Secondary Care member of the Governing BodyLay
Member (Chair of the Committee);
 Chair & Clinical Leader
 Lay Member - PPI
 GP member
 GP member
 Chief Officer
(except when discussing their role)
In addition when the Committee considers the appointment of
GPs:
 A representative from the LMC will join the committee and
have a right to vote

Formatted: Indent: Left: 0"

All members of the committee have one vote. In the event of a
tied vote the Chair of the Committee will hold a second and
casting vote.
Other officers may be requested to attend in an advisory capacity.
In Attendance




Governance & Board Secretary
HR Advisor

Any Governing Body member wishing to attend (except when
discussing their role).
Chair

The Chair of the committee will be the Secondary Care member of
the Governing BodyLay Member who is the Governing Body’s
Deputy Chair
The Chair & Clinical Leader will be the Vice Chair.
The meetings will be run by the Chair. In the event of the Chair’s
absence meetings will be chaired by the Vice Chair.

Quoracy

The committee will be considered quorate when at least half of the
members are present, including as a minimum the Chair or Vice
Chair of the Committee, and in addition a GP and a Lay Member.

Frequency of

There shall be appropriate flexibility as the frequency of meetings
3
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meetings

but these shall normally be on an annual basis.

Frequency of
attendance

Members are expected to attend all meetings; however a
nominated appropriate equivalent deputy can attend in
extenuating circumstances. Deputies will only be in attendance.
Where an elected clinical member cannot attend, only another
elected clinical member may deputise.

SubCommittees /
Groups

The committee may establish groups to support it in its role. The
scope and membership of those groups will be determined by the
committee.

Conduct

Members of the committee and those in attendance at meetings
will abide by the ‘Principles of Public Life’ and the NHS Code of
Conduct, and the Standards for members of NHS boards and
governing bodies, Citizen’s Charter and Code of Practice on
Access to Government Information.
All members will have due regard to, and operate within, the prime
financial policies, standing orders, the constitution and other
policies and procedures of NHS Wakefield CCG.

Declaration of
interests

A member of the committee will not take part in the committee
when the appointment or reappointment of their post will be
considered. This will apply in all instances, including when the
individual will retire from the Governing Body.
All potential conflicts of interest will be declared and dealt with in
line with the CCG’s policies / procedures for handling conflicts of
interest.
All declarations of interest will be recorded in the minutes.

Administration

Secretariat support for the committee will be provided by the
governance function within the CCG. They will ensure that
minutes of the meeting are taken and provide appropriate support
to the Chair and Committee members. Duties will include:





Urgent matters

agreement of agenda with Chair and attendees and
collation of papers;
ensuring that minutes are taken and keeping a record of
matters arising and issues to be carried forward;
timely distribution of papers, no later than five working days
before a meeting for agenda and papers and no later than
five working days after a meeting for distribution of minutes;
record of matters arising, issues to be carried forward.

The Chair of the Committee and the CCG’s Chair & Clinical
4
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arising between
meetings

Leader in consultation together, may also act on urgent matters
arising between meetings of the Committee. These matters will
be ratified at the next meeting of the Committee.

Monitoring of
compliance

The Governing Body will monitor the effectiveness of the
committee through receipt of the minutes and reports regarding
the organisation’s risk management arrangements.

Date agreed

December 2017 - review undertaken and amendments made to
reflect changes in the appointment of GB members.
Annually, or as and when legislation or best practice guidance is
updated. Any amended Terms of Reference will be agreed by the
committee for recommendation to a subsequent meeting of the
Governing Body.

Review date
and
monitoring
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TERMS OF REFERENCE FOR
THE NHS WAKEFIELD CLINICAL COMMISSIONING GROUP PROBITY
COMMITTEE
Accountability
arrangements
and authority

The Governing Body for NHS Wakefield Clinical Commissioning
Group (CCG) hereby resolves to establish a committee of the
Governing Body to be known as the Probity Committee in line with
NHS Wakefield CCG’s constitution.
The Probity Committee will operate within the legal framework for
NHS Wakefield CCG. In accordance with its statutory powers
under section 13Z of the National Health Service Act 2006 (as
amended), NHS England has delegated the exercise of the
functions to NHS Wakefield CCG. The Governing Body has
determined that the Probity Committee will function as a corporate
decision-making body for the management of the delegated
functions and the exercise of the delegated powers.
Consequently decisions of the Committee related to these
delegated functions and delegated powers cannot be over-ruled
by the Governing Body.
The membership, remit, responsibilities and reporting
arrangements of the Probity Committee are set out in these terms
of reference and shall have effect as if incorporated into the CCG
Constitution and Standing Orders.
The Probity Committee has no executive powers, other than those
specifically delegated in these terms of reference or otherwise
agreed by the Governing Body.
The Probity Committee is authorised by the Governing Body to
investigate any activity within its terms of reference. It is
authorised to seek any information it requires from any employee
and all employees are directed to co-operate with any request
made by the Committee within its remit as described in these
terms of reference. The Committee has full authority to
commission any reports or surveys it deems necessary to help
fulfil its obligations, including legal or other independent
professional advice.

Relationship
and reporting

The Probity Committee is a sub-committee of the Governing Body
for NHS Wakefield CCG. Minutes of meetings will be presented to
the Governing Body. Reports on specific issues will also be
prepared when necessary for consideration by the Governing
Body.
Other committees of the Governing Body for NHS Wakefield CCG
will refer items to the Probity Committee if they identify that the
issue presents a conflict of interest for all or the majority of GP
members of the Governing Body.
The Probity Committee may establish groups to support it in its
1
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role (on an ongoing or short term basis). The scope and
membership of those groups will be determined by the Probity
Committee.
Role and
function

The role of the Committee is to facilitate decision making about
items which present conflicts of interest for all or the majority of
GP members of the Governing Body.
Specifically, the role of the Committee shall be to carry out the
functions relating to the commissioning of primary medical
services under section 83 of the NHS Act and to other areas
which present a conflict of interest.
Specific duties of the Probity Committee are categorised in the
“Responsibilities” section below.
In performing its role the Committee will exercise the functions in
accordance with the agreement the CCG has entered into with
NHS England.
The work of the Committee will be flexible to new and emerging
priorities and risks.
The Committee will ensure that appropriate clinical engagement
(including from primary care) is sought before reaching decisions.
In carrying out its role and function the Committee can monitor
and assure itself (including by assigning delegates or through a
subgroup or committee) that any decision it has made; or any
responsibility it has been delegated by the Governing Body has
been carried out within best practice or to the appropriate quality
or standard expected.

Responsibilities Conflicts of Interest for GPs



make decisions on behalf of the Governing Body about items
which present conflicts of interest for all or the majority of GP
members of the Governing Body.
Make decisions in relation to commissioning, monitoring and
decommissioning of services to support the development and
resilience of general practice in line with the general practice
strategy


Commissioning of primary medical services


seek to increase quality, efficiency, productivity and value for
money and to remove administrative barriers in primary
medical services in Wakefield district;
2
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co-ordinate a common approach to the commissioning of
primary care services generally;
direct the management of the budget for commissioning of
primary medical services in Wakefield district;
to plan, including needs assessment, primary medical services
in Wakefield district;
undertake reviews of primary medical care services in
Wakefield district;
make decisions on the review, planning and procurement of
primary medical services in Wakefield district, under delegated
authority from NHS England;
make decisions in relation to GMS, PMS and APMS contracts
(including the design of PMS and APMS contracts, movement
by practices between GMS / PMS contracts , taking
contractual action such as issuing breach/remedial notices,
and removing a contract);
make decisions in relation to enhanced services (“Local
Enhanced Services” and “Directed Enhanced Services”);
make decisions in relation to commissioning urgent care
(including home visits as required) for out of area registered
patients;
make decisions in relation to local incentive schemes,
,including the design of such schemes;
make decisions decision on whether to establish new GP
practices (including branch surgeries) in an area;
make decisions in relation to closure of GP practices (including
branch surgeries) in an area;
make decisions in relation to boundary changes and list
closures in an area;
approving practice mergers and demergers;
make decisions on ‘discretionary’ payment (e.g.,
returner/retainer schemes).
make decisions to decommission primary medical services or
Local Enhanced Services;
make decisions in relation to the management of poorly
performing GP practices (excluding any decisions in relation to
the performers list);
make decisions in relation to Premises Costs Directions (in
accordance with guidance issued by NHS England or the
Secretary of State);
approve commissioning policy recommendations on the use of
medicines, based on guidance from clinical cabinet, proven
clinical outcomes, affordability and value for money
agree optimal tender routes and procurement method when
commissioning primary care medical services;
consider co-commissioning risks and threats to the CCG
referring items to the Integrated Governance Committee as
required;
3
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consider the outcome of programmes of post payment
verification.

Monitoring and assurance
Seek assurance on behalf of the Governing Body in relation to the
implementation of any actions, plans or policies that have been
approved by the committee.
Network Clinical Commissioning Contract and Additional
Patient Access Contract ( or any successor schemes)






approve the Network Clinical Commissioning Contract and
Additional Patient Access Contract ), any subsequent
amendments proposed and/or any successor schemes to the
Network Clinical Commissioning Contract and Additional
Patient Access Contract ;
consider proposals made by the Network Clinical
Commissioning Contract and Additional Patient Access
Contract Scrutiny Panel and approve payments made to
Member practices in accordance with the Network Clinical
Commissioning Contract and Additional Patient Access
Contract ;
seek assurance that the Network Clinical Commissioning
Contract and Additional Patient Access Contract delivers
intended benefits and thus represents value for public money.
This includes ensuring that the scheme:
o fulfils the requirement in Everyone Counts to invest
around £5 per patient in primary care;
o builds on the lessons learned relating to innovation and
performance management;
o maintains improved patient access to primary care
services;
o enhances patient engagement and support self-care;
o supports the implementation of integrated care by
underpinning the care closer to home programme;
o assists the networks to identify and meet the health
needs of their local populations in partnership with the
local authority and deliver the national outcomes
required of the Better Care Fund.

Multispecialty Community Provider (MCP)


Make decisions in relation to procurement of the MCP model;

Other Duties
The Committee will agree an annual work plan to ensure that it
covers all the duties above and undertake an annual self4
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assessment.
The Committee may agree other areas of responsibility as
appropriate with the Governing Body.
Membership

Membership
The Committee appointments will be approved by the Governing
Body on an annual basis. The membership of the Committee is
given below :


Chair of the Committee (the nominated lay member who is
also the Deputy Chair of the Governing Body);
 Lay Member – Audit
 Lay Member – Patient and Public Involvement (Deputy
Chair);
 Programme Commissioning Director – Integrated Care
Director of Commissioning – Integrated Health and Care
 Chief Financial Officer;
 Chief Nurse and Chief of Service Delivery & Quality;
 Registered Nurse;
 Secondary Care Specialist;
 Executive Clinical Advisor (a GP).
All members of the Committee have one vote. In the event of a
tied vote the Chair will hold a second and casting vote.
The Chief Officer of the CCG will not be a member of the
committee but will have an open invitation to attend.
Nominated appropriate equivalent deputies can attend in
extenuating circumstances. Nominated deputies will only be in
attendance and cannot vote.
Any director or senior managers may be invited to attend,
particularly when the Committee is discussing areas of risk or
operation that are the responsibility of that director. Other officers
may be requested to attend in an advisory capacity.
In Attendance









A representative from Healthwatch Wakefield;
A representative from the Wakefield Health and Wellbeing
Board;
A representative from NHS England;
Head of Primary Care Co-Commissioning, Associate
Directors, as appropriate;
Heads of Service, as appropriate;
Director of Public Health;
Governance & Board Secretary.
5
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Those in attendance do not qualify to vote.
For those attending, named deputies should attend in exceptional
cases only and this should be communicated to the Chair and
secretary of the meeting in advance.
Members of the public and representatives of the press
Meetings of the Committee will be held in public, and members of
the public and representatives of the press will be permitted to
attend and observe the meeting.
In accordance with the CCG’s Standing Orders the public and
representatives of the press shall be required to withdraw upon a
resolution of members of the Committee as follows:
'that representatives of the press, and other members of the
public, be excluded from the remainder of this meeting
having regard to the confidential nature of the business to
be transacted, publicity on which would be prejudicial to the
public interest', Section 1 (2), Public Bodies (Admission to
Meetings) Act 1960.
Chair

The Chair of the Committee will be the Lay Member - Deputy
Chair of the Governing Body.
The Deputy Chair of the Committee will be the Lay Member –
Patient & Public Involvement.

Quoracy

The Committee shall be quorate if at least one third of the
membership shall be present. This must include a Lay Member,
one executive director and one clinical member.

Frequency of
meetings

There shall be appropriate flexibility as the frequency of meetings
of the Committee, but these shall normally be held every two
months.

Frequency of
attendance

Members are expected to attend all meetings; however a
nominated appropriate equivalent deputy can attend in
extenuating circumstances. Deputies will only be in attendance.

Conduct

Members of the Committee and those in attendance at meetings
will abide by the ‘Principles of Public Life’ and the NHS Code of
Conduct, and the Standards for members of NHS boards and
governing bodies, Citizen’s Charter and Code of Practice on
Access to Government Information.
All members will have due regard to, and operate within, the prime
financial policies, standing orders, the constitution and other
6
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Declaration of
interests

policies and procedures of NHS Wakefield CCG.
All potential conflicts of interest will be declared and dealt with in
line with the CCG’s policies / procedures for handling conflicts of
interest.
Declarations of interest will be an agenda item at each meeting.
Everyone at a meeting will be required to declare any interest they
have in any agenda items as soon as it becomes apparent. The
Chair will determine whether the individual will be excluded from
relevant parts of meetings, or be able to join in the discussion, but
not participate in the decision making itself or vote. All
declarations of interest will be recorded in the minutes.

Administration

Secretariat support for the Committee will be provided by the
administration function within the CCG. They will ensure that
minutes of the meeting are taken and provide appropriate support
to the Chair and Committee members.
Duties will include:
 agreement of agenda with Chair and attendees and
collation of papers;
 ensuring that minutes are taken and keeping a record of
matters arising and issues to be carried forward;
 timely distribution of papers, no later than five working days
before a meeting for agenda and papers and no later than
five working days after a meeting for distribution of minutes;
 record of matters arising, issues to be carried forward.

Urgent matters
arising between
meetings





The Chair of the Committee and Chief Finance Officer, in
consultation, may also act together on urgent matters
arising between meetings of the Committee; or
In the absence of the Chair, the Chief Finance Officer and
a Lay Member, in consultation, may act together; or
The Committee has delegated a specific function within
prescribed limitations to an individual, sub group or subcommittee.

These matters will be ratified at the next meeting of the
Committee.
Monitoring of
compliance

The Governing Body will monitor the effectiveness of the
Committee through receipt of the minutes and the Committee’s
Annual Report to the Governing Body.

Date agreed
Review date
and
Monitoring

Approved by Governing Body on 18 September 2018
Annually, or as and when legislation or best practice guidance is
updated.
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Appendix G

TERMS OF REFERENCE FOR
THE NHS WAKEFIELD CLINICAL COMMISSIONING GROUP REMUNERATION
COMMITTEE
Accountability
arrangements
and authority

The Governing Body for NHS Wakefield Clinical Commissioning
Group (CCG) resolves to establish a committee of the Governing
Body to be known as the Remuneration Committee.
The committee will operate within the legal framework for NHS
Wakefield CCG.
The powers and responsibilities of the Remuneration Committee
are set out in these terms of reference. The Remuneration
Committee is established to support the Governing Body in
determining the pay and remuneration for employees of NHS
Wakefield CCG and people who provide services to the CCG.
The Remuneration Committee has no executive powers, other
than those specifically delegated in these terms of reference.
The Remuneration Committee is authorised by the Governing
Body to investigate any activity within its terms of reference. It is
authorised to seek any information it requires from any employee
and all employees are directed to co-operate with any request
made by the committee within its remit as described in these
terms of reference. The committee is delegated to approve
policies and procedures for all areas within the committee’s remit.
Appointments to the Remuneration Committee will be approved by
the Governing Body.

Relationship
and reporting

The Remuneration Committee is a sub-committee of the
Governing Body for NHS Wakefield CCG.
The committee will provide an Annual Report to the Governing
Body, covering the following aspects :
 a summary of the key issues discussed at each meeting
 whether the committee has met and performed its function,
within recognised national guidelines
 any statutory reporting requirements.
Reports on specific issues will also be prepared when necessary
for consideration by the Governing Body.
The committee may establish groups to support it in its role. The
scope and membership of those groups will be determined by the
committee.
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Role and
function

The purpose of the committee is to:









Responsibilities

have an overview on the terms and conditions provided for
the employees/officers of NHS Wakefield CCG;
determine remuneration and conditions of service for
members of staff employed by, and those who provide
services to, NHS Wakefield CCG outside of Agenda for
Change or other nationally agreed NHS Terms and
Conditions;
determine remuneration and conditions of service for
Governing Body members, with the exception of lay members,
whose remuneration is determined by the Governing Body
itself;
ensure that any payments made as a result of termination of
employments are made with due regard to employment law,
the policies of the CCG and in line with reasonable best
practice in the Public Sector;
have due regard for employment legislation, contractual law,
and equal opportunities in its deliberations.

Make decisions on behalf of NHS Wakefield CCG about the
remuneration, allowances and terms of service for all members of
the Governing Body (with the exception of lay members, whose
remuneration is determined by the Governing Body itself) taking
into account any national Directions or guidance on these matters.
Make decisions on behalf of NHS Wakefield CCG about the
remuneration, allowances and terms of service of senior
managers covered by the Very Senior Manager pay framework
ensuring that the terms and conditions of service, remuneration
and pay awards are in line with any national Directions or
guidance on these matters.
Make decisions on behalf of the NHS Wakefield CCG on
appropriate remuneration, allowances and terms of service not
covered by Agenda for Change or other nationally agreed NHS
terms and conditions (eg ‘terms and conditions of service NHS
Medical and Dental staff’)
including:



all aspects of salary, including performance related pay
elements, bonuses and allowances;
provision for other benefits including pensions.

Make decisions on behalf of NHS Wakefield CCG on
arrangements for termination of employment (including
compulsory and voluntary redundancy payments and mutually
agreed severance payments) and other contractual terms and
conditions, taking account of such national guidance as is
appropriate.
Receive reports that monitor and evaluate the performance of
individual executive members in order to determine appropriate
bonus payments.
Ensure and oversee appropriate contractual arrangements for
such staff including the proper calculation and scrutiny of
2
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termination payments taking into account such national guidance
as appropriate.
Consider and make decisions on any remuneration and terms of
service issues for individual members of staff or professional
groups of staff where national conditions allow local flexibility.
Make recommendations to the CCG Governing Body on the
approach to allowance under any pension scheme it might
establish as an alternative to the NHS pension scheme.
Report annually to NHS Wakefield CCG Governing Body that it
has met and performed its function, within recognised national
guidelines.
Other Duties
The committee may agree other areas of responsibility as
appropriate with the Governing Body.
Membership

The membership of the Remuneration Committee consists
exclusively of independent lay members of the Governing Body,
as below :



Committee Chair (the Secondary Care Consultant Governing
Body member nominated lay member who is also the Deputy
Chair of the Governing Body);
the two other lay members.

All members of the Committee have one vote. In the event of a
tied vote the Committee Chair will hold a second and casting
vote.
Only committee members have the right to attend committee
meetings. Other individuals such as the Chief Officer, any HR
representative and external advisers may be invited to attend for
all or part of any meeting, as and when appropriate, however, they
should not be in attendance for discussions about their own
remuneration and terms of service.
In Attendance

Chief Officer, when discussing all remuneration and terms of
service (except their own);
HR representative;
Administrative support;
Specific invitations to attend will be extended to : two nominated clinical members from the Governing Body,
when discussing executive/staff remuneration
 two executive members from the Governing Body, when
discussing clinical remuneration.

Chair

The Committee Chair will be the Deputy Chair of the Governing
Body.
3

NHS Wakefield CCG Remuneration Committee Terms of Reference
Draft July 2018No amendments – re‐approved November 2017

PDF Page No. 149

Quoracy

Frequency of
meetings
Frequency of
attendance
Conduct

Meetings will be considered quorate when two of the members are
present, including the Committee Chair. In extraordinary
circumstances where the Committee Chair cannot attend, the
Committee Chair will nominate, in advance, one of the other
members to chair the meeting.
As and when required, (normally at least annually).
Members are expected to attend all meetings.
Members of the committee and those in attendance at meetings
will abide by the ‘Principles of Public Life’ and the NHS Code of
Conduct, and the Standards for members of NHS boards and
governing bodies, Principles of the Citizen’s Charter and the Code
of Practice on Access to Government Information.
All members will have due regard to, and operate within, the prime
financial policies, standing orders, the constitution and other
policies and procedures of NHS Wakefield CCG.

Declaration of
interests

If any member has an interest, pecuniary or otherwise, in any
matter and is present at the meeting at which the matter is under
discussion, he/she will declare that interest as early as possible
and shall not participate in the discussions. The Committee Chair
will have the power to request that member to withdraw until the
committee’s consideration has been completed. All declarations
of interest will be minuted.

Administration

Secretariat support for the Committee will be provided by the
administration function within the CCG. They will ensure that
minutes of the meeting are taken and provide appropriate support
to the Chair and Committee members. Duties will include:





agreement of agenda with Committee Chair and attendees
and collation of papers;
ensuring that minutes are taken and keeping a record of
matters arising and issues to be carried forward;
timely distribution of papers, no later than five working days
before a meeting for agenda and papers and no later than five
working days after a meeting for distribution of minutes.

Urgent matters
arising between
meetings

The Chair of the Committee, one of the other members and Chief
Officer, in consultation together, may also act on urgent matters
arising between meetings of the Committee. These matters will
be ratified at the next meeting of the Committee.

Monitoring of
compliance

The Governing Body will monitor the effectiveness of the
Committee through reports from the Committee Chair and an
Annual Report to the Governing Body.
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Date agreed

November 2015 review undertaken but no changes required.

Review date
and
monitoring

Annually, or as and when legislation or best practice guidance is
updated. Any amended Terms of Reference will be agreed by the
Committee for recommendation to a subsequent meeting of the
Governing Body.
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Title of
meeting:

Governing Body

Date of
Meeting:

18 September 2018

Paper Title:

South Yorkshire Hospital Services review
Strategic Outline Case

Purpose (this
paper is for):

Decision

Agenda
Item:

Discussion

Assurance
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Public/Private
Section:

Public
Private
N/A

Information



Report Author and Job Ruth Unwin, Associate Director of Corporate Affairs
Title:
Responsible Clinical
Not applicable
Lead:
Responsible
Pat Keane, Chief Operating Officer
Governing Board
Executive Lead:
Recommendation:
It is recommended that the Governing Body:
i. formally note the Strategic Outline Case
Executive Summary:
In May 2018, the South Yorkshire Hospital Services Review (HSR) published its final
report. Boards, Governing Bodies, and members of the public have now given their
feedback on the recommendations in the report.
The feedback has been used to inform a Strategic Outline Case (SOC), which is the
system’s statement of intent around how it will take forward the recommendations of the
HSR.
NHS Wakefield CCG attends the Joint Committee of the South Yorkshire CCGs and has
been involved in developing proposals for paediatrics and stroke which could have an
impact on Pinderfields Hospital. The Strategic Outline Case is currently going through a
process of approval by the member CCGs.
The SOC largely accepts the recommendations of the HSR, with two main changes:
·
it emphasises the transformation of the workforce more than the HSR did
·
it outlines that the Clinical Working Groups on maternity and paediatrics will be
asked to explore clinical models that could satisfy interdependencies between maternity
and paediatrics, as a possible alternative to moving to a standalone Midwifery Led Unit.
Link to overarching
Reduction in hospital admissions where appropriate

principles from the
leading
to
reinvesting
in
prevention
strategic plan:
New Accountable Care Systems to deliver new

models of care
Collective prevention resource across the health and
social care sector and wider social determinant
partners
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Expanded Health and Wellbeing board membership
to represent wider determinants
A strong ambitious co-owned strategy for ensuring
safe and healthy futures for children
A shift towards allocation of resources based upon
primary and secondary prevention and social
determinants of ill health
Transforming to become a sustainable financial
economy
Organising ourselves to deliver for our patients

Outcome of Impact
Assessments completed
(e.g. Quality IA or
Equality IA)
Outline public
engagement – clinical,
stakeholder and
public/patient:
Assurance departments/
organisations who will
be affected have been
consulted:
Previously presented at
committee / governing
body:







Not applicable

Public and stakeholders have provided feedback on the
report.

CCG Leadership Team

The Governing Body has previously received information
about the South Yorkshire hospital services review. Minutes
of the South Yorkshire Joint Committee are presented to
Governing Body.

Reference document(s) /
enclosures:

Strategic Outline Case

Risk Assessment:

Not applicable

Finance/ resource
implications:

Not applicable
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1 EXECUTIVE SUMMARY
Health and care organisations in South Yorkshire and Bassetlaw, Mid Yorkshire, and North
Derbyshire (SYBMYND) have formed strong partnership working over a number of years with a
reputation for delivering long term improvement to health and care for all of our local populations.
This joint working covers primary care, community care, mental health, acute and specialist care and
our thinking starts with where people live, in their neighbourhoods, focussing on people being
enabled and supported to stay well. Our ambition is to introduce new and improved services, to
develop better coordination between those which already exists, to provide support for people who
are at most risk and to adapt our workforce so that we are better meeting people’s needs.
Prevention will be at the heart of everything we do, and investing in and reshaping primary and
community services and integrating mental and physical health will ensure people are supported as
close to home as possible. At the same time we have an ambition that everyone should have
improved access to high quality care in hospitals and that no matter where people live they should
receive the same standards of care. Key to this success will be developing innovative models of care
building on the work of the Working Together Acute Care Vanguard.
Following the publication of the South Yorkshire and Bassetlaw system plan the South Yorkshire and
Bassetlaw Health and Care Partnership, through its Partnership Board, voluntarily initiated an
independent review of Hospital Services. The Hospital Services Review (HSR) was published in May
2018 and it made a number of recommendations including ways in which acute trusts could work
together more effectively to meet the needs of patients and how services are designed across
SYBMYND.
Partners, including all health commissioners and acute providers across SYBMYND, have now
considered the report and provided feedback on its recommendations. The independent review
together with its recommendations was well received and broad support was given from system
partners to take the work to the next stage.
This Strategic Outline Case (SOC) describes how SYBMYND partners will take the review and its
recommendations forward to support realisation of shared ambitions set out in the System Plan
published in November 2016.
Below is a summary of the key recommendations which will be taken forward and which the system
will build on in the next stage.

1.1 SHARED WORKING BETWEEN ACUTE PROVIDERS


Acute, community and primary care providers should continue to work together, at Place
level, to ensure that services are delivered as close to patients’ homes as possible. This
should be supported by standardisation of which services are being provided nearer to
where people live rather than in acute hospitals.



The acute hospitals should work together more closely. ‘Hosted Networks’ should be
established, initially for the 5 services included in the Independent Review. They will drive
collaboration, improve workforce planning development and deployment, standardise
clinical protocols to improve outcomes, and identify and roll‐out cost‐effective quality‐
improving innovations across the system.

4

PDF Page No. 157



System partners should establish a Health and Care Institute and an Innovation Hub to
provide a system‐wide central support for workforce and innovation across the system.

1.2 TRANSFORMATION OF SERVICES


Moving care into primary care and community care. The individual Places within SYB and
ND are developing an Out of Hospital Strategy to enable people and patients to be cared for
outside a hospital setting where this is appropriate, and as close to home as possible. To
support this, the Clinical Working Groups will work jointly with colleagues in primary care
and community care to identify care pathways and services which could be delivered in non‐
acute settings.



Transformation of clinical models and workforce roles. In order to ensure that we are
making the best use of our staff, and providing care as efficiently as possible, we will ask the
Clinical Working Groups to develop new workforce models and new clinical service models.
The reconfiguration modelling will take account of these new clinical workforce and clinical
service models, to ensure that reconfiguration options are fit for the future and sustainable.

1.3 RECONFIGURATION


District General Hospitals will be maintained in every place, each with its own service
portfolio comprising a core and specialist offer, working in a networked way across the
region.



Providers and commissioners will consider consolidating some services onto fewer sites, in
order to improve the quality of care that can be provided to patients and make the best use
of available workforce:



o

All Emergency Departments should remain open and continue to provide 24/7 care

o

Paediatrics: The system will consider the consolidation of full‐time inpatient
paediatric units from six sites onto four or five, maintaining part‐time short stay
paediatric assessment units in those places that consolidate their paediatric
inpatient units.

o

Maternity: the system will consider service models that can support changes to the
paediatric services available onsite. This should include the possibility of maintaining
standalone Midwifery Led Units on sites which do not have inpatient paediatrics.
However we will also look at other options that can address the interdependencies
between inpatient paediatrics and obstetric services.

o

Gastrointestinal bleeds: Given the difficulty in sustaining out‐of‐hours rotas for GI
bleeds, the system will model consolidating its services from five (currently not all
full‐time) rotas to three or four full‐time out‐of‐hours rotas.

o

Stroke: Hospitals should adopt a paired approach to collaborative working to deliver
stroke services, whereby sites with a combination of Hyper Acute Stroke Unit (HASU)
and Acute Stroke Unit (ASU) services work with sites that have only ASU/in‐patient
rehabilitation services, to allow rotation of staff and exposure to more development
opportunities.

The system will establish a transport reference group with a remit to develop a system‐wide
transport strategy and the specific functions to support and deliver it

5
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1.4 GOVERNANCE


Commissioners, providers, NHS England and NHS Improvement and the Arms‐length‐Bodies
have being developing a collaborative approach to shared working which they will build on.
Commissioners and providers recognise that the current arrangements for decision making
will need to evolve to support the scale of change that is included in this report.



As the ICS develops, SYBMYND will review current governance arrangements in context of
the existing legal framework and ensure these enable appropriate decision making to
support the successful implementation of the recommendations in this report so that
partners can improve outcomes and accessibility to services for people and patients.

This report sets out the case for change behind these agreed directions of travel, and how the
system will take them forward.

6
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2 STRATEGIC CONTEXT
2.1 VISION
This Strategic Outline Case recognises that South Yorkshire and Bassetlaw, Mid‐Yorkshire and North
Derbyshire (SYBMYND) are on a journey, which began several years ago with providers and
commissioners choosing to work collaboratively, the publication of a system plan outlining the
strategic ambition for health and care and which continues with the Hospital Service Review
recommendations, We recognise that ways of working and approaches to collaboration will continue
to evolve, as South Yorkshire and Bassetlaw (SYB) develops its role of becoming one of the first, and
one of the largest, Integrated Care Systems (ICS) in the country.
Our vision focuses on people staying well in their own neighbourhoods, by integrating health and
care services and developing a workforce that best meets people’s needs.
The SYB ICS brings together commissioners, and acute, mental health, community, social care and
primary care providers from our five places to work together to improve health and care services
and outcomes to benefit our population.
Our vision for acute hospitals is to work together within networks rather than as individual,
standalone providers. By working more closely together, we believe that we will provide better and
more equitable care for our patients. We believe that we should have agreed standards and a shared
way of doing things so that people can access the most appropriate care, no matter where they live.
In most cases, we anticipate that the majority of patients will continue to receive their care in their
local hospital. We confirm our commitment to maintaining all of our local District General Hospitals.
Where patients have more complex needs, we anticipate they may access specialist care and
treatment at another site within the network.
The networked approach will include Mid Yorkshire and Chesterfield hospitals, which are associate
partners to the SYB ICS but have a long history of shared working with the SYB hospitals due to well
established patient flows from the border areas of SYB.

2.2 INTEGRATED CARE SYSTEMS
Integrated Care Systems (ICSs) are systems in which NHS commissioners, providers, NHS England
and NHS Improvement and other Arm’s‐Length‐Bodies, working closely with GP networks, local
authorities and other partners, agree to take shared responsibility (in ways that are consistent with
their individual legal obligations) for how they use their collective resources to improve quality of
care and health outcomes. ICSs are expected to make faster progress than other health systems in
transforming the way care is delivered, to the benefit of the population they serve.
2.2.1

The SYB ICS

The SYB system is large and complex, comprising of five places: Barnsley, Bassetlaw, Doncaster,
Rotherham and Sheffield. Within the SYB system are 208 GP practices, five local authorities, five
clinical commissioning groups, five acute Foundation Trusts (two with integrated community
services), four mental health providers and one ambulance service. The system is served by 72,000
staff and a health and care budget of £3.9bn each year. There are also two associate partner trusts:
Chesterfield Royal Hospital NHS Foundation Trust and Mid Yorkshire Hospitals NHS Trust, and two
associate CCGs: North Derbyshire CCG and Wakefield CCG.
2.2.2 The SYBMYND Collaborative
The five ‘core trusts’ are the members of the South Yorkshire and Bassetlaw Integrated Care System:


Barnsley Hospital NHS Foundation Trust;
7
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Doncaster and Bassetlaw Teaching Hospitals NHS Foundation Trust;
Sheffield Teaching Hospitals NHS Foundation Trust;
Sheffield Children’s Hospital NHS Foundation Trust; and
The Rotherham NHS Foundation Trust.

In addition to this, the neighbouring acute trust of Chesterfield Royal Hospital NHS Foundation Trust
was fully included within the recommendations of the Review, and recommendations relating to
shared working (though not to reconfiguration) also included the Mid Yorkshire Hospitals NHS Trust.
Their inclusion was due to a long history of joint working and clinical networks which support patient
services, and the formal collaboration which has existed between the seven SYBMYND acute
providers since 2014, when the Providers Working Together acute national Vanguard Programme
was established.
However, going forward, work with Chesterfield will need to take account of Chesterfield’s position
within the Derbyshire Sustainability and Transformation Plan as well as its links to South Yorkshire
and Bassetlaw.

2.3 THE HOSPITAL SERVICES REVIEW (HSR)
In 2017 the system commissioned a review of its acute services, recognising they faced significant
sustainability challenges.
The HSR was undertaken over a 10‐month period phased in three stages:


June – August 2017: Identifying the services in scope for the Review



September – December 2017: Detailed analysis of the issues facing the 5 core services



January – May 2018: Development of options for the core services.

The Review was informed by a process of clinical engagement, through a series of Clinical Working
Groups each of which met five times; and a public engagement programme which included both face
to face and online communications. Concerted effort was made to engage seldom heard groups.
The Review team has published the notes of the clinical meetings, the reports of all the public
engagement events, the findings of the Review and the detailed evidence for these at each stage of
the Review. The reports and the supporting annexes can be found, along with the full set of Review
documentation, at:
http://www.healthandcaretogethersyb.co.uk/index.php/what‐we‐do/working‐together‐future‐
proof‐services/looking‐at‐hospital‐services
This Strategic Outline Case outlines the system’s agreed way forward following the receipt of the
HSR recommendations. It draws on the HSR report, and on the responses to that Report (attached at
Annex A).
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3 CHALLENGES IN ACUTE SERVICES
A full case for change for the system is published as part of the HSR’s website online. An updated
analysis of the performance metrics of the Trusts in the system, and an overview of the challenges
identified in the five services in scope of the review can be found in Annex B – Case for Change.

3.1 INTRODUCTION
The partners and associates of the South Yorkshire and Bassetlaw ICS commissioned the HSR in
response to the challenges identified in the SYB Sustainability and Transformation Plan (STP) or
System Plan.
SYBMYND has some of the best acute hospital services in the country, some of which have national
and international reputations, including a specialist cancer centre, children’s hospital and numerous
high quality services in many locations. It also has one of the country’s busiest accident and
emergency departments. However, the system is under pressure from mounting demand and
workforce pressures, both of which impact on the quality of care that patients receive. In addition
there are inequalities of access and health outcomes across SYBMYND.
The current and future context will continue to challenge the system, as Trusts continue to respond
to increasing demand and to national requirements around quality of care, equity of access and
efficiency. The Review offered a unique opportunity to fundamentally change the way care is
delivered in the system, and to consider options to transform the way trusts work together to
sustain services.
Through tackling the challenges together, and considering the Report recommendations, SYBMYND
aims to become one of the most innovative, safe, caring, responsive, effective, well led and efficient
health and care systems in the country.

3.2 UNSUSTAINABLE SERVICES
The HSR spent the first three months of the Review assessing performance across all acute
specialties in SYBMYND.
The findings of the assessment are published in the Stage 1A Report of the HSR, available at:
https://www.healthandcaretogethersyb.co.uk/application/files/7515/0903/4254/Hospital_Services_
1a_Report.pdf
The HSR found that a number of acute services across SYBMYND were facing significant
sustainability challenges. The HSR undertook a methodical prioritisation process to identify those
services which were facing the most acute challenges, and from these it selected five significantly
challenged services as the focus of the Review.
Details of how the services were identified are laid out in the 1A Report which is available on the
website. In summary, the HSR considered a range of published metrics to provide an independent
analysis; worked with Trusts to identify the services that they thought most unsustainable; and
identified the level of interdependencies with other services.
The below table identifies the acute services identified as the most unsustainable. A high score
indicates that not only was the service of high concern to individual Trusts across the system, but
that this assessment was backed up by evidence, and that the service was critically interdependent
in maintaining other hospital services.

9
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Rank

Service

Independent
analysis

Trust selfassessment

Degree of clinical
co-dependencies

Sustainability
Score

1

Emergency
Medicine

13.6

16.0

16.0

15.2

2

Gastroenterology

10.8

13.0

15.0

12.9

3

Urology

13.5

12.0

13.0

12.8

4

Stroke - HASU

10.8

16.0

11.0

12.6

5

Critical Care

13.0

12.0

12.0

12.3

6

ENT

11.9

12.0

13.0

12.3

7

Cardiology

14.3

11.0

11.0

12.1

8

Radiology

11.8

12.0

12.0

11.9

9

Acute Medicine

11.2

11.0

12.0

11.4

10

Dermatology

14.3

18.0

0.0

10.8

11

Paediatric Medicine

9.4

11.0

11.0

10.5

12

Orthopaedics

14.3

8.0

8.0

10.1

13

Endoscopy

6.7

10.0

12.0

9.6

14

Ophthalmology

14.4

14.0

0.0

9.5

15

Neonatology

7.6

10.0

10.0

9.2

Table 1: Assessment of service sustainability. Services taken forward for inclusion in the Hospital Services Review are
highlighted

In order to agree which of these very challenged services the Review should focus on, the HSR team
invited input from the HSR Steering Group (including Medical Directors of all the trusts); patients and
the public; and national organisations such as NHS England.
From the Steering Group, the following five services were identified for Review:


Urgent and Emergency Care



Acute Paediatrics (Care of the Acutely Ill Child)



Maternity



Stroke (the acute pathway, supporting HASU)



Gastroenterology and Endoscopy

Four of these scored in the top fifteen most unsustainable services in SYBMYND (highlighted in
orange in the table above). The fifth, maternity, was added because its interdependencies with
paediatrics make it difficult to consider paediatrics in isolation, as well as its significance whilst
considering the role of the District General Hospital (which was part of the HSR’s terms of
reference). Endoscopy and Gastroenterology were included together for the same reason.
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3.3 THE MAIN CHALLENGES FACING THE FIVE CORE SERVICES
The main challenges facing each of the five services were identified through the Clinical Working
Groups, engagement with patients and the public, and performance and workforce data provided by
the Trusts.
The main challenges that emerged in relation to the five services are as follows:


Workforce – As is the case across the country, SYBMYND has a significant shortfall in the
number of substantive staff in the system, with problems in both the recruitment and
retention staff. The remaining workforce is therefore overstretched and there is a significant
reliance on costly agency staff. Gaps in the workforce mean that staffing levels can fall below
those required to provide a safe service for patients.



Unwarranted Clinical Variation ‐ Lack of standardised clinical protocols across the region
means that patients with the same condition can receive different packages of care. This
results in variation in clinical outcomes, both between and within Trusts. Reducing
unwarranted variation is a key priority for the NHS nationally and was identified as a key
challenge in the SYBMYND region.



Innovation – Technology and digital infrastructure were flagged as being problematic.
Outdated systems that were incompatible with one another, and slow adoption of new
technologies across the region were hindering progress that could support the work of
clinical healthcare staff.

Further detail on the challenges faced by the system and those faced by the five services in question
is provided in Annex B – Case for Change.
A full report of the challenges identified by the HSR is available in the Stage 1B Report available at:
https://www.healthandcaretogethersyb.co.uk/application/files/9615/1809/8702/Hospital_Services_
Review_1b_report.pdf

3.4 FUTURE WORK ON OTHER SERVICES
The five services identified above have formed the first wave of services. In the work over the next
twelve months, neonatology will be included in the work on paediatrics because its
interdependencies with maternity and paediatrics mean that it needs to be considered as part of any
potential reconfiguration. In South Yorkshire and Bassetlaw and North Derbyshire, most
neonatologists also work in paediatric units. This point has been raised frequently in feedback from
stakeholders across the system including the maternity and paediatric Clinical Working Groups.
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4 RECOMMENDATIONS OF THE HOSPITAL SERVICES REVIEW
4.1 THE RECOMMENDATIONS IN THE FINAL REPORT
Following as assessment of the sustainability of acute services in the SYBMYND, which involved
significant clinical and public engagement throughout, the HSR made the following
recommendations:


Acute, community and primary care providers should continue to work together, at Place
level, to ensure that services are delivered as close to patients’ homes as possible. This
should be supported by some standardisation across the acute services: there should be a
defined range of services that will be moved out of an acute hospital setting, to be delivered
in primary or community care, or patients’ own homes.



All of the existing District General Hospitals should be maintained, each with its own
service portfolio, working in a networked way across the region.



The acute hospitals should work together more closely. ‘Hosted Networks’ should be set
up, initially for the 5 services included in the Review, with each capable provider taking the
lead on one of the services. There will be three tiers of Hosted Networks. At the minimum,
they will aim to drive collaboration and improve workforce planning, development and
deployment; standardise clinical protocols to improve outcomes; and identify and roll‐out
cost‐effective, quality‐improving innovations across the system. For some specialties, the
Host of the Hosted Network will co‐ordinate capacity and workforce; and in the most
developed model the Host may potentially support delivery of a service on other site(s).



System partners should establish a Health and Care Institute and an Innovation Hub to
provide a system‐wide central support for workforce and innovation across the system. A
Health and Care Institute should provide a central resource to support the recruitment,
training and development of staff; the development of standardised clinical protocols; and
the analysis and monitoring of trust performance, acting as a central intelligence function.
An Innovation Hub should provide the capabilities to identify and roll‐out cost‐effective
innovations across the system, working with local, regional and national partners.



Providers and commissioners should consider consolidating some services onto fewer
sites. Given the magnitude of the workforce challenge, both now and forecast in the do‐
nothing future scenario, collaborative working will not go far enough. As such, the HSR
recommended that providers and commissioners should consider the consolidation of some
services onto fewer sites, in order to make the most out of the available workforce and
improve the quality of care that can be provided to patients.
o

All Emergency Departments should remain open and continue to provide 24/7 care

o

Paediatrics: The system should consider the consolidation of full‐time inpatient
paediatric units from six sites onto four or five, maintaining part‐time short stay
paediatric assessment units in those places that consolidate their paediatric
inpatient units.

o

Maternity: The system should consider the consolidation of consultant‐led birthing
units from six sites onto four or five, maintaining standalone midwifery‐led birthing
units in those places that consolidate their CLU.

o

Gastrointestinal bleeds: Given the difficulty in sustaining out‐of‐hours rotas for GI
bleeds, the system should consider consolidating its services from five (currently not
all full‐time) rotas to three or four full‐time out‐of‐hours rotas.
12
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o

Stroke: Hospitals should adopt a paired approach to collaborative working to deliver
stroke services, whereby sites with a combination of Hyper Acute Stroke Unit (HASU)
and Acute Stroke Unit (ASU) services work with sites that have only ASU/in‐patient
rehabilitation services, to allow rotation of staff and exposure to more development
opportunities.

o

Elective: The system should develop models for the transformation and
reconfiguration of elective services to support an improvement in quality of elective
services, as well as to support changes to non‐elective services, given
unsustainability challenges in this area.



Access: The system should establish a transport reference group with a remit to develop a
system‐wide transport strategy and the specific functions to support and deliver it



Governance: Current arrangements between providers are unlikely to be fit for purpose
when considering the scale of change that is included in this report. SYBMYND should review
current governance arrangements and ensure these enable rapid decision making at pace to
support the successful implementation of the recommendations in this report.

Full details of how the HSR developed these options are available in previous Stage 1A, Stage 1B and
Stage 2 HSR Reports.
Final recommendations themselves can be found at:
https://www.healthandcaretogethersyb.co.uk/application/files/2515/2845/1016/25._HSR_Stage_2_
Report.pdf

4.2 RESPONSES TO THE HSR RECOMMENDATIONS
Since publication of the final HSR in May 2018, its recommendations have been shared with CCG
Governing Bodies and Trust Boards. Public engagement has also been ongoing to inform the public
of developments while continuing to capture their thoughts.
There was broad support for the findings and recommendations of the Review, and as such this
Strategic Outline Case outlines the Governing Bodies’ intention to take on board the
recommendations and commit to further work on the sustainability of acute services.
The feedback received to the HSR proposals is detailed in Annex A – Responses to Feedback, along
with detailed responses to the individual points raised. This document outlines the system’s agreed
way forward following the receipt of these responses.
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5 THE AGREED WAY FORWARD
CCGs, Trusts, Local Authorities and members of the public have given responses to the HSR
recommendations (see Annex A – Responses to HSR Feedback), and as a system we have developed
our agreed way forward.
Overall, the South Yorkshire and Bassetlaw Integrated Care System, with Mid Yorkshire and North
Derbyshire, agrees with the recommendations of the HSR. However, as a health system, the most
vital focus for us going forward will be around developing shared working across the trusts, and
transforming services, including through developing new workforce models. Only when we have
understood the impact of both of these things will we consider changing the configuration of our
services.

5.1 SHARED WORKING BETWEEN ACUTE PROVIDERS
Going forward, the acute providers will work together closely. We will set up Hosted Networks, as
well as an infrastructure of a Health and Care Institute to support a shared approach to workforce
and innovation.
5.1.1

Hosted Networks



The system will work to establish a set of Hosted Networks across the five specialities
identified in the HSR.



The approach to Hosted Networks will consist of three tiers of Hosted Networks, with
increasing levels of collaboration:
o

A basic Hosted Network will be responsible for standardising the approach to
workforce functions; reducing clinical variation through setting agreed protocols;
and rollout of specific identified innovations. It will be backed by agreed delegated
decision making powers, accountability and monitoring.

o

A Co‐ordinated Delivery Network will have the functions of a basic Hosted Network,
with the Host having an additional co‐ordinating role in identifying shortfalls in
capacity and staff, and allocating resources to meet demand.

o

A Single Service Model will be explored, for some trusts and some specialties,
whereby the Host may play a role in supporting the delivery of services on other
sites. This arrangement is unlikely to cover every site in the network and would only
occur if the support was requested by the receiving site.



It is recognised that services are continually developing and evolving. As such, whilst we will
work with service providers to determine the most appropriate level of network for each
specialty, we acknowledge that this is dynamic and may change over time.



The first step will be to work with providers and commissioners to develop a central
framework on the networks’ purpose, function and form that can be tailored to each
service. The framework will outline the proposed form of the Hosted Networks and the lines
of accountability between the Hosted Network, member trusts and the ICS. This will also lay
out the responsibilities of both Hosts, and network members. An implementation plan will
be drawn up to support this.



The programme will engage providers and commissioners in developing a robust approach
to equitably assigning Host organisations for each of the Hosted Networks. This will include
developing criteria around what a Host must be able to provide, and the requirements that
it must meet, in order to be eligible to host a service. This will ensure that whilst lead roles
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are shared across the system, all Hosts have the resources and ability to perform the role of
Host.


Engagement will also be conducted to ensure staff have the opportunity to get involved and
shape ways of working across the various organisations.



The development of Hosted Networks will be alongside that of the Health and Care Institute
and Innovation Hub, which will provide centralised analytical and human resource expertise
for the Hosted Networks.

5.1.2

Health and Care Institute & Innovation Hub



We will progress the work to establish a Health and Care Institute and Innovation Hub to
support the transformation themes: workforce, unwarranted clinical variation and
innovation.



We will engage with both NHS and non‐NHS partners, such as local universities and industry,
to develop the detail of the model.



We will also consider funding implications and any interdependencies or overlap with other
ICS workstreams.



We will work with Health Education England to develop the workforce function of the Health
and Care Institute. The approach to developing the Health and Care Institute and Innovation
Hub should also include social care and the third sector to enable the appropriate innovation
in care pathways.



The Institute and Hub are likely to be one organisation, rather than two separate structures,
but this will be agreed in work going forward

5.2 SERVICE TRANSFORMATION
We will ensure that services are working together as well as possible.
In order to do this, we will ensure that care takes place in the right place, and that only care which
needs to happen in acute hospitals is provided there.
We will also look at ways in which we can use our existing workforce better, through different
workforce models.
5.2.1 Moving care out of hospital into primary care and community care
The NHS England Five Year Forward View, and subsequently the Sustainability and Transformation
Plans of both SYB and North Derbyshire (SYBND), have focused on the importance of ensuring that
care is delivered in the right place. In many cases, patients are currently receiving care in acute
hospitals where this could be better and more efficiently provided in primary or community care, or
in their own homes.
The individual Places within SYBND are developing their own strategies for reducing admissions to
hospital, and making sure that patients receive care outside hospital wherever possible. The six CCGs
have agreed to develop this into a single strategy.
In order to support this, we will ask the Clinical Working Groups to look at care pathways, and
identify from the services under review which would be better delivered in settings other than the
acute settings. The CWGs will work with colleagues in primary care and community care to
understand what workforce and investment in primary care and community care would be
necessary to make this happen. The Clinical Working Groups have already had some discussions of
this, and this will build on this work.
15
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5.2.2 Transformation of clinical models and workforce roles
The HSR describes the need to develop new workforce roles, in particular the roles of the alternative
professions, such as Physicians’ Associates and Advanced Nurse Practitioners. The HSR envisages
that developing the approach to these would be part of the role of the Hosted Networks.
Providers and commissioners, in responding to the HSR recommendations, have highlighted the
importance of ensuring that we do not simply base reconfiguration options on current workforce
models. Therefore, before we model the impact of reconfiguration on our workforce, we will ask the
Clinical Working Groups to develop new workforce models and new clinical models to ensure that
we are making the best use of our staff.
The reconfiguration modelling will take account of these transformed approaches to the workforce,
to ensure that the reconfiguration options are based on the new approach rather than simply
replicating the status quo.

5.3 RECONFIGURATION
The HSR proposed that, where transformation options do not go far enough, we should consider
reconfiguring services.
Leaders in the healthcare organisations have agreed with the majority of the HSR proposals for
further work. The exception is maternity, where a number of responses raised concerns about the
sustainability of Standalone Midwifery Led Units. As a result, the work going forward will include
SMLUs but will also investigate other ways to address the interdependencies with paediatrics.
South Yorkshire and Bassetlaw, with North Derbyshire (SYBND) 1, have agreed to model the following
options:
5.3.1

Urgent and Emergency Care

One member of the public asked for confirmation that the system intends to retain all 6 Accident
and Emergency departments, plus the paediatric A&E at Sheffield. We confirm that we will do this.
The South Yorkshire and Bassetlaw Integrated Care System, with North Derbyshire, agrees:


We will retain all 6 accident and emergency (A&E) departments plus the paediatric
emergency department at Sheffield Children’s Hospital. This includes emergency
departments staying open 24/7, with consultant coverage appropriate to the size of the unit,
guided by Royal College of Emergency Medicine guidelines.



We will consider what staff presence is appropriate in A&Es at different times of the day and
explore how we can use staff in different ways. Alternative staff roles, such as advanced
nurse or medical practitioners, or support from GPs, could help to address workforce
challenges in our A&E departments.

1

Note, Mid‐Yorkshire has recent undergone reconfiguration with other trusts in its STP, as such is not a part of
the reconfiguration proposals. Chesterfield is included within the scope of the reconfiguration proposals, but
we will need to engage closely with Derbyshire commissioners to ensure consistency with the development of
the Derbyshire Sustainability Plan, since Chesterfield sits within Derbyshire STP as well as having patient flows
to SYB.
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5.3.2

Care of the Acutely Ill Child

Some concerns were raised around whether Short Stay Paediatric Assessment Units (SSPAU) were an
appropriate way forward for system partners.
This concern is noted, and it is important to reiterate that any proposals for reconfiguration will be
developed in close collaboration with clinicians to ensure they meet safety and quality
requirements.
However, clinical evidence supports the safety of SSPAUs as an alternative to full‐time inpatient
units, particularly when there is not enough activity or resource to sustain a full paediatric inpatient
unit, assuming appropriate transfer protocols are in place for those patients requiring overnight
care. The Royal College of Paediatrics and Child Health support such a care model, stating that for
many patients they are a more appropriate care setting than an inpatient unit, and are being
increasingly used to deliver high quality paediatric care2.
The South Yorkshire and Bassetlaw Integrated Care System, with North Derbyshire, agrees:


We will model the impact of changing one or two inpatient paediatric units (from the
existing units in South Yorkshire and Bassetlaw and North Derbyshire) into SSPAUs.



Where an SSPAU is proposed, we will ensure that it is supported by robust referral and
patient transfer protocols to ensure children are able to access the care they need out‐of‐
hours.



If changes are being proposed to paediatrics services, this will be mirrored by appropriate
changes to maternity and neonatology services on the site. We will continue to test out a
range of models that meet the required interdependencies between obstetrics and
paediatrics, and will assure the safety of any such models with the Clinical Senate.



We will continue to model transformation options, such as using mid‐grade staff, and
advance nurse and medical practitioners in different ways, and changing job roles, to
address workforce challenges.

5.3.3

Maternity

The HSR focused on being able to expand the choice of services available to women, and being able
to deliver high quality care at each of these care settings, given the current and projected constraints
on consultant and midwife numbers in the system.
The SYB system is working to deliver the recommendations of the Better Births report. This includes
providing women with greater access to choice of where to have their babies, including home births
and Midwifery Led Units.
The HSR recommended that the system should provide a MLU on every acute site, and that one or
two sites should look at having Standalone Midwifery Led Units, supporting a a part‐time Paediatric
Assessment Unit, with obstetric, neonatology and specialist paediatric services being provided at
another linked site. This is a model that is used in a number of places in the NHS.
Some respondents raised concerns about the safety and in particular the sustainability of Standalone
Midwifery‐Led Units (SMLUs). The hospital services programme will continue to work with local
obstetricians, midwives, nurses, sonographers, neonatologists and other healthcare professionals in
the development of any specific proposals in the next phase of work, and this will involve a thorough
assessment of the clinical evidence on SMLUs.
2

Royal College of Paediatrics and Child Health, Standards for Short‐Stay Paediatric Assessment Units, March
2017.
Available at: https://www.rcpch.ac.uk/sites/default/files/SSPAU_College_Standards_21.03.2017_final.pdf
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In addition, the maternity workstrand will be asked to explore alternative clinical models, both
locally and internationally, which allow of greater flexibility around the co‐location of maternity and
paediatric services, recognising the clinical interdependency that exists between these and
neonatology services. We will test out other models that might allow for obstetric‐led services
remaining on a site without 24/7 paediatrics being present, and vice versa.
Any such options will be developed in close collaboration with expert Clinical Working Groups and
submitted to the Clinical Senate for scrutiny, to ensure that they are safe and appropriate.
The system partners will also seek to engage with mothers and women of child bearing age to
understand their thoughts and concerns on how and where they would like to give birth.
The need to fully consider the interdependencies between maternity, neonatal and paediatric
services was also flagged in responses from Boards and Governing Bodies. The system has agreed to
add neonatologists to the Clinical Working Group on Care of the Acutely Ill Child, and to include
neonatology in any reconfiguration modelling in order to address this.
The South Yorkshire and Bassetlaw Integrated Care System, with North Derbyshire, agrees:


We will model the impact of a reduction in the number of obstetrics units by one or two
units, from the existing units in South Yorkshire and Bassetlaw and North Derbyshire.



We will engage with the public on their preferences for midwifery‐led care and we will
continue to work with clinicians to understand if SMLUs can be delivered safely and
efficiently.



For those Places which potentially would not have an obstetric unit, we will model the
implications of offering choice through standalone midwifery‐led units, supported by robust
referral and patient transfer protocols if needed.



We will also explore alternative clinical models. Traditionally, if changes to the maternity
services are being proposed on a site, this would be mirrored by changes in paediatric
services. However we will also continue to explore alternative models that might allow the
interdependency between maternity and paediatrics to be satisfied in other ways, and will
assure the safety of any such models with the Clinical Senate. We will also engage with the
public around these to ensure that the implications of any proposals are clear and to hear
and consider their feedback.



We will include neonatology in the modelling moving forward and involve neonatologists
fully in the acute sustainability programme through the Care of the Acutely Ill Child Clinical
Working Group.



We will continue to model transformation options, such as using mid‐grade staff, and
advance nurse and medical practitioners in different ways, and changing job roles, to
address workforce challenges.

5.3.4

Gastroenterology

Maintaining the quality, safety and sustainability of services are all key criteria taken into
consideration throughout the development of any options and their evaluation, and in depth site‐
specific modelling of options will be done to assess and evaluate future options before any are
considered and taken further.
One respondent raised concerns about the safety implications of moving to full out of hours services
on three or four sites; however, we note that the system does not currently provide out of hours
services on all of these sites.
One respondent suggested that staff should move to the patient rather than vice versa. However,
this was discussed in the Clinical Working Group and was thought to be a less safe option, given the
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risk that a consultant called to an emergency on one site could not then support an emergency at
another site.
The South Yorkshire and Bassetlaw Integrated Care System, with North Derbyshire, agrees:


5.3.5

At present we do not have five full out‐of‐hours areas, therefore, going forward as a system
we will model moving to three or four rotas, and engage with our clinicians to ensure the
concerns raised above are covered.
Stroke

The HSR did not propose any reconfiguration proposals for stroke services, as changes were already
underway through the work on hyper‐acute stroke units. The South Yorkshire and Bassetlaw
Integrated Care System, with North Derbyshire, agrees:


We will further develop proposals for the collaborative working of stroke services through
paired sites, between sites with a HASU and an ASU. Such a collaborative way of working
could be supported through the stroke Hosted Network.



We will develop standardised commissioning specifications for early supported discharge,
inpatient rehabilitation, and transient ischaemic attack services.

5.4 CONSIDERATIONS IN RELATION TO RECONFIGURATION
5.4.1

Sites in Scope

The HSR’s reconfiguration recommendations were site agnostic, based on the collective availability
of workforce and capacity across the South Yorkshire and Bassetlaw, and North Derbyshire
(SDYBND) region relative to forecast activity levels and care quality requirements. Some
organisations have wished to outline concerns about service change at an early stage.
At this point, the principles around potential reconfiguration require that all the possible options
must be considered equally. As an immediate next step, we will lay out the approach that the system
will take to defining the sites and options which will be modelled, in line with national guidance and
statutory requirements around options development and options appraisal.
We confirm that the hospital sites included in the baseline for the reconfiguration modelling (i.e.
sites where services might change) are:


Barnsley Hospital



Bassetlaw District General Hospital



Chesterfield Royal Hospital



Doncaster Royal Infirmary



Northern General Hospital



Royal Hallamshire Hospital



Sheffield Children’s Hospital



Rotherham General Hospital.

The South Yorkshire and Bassetlaw Integrated Care System, with North Derbyshire, agrees:


As a priority, the acute sustainability programme will work with CCGs, Trusts and Clinical
Working Groups to develop site‐specific reconfiguration options to be taken forward for
more detailed modelling and analysis.
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As we take the work forward, all Trusts will be considered in the context of the site‐specific
modelling; and we have an open mind in relation to how they are included. The system may
wish to designate some fixed points, based on permissible criteria and in line with guidance
and precedent. There would be an agreed approach to determining any fixed points, with
full engagement from system leaders, patients and the public.



Refreshed hurdle and evaluation criteria will be used to assess these options to ensure that
any proposals that are taken further meet robust quality and safety requirements, and
provide equal access to care for patients across the region. We will engage with system
leaders, patients and the public in refreshing and agreeing weightings for the evaluation
criteria.



We recognise the need to work closely with Derbyshire CCGs around the impact of any
proposals affecting Chesterfield on the Derbyshire STP.

The options modelled will be in line with the approaches agreed above.
5.4.2

Trusts outside the ICS

It is possible that under some reconfiguration scenarios the nearest service for some of our patients
will be outside of the SYBND footprint.
Sites that could potentially receive additional patients from the SYBND region include, but are not
limited to:


Calderdale Royal Hospital



Dewsbury and District Hospital



Huddersfield Royal Infirmary



King’s Mill Hospital



Leeds General Infirmary



Lincoln County Hospital



Pinderfields Hospital



Pontefract Hospital



Scunthorpe General Hospital

In addition, some STPs outside SYBND are undertaking reconfigurations or service changes of their
own, so some of the hospitals on our borders may be making changes which could themselves
impact on the SYBND sites.
The system agrees the following:
Patients moving outside SYBND:


We will model all the appropriate options, including those where patients might move to
trusts outside SYBND.



However, as we do this we will undertake due diligence around understanding any quality,
safety and capacity issues at the potential receiving sites.



In evaluating the options, one of the existing evaluation criteria is quality, and we will
consider any implications of quality for patients receiving care from trusts outside SYBND. In
the assessment of equalities, we will also consider the potential equality implications of
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some patients receiving care at sites which are not signed up to the principles of the SYB
Hosted Networks.
Proposed changes in neighbouring STPs


The Review team is already in contact with the leads on reconfiguration in neighbouring
STPs, and contacts with these leads will continue.



As we develop the modelling for the SYBND reconfiguration options, we will include the
implications of potential patient flows into SYBND caused by potential reconfigurations in
our neighbouring health economies, where these are known.

5.4.3

Transport

Feedback from members of the public raised concerns around transport, and asked in particular that
we ensure that we link to strategic planning around travel and transport across the footprint. We
will invite the leads on transport issues in the key organisations responsible for designing transport
across the region to our travel and transport group, so the transport strategy will be a focus going
forward.
The South Yorkshire and Bassetlaw Integrated Care System, with Mid Yorkshire and North
Derbyshire, agrees:


We will model the potential impact on travel times due to reconfiguration. Within the travel
time modelling we will look at blue‐light emergency transport, and journeys through both
private transport and public transport means.



We will also conduct a postcode‐level analysis to look at the impact on different socio‐
economic groups based on indices of deprivation data, to ensure that no groups are
disproportionately affected by change.



We will engage local partners to set up a strategic travel group as a priority. This group will
comprise representation from local acute trusts, commissioning bodies, ambulance services
(both Yorkshire and East Midlands Ambulance services), local authorities, patients and the
public, and other relevant local travel and transport stakeholders (such as local public
transport providers). The programme will engage this group regularly as options are
developed and assessed. Clinical Working Groups will be engaged in a similar capacity to
understand the safety implications of increased travel times in emergencies. In such a way
the acute sustainability programme will ensure that options taken forward seek to minimise
and mitigate any increase in travel. It will consider the issues around public transport, in
both urban and rural areas.

5.4.4

Equalities and the Equalities Impact Assessment

Ensuring equitable access to high quality care has been raised as an issue by patients and the public,
and is a priority for the programme. A core aim of the Review was to address health inequalities, and
this will be at the heart of modelling, and assessing our options, going forward.
The South Yorkshire and Bassetlaw Integrated Care System, with Mid Yorkshire and North
Derbyshire, agrees:


We will ensure the completion of an equalities impact assessment to inform any future
proposals.



This will be supported by quantitative modelling that seeks to identify any potential impact
on patients, broken down into demographic groups, to understand and assess the impact on
different groups in society. We will look at the impact on the protected groups (as identified
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in the Equalities Act), as well as issues around socioeconomic inequalities which we will
identify through postcode analysis.


The programme will continue to engage with a wide range of stakeholders, including a
particular focus on seldom heard groups, to hear and understand their views and concerns
to ensure that their feedback is taken into consideration.



The evaluation of options against evaluation criteria will include an assessment of impact on
equalities, through the access criterion, as well as the separate Equalities Impact
Assessment.

5.4.5

Affordability

Financial analysis was undertaken to understand the cost‐benefit and affordability of any of the
high‐level reconfiguration options. Consideration was made of both any impact on trust operating
expenditure and any capital cost requirements. Transition costs were also taken into account. The
financial impact of each option was considered as one of the evaluation criteria in the HSR, and will
continue to be so in any future appraisal of site‐specific options.
More detailed modelling to fully understand financial impacts on providers and commissioners of
site‐specific reconfiguration options will be conducted in the next phase of work.
One response from the public raised concern about the level of modelling done to date querying
whether data from all trusts had been used in the modelling, and cited the ‘limitations’ section in the
financial annex of the report. We confirm that data from all trusts (reference costs and STP
forecasts) was used to inform the analysis that underpins the HSR. The ‘limitations’ point relates
specifically to the fact that at the time of writing only Barnsley had contributed service line reporting
(SLR) data; not all trusts collect SLR data. A detailed response to the concerns raised by the member
of the public is provided in Annex A – Responses to HSR Feedback.
The financial analysis published alongside the HSR used the data available at the time that the
modelling was developed. Several trusts made more detailed data on activity available shortly
before publication, and this was used to update workforce projections. However the updated data
was made available too late to be included in the capacity and financial data, so an updated analysis
is attached as an Annex to this Strategic Outline Case in Annex E – Addendum to HSR Financial
Modelling. The changes are marginal (the greatest change to cost implications in any scenario is
£1.3m, with most changes being £0 to £300,000) so the updated data made no impact on the final
recommendations.
5.4.5.1

Operating costs analysis

Baseline trust provider costs for 2021/22, before any configuration changes, were taken from STP
(now ICS) plans, which included assumptions around the impact of cost improvement programmes
(CIPs), out‐of‐hospital schemes, and other service changes.
Various financial impacts were analysed:
Workforce efficiencies were quantified, whereby savings could be realised from the reduction in
locum usage, given the decreased requirement for certain groups of staff following consolidation.
Another key source of workforce efficiencies was that it might be possible to increase service
coverage with fewer additional full time equivalents, relative to the current configuration. Changes
to service models might also result in financial impacts: for example, new delivery models such as
urgent treatment centres could be used to take activity out of A&E. Shifting additional care out‐of‐
hospital, where appropriate, was another driver of cost impact.
Fixed cost savings were quantified to recognise a partial offset for new build costs. This was linked to
changes in bed capacity when any activity shift led to new build costs.
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These reductions in operating expenditure were balanced against any increased capital expenditure,
with the revenue cost of any required capex phased equally over a 10‐year period. More detail on
the approach to quantifying capital costs is set out below.
Future stages of modelling will use more accurate trust costing data and work with commissioners
and providers to quantify any associated impact on operating income.
5.4.5.2

Capital costs analysis

Capital costs were quantified on the basis of requirements for additional bed build at sites receiving
additional activity. If the receiving site has no spare space, the incoming bed would be by necessity a
new build. If the receiving site has spare space but not in the same department, the spare bed would
need to be refurbished, for c. 50% of new build cost. If the receiving site has spare space in the same
department, the incoming bed could be accommodated for no cost.
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6 CAPITAL FUNDING
As part of the national process for prioritising STP/ICS capital, the ICS has completed a draft Estate
Strategy and associated capital bids which include a range of schemes designed to deliver clinical,
estate, patient quality and experience and workforce benefits across the system as a whole;
including identifying an estimated future capital requirement associated with the final report of the
HSR published on 9 May 2018.
HSR modelling on capital costs focused on the cost of moving activity and associated bed build.
However, more detailed modelling in the next phase of work may draw out more granular capital
needs, such as for technology and digital infrastructure, costs of which were accounted for in the
capital bid.
At the point at which the system was required to submit bids for the next five years, HSR had not yet
been fully considered by the system, and this Strategic Outline Case was still in development. On the
advice of NHS England, therefore, South Yorkshire and Bassetlaw included a placeholder bid for
capital related to the HSR, using a mid‐range scenario from the modelling undertaken from the HSR.
This bid will, obviously, only be pursued in the event that the system agrees to take forward
reconfiguration, following public involvement and, if needed, consultation, and therefore the capital
is required.
The ICS’s total capital bid is comprised of five component workstreams as follows. The HSR
reconfiguration element is 1e below. Note that, rather than including either the highest or the
lowest level of costs identified in the HSR modelling, the scenario used here is a middle range which
involves changes to one large and one small site for maternity and paediatrics.

ICS Initiative/ Clinical
Workstream

Physical assets obtained:

Phasing of
workstreams:

1a System
Sustainability –

Creation of additional capacity for
delivering primary and community
care services, training and
development

Phase 1: Primary Care,
Community, Mental
Health, Digital and
Linked Acute schemes
can be delivered ahead
of the HSR Strategic
investment. As
schemes are worked
up and where change is
considered significant,
the ICS would be
subject to NHS
assurance processes,
including potential
public consultation and
we would carry out our
statutory duties.

Primary and
Community
investment
1b – System
Sustainability –
Mental Health
Investment

Creation of community crisis
centre and reprovision of co‐
located services into new
community hubs

1c – System
Sustainability – Digital
Investment

Introduction of a single, SYB‐wide
shared digital platform across a
number of key services

1d System
Sustainability – Linked
Acute Schemes

Range of updated and improved
clinical facilities across all acute
providers (including removal of
Nightingale wards, co‐location of
emergency services and the
expansion of critical diagnostic
services and key acute services)
24
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ICS Initiative/ Clinical
Workstream

Physical assets obtained:

Phasing of
workstreams:

1e System
Sustainability –
Strategic elements of
HSR

Reprovision of 208 new beds
across existing sites, to support
the reconfiguration of key acute
services across the ICS (subject to
consultation).

Phase 2: the HSR
implementation could
be completed
alongside the Phase 1
workstreams. As the
scheme is subject to
NHS assurance
processes, including
potential public
consultation, it is
anticipated that a
number of the Phase 1
schemes would already
be completed if the
scheme went ahead.

The scenario of 208 beds was
identified as a mid‐point between
the maximum and minimum
scenarios identified within the
Hospital Services Review. It is an
indicative figure at this point.

Capital
Required:
£99m

In addition, two further capital bids have been submitted around ensuring the sustainability of
facilities that support acute services at Doncaster and Bassetlaw Hospitals and an ICS‐wide Cancer
Strategy.
The Doncaster and Bassetlaw work predominantly looks at improvement of emergency care services
and improvement of services at Doncaster Royal Infirmary. We will work with the Trust on any areas
that might impact or be impacted by the hospital services workstream.
In relation to the ICS‐wide Cancer Strategy, the capital bid would cover potential improvements to
sites and facilities across South Yorkshire and Bassetlaw. As with the HSR, any changes would be
subject to engagement and, if necessary consultation with the public.
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7 NEXT STEPS
This Chapter outlines the next steps being undertaken by the system to deliver the
recommendations of the HSR, as per the agreed way forward detailed earlier in this Strategic Outline
Case.

7.1 SERVICE LEVEL COLLABORATION
Developing Hosted Networks:


Agree a framework for all the Hosted Networks, at a system‐wide level;



Establish criteria as to what responsibilities a trust must be able to meet in order to be a
host;



Define the responsibilities of the Hosts and Members;



Agree how this links to the ICS structures;



Agree which trusts will lead on each of the Networks; and



Establish the Hosted Networks

7.2 SYSTEM LEVEL COLLABORATIVE WORKING
Develop Institute of Health and Care: covering Workforce


Agree the objectives, structures, funding and governance of the Institute; and



Agree how it will relate to the trusts and how it will support the work of the Hosted
Networks



Establish the Institute of Health and Care

Develop Innovation Hub: covering Innovation


Agree the geographical footprint of the innovation hub, who are its members, and how it
relates to the Institute of Health and Care (whether it is part of the same organisation or a
separate one);



Agree the objectives, structures, funding and governance of the Institute; and



Agree how it will relate to the trusts and how it will support the work of the Hosted
Networks



Establish the Innovation Hub

7.3 SERVICE TRANSFORMATION
Transformation of clinical models and workforce roles:




Engage Clinical Working Groups and Health Education England, and other workforce
committees, to develop new clinical models and new workforce models to ensure that we
are making the best use of our staff; and
Ensure that any reconfiguration modelling takes account of these new clinical models.

Supporting the out‐of‐hospital strategy:


The strategy for Out of Hospital care is being developed in the ICS in partnership with its five
places identifying pathways in the core acute areas which would shift into primary or
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community care, and the workforce / capital / financial implications of this shift of activity
whilst the acute sustainability work develops.

7.4 RECONFIGURATION
Develop specification for modelling:


Develop the specification of what the modelling needs to be able to model for financial,
activity, workforce and access data;



Agree what data sources, at what levels, are required for this; and



Agree how the modelling will relate to the requirements of the Equalities Impact
Assessment.

Agree evaluation criteria:


Refresh the existing evaluation criteria to ensure that they are still fit for purpose and to
address any gaps; and



Engage the public and stakeholders on the weighting of evaluation criteria

Agree shortlist of options to be modelled:


Develop the shortlist of options around the modelling, including identifying any ‘fixed points’
i.e. sites or services which would self‐evidently not change, and all the possible combinations
of the remaining sites.



Engage clinicians on the proposed shortlist of options for modelling; and



Engage patients and the public on the proposed shortlist of options for modelling

Model shortlisted options:


Collect the relevant data, build the model using information around the transformed
workforce developed by the Clinical Working Groups, and run the agreed options through
the model. This will be iterated multiple times to ensure that the data is genuinely robust
and reliable.

Agree preferred option(s) to be considered for consultation:


Evaluate the outcomes of the modelling against the evaluation criteria: this will need to
involve patients and the public as well as stakeholders across the system; and



Identify a shortlist of preferred option(s) which are likely to be included within the Pre‐
Consultation Business Case, based on the outcomes of the evaluation process

Produce Pre Consultation Business Case:


Engage with the Joint Health Overview and Scrutiny Committee to confirm if any elements of
the proposed changes require formal public consultation (see below);



Draft Pre‐Consultation Business Case;



Submit to NHS England for assurance (see below)

7.5 PUBLIC CONSULTATION AND ENGAGEMENT
The development of the HSR has included a significant level of public and clinical engagement. Going
forward, we will build on this to ensure that clinicians, members of staff, patients and the public
have as many opportunities as possible to be involved.
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Respondents acknowledged the engagement that had been done to date, with clinicians, nurses,
midwives, other healthcare professionals, the public and patients. However, several respondents
felt more should have been done. Some respondents felt that the HSR had not yet engaged
sufficiently with local authorities, and specifically their elected members.
Engagement with seldom heard groups was acknowledged as positive of the work to date and the
acute sustainability programme will continue to do so in any future phases of work.
Future next steps include:


A detailed Engagement Plan, to include the approach to involvement, will be developed by
the ICS Communications team, in collaboration with the PMO for the acute sustainability
work. It will be shared with the SYB ICS Citizens’ Panel and Joint Health Overview Scrutiny
Committee for comment and signed off by the Sustainable Acute Services Steering Group,
and by the Collaborative Partnership Board. This will ensure that patients and the public
have their say on proposals at all stages of development and will seek to engage people from
all areas of the region.



Clinicians, other healthcare professionals and other staff groups within services will continue
to be engaged through the reconstitution of the Clinical Working Groups (see below). These
will meet on a regular, scheduled basis and will be a key forum in which the programme will
shape and develop any options for modelling and evaluation, actively seeking their expertise
in the subject and knowledge of SYBMYND and its population.



Engagement with patients and the public: The approach will be outlined in the engagement
strategy. In summary, the acute sustainability programme will continue to engage regularly
through the ICS Citizen’s Panel, CCG Engagement Groups (including Patient and Partnership
Groups), provider Trust Engagement groups and other relevant forums, such as
Healthwatch, voluntary sector groups, local Maternity Voices Partnerships.
Several large engagement events will also be held throughout this next phase of the Review,
which will be specific to this programme of work. As respondents have pointed out, as
proposed modelling work progresses, the nature of engagement will become more
specifically related to changes to individual sites and services, whereas it has tended thus far
to relate to broader discussion of concepts. Involvement will be frequent and regular to
ensure clarity and transparency around proposals as they develop. We will also build upon
the learning from previous consultations undertaken by our and other systems, to ensure
relevant experience informs our work.



On travel and transport: a specific patient and public group will be convened to focus on the
transport and travel implications of any service change proposals. This will support a clinical
and operational group on transport and travel.



Engagement with Local Authorities: Whilst the HSR engaged with the Joint Health Overview
and Scrutiny Committee, and will continue to do so, the programme will seek to strengthen
moving forward. The Review team will engage with Directors of Public Health and Health
and Wellbeing Boards on the hospital services workstreams, such as working with them as
the modelling is developed to ensure that population data is accurate. More generally, the
system partners will engage with Local Authorities, including Leaders, around the
development of shared working across the system.



Formal Public Consultation: If required, a formal public consultation plan will be developed
and published alongside any pre‐consultation business case, detailing plans to consult with
all of the stakeholders in the SYBMYND health economy. We will actively seek comment on
proposals from commissioners, trusts, healthcare staff, patients and the public, local
authorities and others in order to inform any service change decision.
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7.6 ASSURANCE OF THE PROPOSALS
As well as significant engagement with system stakeholders, patients and the public, proposals will
undergo regulatory assurance processes with national NHS bodies:
Clinical Senate sign‐off of proposals:


The North West Clinical Senate will be asked to formally review options which require
clinical changes to ensure that they are robust

NHS England assurance of proposals:


The system will submit all proposals to NHS England for formal assurance as required

7.7 GOVERNANCE
The HSR was an independent review. Therefore, while its governance aimed to ensure that all the
member organisations were closely involved in and sighted on the work, its governance reflected its
Terms of Reference.
Going forward, the HSR ceases to be an independent review, and will become one of the
workstreams of the ICS. The name of the programme, and its governance, need to reflect this.
Going forward, the health and care economy as a whole is going to need to develop appropriate
governance to support the ICS and its partners. This will need to respect the existing statutory
framework, while allowing for streamlined decision making in the integrated structure.
The HSR made a recommendation around ensuring that the governance is appropriately streamlined
going forward, within the current statutory framework:
“The current arrangements between providers are unlikely to be fit for purpose when
considering the scale of change that is included in this report. SYBMYND should review current
governance arrangements and ensure these enable rapid decision making at pace to support the
successful implementation of the recommendations in this report”
One member of the public raised a question around whether the governance was appropriate, and
cited the point made in the review about the current arrangements between providers. They also
expressed a query about the maintenance of statutory duties and lines of accountability in the any
arrangements. It should be clarified that all commissioners will retain and perform their statutory
duties, with providers and associated bodies held to account through any contracts held with the
CCG(s).
Going forward, the workstream taking forward the recommendations of the HSR will be known as
the Hospital Services programme (subject to agreement from our Citizen’s Panel and other public
stakeholders that this phrase is easily understood).
The governance will continue to recognise the need to involve all trusts and CCGs, and other core
stakeholders, and the need for strong leadership. All relevant organisations should continue to be
equitably and appropriately represented in the governance of the programme.
The governance will be formally laid out in, and signed off as a part of the Terms of Reference for the
sustainability of acute services work going forward. However in summary we propose the following
arrangements.
Programme Governance:


A Hospital Services Steering Group. Stakeholder organisations agreed (in the Joint
Committee of Clinical Commissioning Groups (JCCCG) and Collaborative Partnership Board)
that we should maintain and expand the HSR Steering Group. The Steering Group will be a
dedicated clinical and operational group at executive level, which will oversee the
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development of the hospital services work and be accountable for delivery of the work
programme within organisations. It will play a key role in the evolution of Review process,
including the development of reconfiguration options and robust evaluation and appraisal
frameworks.
The Steering Group (SG) is likely to bring together Medical Directors and operations
executives from acute trusts, CCG Accountable Officers, senior leads from the community
and mental health trusts and the Yorkshire Ambulance Service, and NHS England.
Moving forward, it is proposed that there should be designated sub‐committees under the
SG, such as a strategic travel group and a data and modelling group. Respondents were keen
to ensure that they were represented on these groups and the membership of these groups
will be confirmed in the Terms of Reference.


Clinical Working Groups (CWGs) will bring together clinicians, nurses, and operations
directors, and other healthcare professionals from the acute trusts, to advise on the
development and evaluation of any proposals. Community and mental health services,
primary care and commissioning representatives will also sit on CWGs to ensure the
perspectives of the different clinical sectors are heard.



The Collaborative Partnership Board (CPB) will have formal oversight of the programme for
the ICS.

Statutory and Delegated powers:


The Boards and Governing Bodies of the trusts and CCGs will be responsible for formal sign‐
off of proposals, since at this point they are the organisations which are statutorily
accountable. These groups include Non‐Executive Directors.
Ultimately, statutory powers around decision making on service change rest with the CCGs,
who will sign off and lead any consultation on service change.



The Joint Committee of Clinical Commissioning Groups (JCCCG), Committees in Common
(CIC) for the acute trusts, and the ICS Executive Steering Group do not currently have any
formal delegated powers around this workstream but will continue to oversee and advise on
direction.
However, as part of work to develop the Integrated Care System, we are seeking to develop
the governance of the system, within the existing statutory framework. The arrangements
above may therefore evolve during the course of the programme if any changes are agreed
to the delegated powers of the JCCCG and CIC.

External scrutiny:


The Joint Health Oversight and Scrutiny Committee (JHOSC) will continue to exercise its
formal powers of scrutiny. Further governance arrangements involving Local Authorities may
evolve.



NHS England: The programme is committed to adhering to formal NHS England Gateway
processes, and will undertake these in a managed and scheduled way. There will continue to
be NHS England representation at SG. The ICS will also submit developing proposals to the
Northern England Clinical Senate for feedback on emerging proposals at the appropriate
time.
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8 TIMELINE FOR DELIVERY
The following section lays out the timeline for delivery of the work programme above, as well as the
proposed arrangements for public engagement and governance.

8.1 HIGH LEVEL TIMELINE
The next phase of work, including the development and evaluation of site‐specific options, will
commence in earnest in October. Engagement with staff, patients and the public will be ongoing
throughout the timeframe of the review, with plans aiming to launch a formal consultation on
detailed, developed options in the early autumn of 2019 (if required).
Both Trust Boards and CCG Governing Bodies flagged the timeline of the next stage of work as
something on which they would like further assurance. Organisations emphasised that decisions on
change need to be made and delivered with enough pace to not prolong uncertainty for staff, while
allowing sufficient time to fully consider the implications for staff, patients, and the public.
8.1.1

Agreed way forward

The timeline for delivery will be partly dependent on external factors, over which the health system
has limited control. However, the intention is that we should follow the following timeline for
reconfiguration work:


September 2018: SOC discussed in public session at Trust Boards and CCG Governing Bodies.
Governing Bodies sign off SOC under their statutory responsibilities for service change



October 2018: Sign‐off SOC at the Collaborative Partnership Board



October – February 2018: prepare and model site‐specific options; engagement with Clinical
Senate and JHOSC, and ongoing public engagement



February – October 2019: agree preferred option(s) for the pre consultation business case, if
required, with public engagement; NHSE assurance process; engagement with JHOSC; draft
PCBC;



October 2019 –January 2020: public consultation on options, if required



December 2020 onwards: Develop a Decision Making Business Case if required

Shared working plans for the establishment of Hosted Networks will be advanced alongside
reconfiguration works, with a proposed timetable as follows:


September – October 2018: Set up a programme to design and oversee implementation;
agree the framework for a Level 1 network, its priorities and scope



November – December 2018: Agree principles of engagement; appoint leads / hosts for the
networks



December 2018 – January 2019: Agree detailed requirements (including SLAs) of the leads /
host



February – March 2019: Design accountability framework; design governance and
contractual arrangements



1st April 2019: Launch Hosted Networks

Alongside these streams of work there will be a parallel stream on transformation to develop new
ways of working across the system, in conjunction with Health Education England, various groups of
healthcare professionals, patients and the public.
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An indicative timetable laying out the key milestones for the programme is detailed below.
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9 GLOSSARY
Term

Definition

A
A&E

An accident and emergency department provides acute care for patients who arrive
without prior appointment either by their own means or by ambulance and who have
medical or surgical conditions that are likely to need hospital admission. They are
typically open 24 hours a day, seven days a week.

Acute Care

Urgent short‐term treatment ‐ usually in a hospital ‐ for patients with a new injury or
illness or for patients with an existing condition that is worsening.

Acute Stroke Unit (ASU)

An acute neurological ward providing specialist services for people who have had a
stroke. Patients are cared for in an intensive model of care with continuous monitoring
and high nurse staffing levels. Typical length of stay may be up to 7 days. Patients are
typically admitted to a Hyper‐Acute Stroke Unit (HASU) for immediate emergency
treatment before transfer for an ASU for ongoing care.

Acute Trust

NHS acute trusts manage hospitals. Some are regional or national centres for
specialisms. Others are attached to universities and help to train clinicians. Some may
also provide community services.

Advanced
clinical An experienced, registered health and care practitioner with a Master’s level award or
practitioner (ACP)
equivalent that encompasses the four pillars of clinical practice, leadership and
management, education and research, with demonstration of core capabilities and area
specific clinical competence. ACPs undertake a level of practice characterised by a high
degree of autonomy and complex decision making. Specific roles include Advanced
Nurse Practitioner (ANP) and Advanced Therapy Practitioner (ATP). Delegating
responsibilities to these roles reduces the burden on other clinicians.
Alternative workforce

This general term refers to roles for healthcare professionals that are ‘non‐traditional’
and generally support or augment the work done by clinicians such as doctors and
nurses. It encompasses Physician Associates, advanced clinical practitioners and
support roles.

Antenatal Care

Care of women during pregnancy up to their going into labour by various healthcare
professionals to ensure that mother and baby are as healthy as possible during
pregnancy. This care also includes education, advice and support to make sure the
mother is ready for labour.

C
Care outside hospital

Care that takes place in a community setting. This could be a patient’s home or
community health centre.

Clinical Commissioning These are the health commissioning organisations that replaced primary care trusts
Groups (CCGs)
(PCTs) in April 2013. CCGs are led by GPs and represent a group of GP practices in a
certain area. They are responsible for purchasing healthcare services in both
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community and hospital settings.
Clinical governance

A framework through which NHS organisations are accountable for continuously
improving the quality of their services and safeguarding high standards of care by
creating an environment in which excellence in clinical care will flourish.

Clinical
interdependencies

Where some clinical services need other clinical services to be based on the same site
for particular types of care to be successfully and safely delivered.

Clinical pathway

A clinical pathway is a template or blueprint for a plan of care for a specific speciality or
condition. It is a guide to best practice treatment patterns, but does not replace the
need for clinical judgement in meeting an individual’s needs.

Clinical protocol

The detailed outline of the steps to be followed in the treatment of a patient with a
particular condition.

Clinical
Reference A group of clinicians and healthcare professionals convened to agree on and develop a
Group (CRG)
specific clinical process, protocol or standard. The group is typically governed by a
Terms of Reference and is part of a wider framework such as a Hosted Network.
Clinical Working Group A group comprised of clinicians, nurses, allied health professionals and other healthcare
(CWG)
professionals from a specific service in the scope of the HSR. The primary purpose of
the CWGs was to bring together members of staff from across SYB(MYND) to discuss
service challenges, best practice and potential solutions, as well as to provide input and
feedback into the review process.
Committees in Common A sub‐committee of multiple committees with an agreed level of delegated decision‐
(CiC)
making rights on behalf of each committee. There must be clear terms of reference and
reporting lines back to each committee.
Community Midwifery‐ A form of standalone midwifery‐led unit providing prenatal, midwifery and postnatal
led Unit / Birth Centre
services to predominantly low‐risk mothers (see SMLU).
Community services

A wide range of non‐emergency services provided closer to home at community
facilities including local health centres and GP practices. Some may be provided by
social care services.

Consultant‐led
obstetrics units

An obstetric unit with consultant presence, providing maternity and obstetric care to
mothers, with the capacity to deal with a broader range of complications and
conditions than a midwifery‐led unit.

D
District General Hospital Typically, the major healthcare facility in its locality with services that may include
(DGH)
maternity, ED, acute medicine, surgery and a range of outpatient care. It may also
provide some specialist facilities for care such as specialist surgery but does not cover
all specialist services.
E
Early
supported An intervention for adults after a stroke that allows their care to be transferred from an
discharge (ESD)
inpatient environment to a community setting. It enables people to continue their
rehabilitation therapy at home, with the same intensity and expertise that they would
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receive in hospital.
Elective care

Treatment that is planned in advance because it does not involve a medical emergency.

Emergency care

Treatment for acute medical and surgical emergencies that may need admission to
hospital. This includes severe pneumonia, diabetic coma, bleeding from the gut,
complicated fractures that need surgery, and other serious illnesses.

Emergency Department

An acute hospital department responsible for the delivery of emergency medicine and
care, providing treatment to patients arriving at hospital with an immediate care
requirement. Accident and Emergency is a form of ED.

Engagement

The measurable degree of a stakeholder or patient’s positive or negative involvement
with the NHS, which influences their willingness to take part in NHS issues. In the
context of the HSR, it refers to the involvement of different stakeholders to gather
views, feedback and recommendations.

Evaluation criteria

A series of questions and factors to test options against to determine whether they are
suitable and optimal for their intended purpose. Evaluation criteria have been agreed
and used in the HSR to test service reconfiguration options.

F
Facing the Future

Facing the Future: Standards for children with ongoing health needs3 are a set of
standards that focus on ensuring prompt and correct diagnosis, improving the long‐
term care and management of children in healthcare services. These standards were
developed jointly by the Royal Colleges for Paediatrics and Child Health, General
Practitioners, Nursing, Physicians and Psychiatrists.

Flexible working

The ability for clinicians and other healthcare professionals to work across multiple sites
in networked system of care.

Foundation Trusts

NHS foundation trusts (FTs) are NHS organisations that run acute, community or mental
health hospitals. They differ from non‐foundation trusts in that they have greater
financial autonomy and therefore more freedom to decide their own plans and the way
local services are run. Foundation trusts have members and a council of governors.

Function

In the context of the HSR, ‘function’ refers to specific operational and management
processes and is used as a generic term. It does not refer to statutory functions of NHS
bodies (such as commissioners) unless explicitly stated.

H
Hospital
Review (HSR)

Services The programme to review the shape and nature of acute hospital services across
SYB(MYND), culminating in this report. The HSR was commissioned by SYB
commissioners on behalf of the partners in the SYB STP.

Hosted Network

A clinical network between acute trusts where a host trust provides leadership and
coordination to support a system‐wide approach to: workforce deployment and
development; the adoption of standardised clinical guidelines; and the spread and

3

Facing the Future, Royal College of Paediatric and Child Health, available online at
https://www.rcpch.ac.uk/sites/default/files/page/Facing%20the%20Future%20Together%20for%20Child%20H
ealth%20final%20web%20version.pdf
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adoption of innovation and best practice.
Hub

A setting for care outside hospital where patients are brought together for treatment
also serving as a base for local healthcare teams. The services offered will vary
depending on local needs and will range from bases for multidisciplinary teams to 'one‐
stop' centres for GP services, diagnostic and outpatient appointments.

Hyper Acute Stroke Unit Hospital wards that specialise in treating people who have had a stroke. A dedicated
(HASU)
unit that gives all stroke patients access to the most up‐to‐date treatments and latest
research breakthroughs during the first 72 hours after a stroke: swift action can reduce
levels of disability and, in some cases, may even eradicate symptoms
completely. Patients will typically be transported to a Hyper Acute Stoke Unit for initial
emergency treatment before later being transferred to an ASU for ongoing care and
therapy.
I
Integrated Care System A partnership of NHS organisations, including providers and commissioners that
(ICS)
collaborate to provide healthcare in a region in a close and coordinated manner.
Member organisations take collective responsibility for managing resources, delivering
NHS standards and improving the health of the population they serve.
J
Joint Committee of A collective committee made up of representation from clinical commissioning groups
Clinical Commissioning (CCGs) in SYB.
Groups (JCCCG)
L
Lead / prime provider

A trust within a Hosted Network from which services are commissioned, which then
sub‐contracts service delivery to other trusts within the network. The lead / prime
provider holds other providers to account for outcomes and for adoption of clinical
protocols and pathways.

M
Midwifery

The profession which leads on normal pregnancy and birth and provides expert care to
mother and baby during pregnancy, childbirth and the postnatal period within a family
centred environment.

Midwifery Led Units

Units run by midwives that can either be run alongside a main hospital maternity unit
(AMLU) or completely standalone from hospital (SMLU). MLUs are ideal for handling
births with no complications. Women facing complications may be advised to give birth
at a consultant‐led maternity unit.

N
Neonatal Unit

A unit of a hospital that provides care and treatment of new‐born babies who are too
sick to be cared for by their mothers.

Networked services

The coordinated provision of care within a particular specialty across a number of
providers or sites in a region. Different elements of care may be provided at different
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sites, requiring patient transfer to the appropriate care location.
Nurse Practitioner

An Advanced Practice Registered Nurse who has completed graduate‐level education
(either a Master of Nursing or Doctor of Nursing Practice degree). Nurse Practitioners
treat both physical and mental conditions independently including prescription of
select medications.

O
Obstetrics

The medical speciality dealing with the care of pregnant women and their babies during
pregnancy, childbirth and the postnatal period.

P
Pairing

Two trusts working closely together to deliver an agreed set of joint functions. This may
include coordination of staff and resources across the two sites, supported by
appropriate contractual arrangements.

Physician Associate (PA)

Physician associates are medically trained, generalist healthcare professionals, who
work alongside doctors and provide medical care as an integral part of the
multidisciplinary team. Physician Associates work with a dedicated medical supervisor,
but are able to work autonomously with appropriate support.

Place

The term used in the SYB STP plan for the main areas and their healthcare organisations
that make up the SYB footprint. These are Barnsley, Bassetlaw, Doncaster, Rotherham
and Sheffield. They encompass health and social care providers, in acute and
community settings, as well as commissioners, local authorities and other key
stakeholders in an area based around key population centres.

Place Plans

Statements that set out the vision, ambitions and proposed direction of travel for the
design and delivery of health and care services in a Place. These plans are generally
produced by commissioners of health and care services, usually in cooperation with
service providers.

Primary care

Primary care services provide a first point of contact in the healthcare system for many
patients, acting as the ‘front door’ of the NHS. Primary care includes general practice,
community pharmacy, dental, and optometry (eye health) services. Patients may be
treated in this setting or referred for onward treatment in a different setting (such as
secondary or tertiary care).

R
Reconfiguration

The rearrangement of the location and type of clinical service provided across a given
area. It may include transferring the provision of different service components between
acute providers, as well as transfer of some care to alternate settings such as the
community.

Referral

The process whereby a patient is transferred from one professional to another, usually
for specialist advice and/or treatment.

Rotations

The formalised process of organising for staff to work across multiple sites or services in
a routine way. It may be used to facilitate provision of services in multiple locations or
to support staff development and training.
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Royal Colleges

The Royal Colleges are professional organisations for doctors, nurses and allied health
professionals. In general, they have a vision of improving, maintaining and promoting
standards of care within the specialist area which they cover. They work jointly to
develop policy on some issues and work closely with other organisations and
associations that have similar objectives. They promote education and research in their
respective fields.

S
Secondary care

Specialist healthcare usually provided in hospital after a referral from a GP or other
health professional.

Seldom heard groups

‘Seldom heard’ is a term used to describe groups who may experience barriers to
accessing services or are under‐represented in healthcare decision making.
Traditionally, some of the groups identified in engagement activities include rural
communities, black and minority ethnic (BME) groups, gypsies and travellers, lesbian,
gay, bisexual and transgender, asylum seekers and refugees and young carers.
However, teenagers, employees, people with mental health issues and many others
may also be considered as seldom heard, since they may not find it easy to engage with
traditional methods of public engagement.

Sentinel Stroke National The Sentinel Stroke National Audit Programme (SSNAP) aims to improve the quality of
Audit
Programme stroke care by measuring both the structure and processes of stroke care against
(SSNAP)
evidence based standards. These standards are informed by the National Clinical
Guideline for Stroke, and national and local benchmarks.
Short Stay Paediatric A facility within which children with acute illnesses, injuries or other urgent referrals
Assessment
Unit (from GPs, community nursing teams, walk‐in centres, NHS Direct and emergency
(SSPAU)
departments) can be assessed, investigated, observed for a short period of time and
treated without recourse to in‐patient areas. May be co‐located with ED.
Single service model

South Yorkshire
Bassetlaw (SYB)

A network where care is delivered directly by the lead trusts and responsibility for
patient care and clinical governance rests with that lead trust. Staff and resources are
paid for and managed directly by the lead trust and activity is commissioned directly
from the lead trust.
and SYB refers to the more specific region within SYB(MYND) that covers acute trusts which
will be members of the SYB shadow Integrated Care System, as well as the footprint of
SYB Sustainability and Transformation Plan.

South Yorkshire and SYB(ND) refers to the area within scope of this review (see SYB(MYND)), excluding Mid
Bassetlaw and North Yorkshire. It may be used to refer to recommendations on reconfiguration of services,
Derbyshire (SYB(ND))
in which Mid Yorkshire Hospitals NHS Trust is not included.
South Yorkshire and SYB is one of the first and largest Integrated Care Systems. An ICS brings partner
Bassetlaw
Integrated organisations closer together, taking further responsibility for finances in return for
Care System (SYB ICS)
greater flexibility in delivering NHS services. ICSs are in shadow form and due to go into
operation at the beginning of 2018/19 financial year. The shadow period refers to the
period before the full operation of the ICS, during which the system will develop and
gradually implement the governance, structural and financial arrangements required to
‘go live’ as an integrated care system.
South

Yorkshire

and SYB(MYND) refers to the area serviced by acute trusts within the scope of this review.
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Bassetlaw,
Yorkshire and
Derbyshire
(SYB(MYND))

Mid There are seven acute trusts in SYB(MYND): Barnsley Hospital NHS Foundation Trust,
North Doncaster and Bassetlaw Hospitals NHS Foundation Trust, Rotherham NHS Foundation
Trust, Sheffield Children’s NHS Foundation Trust, Sheffield Teaching Hospitals NHS
Foundation Trust, Chesterfield Royal Hospital NHS Foundation Trust, and Mid Yorkshire
Hospitals NHS Trust.

Standalone Midwifery Maternity units that are led and staffed by midwives without consultant presence, in a
Led Units (SMLU)
setting that is unattached to a hospital. They generally provide prenatal, midwifery and
postnatal care to lower risk mothers. They may be in community settings and are
sometimes called Community Birth Hubs or Centres.
Sustainability
Transformation
(STP)

and Five‐year plans covering all aspects of NHS spending within a given geographical
Plan footprint. STPs have a broad scope in planning healthcare, including: improving quality
and developing new models of care; improving health and wellbeing; and improving
efficiency of services. STPs are developed by Sustainability and Transformation
Partnerships, made up of NHS organisations and local councils. The SYB STP has now
become an Integrated Care System (see ICS).

T
Tertiary care

Highly specialised treatment such as neurosurgery, transplants and secure forensic
mental health services.

U
Unwarranted
variation

clinical Variation that cannot be explained by the condition or the preference of the patient; it
is variation that can only be explained by differences in health system performance

Urgent
Treatment Urgent care centres designed as an alternative to ED departments for patients with less
Centre (UTC)
severe, non‐emergency conditions. Often co‐located with EDs with patients triaged and
streamed at the front door, and equipped to diagnose and deal with many of the most
common patient conditions. May also be standalone at sites without an ED.
W
Whole‐time equivalent Whole‐time equivalent is a unit that indicates the workload of an employed person (or
(WTE)
student) in a way that makes workloads or class loads comparable across various
contexts. For medical staff, it generally refers to 10 programmable activities per week
of resource.
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Title of
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Governing Body
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Paper Title:

West Yorkshire and Harrogate Integrated
Care System Memorandum of
Understanding (MOU)
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paper is for):
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Discussion
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Public/Private Section:

Public
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N/A

Assurance

Information

Report Author and Job Ruth Unwin,
Title:
Associate Director of Corporate Affairs
Responsible Clinical
Dr Phillip Earnshaw
Lead:
Chair & Clinical Leader
Responsible
Jo Webster,
Governing Board
Chief Officer
Executive Lead:
Recommendations:
It is recommended that the Governing Body:
a) approve the Memorandum of Understanding; and
b) authorise the Chief Officer to sign the Memorandum of Understanding.
Executive Summary:
West Yorkshire and Harrogate Health and Care Partnership (WY&H HCP) was formed in 2016
as one of 44 Sustainability and Transformation Partnerships (STPs), in response to the NHS
Five Year Forward View. It brings together all health and care organisations in Bradford
District and Craven, Calderdale, Harrogate, Kirklees, Leeds and Wakefield.
In November 2016 the STP published high level proposals to improve health, reduce care
variation and manage our finances. Since then the partnership has made significant progress
to build capacity and infrastructure and establish the governance arrangements and ways of
working that will enable us to achieve our collective aims.
The partnership has established a Joint Committee of CCGs and Committee in Common for
acute trusts; these will strengthen collaborative working and facilitate joint decision making. In
October 2017 the System Leadership Executive Group agreed that a new MoU should be
developed to formalise working arrangements and support the next stage of development of
the WY&H HCP. The MoU builds on the existing partnership arrangements to establish more
robust mutual accountability.
The final draft of the MoU is attached.
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Purpose of the MoU
The MoU is an agreement between the WY&H health and care partners. It sets out the details
of our commitment to work together in partnership to realise our shared ambitions to improve
the health of the 2.6 million people who live in our area, and to improve the quality of their
health and care services. The MoU does not seek to introduce a hierarchical model; rather it
provides a mutual accountability framework to underpin collective ownership of delivery. It also
provides the basis for a refreshed relationship between local NHS organisations and national
oversight bodies.
The MoU is not a legal contract, but is a formal agreement between all of the partners. It is
based on an ethos that the partnership is a servant of the people in West Yorkshire and
Harrogate and of its member organisations. It does not replace or override the legal and
regulatory frameworks that apply to our statutory NHS organisations and Councils. Instead it
sits alongside and complements these frameworks, creating the foundations for closer and
more formal collaboration. The draft MoU should be read in conjunction with the STP Plan,
published in November 2016, the Next Steps (February 2018) and the local plan for [this
Place].
The text of the MoU sets out details of:
 The context for our partnership;
 The partner organisations;
 How we work together in WY&H, including our principles, values and behaviours;
 The objectives of the partnership, and how our joint priority programmes and enabling
workstreams will improve service delivery and outcomes across WY&H;
 Our mutual accountability and governance arrangements, including how we will move
towards a new approach to assurance, regulation and accountability with the NHS
national bodies;
 Our joint financial framework;
 The support that will be provided to the Partnership by the national and regional teams
of NHSE and NHSI;
 Which aspects of the agreement apply to particular types of organisation.
Becoming and Integrated Care System
In May 2018 NHS England and NHS Improvement announced that WY&H HCP would be one
of four health and care systems to join the Integrated Care System (ICS) Development
Programme.
This integrated approach to health and care will continue to support much closer working
between our organisations. The MoU will provide a firm foundation for this. It reflects and
builds on the current ways of working and agreed principles for the partnership and maintains
an ethos of the primacy of local Place.
Progress to Date
Over recent months drafts of the MoU has been discussed in development sessions by
members of the Boards and Governing Bodies of partner organisations and by members of
Health and Wellbeing Boards and the WY&H Joint Overview and Scrutiny Committee.
Feedback from these discussions has directly influenced the development of the final draft,
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which has now been agreed by the WY&H HCP System Leadership Executive Group. The
MOU will be formally considered by the Wakefield Health and Wellbeing Board on 20
September.
The HCP core team has sought a legal opinion on the text of the MoU, on behalf of all Partner
organisations. The lawyers were able to provide helpful suggestions to improve clarity and
remove elements of ambiguity. They also confirmed that the MoU was sound, and was not
inconsistent with statutory or regulatory frameworks, or with the powers and duties of
individual partners.
By signing the MoU we will commit to play our full role as a member of WY&H HCP and to
work within the frameworks described. Accepting our share of collective responsibility will give
us and our partners the opportunity to achieve greater autonomy and control over how we
develop and transform our health and care services.
The partnership will be an overall collaborative framework for local Accountable Care
Partnerships.
Next steps
Each Partner organisation is being asked to approve and sign the MoU. It is expected that this
process will be completed over the summer.
Link to overarching
Reduction in hospital admissions where appropriate
principles from the

leading to reinvesting in prevention
strategic plan:
New Accountable Care Systems to deliver new
models of care
Collective prevention resource across the health and
social care sector and wider social determinant
partners
Expanded Health and Wellbeing board membership
to represent wider determinants
A strong ambitious co-owned strategy for ensuring
safe and healthy futures for children
A shift towards allocation of resources based upon
primary and secondary prevention and social
determinants of ill health
Transforming to become a sustainable financial
economy
Organising ourselves to deliver for our patients

Outcome of Integrated
Impact Assessment
completed (IIA)
Outline public
engagement – clinical,
stakeholder and
public/patient:
Management of Conflicts
of Interest:
Assurance departments/
organisations who will
be affected have been
consulted:

Not applicable

Not applicable

Not applicable
The MOU will be considered by all member organisations of the
WY&H ICS.
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Previously presented at
committee / governing
body:

Not applicable

Reference document(s) /
enclosures:

Draft MOU & Terms of Reference for the System Oversight and
Assurance Group, System Leadership Executive, Clinical Forum
and Partnership Board are attached.
The MOU can be found at http://www.wyhjointcommiteeccgs.co.uk/pdf/62_18_MoU.pdf

Risk Assessment:

Not applicable

Finance/ resource
implications:

Not applicable
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A Memorandum of Understanding (MOU) for the
West Yorkshire and Harrogate Health and Care Partnership
Introduction
1. The purpose of this paper is to seek the Governing Body’s approval for:


the Memorandum of Understanding (MoU) for the West Yorkshire and
Harrogate Health and Care Partnership; and



NHS Wakefield to commit to working in partnership by authorising the Chief
Officer to sign the MoU.

Background
2. West Yorkshire and Harrogate Health and Care Partnership (WY&H HCP) was
formed in 2016 as one of 44 Sustainability and Transformation Partnerships
(STPs), in response to the NHS Five Year Forward View. It brings together all
health and care organisations in our six places: Bradford District and Craven,
Calderdale, Harrogate, Kirklees, Leeds and Wakefield.
3. In November 2016 the STP published high level proposals to improve health,
reduce care variation and manage our finances. Since then the partnership has
made significant progress to build capacity and infrastructure and establish the
governance arrangements and ways of working that will enable us to achieve our
collective aims.
4. The partnership has already begun to make an impact in other important areas.
Our Cancer Alliance Board is a national exemplar, and has attracted £12.6m in
funding to transform cancer diagnostics. We have developed a strategic case for
change for stroke from prevention to after care. We have streamlined
management of CCGs and established a Joint Committee of CCGs and
Committee in Common for acute trusts; these will strengthen collaborative
working and facilitate joint decision making. We have secured £31m in
transformation funding for A&E, cancer, mental health, learning disabilities and
diabetes, and £38m capital from the Autumn budget for CAMHS, pathology,
telemedicine, and digital imaging.
5. In October 2017 the System Leadership Executive Group agreed that a new MoU
should be developed to formalise working arrangements and support the next
stage of development of the WY&H HCP. The MoU builds on the existing
partnership arrangements to establish more robust mutual accountability.
6. A link is provided with this paper to the final draft of the MoU.
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Purpose of the MoU
7. The MoU is an agreement between the WY&H health and care partners. It sets
out the details of our commitment to work together in partnership to realise our
shared ambitions to improve the health of the 2.6 million people who live in our
area, and to improve the quality of their health and care services.
8. The MoU does not seek to introduce a hierarchical model; rather it provides a
mutual accountability framework to underpin collective ownership of delivery. It
also provides the basis for a refreshed relationship between local NHS
organisations and national oversight bodies.
9. The MoU is not a legal contract, but is a formal agreement between all of the
partners. It is based on an ethos that the partnership is a servant of the people in
West Yorkshire and Harrogate and of its member organisations. It does not
replace or override the legal and regulatory frameworks that apply to our statutory
NHS organisations and Councils. Instead it sits alongside and complements these
frameworks, creating the foundations for closer and more formal collaboration.
10. The draft MoU should be read in conjunction with the STP Plan, published in
November 2016, the Next Steps (February 2018) and the local plan for Wakefield.
11. The MoU provides a platform for:
a) a refresh of the governance arrangements for the partnership,
including across WY&H, and the relationship with individual Places
and statutory bodies;
b) the delivery of a mutual accountability framework that ensures we have
collective ownership of delivery, rather than a hierarchical approach
c) a new approach to commissioning, and maturing provider networks
that collaborate to deliver services in place and at WY&H level;
d) clinical and managerial leadership of change in major transformation
programmes;
e) a transparent and inclusive approach to citizen engagement in
development, delivery and assurance;
f) better political ownership of, and engagement in the agenda,
underpinned by regular opportunities for challenge and scrutiny; and
g) a new assurance and accountability relationship with the NHS
regulatory and oversight bodies that provides new flexibilities for
WY&H to assert greater control over system performance and delivery
and the use of transformation and capital funds; and
h) the agreement an effective system of risk management and reward for
NHS bodies.
12.

The text of the MoU sets out details of:
 The context for our partnership;
 The partner organisations;
 How we work together in WY&H, including our principles, values and
behaviours;
 The objectives of the partnership, and how our joint priority programmes and
enabling workstreams will improve service delivery and outcomes across
2
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WY&H;
Our mutual accountability and governance arrangements, including how we
will move towards a new approach to assurance, regulation and
accountability with the NHS national bodies;
Our joint financial framework;
The support that will be provided to the Partnership by the national and
regional teams of NHSE and NHSI;
Which aspects of the agreement apply to particular types of organisation.

Becoming and Integrated Care System
13. In May 2018 NHS England and NHS Improvement announced that WY&H HCP
would be one of four health and care systems to join the Integrated Care
System (ICS) Development Programme. This demonstrated national recognition
for the way our WY&H partnership works and for the progress we have made. It
means we can join the leading edge of health and care systems, gaining more
influence and more control over the way we deliver services and support for the
2.6 million people living in our area.
14. The importance of joining up services for people at a local level in Bradford
District and Craven; Calderdale; Harrogate and Rural District; Kirklees; Leeds;
and Wakefield is at the heart of our local plans and our WY&H programmes. All
decisions on services are made as locally and as close to people as possible.
Our move to becoming an ICS is predicated on this continuing to be the case.
15. This integrated approach to health and care will continue to support much
closer working between our organisations. The MoU will provide a firm
foundation for this. It reflects and builds on the current ways of working and
agreed principles for the partnership and maintains an ethos of the primacy of
local Place.
Progress to Date
16. Over recent months drafts of the MoU have been discussed in development
sessions by members of the Boards and Governing Bodies of partner
organisations and by members of Health and Wellbeing Boards and the WY&H
Joint Overview and Scrutiny Committee.
17. Feedback from these discussions has directly influenced the development of the
final draft, which has now been agreed by the WY&H HCP System Leadership
Executive Group.
18.

The HCP core team has sought a legal opinion on the text of the MoU, on
behalf of all Partner organisations. The lawyers were able to provide helpful
suggestions to improve clarity and remove elements of ambiguity. They also
confirmed that the MoU was sound, and was not inconsistent with statutory or
regulatory frameworks, or with the powers and duties of individual partners.

3
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What it means for Wakefield
19.

By signing the MoU we will commit to play our full role as a member of WY&H
HCP and to work within the frameworks described. Accepting our share of
collective responsibility will give us and our partners the opportunity to
achieve greater autonomy and control over how we develop and transform
our health and care services.

20.

The partnership will be an overall collaborative framework for local
Accountable Care Partnerships.

Next steps
21.

Each Partner organisation is being asked to approve and sign the MoU. It is
expected that this process will be completed over the summer.

Recommendations
22.

Members of the Governing Body are asked to:
a) Approve the MoU; and
b) Authorise the Chief Officer to sign the MoU.

4
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Foreword
Since the creation of West Yorkshire and Harrogate Health and Care Partnership in
March 2016, the way we work has been further strengthened by a shared commitment
to deliver the best care and outcomes possible for the 2.6 million people living in our
area.
Our commitment remains the same and our goal is simple: we want everyone in West
Yorkshire and Harrogate to have a great start in life, and the support they need to stay
healthy and live longer. We are committed to tackling health inequalities and to
improving the lives of the poorest fastest. Our commitment to an NHS free at the point
of delivery remains steadfast, and our response to the challenges we face is to
strengthen our partnerships.
The proposals set out in our plan are firming up into specific actions, backed by
investments. This is being done with the help of our staff and communities, alongside
their representatives, including voluntary, community organisations and local
councillors. Our bottom-up approach means that this is happening at both a local and
WY&H level which puts people, not organisations, at the heart of everything we do.
We have agreed to develop this Memorandum of Understanding to strengthen our joint
working arrangements and to support the next stage of development of our
Partnership. It builds on our existing collaborative work to establish more robust mutual
accountability and break down barriers between our separate organisations.
Our partnership is already making a difference. We have attracted additional funding
for people with a learning disability, and for cancer diagnostics, diabetes and a new
child and adolescent mental health unit.
However, we know there is a lot more to do. The health and care system is under
significant pressure, and we also need to address some significant health challenges.
For example we have higher than average obesity levels, and over 200,000 people are
at risk of diabetes. There are 3,600 stroke incidents across our area and we have
developed a strategic case for change for stroke from prevention to after care and are
identifying and treating people at high risk of having a stroke.
We all agree that working more closely together is the only way we can tackle these
challenges and achieve our ambitions. This Memorandum demonstrates our clear
commitment to do this.

Rob Webster
West Yorkshire and Harrogate Health and Care Partnership Lead
CEO South West Yorkshire Partnership NHS FT
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1. Parties to the Memorandum
The members of the West Yorkshire and Harrogate Health and Care
Partnership (the Partnership) , and parties to this Memorandum, are:

1.1.

Local Authorities


City of Bradford Metropolitan District Council



Calderdale Council



Craven District Council



Harrogate Borough Council



Kirklees Council



Leeds City Council



North Yorkshire County Council1



Wakefield Council

NHS Commissioners


NHS Airedale, Wharfedale and Craven CCG



NHS Bradford City CCG



NHS Bradford Districts CCG



NHS Calderdale CCG



NHS Greater Huddersfield CCG



NHS Harrogate and Rural District CCG



NHS Leeds CCG



NHS North Kirklees CCG



NHS Wakefield CCG



NHS England

NHS Service Providers


Airedale NHS Foundation Trust



Bradford District Care NHS Foundation Trust



Bradford Teaching Hospitals NHS Foundation Trust



Calderdale and Huddersfield NHS Foundation Trust



Harrogate and District NHS Foundation Trust



Leeds and York Partnership NHS Foundation Trust



Leeds Community Healthcare NHS Trust



The Leeds Teaching Hospitals NHS Trust



The Mid Yorkshire Hospitals NHS Trust

4
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South West Yorkshire Partnership NHS Foundation Trust1



Tees, Esk, and Wear Valleys NHS Foundation Trust1



Yorkshire Ambulance Service NHS Trust1

Heath Regulator and Oversight Bodies


NHS England



NHS Improvement

Other National Bodies


Health Education England




Public Health England
Care Quality Commission [TBC]

Other Partners


Locala Community Partnerships CIC



Healthwatch Bradford and District



Healthwatch Calderdale



Healthwatch Kirklees



Healthwatch Leeds



Healthwatch North Yorkshire



Healthwatch Wakefield



Yorkshire and Humber Academic Health Science Network1.

As members of the Partnership all of these organisations subscribe to the
vision, principles, values and behaviours stated below, and agree to participate in
the governance and accountability arrangements set out in this Memorandum.
1.2.

Certain aspects of the Memorandum are not relevant to particular types of
organisation within the partnership. These are indicated in the table at Annex 1.

1.3.

Definitions and Interpretation
This Memorandum is to be interpreted in accordance with the Definitions
and Interpretation set out in Schedule 1, unless the context requires otherwise.

1.4.

Term
This Memorandum shall commence on the date of signature of the
Partners, and shall continue for an initial period of three (3) years and thereafter
subject to an annual review of the arrangements by the [Partnership Board].

1.5.

1

These organisations are also part of neighbouring STPs.

5
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Local Government role within the partnership
The West Yorkshire and Harrogate Health and Care Partnership includes
eight local government partners. The five Metropolitan Councils in West Yorkshire
and North Yorkshire County Council lead on public health, adult social care and
children’s services, as well as statutory Health Overview and Scrutiny and the
local Health and Wellbeing Boards. The Metropolitan Councils, Harrogate
Borough Council and Craven District Council lead on housing. Together, they
work with the NHS as commissioning and service delivery partners, as well as
exercising formal powers to scrutinise NHS policy decisions.

1.6.

Within the WY&H partnership the NHS organisations and Councils will work
as equal partners, each bringing different contributions, powers and
responsibilities to the table.

1.7.

Local government’s regulatory and statutory arrangements are separate
from those of the NHS. Councils are subject to the mutual accountability
arrangements for the partnership. However, because of the separate regulatory
regime certain aspects of these arrangements will not apply. Most significantly,
Councils would not be subject a single NHS financial control total and its
associated arrangements for managing financial risk. However, through this
Memorandum, Councils agree to align planning, investment and performance
improvement with NHS partners where it makes sense to do so. In addition,
democratically elected councillors will continue to hold the partner organisations
accountable through their formal Scrutiny powers.

1.8.

Partners in Local Places
The NHS and the Councils within the partnership have broadly similar
definitions of place. (The rural Craven district is aligned with Bradford for NHS
purposes, but is seen as a distinct local government entity in its own right within
North Yorkshire.)

1.9.

All of the Councils, CCGs, Healthcare Providers and Healthwatch
organisations are part of their respective local place-based partnership
arrangements. The extent and scope of these arrangements is a matter for local
determination, but they typically include elements of shared commissioning,
integrated service delivery, aligned or pooled investment and joint decisionmaking. Other key members of these partnerships include:

1.10.



GP Federations



Specialist community service providers




Voluntary and community sector organisations and groups
Housing associations.



other primary care providers such as community pharmacy, dentists,
optometrist



independent health and care providers including care homes

6
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2. Introduction and context
This Memorandum of Understanding (Memorandum) is an understanding
between the West Yorkshire and Harrogate health and care partners. It sets out
the details of our commitment to work together in partnership to realise our
shared ambitions to improve the health of the 2.6 million people who live in our
area, and to improve the quality of their health and care services.

2.1.

West Yorkshire and Harrogate Health and Care Partnership began as one
of 44 Sustainability and Transformation Partnerships (STPs) formed in 2016, in
response to the NHS Five Year Forward View. It brings together all health and
care organisations in our six places: Bradford District and Craven2 , Calderdale,
Harrogate, Kirklees, Leeds and Wakefield.

2.2.

Our partnership is not a new organisation, but a new way of working to
meet the diverse needs of our citizens and communities. NHS services have
come together with local authorities, charities and community groups to agree
how we can improve people’s health and improve the quality of their health and
care services.

2.3.

We published our high level proposals to close the health, care and finance
gaps that we face in November 2016. Since then we have made significant
progress to build our capacity and infrastructure and establish the governance
arrangements and ways of working that will enable us to achieve our aims.

2.4.

Purpose
The purpose of this Memorandum is to formalise and build on these
partnership arrangements. It does not seek to introduce a hierarchical model;
rather it provides a mutual accountability framework, based on principles of
subsidiarity, to ensure we have collective ownership of delivery. It also provides
the basis for a refreshed relationship with national oversight bodies.
2.5.

The Memorandum is not a legal contract and is not intended to be legally
binding and no legal obligations or legal rights shall arise between the Partners
from this Memorandum. It is a formal understanding between all of the Partners
who have each entered into this Memorandum intending to honour all their
obligations under it. It is based on an ethos that the partnership is a servant of
the people in West Yorkshire and Harrogate and of its member organisations. It
does not replace or override the legal and regulatory frameworks that apply to our
statutory NHS organisations and Councils. Instead it sits alongside and
complements these frameworks, creating the foundations for closer and more
formal collaboration.
2.6.

Nothing in this Memorandum is intended to, or shall be deemed to,
establish any partnership or joint venture between the Partners to the

2.7.

2

Whilst Craven is organisationally aligned with the NHS in Bradford, it is a distinctive place in its
own right, forming part of North Yorkshire.
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Memorandum, constitute a Partner as the agent of another, nor authorise any of
the Partners to make or enter into any commitments for or on behalf of another
Partner.
The Memorandum should be read in conjunction with the Partnership Plan,
published in November 2016, the Next Steps (February 2018) and the six local
Place plans across West Yorkshire and Harrogate.

2.8.

Developing new collaborative relationships
Our approach to collaboration begins in each of the 50-60 neighbourhoods
which make up West Yorkshire and Harrogate, in which GP practices work
together, with community and social care services, to offer integrated health and
care services for populations of 30-50,000 people. These integrated
neighbourhood services focus on preventing ill health, supporting people to stay
well, and providing them with high quality care and treatment when they need it.

2.9.

Neighbourhood services sit within each of our six local places (Bradford
District and Craven, Calderdale, Harrogate, Kirklees, Leeds and Wakefield).
These places are the primary units for partnerships between NHS services, local
authorities, charities and community groups, which work together to agree how to
improve people’s health and improve the quality of their health and care services.

2.10.

The focus for these partnerships is moving increasing away from simply
treating ill health to preventing it, and to tackling the wider determinants of health,
such as housing, employment, social inclusion and the physical environment.

2.11.

These place-based partnerships, overseen by Health and Wellbeing
Boards, are key to achieving the ambitious improvements we want to see.
However, we have recognised that there also clear benefits in working together
across a wider footprint and that local plans need to be complemented with a
common vision and shared plan for West Yorkshire and Harrogate as a whole.
We apply three tests to determine when to work at this level:

2.12.



to achieve a critical mass beyond local population level to achieve the best
outcomes;



to share best practice and reduce variation; and



to achieve better outcomes for people overall by tackling ‘wicked issues’ (ie,
complex, intractable problems).

The arrangements described in this Memorandum describe how we will
organise ourselves, at West Yorkshire & Harrogate level, to provide the best
health and care, ensuring that decisions are always taken in the interest of the
patients and populations we serve.

2.13.
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Promoting Integration and Collaboration
The Partners acknowledge the statutory and regulatory requirements which
apply in relation to competition, patient choice and collaboration. Within the
constraints of these requirements we will aim to collaborate, and to seek greater
integration of services, whenever it can be demonstrated that it is in the interests
of patients and service users to do so.

2.14.

The Partners are aware of their competition compliance obligations, both
under competition law and, in particular (where applicable) under the NHS
Improvement Provider Licence for NHS Partners and shall take all necessary
steps to ensure that they do not breach any of their obligations in this
regard. Further, the Partners understand that in certain circumstances
collaboration or joint working could trigger the merger rules and as such be
notifiable to the Competition and Markets Authority and Monitor/NHS
Improvement and will keep this position under review accordingly.

2.15.

The Partners understand that no decision shall be made to make changes
to services in West Yorkshire and Harrogate or the way in which they are
delivered without prior consultation where appropriate in accordance with the
partners statutory and other obligations.

2.16.
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3. How we work together in West Yorkshire and Harrogate
Our vision
We have worked together to develop a shared vision for health and care
services across West Yorkshire and Harrogate. All proposals, both as Partner
organisations and at a Partnership level should be supportive of the delivery of
this vision:

3.1.



Places will be healthy - you will have the best start in life, so you can live
and age well.



If you have long term health conditions you will be supported to self-care
through GPs and social care services working together. This will include
peer support and via technology, such as telemedicine.



If you have multiple health conditions, there will be a team supporting your
physical, social and mental health needs. This will involve you, your family
and carers, the NHS, social care and voluntary and community
organisations.



If you need hospital care, it will usually mean going to your local hospital,
which works closely with others to give you the best care possible



Local hospitals will be supported by centres of excellence for services such
as cancer and stroke



All of this will be planned and paid for together, with councils and the NHS
working together to remove the barriers created by planning and paying for
services separately. For example community and hospital care working
together.



Communities and staff will be involved in the development and design of
plans so that everyone truly owns their health care services.

Overarching leadership principles for our partnership
We have agreed a set of guiding principles that shape everything we do
through our partnership:

3.2.



We will be ambitious for the people we serve and the staff we employ



The West Yorkshire and Harrogate partnership belongs to its citizens and
to commissioners and providers, councils and NHS so we will build
constructive relationships with communities, groups and organisations to
tackle the wide range of issues which have an impact on people’s health
and wellbeing.



We will do the work once – duplication of systems, processes and work
should be avoided as wasteful and potential source of conflict



We will undertake shared analysis of problems and issues as the basis of
taking action



We will apply subsidiarity principles in all that we do – with work taking
10
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place at the appropriate level and as near to local as possible
Our shared values and behaviours
We commit to behave consistently as leaders and colleagues in ways
which model and promote our shared values:

3.3.



We are leaders of our organisation, our place and of West Yorkshire and
Harrogate;



We support each other and work collaboratively;



We act with honesty and integrity, and trust each other to do the same;



We challenge constructively when we need to;



We assume good intentions; and



We will implement our shared priorities and decisions, holding each other
mutually accountable for delivery.

Partnership objectives
Our ambitions for improving health outcomes, joining up care locally, and
living within our financial means were set out in our STP plan (November 2016,
available at: https://wyhpartnership.co.uk/meetings-and-publications/publications).
This Memorandum reaffirms our shared commitment to achieving these
ambitions and to the further commitments made in Next Steps for the West
Yorkshire and Harrogate Health and Care Partnership, published in February
2018.
3.4.

In order to achieve these ambitions we have agreed the following broad
objectives for our Partnership:

3.5.

i.

ii.

To make fast and tangible progress in:


enhancing urgent and emergency care,



strengthening general practice and community services,



improving mental health services,



improving cancer care,



prevention at scale of ill-health,



collaboration between acute service providers,



improving stroke services, and



improving elective care, including standardisation of commissioning
policies.

To enable these transformations by working together to:


Secure the right workforce, in the right place, with the right skills, to
deliver services at the right time, ensuring the wellbeing of our staff ,
11
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Engage our communities meaningfully in co-producing services,



Use digital technology to drive change, ensure systems are interoperable, and create a 21st Century NHS,



Place innovation and best practice at the heart of our collaboration,
ensuring that our learning benefits the whole population,



Develop and shape the strategic capital and estates plans across West
Yorkshire and Harrogate, maximising all possible funding sources and
ensuring our plans support the delivery of our clinical strategy, and



Ensure that we have the best information, data, and intelligence to inform
the decisions that we take.

iii.

To manage our financial resources within a shared financial framework for
health across the constituent CCGs and NHS provider organisations; and to
maximise the system-wide efficiencies necessary to manage within this
share of the NHS budget;

iv.

To operate as an integrated health and care system, and progressively to
build the capabilities to manage the health of our population, keeping people
healthier for longer and reducing avoidable demand for health and care
services;

v.

To act as a leadership cohort, demonstrating what can be achieved with
strong system leadership and increased freedoms and flexibilities.

Delivery improvement
Delivery and transformation programmes have been established to enable
us to achieve the key objectives set out above. Programme Mandates have been
developed for each programme and enabling workstream. These confirm:

3.6.



The vision for a transformed service



The specific ambitions for improvement and transformation



The component projects and workstreams



The leadership arrangements.

Each programme has undergone a peer review ‘check and confirm’
process to confirm that it has appropriate rigour and delivery focus.

3.7.

As programme arrangements and deliverables evolve over time the
mandates will be revised and updated as necessary.

3.8.

12
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4. Partnership Governance
The Partnership does not replace or override the authority of the Partners’
Boards and governing bodies. Each of them remains sovereign and Councils
remain directly accountable to their electorates.

4.1.

The Partnership provides a mechanism for collaborative action and
common decision-making for those issues which are best tackled on a wider
scale.

4.2.

A schematic of our governance and accountability relationships is provided
at Annex 2 and terms of reference of the Partnership Board, System Leadership
Executive and System Oversight and Assurance Group are provided at Annex 3.

4.3.

Partnership Board
A Partnership Board will be established to provide the formal leadership for
the Partnership. The Partnership Board will be responsible for setting strategic
direction. It will provide oversight for all Partnership business, and a forum to
make decisions together as Partners on the range of matters highlighted in
section 7 of this Memorandum, which neither impact on the statutory
responsibilities of individual organisations nor have been delegated formally to a
collaborative forum.

4.4.

The Partnership Board is to be made up of the chairs and chief executives
from all NHS organisations, elected member Chairs of Health and Wellbeing
Boards, one other elected member, and chief executives from Councils and
senior representatives of other relevant Partner organisations. The Partnership
Board will have an independent chair and will meet at least four times each year
in public.

4.5.

The Partnership Board has no formal delegated powers from the
organisations in the Partnership. However, over time our expectation is that
regulatory functions of the national bodies will increasingly be enacted through
collaboration with our leadership. It will work by building agreement with leaders
across Partner organisations to drive action around a shared direction of travel.

4.6.

System Leadership Executive
The System Leadership Executive (SLE) Group includes each statutory
organisation and representation from other Partner organisations. The group is
responsible for overseeing delivery of the strategy of the Partnership, building
leadership and collective responsibility for our shared objectives.

4.7.

Each organisation will be represented by its chief executive or accountable
officer. Members of the SLE will be responsible for nominating an empowered
deputy to attend meetings of the group if they are unable to do so personally.
Members of the SLE will be expected to recommend that their organisations
support agreements and decisions made by SLE (always subject to each
Partner’s compliance with internal governance and approval procedures).

4.8.
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System Oversight and Assurance Group
A new system oversight and assurance group (SOAG) will be established
in 2018/19 to provide a mechanism for Partner organisations to take ownership of
system performance and delivery and hold one another to account. It will:

4.9.



be chaired by the Partnership Lead;



include representation covering each sector / type of organisation;



regularly review a dashboard of key performance and transformation
metrics; and



receive updates from WY&H programme boards.

4.10.

The SOAG will be supported by the partnership core team.

West Yorkshire and Harrogate programme governance
Strong governance and programme management arrangements are built
into each of our West Yorkshire and Harrogate priority and enabling programmes
(the Programmes). Each programme has a Senior Responsible Owner, typically
a Chief Executive, accountable officer or other senior leader, and has a structure
that builds in clinical and other stakeholder input, representation from each of our
six places and each relevant service sector.

4.11.

Programmes will provide regular updates to the System Leadership
Executive and System Oversight and Assurance Group. These updates will be
published on the partnership website.

4.12.

Other governance arrangements between Partners
The Partnership is also underpinned by a series of governance
arrangements specific to particular sectors (eg commissioners, acute providers,
mental health providers, Councils) that support the way it works. These are
described in paragraphs 4.14 to 4.29 below.

4.13.

The West Yorkshire and Harrogate Joint Committee of Clinical
Commissioning Groups
The nine CCGs in West Yorkshire and Harrogate are continuing to develop
closer working arrangements within each of the six Places that make up our
Partnership.

4.14.

The CCGs have established a Joint Committee, which has delegated
authority to take decisions collectively. The Joint Committee is made up of
representatives from each CCG. To make sure that decision making is open and
transparent, the Committee has an independent lay chair and two lay members
drawn from the CCGs, and meets in public every second month. The Joint
Committee is underpinned by a memorandum of understanding and a work plan,
which have been agreed by each CCG.

4.15.
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The Joint Committee is a sub-committee of the CCGs, and each CCG
retains its statutory powers and accountability. The Joint Committee’s work plan
reflects those partnership priorities for which the CCGs believe collective decision
making is essential. It only has decision-making responsibilities for the West
Yorkshire and Harrogate programmes of work that have been expressly
delegated to it by the CCGs.

4.16.

West Yorkshire Association of Acute Trusts Committee in Common
The six acute hospital trusts in West Yorkshire and Harrogate have come
together as the West Yorkshire Association of Acute Trusts (WYAAT). WYAAT
believes that the health and care challenges and opportunities facing West
Yorkshire and Harrogate cannot be solved through each hospital working alone;
they require the hospitals to work together to achieve solutions for the whole of
West Yorkshire and Harrogate that improve the quality of care, increase the
health of people and deliver more efficient services.
4.17.

WYAAT is governed by a memorandum of understanding which defines the
objectives and principles for collaboration, together with governance, decision
making and dispute resolution processes. The memorandum of understanding
establishes the WYAAT Committee in Common, which is made up of the Chairs
and Chief Executives of the six trusts, and provides the forum for working
together and making decisions in a common forum. Decisions taken by the
Committee in Common are then formally approved by each Trust Board
individually in accordance with their own internal procedures.

4.18.

West Yorkshire Mental Health Services Collaborative
4.19. The four trusts providing mental health services in West Yorkshire
(Bradford District Care Foundation Trust, Leeds Community Healthcare NHS
Trust, Leeds and York Partnership Foundation Trust and South West Yorkshire
Partnership Foundation Trust) have come together to form the West Yorkshire
Mental Health Services Collaborative (WYMHSC). The trusts will work together to
share best practice and develop standard operating models and pathways to
achieve better outcomes for people in West Yorkshire and ensure sustainable
services into the future.

The WYMHSC is underpinned by a memorandum of understanding and
shared governance in the form of ‘committees in common’.

4.20.

Tees, Esk and Wear Valleys NHS Foundation Trust provides mental health
services to the Harrogate area.

4.21.

Local council leadership
Relationships between local councils and NHS organisations are well
established in each of the six places and continue to be strengthened.
Complementary arrangements for the whole of West Yorkshire and Harrogate
have also been established:

4.22.



Local authority chief executives meet and mandate one of them to lead on
15
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health and care partnership;


Health and Wellbeing Board chairs meet;



A Joint Health Overview and Scrutiny Committee



West Yorkshire Combined Authority



North Yorkshire and York Leaders and Chief Executives

Clinical Forum
Clinical leadership is central to all of the work we do. Clinical leadership is
built into each of our work programmes, and our Clinical Forum provides formal
clinical advice to all of our programmes.

4.23.

The purpose of the Clinical Forum is to be the primary forum for clinical
leadership, advice and challenge for the work of the partnership in meeting the
Triple Aim: improving health and wellbeing; improving care and the quality of
services; and ensuring that services are financially sustainable.

4.24.

The Clinical Forum ensures that the voice of clinicians, from across the
range of clinical professions and partner organisations, drives the development of
new clinical models and proposals for the transformation of services. It also takes
an overview of system performance on quality.

4.25.

The Clinical Forum has agreed Terms of Reference which describe its
scope, function and ways of working.

4.26.

Local Place Based Partnerships
Local partnerships arrangements for the Places bring together the
Councils, voluntary and community groups, and NHS commissioners and
providers in each Place, including GPs and other primary care providers, to take
responsibility for the cost and quality of care for the whole population. Each of the
six Places in West Yorkshire and Harrogate has developed its own arrangements
to deliver the ambitions set out in its own Place Plan.

4.27.

These new ways of working reflect local priorities and relationships, but all
provide a greater focus on population health management, integration between
providers of services around the individual’s needs, and a focus on care provided
in primary and community settings.

4.28.

There are seven local health and care partnerships (two in Bradford District
and Craven and one in each other place) which will develop horizontally
integrated networks to support seamless care for patients.

4.29.
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5. Mutual accountability framework
A single consistent approach for assurance and accountability between
Partners on West Yorkshire and Harrogate system wide matters will be applied
through the governance structures and processes outlined in Paragraphs 4.1 to
4.12 above.

5.1.

Current statutory requirements
NHS England has a duty under the NHS Act 2006 (as amended by the
2012 Act) to assess the performance of each CCG each year. The assessment
must consider, in particular, the duties of CCGs to: improve the quality of
services; reduce health inequalities; obtain appropriate advice; involve and
consult the public; and comply with financial duties. The 2012 Act provides
powers for NHS England to intervene where it is not assured that the CCG is
meeting its statutory duties.

5.2.

NHS Improvement is the operational name for an organisation that brings
together Monitor and the NHS Trust Development Authority (NHS TDA). NHS
Improvement must ensure the continuing operation of a licensing regime. The
NHS provider licence forms the legal basis for Monitor’s oversight of NHS
foundation trusts. While NHS trusts are exempt from the requirement to apply for
and hold the licence, directions from the Secretary of State require NHS TDA to
ensure that NHS trusts comply with conditions equivalent to the licence as it
deems appropriate. This includes giving directions to an NHS trust where
necessary to ensure compliance.

5.3.

A new model of mutual accountability
Through this Memorandum the Partners agree to take a collaborative
approach to, and collective responsibility for, managing collective performance,
resources and the totality of population health. The partners will:

5.4.



Agree ambitious outcomes, common datasets and dashboards for system
improvement and transformation management;



work through our formal collaborative groups for decision making, engaging
people and communities across WY&H; and



identify good practice and innovation in individual places and organisations
and ensure it is spread and adopted through the Programmes.

The Partnership approach to system oversight will be geared towards
performance improvement and development rather than traditional performance
management. It will be data-driven, evidence-based and rigorous. The focus will
be on improvement, supporting the spread and adoption of innovation and best
practice between Partners.

5.5.

Peer review will be a core component of the improvement methodology.
This will provide valuable insight for all Partners and support the identification and
adoption of good practice across the Partnership.

5.6.
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System oversight will be undertaken through the application of a continuous
improvement cycle, including the following elements:

5.7.



Monitoring performance against key standards and plans in each place;



Ongoing dialogue on delivery and progress;



Identifying the need for support through a clinically and publically-led
process of peer review;



Agreeing the need for more formal action or intervention on behalf of the
partnership; and



Application of regulatory powers or functions.

The Programmes will, where appropriate, take on increasing responsibility
for managing this process. The extent of this responsibility will be agreed between
each Programme and the SLE.

5.8.

A number of Partners have their own improvement capacity and expertise.
Subject to the agreement of the relevant Partners this resource will be managed
by the Partner in a co-ordinated approach for the benefit of the overall
Partnership, and used together with the improvement expertise provided by
national bodies and programmes.

5.9.

Taking action
The SOAG will prioritise the deployment of improvement support across the
Partnership, and agree recommendations for more formal action and
interventions. Actions allocated to the SOAG are to make recommendations on:

5.10.



agreement of improvement or recovery plans;



more detailed peer-review of specific plans;



commissioning expert external review;



the appointment of a turnaround Director / team; and



restrictions on access to discretionary funding and financial incentives.

For Places where financial performance is not consistent with plan, the
Partnership Directors of Finance Group will make recommendations to the SOAG
on a range of interventions, including any requirement for:

5.11.



financial recovery plans;



more detailed peer-review of financial recovery plans;



external review of financial governance and financial management;



organisational improvement plans;



the appointment of a turnaround Director / team;

18
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enhanced controls around deployment of transformation funding held at
place; and



reduced priority for place-based capital bids.

The role of Places in accountability
This Memorandum has no direct impact on the roles and respective
responsibilities of the Partners (including the Councils, Trust Boards and CCG
governing bodies) which all retain their full statutory duties and powers.

5.12.

Health and Wellbeing Boards (HWB) have a statutory role in each upper
tier local authority area as the vehicle for joint local system leadership for health
and care and this is not revised by the Partnership. HWB bring together key
leaders from the local Place health and care system to improve the health and
wellbeing of their population and reduce health inequalities through:

5.13.



developing a shared understanding of the health and wellbeing needs of
their communities;



providing system leadership to secure collaboration to meet these needs
more effectively;



having a strategic influence over commissioning decisions across health,
public health and social care;



involving councillors and patient representatives in commissioning
decisions.

In each Place the statutory bodies come together in local health and care
partnerships to agree and implement plans across the Place to:

5.14.



Integrate mental health, physical health and care services around the
individual



Manage population health



Develop increasingly integrated approaches to joint planning and budgeting

Implementation of agreed strategic actions
Mutual accountability arrangements will include a focus on delivery of key
actions that have been agreed across the Partnership and agreement on areas
where Places require support from the wider Partnership to ensure the effective
management of financial and delivery risk.

5.15.
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National NHS Bodies oversight and escalation
As part of the development of the Partnership and the collaborative working
between the Partners under the terms of this Memorandum, NHS England and
NHS Improvement will look to adopt a new relationship with the Partners (which
are NHS Bodies) in West Yorkshire and Harrogate in the form of enacting
streamlined oversight arrangements under which:

5.16.



Partners will take the collective lead on oversight of trusts and CCGs and
Places in accordance with the terms of this Memorandum;



NHS England and NHS Improvement will in turn focus on holding the NHS
bodies in the Partnership to account as a whole system for delivery of the
NHS Constitution and Mandate, financial and operational control, and
quality (to the extent permitted at Law);



NHS England and NHS Improvement intend that they will intervene in the
individual trust and CCG Partners only where it is necessary or required for
the delivery of their statutory functions and will (where it is reasonable to do
so, having regard to the nature of the issue) in the first instance look to
notify the SLE and work through the Partnership to seek a resolution prior
to making an intervention with the Partner.

20
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6. Decision-Making and Resolving Disagreements
Our approach to making Partnership decisions and resolving any
disagreements will follow the principle of subsidiarity and will be in line with our
shared Values and Behaviours. We will take all reasonable steps to reach a
mutually acceptable resolution to any dispute.

6.1.

Collective Decisions
6.2.

There will be three levels of decision making:



Decisions made by individual organisations - this Memorandum does
not affect the individual sovereignty of Partners or their statutory decisionmaking responsibilities.



Decisions delegated to collaborative forums - some partners have
delegated specific decisions to a collaborative forum, for example the
CCGs have delegated certain commissioning decisions to the Joint
Committee of CCGs. Arrangements for resolving disputes in such cases
are set out in the Memorandum of the respective Joint Committee and not
this Memorandum. There are also a specific dispute resolution
mechanisms for WYATT and the WYMHC.



Whole Partnership decisions - the Partners will make decisions on a
range of matters in the Partnership which will neither impact on the
statutory responsibilities of individual organisations nor have been
delegated formally to a collaborative forum, as set out in Paragraphs 6.3
below.

Collaborative decisions on Partnership matters will be considered by the
Partnership Board. The Partnership Board has no formal powers delegated by
any Partner. However, it will increasingly take on responsibility for co-ordinating
decisions relating to regulatory and oversight functions currently exercised from
outside the WY&H system and will look to reach recommendations and any
decisions on a Best for WY&H basis. The terms of reference for the Partnership
Board will set out clearly the types of decision which it will have responsibility to
discuss and how conflicts of interest will be managed. The Partnership Board will
initially have responsibility for decisions relating to:

6.3.



The objectives of priority HCP work programmes and workstreams



The apportionment of transformation monies from national bodies



Priorities for capital investment across the Partnership.



Operation of the single NHS financial control total (for NHS Bodies)



Agreeing common actions when Places or Partners become distressed

SLE will make recommendations to the Partnership Board on these
matters. Where appropriate, the Partnership Board will make decisions of the
Partners by consensus of those eligible Partnership Board members present at a
quorate meeting. If a consensus decision cannot be reached, then (save for
decisions on allocation of capital investment and transformation funding) it may

6.4.

21

D R AFT
PDF Page No. 225

be referred to the dispute resolution procedure under Paragraph 6.6 below by any
of the affected Partners for resolution.
In respect of referring priorities for capital investment or apportionment of
transformation funding from the Partnership, if a consensus cannot be reached at
the SLE meeting to agree this then the Partnership Board may make a decision
provided that it is supported by not less than 75% of the eligible Partnership
Board members. Partnership Board members will be eligible to participate on
issues which apply to their organisation, in line with the scope of applicable issues
set out in Annex 1.

6.5.

Dispute resolution
Partners will attempt to resolve in good faith any dispute between them in
respect of Partnership Board (or other Partnership-related) decisions, in line with
the Principles, Values and Behaviours set out in this Memorandum.

6.6.

Where necessary, Place or sector-based arrangements (the Joint
Committee of CCGs, WYAAT, and WYMHSC as appropriate) will be used to
resolve any disputes which cannot be dealt with directly between individual
Partners, or which relate to existing schemes of delegation.

6.7.

The Partnership will apply a dispute resolution framework to resolve any
issues which cannot otherwise be agreed through these arrangements.

6.8.

As decisions made by the Partnership do not impact on the statutory
responsibilities of individual organisations, Partners will be expected to apply
shared Values and Behaviours and come to a mutual agreement through the
dispute resolution process.

6.9.

6.10.

The key stages of the dispute resolution process are

i.

The SOAG will seek to resolve the dispute to the mutual satisfaction of
each of the affected parties. If SOAG cannot resolve the dispute within
30 days, the dispute should be referred to SLE.

ii.

SLE will come to a majority decision (i.e. a majority of eligible Partners
participating in the meeting who are not affected by the matter in dispute
determined by the scope of applicable issues set out in Annex 1) on how
best to resolve the dispute based, applying the Principles, Values and
Behaviours of this Memorandum, taking account of the Objectives of the
Partnership. SLE will advise the Partners of its decision in writing.

iii.

If the parties do not accept the SLE decision, or SLE cannot come to a
decision which resolves the dispute, it will be referred to an independent
facilitator selected by SLE. The facilitator will work with the Partners to
resolve the dispute in accordance with the terms of this Memorandum.

iv.

In the unlikely event that the independent facilitator cannot resolve the
dispute, it will be referred to the Partnership Board. The Partnership
Board will come to a majority decision on how best to resolve the dispute
in accordance with the terms of this Memorandum and advise the parties
of its decision.
22
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7. Financial Framework
All NHS body Partners, in West Yorkshire and Harrogate are ready to work
together, manage risk together, and support each other when required. The
Partners are committed to working individually and in collaboration with others to
deliver the changes required to achieve financial sustainability and live within our
resources.

7.1.

A set of financial principles have been agreed, within the context of the
broader guiding Principles for our Partnership. They confirm that we will:

7.2.



aim to live within our means, i.e. the resources that we have available to
provide services;



develop a West Yorkshire and Harrogate system response to the financial
challenges we face; and



develop payment and risk share models that support a system response
rather than work against it.

We will collectively manage our NHS resources so that all Partner
organisations will work individually and in collaboration with others to deliver the
changes required to deliver financial sustainability.

7.3.

Living within our means and management of risk
Through this Memorandum the collective NHS Partner leaders in each
Place commit to demonstrate robust financial risk management. This will include
agreeing action plans that will be mobilised across the Place in the event of the
emergence of financial risk outside plans. This might include establishing a Place
risk reserve where this is appropriate and in line with the legal obligations of the
respective NHS body Partners involved.

7.4.

Subject to compliance with confidentiality and legal requirements around
competition sensitive information and information security the Partners agree to
adopt an open-book approach to financial plans and risks in each Place leading
to the agreement of fully aligned operational plans. Aligned plans will be
underpinned by common financial planning assumptions on income and
expenditure between providers and commissioners, and on issues that have a
material impact on the availability of system financial incentives
7.5.

NHS Contracting principles
The NHS Partners are committed to considering the adoption of payment
models which are better suited to whole system collaborative working (such as
Aligned Incentive Contracting). The Partners will look to adopt models which
reduce financial volatility and provide greater certainty for all Partners at the
beginning of each year of the planned income and costs.
7.6.
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Allocation of Transformation Funds
The Partners intend that any transformation funds made available to the
Partnership will all be used within the Places. Funds will be allocated through
collective decision-making by the Partnership in line with agreed priorities. The
method of allocation may vary according to agreed priorities. However, funds will
not be allocated through expensive and protracted bidding and prioritisation
processes and will be deployed in those areas where the Partners have agreed
that they will deliver the maximum leverage for change and address financial risk.

7.7.

The funding provided to Places (based on weighted population) will directly
support Place-based transformation programmes. This will be managed by each
Place with clear and transparent governance arrangements that provide
assurance to all Partners that the resource has been deployed to deliver
maximum transformational impact, to address financial risk, and to meet the
efficiency requirements. Funding will be provided subject to agreement of clear
deliverables and outcomes by the relevant Partners in the Place through the
mutual accountability arrangements of the SLE and SOAG and be subject to ongoing monitoring and assurance from the Partnership.

7.8.

Funding provided to the Programmes (all of which will also be deployed in
Place) will be determined in agreement with Partners through the SLE, subject to
documenting the agreed deliverables and outcomes with the relevant Partners.

7.9.

Allocation of ICS capital
The Partnership will play an increasingly important role in prioritising capital
spending by the national bodies over and above that which is generated from
organisations’ internal resources. In doing this, the Partnership will ensure that:

7.10.



the capital prioritisation process is fair and transparent;



there is a sufficient balance across capital priorities specific to Place as well
as those which cross Places;



there is sufficient focus on backlog maintenance and equipment
replacement in the overall approach to capital;



the prioritisation of major capital schemes must have a clear and
demonstrable link to affordability and improvement of the financial position;



access to discretionary capital is linked to the mutual accountability
framework as described in this Memorandum.

Allocation of Provider and Commissioner Incentive Funding
The approach to managing performance-related incentive funds set by
NHS planning guidance and business rules (e.g. the 2018/19 Provider
Sustainability Fund and Commissioner Sustainability Fund) is not part of this
Memorandum. A common approach to this will be agreed by the Partnership as
part of annual financial planning.

7.11.
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8. National and regional support
To support Partnership development as an Integrated Care System there
will be a process of aligning resources from ALBs to support delivery and
establish an integrated single assurance and regulation approach.

8.1.

National capability and capacity will be available to support WY&H from
central teams including governance, finance and efficiency, regulation and
competition, systems and national programme teams, primary care, urgent care,
cancer, mental health, including external support.

8.2.

9. Variations
This Memorandum, including the Schedules, may only be varied by written
agreement of all the Partners.

9.1.

10. Charges and liabilities
Except as otherwise provided, the Partners shall each bear their own costs
and expenses incurred in complying with their obligations under this
Memorandum.

10.1.

By separate agreement, the Parties may agree to share specific costs and
expenses (or equivalent) arising in respect of the Partnership between them in
accordance with a “Contributions Schedule” to be developed by the Partnership
and approved by the Partnership Board.

10.2.

Partners shall remain liable for any losses or liabilities incurred due to their
own or their employee's actions.

10.3.

11. Information Sharing
The Partners will provide to each other all information that is reasonably
required in order to achieve the Objectives and take decisions on a Best for
WY&H basis.

11.1.

The Partners have obligations to comply with competition law. The Partners
will therefore make sure that they share information, and in particular competition
sensitive information, in such a way that is compliant with competition and data
protection law.

11.2.

12. Confidential Information
Each Partner shall keep in strict confidence all Confidential Information it
receives from another Partner except to the extent that such Confidential
Information is required by Law to be disclosed or is already in the public domain
or comes into the public domain otherwise than through an unauthorised

12.1.
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disclosure by a Partner. Each Partner shall use any Confidential Information
received from another Partner solely for the purpose of complying with its
obligations under this Memorandum in accordance with the Principles and
Objectives and for no other purpose. No Partner shall use any Confidential
Information received under this Memorandum for any other purpose including use
for their own commercial gain in services outside of the Partnership or to inform
any competitive bid without the express written permission of the disclosing
Partner.
To the extent that any Confidential Information is covered or protected by
legal privilege, then disclosing such Confidential Information to any Partner or
otherwise permitting disclosure of such Confidential Information does not
constitute a waiver of privilege or of any other rights which a Partner may have in
respect of such Confidential Information.

12.2.

The Parties agree to procure, as far as is reasonably practicable, that the
terms of this Paragraph (Confidential Information) are observed by any of their
respective successors, assigns or transferees of respective businesses or
interests or any part thereof as if they had been party to this Memorandum.

12.3.

Nothing in this Paragraph will affect any of the Partners’ regulatory or
statutory obligations, including but not limited to competition law.

12.4.

13. Additional Partners
If appropriate to achieve the Objectives, the Partners may agree to include
additional partner(s) to the Partnership. If they agree on such a course the
Partners will cooperate to enter into the necessary documentation and revisions
to this Memorandum if required.

13.1.

The Partners intend that any organisation who is to be a partner to this
Memorandum (including themselves) shall commit to the Principles and the
Objectives and ownership of the system success/failure as set out in this
Memorandum.

13.2.

14. Signatures
This Memorandum may be executed in any number of counterparts, each
of which when executed and delivered shall constitute an original of this
Memorandum, but all the counterparts shall together constitute the same
document.

14.1.

The expression “counterpart” shall include any executed copy of this
Memorandum transmitted by fax or scanned into printable PDF, JPEG, or other
agreed digital format and transmitted as an e-mail attachment.

14.2.

No counterpart shall be effective until each Partner has executed at least
one counterpart.

14.3.
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[INSERT SIGNATURE PAGES AFTER THIS]
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Schedule 1 - Definitions and Interpretation
1.

The headings in this Memorandum will not affect its interpretation.

2.

Reference to any statute or statutory provision, to Law, or to Guidance, includes a
reference to that statute or statutory provision, Law or Guidance as from time to
time updated, amended, extended, supplemented, re-enacted or replaced.

3.

Reference to a statutory provision includes any subordinate legislation made from
time to time under that provision.

4.

References to Annexes and Schedules are to the Annexes and Schedules of this
Memorandum, unless expressly stated otherwise.

5.

References to any body, organisation or office include reference to its applicable
successor from time to time.
Glossary of terms and acronyms

6.

The following words and phrases have the following meanings in this
Memorandum:
ALB

Arm’s Length Body
A Non-Departmental Public Body or Executive Agency of the
Department of Health and Social Care, eg NHSE, NHSI, HEE,
PHE

Aligned Incentive
Contract

A contracting and payment method which can be used as an
alternative to the Payment by Results system in the NHS

Best for WY&H

A focus in each case on making a decision based on the best
interests and outcomes for service users and the population
of West Yorkshire and Harrogate

CCG

Clinical Commissioning Group

CEO

Chief Executive Officer

Committee in Common
Confidential
Information

All information which is secret or otherwise not publicly
available (in both cases in its entirety or in part) including
commercial, financial, marketing or technical information,
know-how, trade secrets or business methods, in all cases
whether disclosed orally or in writing before or after the
date of this Memorandum

CQC

Care Quality Commission, the independent regulator of all
health and social care services in England
28

D R AFT
PDF Page No. 232

GP

General Practice (or practitioner)

HCP

Health and Care Partnership

Healthcare Providers

The Partners identified as Healthcare Providers under
Paragraph 1.1

HEE

Health Education England

Healthwatch

Independent organisations in each local authority area who
listen to public and patient views and share them with those
with the power to make local services better.

HWB

Health and Wellbeing Board

ICP

Integrated Care Partnership
The health and care partnerships formed in each of the

ICS

Integrated Care System

JCCCG

Joint Committee of Clinical Commissioning Groups - a formal
committee where two or more CCGs come together to form
a joint decision making forum. It has delegated
commissioning functions.

Law

any applicable statute or proclamation or any delegated or
subordinate legislation or regulation; any enforceable EU
right within the meaning of section 2(1) European
Communities Act 1972; any applicable judgment of a
relevant court of law which is a binding precedent in
England; National Standards (as defined in the NHS Standard
Contract); and any applicable code and “Laws” shall be
construed accordingly

LWAB

Local Workforce Action Board sub regional group within
Health Education England

Memorandum

This Memorandum of Understanding

Neighbourhood

One of c.50 geographical areas which make up West
Yorkshire and Harrogate, in which GP practices work
together, with community and social care services, to offer
integrated health and care services for populations of 3050,000 people.

NHS

National Health Service

NHSE

NHS England
Formally the NHS Commissioning Board

NHS FT

NHS Foundation Trust - a semi-autonomous organisational
unit within the NHS
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NHSI

NHS Improvement - The operational name for an
organisation that brings together Monitor, the NHS Trust
Development Authority and other functions

Objectives

The Objectives set out in Paragraph 3.5

Partners

The members of the Partnership under this Memorandum as
set out in Paragraph 1.1 who shall not be legally in
partnership with each other in accordance with Paragraph
2.7.

Partnership

The collaboration of the Partners under this Memorandum
which is not intended to, or shall be deemed to, establish
any legal partnership or joint venture between the Partners
to the Memorandum

Partnership Board

The senior governance group for the Partnership set up in
accordance with Paragraphs 4.4 to 4.6

Partnership Core Team

The team of officers, led by the Partnership Director, which
manages and co-ordinates the business and functions of the
Partnership

PHE

Public Health England - An executive agency of the
Department of Health and Social Care which exists to protect
and improve the nation's health and wellbeing, and reduce
health inequalities

Places

One of the six geographical districts that make up West
Yorkshire and Harrogate, being Bradford District and Craven,
Calderdale, Harrogate, Kirklees, Leeds and Wakefield, and
“Place” shall be construed accordingly

Principles

The principles for the Partnership as set out in Paragraph 3.2

Programmes

The WY&H programme of work established to achieve each
of the objectives set out in paras 4.2,i and 4.2,ii of this
memorandum

SOAG

System Oversight and Assurance Group

STP

Sustainability and Transformation Partnership (or Plan)
The NHS and local councils have come together in 44 areas
covering all of England to develop proposals and make
improvements to health and care

System Leadership
Executive or SLE

The governance group for the Partnership set out in
Paragraphs 4.7 and 4.8
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Transformation Funds

Discretionary, non-recurrent funding made available by
NHSE to support the achievement of service improvement
and transformation priorities

Values and Behaviours

shall have the meaning set out in Paragraph 3.3 above

WY&H

West Yorkshire and Harrogate

WYAAT

West Yorkshire Association of Acute Trusts

WYMHC

West Yorkshire Mental Health Collaborative
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Annex 1 – Applicability of Memorandum Elements
CCGs

NHS Providers 3

Councils

NHSE and
NHSI

Healthwatch

Other partners

Vision, principles, values
and behaviour













Partnership objectives













Governance

























Mutual accountability









Financial framework –
financial risk
management





Allocation of capital and
transformation funds









National and regional
support









Decision-making
dispute resolution

and



Financial framework –

3

All elements of the financial framework for WY&H, eg the application of a single NHS control total, will not apply to all NHS provider organisations, particularly those which span
a number of STPs.
Locala Community Partnerships CIC is a significant provider of NHS services. It is categorised as an ‘Other Partner’ because of its corporate status and the fact that it cannot be
bound by elements of the financial and mutual accountability frameworks. This status will be reviewed as the partnership continues to evolve.
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Annex 2 – Schematic of Governance and Accountability Arrangements
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Annex 3 - Terms of Reference
Part 1: Partnership Board
Part 2: System Leadership Executive
Part 3: System Oversight and Assurance Group
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Partnership Board
Terms of Reference
DRAFT

June 2018

Annex 3.1 Partnership Board ToR v1 180622

1

D Page
R ANo.
FT
PDF
239

Contents
1.

Introduction and context ........................................................................................... 2
Purpose .................................................................................................................. 2

2.

How we work together in West Yorkshire and Harrogate......................................... 3
Our vision ................................................................................................................ 3
Principles for our partnership .................................................................................. 3
Our shared values and behaviour........................................................................... 4

3.

Role and Responsibilities ......................................................................................... 4

4.

Membership.............................................................................................................. 5
Deputies.................................................................................................................. 6
Additional attendees ............................................................................................... 6

5.

Quoracy and voting .................................................................................................. 6

6.

Accountability and reporting ..................................................................................... 7

7.

Conduct and Operation ............................................................................................ 7
Managing Conflicts of Interest ................................................................................ 7
Secretariat............................................................................................................... 7

8.

Review...................................................................................................................... 8

Annex 1 – Members ........................................................................................................ 9
Annex 2 – Schematic of Governance and Accountability Arrangements...................... 11

1

D Page
R ANo.
FT
PDF
240

1.

Introduction and context

1.1.

West Yorkshire and Harrogate Health and Care Partnership was formed in 2016
as one of 44 Sustainability and Transformation Partnerships (STPs), in response to
the NHS Five Year Forward View. It brings together all health and care
organisations in our six places: Bradford District and Craven, Calderdale,
Harrogate, Kirklees, Leeds and Wakefield.

1.2.

The Partnership is not a new organisation, but a new way of working to meet the
diverse needs of our citizens and communities. NHS services have come together
with local authorities, charities and community groups to agree how we can
improve people’s health and improve the quality of their health and care services.

1.3.

The Partnership Board is a key element of the leadership and governance
arrangements for the West Yorkshire and Harrogate Health and Care Partnership.
Purpose

1.4.

The Partnership Board will provide the formal leadership for the Partnership. It will
be responsible for setting strategic direction. It will provide oversight for all
Partnership business, and a forum to make decisions together as Partners on the
matters highlighted in the Partnership Memorandum of Understanding, which
neither impact on the statutory responsibilities of individual organisations nor have
been delegated formally to a collaborative forum.

1.5.

The Partnership Board has no formal delegated powers from the organisations in
the Partnership. However, over time the regulatory and oversight functions of the
NHS national bodies will increasingly be enacted through collaboration with our
leadership.

1.6.

The Partnership Board will work by building agreement with leaders across Partner
organisations to drive action around a shared direction of travel.

1.7.

These Terms of Reference describe the scope, function and ways of working for
the Partnership Board. They should be read in conjunction with the Memorandum
of Understanding for the West Yorkshire and Harrogate Health and Care
Partnership, which describes the wider governance and accountability
arrangements.
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2.

How we work together in West Yorkshire and Harrogate
Our vision

2.1.

We have worked together to develop a shared vision for health and care services
across West Yorkshire and Harrogate. All of our plans support the realisation of
this vision:


Places will be healthy - you will have the best start in life, so you can live and
age well.



If you have long term health conditions you will be supported to self-care
through GPs and social care services working together. This will include
peer support and via technology, such as telemedicine.



If you have multiple health conditions, there will be a team supporting your
physical, social and mental health needs. This will involve you, your family
and carers, the NHS, social care and voluntary and community
organisations.



If you need hospital care, it will usually mean going to your local hospital,
which works closely with others to give you the best care possible



Local hospitals will be supported by centres of excellence for services such
as cancer, stroke, and mental health.



All of this will be planned and paid for together, with councils and the NHS
working together to remove the barriers created by planning and paying for
services separately. For example community and hospital care working
together.



Communities and staff will be involved in the development and design of
plans so that everyone truly owns their health care services.

Principles for our Partnership
2.2.

The Partnership Board operates within an agreed set of guiding principles that
shape everything we do through our Partnership:


We will be ambitious for the people we serve and the staff we employ



The West Yorkshire and Harrogate Partnership belongs to its citizens and to
commissioners and providers, councils and NHS



We will do the work once – duplication of systems, processes and work
should be avoided as wasteful and potential source of conflict



We will undertake shared analysis of problems and issues as the basis of
taking action



We will apply subsidiarity principles in all that we do – with work taking place
at the appropriate level and as near to local as possible



We will build constructive relationships with communities, groups and
organisations to tackle the wide range of issues which have an impact on
people’s health and wellbeing.
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Our shared values and behaviour
2.3.

3.
3.1.

Members of the Partnership Board commit to behave consistently as leaders and
colleagues in ways which model and promote our shared values:


We are leaders of our organisation, our place and of West Yorkshire and
Harrogate



We support each other and work collaboratively



We act with honestly and integrity, and trust each other to do the same



We challenge constructively when we need to



We assume good intentions.



We will implement our shared priorities and decisions, holding each other
mutually accountable for delivery

Role and Responsibilities
The Partnership Board will provide the formal leadership for the Partnership. It will
be responsible for setting strategic direction and providing strategic oversight for
all Partnership business. It will make joint decisions on a range of matters which do
not impact on the statutory responsibilities of individual organisations and have not
been delegated formally to a collaborative forum. Its responsibilities are to:
i.

agree the broad objectives for the Partnership;

ii.

consider recommendations from the System Leadership Executive Group
and make decisions on :


The objectives of priority Partnership work programmes and
workstreams



The apportionment of transformation monies from national bodies



Priorities for capital investment across the Partnership



Operation of the single NHS financial control total (for NHS bodies)



Common actions when systems become distressed

iii.

act as a leadership cohort, demonstrating what can be achieved with strong
system leadership and increased freedoms and flexibilities;

iv.

provide a mechanism for joint action and joint decision-making for those
issues which are best tackled on a wider scale;

v.

oversee financial resources of NHS partners within a shared financial
control total for health across the constituent CCGs and NHS provider
organisations; and maximise the system-wide efficiencies necessary to
manage within this share of the NHS budget;

vi.

support the development of local partnership arrangements which bring
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together the Councils, voluntary and community groups, and NHS
commissioners and providers in each Place;

4.
4.1.

ensure that, through partnership working in each place and across WY&H,
there is a greater focus on population health management, integration
between providers of services around the individual’s needs, and a focus
on care provided in primary and community settings;

viii.

oversee a mutual accountability framework which provides a single,
consistent approach for assurance and accountability between partners;

ix.

reach agreement in relation to recommendations made by other
governance groups within the Partnership on the need to take action in
relation to managing collective performance, resources and the totality of
population health;

x.

adopt an approach to making joint decisions and resolving any
disagreements which follows the principle of subsidiarity and is in line with
the shared values and behaviours of the partnership;

Membership
The membership will comprise:


















4.2.

vii.

An independent, non-executive Chair
the Partnership lead CEO
CCG Clinical Chairs
CCG Accountable Officers
Council leaders
Council chief executives
Chairs of Health and Wellbeing Boards of each Place
Chairs of NHS Trusts, NHS Foundation Trusts and other providers of NHS
services which are formal partners
Chief executives of NHS Trusts, NHS Foundation Trusts and other providers of
NHS services which are formal partners
One representative of NHS England
One representative of NHS Improvement
One representative of Health Education England
One representative of Public Health England
One representative of Healthwatch organisations
The chief executive of Yorkshire and Humber Academic Health Science
Network
The chair of the WY&H Clinical Forum
[Non-executive/Lay members – TBC]

A deputy Chair will be agreed from among the non-executive members.
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4.3.

A list of members is set out at Annex 1.
Deputies

4.4.

If a member is unable to attend a meeting of the Partnership Board, s/he will be
responsible for identifying a suitable deputy to attend on their behalf. Such a
deputy must have sufficient seniority and sufficient understanding of the issues to
be considered to represent their organisation, place or group effectively. Deputies
will be eligible to vote.
Additional attendees

4.5.

4.6.

5.

Additional attendees will routinely include:


The WY&H Partnership Director



The WY&H Partnership Finance director.

At the discretion of the Chair, additional representatives may be requested to
attend meetings from time to time to participate in discussions or report on
particular issues. Such additional representatives may include:


Senior Responsible Officers and programme leads for WY&H programmes



Representatives of Partner organisations, who are not part of the core
membership.



Members of the WY&H Partnership core team and external advisers.

Quoracy and voting

5.1.

The Partnership Board will be quorate when 75% or more of Partner organisations
are present, including at least one representative from each place. The Partnership
Board will generally operate on the basis of forming a consensus on issues
considered, taking account of the views expressed by members. It will look to
make any decisions on a Best for WY&H basis. The Chair will seek to ensure that
any lack of consensus is resolved amongst members.

5.2.

Partnership Board members will be eligible to participate on issues which apply to
their organisation, in line with the scope of applicable issues set out in Annex 1 of
the Partnership Memorandum of Understanding. If a consensus decision cannot
be reached, then (save for decisions on allocation of capital investment and
transformation funding set out at 5.3 below) it may be referred to the dispute
resolution procedure under Paragraph 6.6 of the Partnership Memorandum of
Understanding by any of the affected Partners for resolution.

5.3.

In respect of priorities for capital investment or apportionment of transformation
funding from the Partnership, then the Partnership Board may make a decision
provided that it is supported by not less than 75% of the eligible Partnership Board
members present at a quorate meeting. In such cases, each eligible Partner
organisation shall have one vote.
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6.

Accountability and reporting

6.1.

The Partnership Board has no formal powers delegated by Partner organisations.
However, it will increasingly take on responsibility for decisions relating to
regulatory and oversight functions currently exercised from outside the system.

6.2.

The Partnership Board has a key role within the wider governance and
accountability arrangements for the WY&H partnership (see Annex 2 for a
description of these arrangements). The minutes, and a summary of key
messages will be submitted to all Partner organisations after each meeting.

7.

Conduct and Operation

7.1.

The Partnership Board will meet in public, at least four times each year. An
annual schedule of meetings will be published by the secretariat.

7.2.

Extraordinary meetings may be called for a specific purpose at the discretion of the
Chair. A minimum of seven working days notice will be given when calling an
extraordinary meeting.

7.3.

The agenda and supporting papers will be sent to members and attendees and
made available to the public no less than five working days before the meeting.
Urgent papers will be permitted in exceptional circumstances at the discretion of
the Chair.

7.4.

Draft minutes will be issued within 10 working days of each meeting.
Managing Conflicts of Interest

7.5.

Each member must abide by all policies of the organisation it represents in relation
to conflicts of interest.

7.6.

Where any Partnership Board member has an actual or potential conflict of interest
in relation to any matter under consideration at any meeting, the Chair (in their
discretion) shall decide, having regard to the nature of the potential or actual
conflict of interest, whether or not that member may participate and/or vote in
meetings (or parts of meetings) in which the relevant matter is discussed.

7.7.

Where the Chair decides to exclude a member, the relevant organisation
represented by that member may send a deputy to take the place of the conflicted
member in relation to that matter.
Secretariat

7.8.

The secretariat function for the Partnership Board will be provided by the WY&H
Partnership core team. A member of the team will be responsible for arranging
meetings, recording notes and actions from each meeting, preparing agendas, and
agreeing these with the Chair.
7

D Page
R ANo.
FT
PDF
246

8.
8.1.

Review
These terms of reference and the membership of the Partnership Board will be
reviewed at least annually. Further reviews will be undertaken in response to any
material developments or changes in the wider governance arrangements of the
Partnership.
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Annex 1 – Members
Health and Wellbeing Boards
Bradford , Airedale and Wharfedale



Calderdale



Kirklees



Leeds



North Yorkshire



Wakefield Council



Local Authorities
Leader


Chief Executive


Calderdale Council





Craven District Council





Harrogate Borough Council





Kirklees Council





Leeds City Council





North Yorkshire County Council





Wakefield Council





Chair

City of Bradford Metropolitan District Council

CCGs Clinical Chairs

NHS Airedale, Wharfedale and Craven CCG



Accountable
Officer


NHS Bradford City CCG





NHS Bradford Districts CCG





NHS Calderdale CCG





NHS Greater Huddersfield CCG





NHS Harrogate and Rural District CCG





NHS Leeds CCG





NHS North Kirklees CCG





NHS Wakefield CCG
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NHS Service Providers
Chair


Chief Executive


Bradford District Care NHS Foundation Trust





Bradford Teaching Hospitals NHS Foundation
Trust





Calderdale and Huddersfield NHS Foundation
Trust





Harrogate and District NHS Foundation Trust





Leeds and York Partnership NHS Foundation
Trust





Leeds Community Healthcare NHS Trust





The Leeds Teaching Hospitals NHS Trust





Locala Community Partnerships CIC





The Mid Yorkshire Hospitals NHS Trust





South West Yorkshire Partnership NHS
Foundation Trust





Tees, Esk, and Wear Valleys NHS Foundation
Trust





Yorkshire Ambulance Service NHS Trust





Airedale NHS Foundation Trust

Heath Regulator and Oversight Bodies
NHS England



NHS Improvement



Other National Bodies
Health Education England



Public Health England
Care Quality Commission [TBC]




Other Partners
Healthwatch representative



Yorkshire and Humber Academic Health
Science Network.
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Annex 2 – Schematic of Governance and Accountability Arrangements
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System Leadership
Executive Group
Terms of Reference
DRAFT

June 2018
Annex 3.2 SLE ToR v3 180622

1

D Page
R ANo.
FT
PDF
251

Contents
1.

Introduction and context ........................................................................................... 2
Purpose .................................................................................................................. 2

2.

How we work together in West Yorkshire and Harrogate......................................... 3
Our vision ................................................................................................................ 3
Principles for our partnership .................................................................................. 3
Our shared values and behaviour........................................................................... 4

3.

Role and Responsibilities ......................................................................................... 4

4.

Membership.............................................................................................................. 5
Deputies.................................................................................................................. 5
Additional attendees ............................................................................................... 6

5.

Quoracy and voting .................................................................................................. 6

6.

Accountability and reporting ..................................................................................... 6

7.

Conduct and Operation ............................................................................................ 7
Managing Conflicts of Interest ................................................................................ 7
Secretariat............................................................................................................... 7

8.

Review...................................................................................................................... 7

Annex 1 – Members ........................................................................................................ 8
Local Authorities ..................................................................................................... 8
NHS Commissioners .............................................................................................. 8
Healthcare Providers .............................................................................................. 8
Heath Regulator and Oversight Bodies .................................................................. 9
Other National Bodies ............................................................................................. 9
Other Partners ........................................................................................................ 9
Annex 2 – Schematic of Governance and Accountability Arrangements...................... 10

1

D Page
R ANo.
FT
PDF
252

1.

Introduction and context

1.1.

West Yorkshire and Harrogate Health and Care Partnership was formed in 2016
as one of 44 Sustainability and Transformation Partnerships (STPs), in response to
the NHS Five Year Forward View. It brings together all health and care
organisations in our six places: Bradford District and Craven, Calderdale,
Harrogate, Kirklees, Leeds and Wakefield.

1.2.

The Partnership is not a new organisation, but a new way of working to meet the
diverse needs of our citizens and communities. NHS services have come together
with local authorities, charities and community groups to agree how we can
improve people’s health and improve the quality of their health and care services.

1.3.

The System Leadership Executive Group (‘SLE’) is a key element of the leadership
and governance arrangements for the West Yorkshire and Harrogate Health and
Care Partnership.
Purpose

1.4.

The SLE will support the Partnership Board to lead and direct the Partnership and
will have overall executive responsibility for delivery of the Partnership plan.

1.5.

The SLE will make decisions and recommendations to the Partnership Board on
the matters highlighted in the Partnership Memorandum of Understanding, which
neither impact on the statutory responsibilities of individual organisations nor have
been delegated formally to a collaborative forum.

1.6.

The SLE has no formal delegated powers from the organisations in the
Partnership. However, over time the regulatory and oversight functions of the NHS
national bodies will increasingly be enacted through collaboration with our
leadership.

1.7.

The SLE will work by building agreement with leaders across Partner organisations
to drive action around a shared direction of travel.

1.8.

These Terms of Reference describe the scope, function and ways of working for
the SLE. They should be read in conjunction with the Memorandum of
Understanding for the West Yorkshire and Harrogate Health and Care Partnership,
which describes the wider governance and accountability arrangements.
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2.

How we work together in West Yorkshire and Harrogate
Our vision

2.1.

We have worked together to develop a shared vision for health and care services
across West Yorkshire and Harrogate. All of our plans support the realisation of
this vision:


Places will be healthy - you will have the best start in life, so you can live and
age well.



If you have long term health conditions you will be supported to self-care
through GPs and social care services working together. This will include
peer support and via technology, such as telemedicine.



If you have multiple health conditions, there will be a team supporting your
physical, social and mental health needs. This will involve you, your family
and carers, the NHS, social care and voluntary and community
organisations.



If you need hospital care, it will usually mean going to your local hospital,
which works closely with others to give you the best care possible



Local hospitals will be supported by centres of excellence for services such
as cancer, stroke, and mental health.



All of this will be planned and paid for together, with councils and the NHS
working together to remove the barriers created by planning and paying for
services separately. For example community and hospital care working
together.



Communities and staff will be involved in the development and design of
plans so that everyone truly owns their health care services.

Principles for our Partnership
2.2.

The SLE operates within an agreed set of guiding principles that shape everything
we do through our Partnership:


We will be ambitious for the people we serve and the staff we employ



The West Yorkshire and Harrogate partnership belongs to its citizens and to
commissioners and providers, councils and NHS



We will do the work once – duplication of systems, processes and work
should be avoided as wasteful and potential source of conflict



We will undertake shared analysis of problems and issues as the basis of
taking action



We will apply subsidiarity principles in all that we do – with work taking place
at the appropriate level and as near to local as possible



We will build constructive relationships with communities, groups and
organisations to tackle the wide range of issues which have an impact on
people’s health and wellbeing.
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Our shared values and behaviour
2.3.

3.
3.1.

Members of the SLE commit to behave consistently as leaders and colleagues in
ways which model and promote our shared values:


We are leaders of our organisation, our place and of West Yorkshire and
Harrogate



We support each other and work collaboratively



We act with honestly and integrity, and trust each other to do the same



We challenge constructively when we need to



We assume good intentions.



We will implement our shared priorities and decisions, holding each other
mutually accountable for delivery

Role and Responsibilities
The SLE will take overall executive responsibility for delivery of the Partnership
plan. It will make recommendations to the Partnership Board and make joint
decisions on a range of matters which do not impact on the statutory
responsibilities of individual organisations and have not been delegated formally to
a collaborative forum. Its responsibilities are to:
i.

make recommendations to the Partnership Board on:


The objectives of priority Partnerhsip work programmes and
workstreams



The apportionment of transformation monies from national bodies



Priorities for capital investment across the Partnership.



Operation of the single NHS financial control total (for NHS bodies)



Agreeing common action when systems become distressed

ii.

progressively build the capabilities to manage the health of our population,
keeping people healthier for longer and reducing avoidable demand for
healthcare services;

iii.

act as a leadership cohort, demonstrating what can be achieved with strong
system leadership and increased freedoms and flexibilities;

iv.

provide a mechanism for joint action and joint decision-making for those
issues which are best tackled on a wider scale;

v.

manage financial resources of NHS partners within a shared financial
control total for health across the constituent CCGs and NHS provider
organisations; and maximise the system-wide efficiencies necessary to
manage within this share of the NHS budget;
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4.
4.1.

support the development of local partnership arrangements which bring
together the Councils, voluntary and community groups, and NHS
commissioners and providers in each Place;

vii.

ensure that, through partnership working in each place and across WY&H,
there is a greater focus on population health management, integration
between providers of services around the individual’s needs, and a focus
on care provided in primary and community settings;

viii.

oversee the development and implementation of a mutual accountability
framework which provides a single, consistent approach for assurance and
accountability between partners;

ix.

reach agreement in relation to recommendations made by other
governance groups within the partnership on the need to take action in
relation to managing collective performance, resources and the totality of
population health;

x.

adopt an approach to making joint decisions and resolving any
disagreements which follows the principle of subsidiarity and is in line with
the shared values and behaviours of the partnership;

Membership
The membership will comprise:












4.2.

vi.

A Chair – the Partnership lead CEO
CCG Accountable Officers
Council chief executives
Chief executives of NHS Trusts, NHS Foundation Trusts and other providers of
NHS services which are formal partners
One representative of NHS England
One representative of NHS Improvement
One representative of Health Education England
One representative of Public Health England
One representative of Healthwatch organisations
The chief executive of Yorkshire and Humber Academic Health Science
Network
The chair of the WY&H Clinical Forum

A deputy Chair will be agreed from among nominated members. A list of members
is set out at Annex 1.
Deputies

4.3.

If a member is unable to attend a meeting of the SLE, s/he will be responsible for
identifying a suitable deputy to attend on their behalf. Such a deputy must have
sufficient seniority and sufficient understanding of the issues to be considered, to
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represent their organisation, place or group effectively. Deputies will be eligible to
vote.
Additional attendees
4.4.

4.5.

5.

Additional attendees will routinely include:


The WY&H Partnership director



The WY&H Partnership finance director.

At the discretion of the Chair, additional representatives may be requested to
attend meetings from time to time to participate in discussions or report on
particular issues. Such additional representatives may include:


Senior Responsible Officers and programme leads for WY&H programmes



Representatives of Partner organisations, who are not part of the core
membership.



Members of the WY&H Partnership core team and external advisers.

Quoracy and voting

5.1.

The SLE will be quorate when 75% or more of Partner organisations are present,
including at least one representative from each place. The SLE will generally
operate on the basis of forming a consensus on issues considered, taking account
of the views expressed by members. It will look to make any decisions on a Best
for WY&H basis. The Chair will seek to ensure that any lack of consensus is
resolved amongst members.

5.1.

Members will be eligible to participate on issues which apply to their organisation,
in line with the scope of applicable issues set out in Annex 1 of the Partnership
Memorandum of Understanding. If a consensus cannot be reached, then decisions
will be made by 75% majority of the Group present and voting at a quorate
meeting. In such cases, each eligible Partner organisation shall have one vote.

6.

Accountability and reporting

6.1.

The SLE will be accountable to the Partnership Board, which provides the formal
leadership of the WY&H Partnership. The SLE has no formal powers delegated by
Partner organisations. However, it will increasingly take on responsibility for
decisions relating to regulatory and oversight functions currently exercised from
outside the system.

6.2.

The SLE has a key role within the wider governance and accountability
arrangements for the WY&H Partnership (see Annex 2 for a description of these
arrangements). The minutes will be submitted to each meeting of the Partnership
Board. The minutes, and a summary of key messages will also be submitted to all
Partner organisations after each meeting.
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7.

Conduct and Operation

7.1.

The SLE will normally meet monthly. An annual schedule of meetings will be
published by the secretariat.

7.2.

Extraordinary meetings may be called for a specific purpose at the discretion of the
Chair. A minimum of seven working days notice will be given when calling an
extraordinary meeting.

7.3.

The agenda and supporting papers will be sent to members and attendees no less
than five working days before the meeting. Urgent papers will be permitted in
exceptional circumstances at the discretion of the Chair.

7.4.

Draft minutes will be issued within 10 working days of each meeting.
Managing Conflicts of Interest

7.5.

Each member must abide by all policies of the organisation it represents in relation
to conflicts of interest.

7.6.

Where any SLE member has an actual or potential conflict of interest in relation to
any matter under consideration at any meeting, the Chair (in their discretion) shall
decide, having regard to the nature of the potential or actual conflict of interest,
whether or not that member may participate and/or vote in meetings (or parts of
meetings) in which the relevant matter is discussed.

7.7.

Where the Chair decides to exclude a member, the relevant organisation
represented by that member may send a deputy to take the place of the conflicted
member in relation to that matter.
Secretariat

7.8.

8.
8.1.

The secretariat function for the SLE will be provided by the WY&H Partnership
core team. A member of the team will be responsible for arranging meetings,
recording notes and actions from each meeting, preparing agendas, and agreeing
these with the Chair.

Review
These terms of reference and the membership of the SLE will be reviewed at least
annually. Further reviews will be undertaken in response to any material
developments or changes in the wider governance arrangements of the
Partnership.
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Annex 1 – Members
Local Authorities
City of Bradford Metropolitan District Council
Calderdale Council
Craven District Council
Harrogate Borough Council
Kirklees Council
Leeds City Council
North Yorkshire County Council
Wakefield Council
NHS Commissioners
NHS Airedale, Wharfedale and Craven CCG
NHS Bradford City CCG
NHS Bradford Districts CCG
NHS Calderdale CCG
NHS Greater Huddersfield CCG
NHS Harrogate and Rural District CCG
NHS Leeds CCG
NHS North Kirklees CCG
NHS Wakefield CCG
NHS England
Healthcare Providers
Airedale NHS Foundation Trust
Bradford District Care NHS Foundation Trust
Bradford Teaching Hospitals NHS Foundation
Trust
Calderdale and Huddersfield NHS Foundation
Trust
Harrogate and District NHS Foundation Trust
Leeds and York Partnership NHS Foundation
Trust
Leeds Community Healthcare NHS Trust
The Leeds Teaching Hospitals NHS Trust
Locala Community Partnerships CIC
The Mid Yorkshire Hospitals NHS Trust
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South West Yorkshire Partnership NHS
Foundation Trust
Tees, Esk, and Wear Valleys NHS Foundation
Trust
Yorkshire Ambulance Service NHS Trust
Heath Regulator and Oversight Bodies
NHS England
NHS Improvement
Other National Bodies
Health Education England
Public Health England
Care Quality Commission [TBC]
Other Partners
Clinical Forum Chair
Healthwatch representative
Yorkshire and Humber Academic Health Science
Network.
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Annex 2 – Schematic of Governance and Accountability Arrangements
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System Oversight and
Assurance Group
Terms of Reference
DRAFT

June 2018
Annex 3.3 SOAG ToR v6 180622
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1.

Introduction and context

1.1.

West Yorkshire and Harrogate Health and Care Partnership was formed in 2016
as one of 44 Sustainability and Transformation Partnerships (STPs), in response to
the NHS Five Year Forward View. It brings together all health and care
organisations in our six places: Bradford District and Craven, Calderdale,
Harrogate, Kirklees, Leeds and Wakefield.

1.2.

The Partnership is not a new organisation, but a new way of working to meet the
diverse needs of our citizens and communities. NHS services have come together
with local authorities, charities and community groups to agree how we can
improve people’s health and improve the quality of their health and care services.

1.3.

The System Oversight and Assurance Group is a key element of the leadership
and governance arrangements for the West Yorkshire and Harrogate Health and
Care Partnership.
Purpose

1.4.

The Partnership has agreed to adopt a new integrated approach to leading
performance development and culture change, encompassing operational
performance, quality and outcomes, service transformation, and finance.

1.5.

This new approach will feature:


a single framework, covering individual places, and West Yorkshire and
Harrogate as a whole;



an increasing focus on making judgements about a whole place, while
understanding the positions of individual organisations;



a strong element of peer review and mutual accountability;



a clear approach to improvement-focused intervention, support and capacity
building.

1.6.

The purpose of the System Oversight and Assurance Group is to be the primary
governance forum to oversee the Partnership’s mutual accountability
arrangements. It will take an overview of system performance and progress with
delivery of the Partnership’s plan

1.7.

These Terms of Reference describe the scope, function and ways of working for
the System Oversight and Assurance Group. They should be read in conjunction
with the Memorandum of Understanding for the West Yorkshire and Harrogate
Health and Care Partnership, which describes the wider governance and
accountability arrangements.
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2.

How we work together in West Yorkshire and Harrogate
Our vision

2.1.

We have worked together to develop a shared vision for health and care services
across West Yorkshire and Harrogate. All of our plans support the realisation of
this vision:


Places will be healthy - you will have the best start in life, so you can live and
age well.



If you have long term health conditions you will be supported to self-care
through GPs and social care services working together. This will include
peer support and via technology, such as telemedicine.



If you have multiple health conditions, there will be a team supporting your
physical, social and mental health needs. This will involve you, your family
and carers, the NHS, social care and voluntary and community
organisations.



If you need hospital care, it will usually mean going to your local hospital,
which works closely with others to give you the best care possible



Local hospitals will be supported by centres of excellence for services such
as cancer, stroke, and mental health.



All of this will be planned and paid for together, with councils and the NHS
working together to remove the barriers created by planning and paying for
services separately. For example community and hospital care working
together.



Communities and staff will be involved in the development and design of
plans so that everyone truly owns their health care services.

Principles for our partnership
2.2.

The System Oversight and Assurance Group operates within an agreed set of
guiding principles that shape everything we do through our Partnership:


We will be ambitious for the people we serve and the staff we employ



The West Yorkshire and Harrogate partnership belongs to its citizens and to
commissioners and providers, councils and NHS



We will do the work once – duplication of systems, processes and work
should be avoided as wasteful and potential source of conflict



We will undertake shared analysis of problems and issues as the basis of
taking action



We will apply subsidiarity principles in all that we do – with work taking place
at the appropriate level and as near to local as possible



We will build constructive relationships with communities, groups and
organisations to tackle the wide range of issues which have an impact on
people’s health and wellbeing.
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Our shared values and behaviour
2.3.

3.
3.1.

Members of the System Oversight and Assurance Group commit to behave
consistently as leaders and colleagues in ways which model and promote our
shared values:


We are leaders of our organisation, our place and of West Yorkshire and
Harrogate



We support each other and work collaboratively



We act with honestly and integrity, and trust each other to do the same



We challenge constructively when we need to



We assume good intentions.



We will implement our shared priorities and decisions, holding each other
mutually accountable for delivery

Role and Responsibilities
The System Oversight and Assurance Group will provide oversight, and challenge
to the delivery of the aims and priorities of the Partnership. In support of this, its
responsibilities are to:
i.

lead the development of a dashboard of key performance, quality and
transformation metrics for the Partnership;

ii.

take an overview of performance and transformation at whole system, place
and organisation levels in relation to Partnership objectives and wider
national requirements;

iii.

take an overview of programme delivery;

iv.

receive reports from WY&H programmes and enabling workstreams on
issues which require escalation;

v.

develop and maintain connections with other key groups and organisations
which have a role in performance development and improvement, including:

vi.



Care Quality Commission



Quality Surveillance Groups



Place-based transformation boards



A&E Delivery Boards



WY&H Directors of Finance Group



WY&H Clinical Forum;

lead the development of a framework for peer review and support for the
Partnership and oversee its application;
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vii.

4.

make recommendations to the System Leadership Executive, in consultation
with WY&H programme boards, and national NHS bodies, on the
deployment of improvement support across the Partnership, and on the
need for more formal action and interventions. Actions will include the
requirement for:


agreement of improvement or recovery plans;



more detailed peer-review of specific plans;



commissioning expert external review;



the appointment of a turnaround Director / team;



agreement of restrictions on access to discretionary funding and financial
incentives.

Membership

4.1.

The membership of the System Oversight and Assurance Group will include
representation from each sector of the partnership, ie providers, commissioners,
Councils, national bodies, Healthwatch.

4.2.

The membership will comprise:










4.3.

A Chair – the Partnership lead CEO
Acute sector – chair of WYAAT
Mental health sector – chair of Mental Health Services Collaborative
CCGs – nominated lead accountable officer
A representative of community / primary care providers
Local authorities – lead CEO for health
One representative of NHS England
One representative of NHS Improvement
One representative of Healthwatch

A deputy Chair will be agreed from among nominated members. A list of members
is set out at Annex 1.
Deputies

4.4.

If a member is unable to attend a meeting of the System Oversight and Assurance
Group, s/he will be responsible for identifying a suitable deputy to attend on their
behalf. Such a deputy must have sufficient seniority and sufficient understanding of
the issues to be considered, to represent their organisation, place or group
effectively.
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Additional attendees
4.5.

4.6.

5.

Additional attendees will routinely include:


The WY&H Partnership director



The WY&H Partnership finance director.

At the discretion of the Chair, additional representatives may be requested to
attend meetings from time to time to participate in discussions or report on
particular issues. Such additional representatives may include:


Senior Responsible Officers and programme leads for WY&H programmes



Representatives of Partner organisations, who are not part of the core
membership.



Members of the WY&H Partnership core team and external advisers.

Quoracy and voting

5.1.

The System Oversight and Assurance Group will not be a formal decision making
body. The Group will operate on the basis of forming a consensus on issues
considered, taking account of the views expressed by members. The Group will
not take votes and will not require a quorum of members to be present to consider
any business.

5.2.

The Chair will seek to ensure that any lack of consensus is resolved amongst
members.

5.3.

Under exceptional circumstances any substantive difference of views among
members will be reported to the System Leadership Executive Group.

6.

Accountability and reporting

6.1.

The Group does not have any powers or functions formally delegated by the
Boards or governing bodies of its constituent organisations. However, NHS
England and NHS Improvement will, where appropriate, enact certain regulatory
and system oversight functions through the Group.

6.2.

The Group has a key role within the wider governance and accountability
arrangements for the WY&H partnership (see Annex 2 for a description of these
arrangements).

6.3.

The System Oversight and Assurance Group will formally report, through the
Chair, to the System Leadership Executive Group. It will make recommendations,
where appropriate to the System Leadership Executive Group.
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7.

Conduct and Operation

7.1.

The Group will normally meet monthly. An annual schedule of meetings will be
published by the secretariat.

7.2.

Extraordinary meetings may be called for a specific purpose at the discretion of the
Chair. A minimum of seven working days notice will be given when calling an
extraordinary meeting.

7.3.

The agenda and supporting papers will be sent to members and attendees no less
than five working days before the meeting. Urgent papers will be permitted in
exceptional circumstances at the discretion of the Chair.

7.4.

Draft minutes will be issued within 10 working days of each meeting.
Managing Conflicts of Interest

7.5.

Each member must abide by all policies of the organisation it represents in relation
to conflicts of interest.

7.6.

Where any Group member has an actual or potential conflict of interest in relation
to any matter under consideration at any meeting, the Chair (in their discretion)
shall decide, having regard to the nature of the potential or actual conflict of
interest, whether or not that member may participate and/or vote in meetings (or
parts of meetings) in which the relevant matter is discussed.

7.7.

Where the Chair decides to exclude a member, the relevant organisation
represented by that member may send a deputy to take the place of the conflicted
member in relation to that matter.
Secretariat

7.8.

8.
8.1.

The secretariat function for the System Oversight and Assurance Group will be
provided by the WY&H Partnership core team. A member of the team will be
responsible for arranging meetings, recording notes and actions from each
meeting, preparing agendas, and agreeing these with the Chair.

Review
These terms of reference and the membership of the Group will be reviewed at
least annually. Further reviews will be undertaken in response to any material
developments or changes in the wider governance arrangements of the
Partnership.
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Annex 1 – Members
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Annex 2 – Schematic of Governance and Accountability Arrangements
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1.

Introduction and context
West Yorkshire and Harrogate Health and Care Partnership was formed in
2016 as one of 44 Sustainability and Transformation Partnerships (STPs), in
response to the NHS Five Year Forward View. It brings together all health and
care organisations in our six places: Bradford District and Craven, Calderdale,
Harrogate, Kirklees, Leeds and Wakefield.
1.1.

The partnership is not a new organisation, but a new way of working to
meet the diverse needs of our citizens and communities. NHS services have
come together with local authorities, charities and community groups to agree
how we can improve people’s health and improve the quality of their health and
care services.

1.2.

The Clinical Forum is a key element of leadership and governance
arrangements for the West Yorkshire and Harrogate health and care partnership.

1.3.

Purpose
The purpose of the Clinical Forum is to be the primary forum for clinical
leadership, advice and challenge for the work of the partnership in meeting the
Triple Aim: improving health and wellbeing; improving care and the quality of
services; and ensuring that services are financially sustainable.

1.4.

The Clinical Forum ensures that the voice of clinicians, from across the
range of clinical professions and partner organisations, drives the development of
new clinical models and proposals for the transformation of services. It also takes
an overview of system performance on quality.

1.5.

These Terms of Reference describe the scope, function and ways of
working for the Clinical Forum. They should be read in conjunction with the
Memorandum of Understanding for the West Yorkshire and Harrogate Health and
Care Partnership [forthcoming], which describes the wider governance and
accountability arrangements.
1.6.

2.

How we work together in West Yorkshire and Harrogate
Our vision
We have worked together to develop a shared vision for health and care
services across West Yorkshire and Harrogate. All of our plans support the
realisation of this vision:

2.1.



Places will be healthy - you will have the best start in life, so you can live and
age well.



If you have long term health conditions you will be supported to self-care
through GPs and social care services working together. This will include
peer support and via technology, such as telemedicine.



If you have multiple health conditions, there will be a team supporting your
2
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physical, social and mental health needs. This will involve you, your family
and carers, the NHS, social care and voluntary and community
organisations.


If you need hospital care, it will usually mean going to your local hospital,
which works closely with others to give you the best care possible



Local hospitals will be supported by centres of excellence for services such
as cancer, stroke, and mental health.



All of this will be planned and paid for together, with councils and the NHS
working together to remove the barriers created by planning and paying for
services separately. For example community and hospital care working
together.



Communities and staff will be involved in the development and design of
plans so that everyone truly owns their health care services.

Principles for our partnership
The Clinical Forum operates within an agreed a set of guiding principles
that shape everything we do through our partnership:

2.2.



We will be ambitious for the people we serve and the staff we employ



The West Yorkshire and Harrogate partnership belongs to its citizens and to
commissioners and providers, councils and NHS



We will do the work once – duplication of systems, processes and work
should be avoided as wasteful and potential source of conflict



We will undertake shared analysis of problems and issues as the basis of
taking action



We will apply subsidiarity principles in all that we do – with work taking place
at the appropriate level and as near to local as possible



We will build constructive relationships with communities, groups and
organisations to tackle the wide range of issues which have an impact on
people’s health and wellbeing.

Our shared values and behaviour
Members of the Clinical Forum commit to behave consistently as leaders
and colleagues in ways which model and promote our shared values:

2.3.



We are leaders of our organisation, our place and of West Yorkshire and
Harrogate



We support each other and work collaboratively



We act with honestly and integrity, and trust each other to do the same



We challenge constructively when we need to



We assume good intentions.
3

PDF Page No. 275



3.

We will implement our shared priorities and decisions, holding each other
mutually accountable for delivery

Role and Responsibilities
The Clinical Forum will provide clinical leadership, oversight, and challenge
to the development and delivery of the aims and priorities of the partnership. In
support of this, its responsibilities are to:

3.1.

i.

lead the development of a clinical strategy and narrative for West Yorkshire
and Harrogate

ii.

ensure that all plans within the West Yorkshire and Harrogate health and
care partnership are clinically led, evidence based, and configured to
improve patient outcomes;

iii.

ensure the voice of the patients, service users and citizens is heard and
reflected in all plans;

iv.

maintain and embed clinical co-production as a core principle of the
partnership;

v.

support collaboration
colleagues;

vi.

exhibit clinical leadership and galvanise professional colleagues and partner
organisation to agree models of care which support delivery to close the
three gaps (health, care and finance) in West Yorkshire and Harrogate

vii.

champion change and evidence-based innovation within their own
organisations and Place, with peers, professional colleagues and networks;

viii.

support transition to new models of care, where appropriate.

and

strengthen

partnerships

between

clinical

ix.

make recommendations to the System Leadership Executive Group on
proposals developed by priority workstreams and local place-based
partnerships;

x.

provide oversight and alignment of
Yorkshire and Harrogate;

xi.

support regular communication and engagement with all stakeholders;

xii.

support through review the evaluation and impact of all workstreams and
plans

xiii.

provide innovative solutions to system-wide challenges, particularly where
there are dependencies between workstreams (including enablers) and local
plans;

xiv.

provide input and assurance to the clinical representation on each of the
workstreams;
4
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xv.

ensure a robust framework for quality impact assessment of change is
established and implemented;

xvi.

review system performance on the quality of health and care services and
provide a mechanism for partner organisations to hold each other to account
on quality, making appropriate links with the Quality Surveillance Forum.

Members of the group should ensure that all groups of clinicians within their
organisations are engaged with the work of the Clinical Forum as appropriate.

3.2.

4.

Membership
The membership of the Clinical Forum will reflect the engagement of all
Places and partner organisations.

4.1.

Members will be senior clinicians (normally clinical commissioners, provider
GPs, medical directors, directors of nursing, senior allied health professionals)
nominated by the relevant organisation or partnership group.

4.2.

The membership will comprise:

4.3.















4.4.

A Chair
One clinical commissioner representative from each of the six places
One representative from each mental health and community trust
One representative from each acute Trust
One representative from Yorkshire Ambulance Service
One medical representative from NHS England and NHS Improvement
One Nursing and Quality Lead
One Allied Health Professional representative
One Community Pharmacist representative
Two representatives of primary care federations
One Director of Adult Social Services
One Director of Public Health
The Clinical Director for the West Yorkshire Association of Acute Trusts
One representative from Yorkshire Academic Health Science Network
A deputy Chair will be agreed from among nominated members.

A list of current members is set out at Annex 1. (Arrangements for future
changes to the role of Chair and nominated members will be confirmed with the
Forum).
4.5.

Additional representatives may be requested to attend meetings of the
Clinical Forum from time to time to participate in discussions or report on
particular issues. Such additional representatives may include:

4.6.

5
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clinical leads for each of the West Yorkshire and Harrogate priority
programmes and enabling workstreams
Local Medical Committee representatives.

Additional attendees
A representative of Healthwatch, members of the WY&H partnership core
team, external advisers, and other individuals may be invited to attend for all or
part of any meeting as and when appropriate, at the discretion of the Chair.

4.7.

Deputies
If a member is unable to attend a meeting of the Clinical Forum, s/he will be
responsible for identifying a suitable deputy to attend on their behalf. Such a
deputy must have sufficient seniority and sufficient understanding of the issues to
be considered, to represent their organisation, place or group effectively.

4.8.

5.

Accountability and reporting
The Clinical Forum will not be a formal decision making body. It does not
have any powers or functions formally delegated by the Boards or governing
bodies of its constituent organisations.

5.1.

The Clinical Forum has a key role within the wider governance and
accountability arrangements for the WY&H partnership (see Annex 2 for a
description of these arrangements).
5.2.

The Clinical Forum will formally report, through the Chair, to the System
Leadership Executive Group. The Chair will be a core member of this group.

5.3.

The Forum will make recommendations, where appropriate to the System
Leadership Executive Group.

5.4.

6.

Conduct and Operation of the Clinical Forum
The Forum will operate on the basis of forming a consensus on issues
considered, taking account of the views expressed by members.

6.1.

The Forum will not take votes and will not require a quorum of members to
be present to consider any business.

6.2.

The Chair will seek to ensure that any lack of consensus is resolved
amongst members.

6.3.

Under exceptional circumstances any substantive difference of views
among members will be reported by the Chair to the System Leadership
Executive Group.

6.4.

6

PDF Page No. 278

Secretariat
The secretariat function for the Clinical Forum will be provided by the
WY&H partnership core team. A member of the team will be responsible for
arranging meetings, recording notes and actions from each meeting, preparing
agendas, and agreeing these with the Chair.

6.5.

The secretariat will collate papers and circulate them to members and
attendees no less than five days before the meeting. Late papers will be
permitted in exceptional circumstances at the discretion of the Chair.

6.6.

7.

Frequency of meetings
The Clinical Forum will usually meet each month. An annual schedule of
meetings will be confirmed by the secretariat.

7.1.

Additional or extraordinary meetings may be called for a specific purpose at
the discretion of the Chair.

7.2.

Members will normally be given a minimum of six weeks’ notice of any
meeting of the Forum.
7.3.

8.

Review
These terms of reference and the membership of the Forum will be
reviewed at least annually. Further reviews will be undertaken in response to any
material developments or changes in the wider governance arrangements of the
partnership.

8.1.

7
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Annex 1 – Nominated members of the Clinical Forum
Nominee
Chair
CCGs / Places
Bradford District and Craven
Calderdale
Harrogate and Rural District
Leeds
North Kirklees and Greater Huddersfield
Wakefield
Acute Trusts
Airedale NHS Foundation Trust
Bradford Teaching Hospitals NHS Foundation Trust
Calderdale and Huddersfield NHS Foundation Trust
Harrogate and District NHS Foundation Trust
The Leeds Teaching Hospitals NHS Foundation Trust
The Mid Yorkshire Hospitals NHS Foundation Trust
Mental Health and Community Providers
Bradford District Care NHS Foundation Trust
Leeds and York Partnership NHS Foundation Trust
South West Yorkshire Partnership NHS Foundation
Trust
Leeds Community Healthcare NHS Trust
Others
NHS England
Allied Health Professional
Community Pharmacist
GP Providers x 2
Social Care
Public Health representative
WYAAT Clinical Lead
Yorkshire Ambulance Service
Nursing & Quality Lead (and QSG link)
AHSN

Dr Andy Withers
Dr James Thomas
Dr Steven Cleasby
Dr Bruce Willoughby
Dr Gordon Sinclair
Dr David Kelly
Dr Phil Earnshaw
Jill Asbury
Dr Bryan Gill
(Deputy Chair)
Brendan Brown
David Scullion
Dr Yvette Oade
David Melia
Dr Andy McElligott
TBC
Tim Breedon
Marcia Perry
Dr Yasmin Khan
TBC
Ruth Buchan
TBC
TBC
Andrew O'Shaughnessy
Robin Jeffrey
Julian Mark
Jo Harding
Mike Potts (interim)
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Annex 2 – Schematic of Governance and Accountability Arrangements
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Report Author and Job Natalie Tolson, Performance & Intelligence Manager
Title:
Lucy Dyson, Quality Co-ordinator
Responsible Clinical
Dr Phillip Earnshaw, Chair
Lead:
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Jonathan Webb, Chief Finance Officer
Governing Board
Suzannah Cookson, Chief Nurse
Executive Lead:
Recommendations:
It is recommended that the Governing Body:1. Note the current performance against indicators on the strategic balanced scorecards.
2. Note those indicators where performance and quality are reporting below target and the
exception reports provided.
3. Note the actions being taken by providers and the CCG with regard to these indicators.
Executive Summary:
The Governing Body are presented with a summary of the Integrated Quality and Performance
(IQP) reports presented at Integrated Governance Committee (IGC) in July and August 2018.
During June 2018 the CCG was under-performing in 4 of the 5 performance domains. The
CCG achieved all the performance standards within the citizen participation and
empowerment domain:
Access to cancer
diagnosis and
treatment

A step change in the
productivity of elective
care

Mental health service
transformation

System wide quality
measures

Citizen
participation &
empowerment

Detail behind the performance of each domain is available within the IQP Summary report.
The key achievements include:
 Continued achievement of the Dementia Diagnosis Rate by the CCG.
 Achievement of the 6 week diagnostic waiting time standard in the month of June for both
the CCG and Mid Yorkshire Hospitals NHS Trust.
 Achievement of the A&E 4 hour waiting time standard at the end of July at the Pontefract
Urgent Treatment Centre and Dewsbury site.
 Achievement of the Ambulance to A&E 15 minute handover performance during June at
the Pontefract Urgent Treatment Centre.
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CQC ratings for Care Homes
 Castleford Lodge - after a recent inspection in May 2018 the care home was rated Good
overall, achieving Requires Improvement for the Responsive domain. Earls Lodge Care
Home - after a recent inspection during August 2017 the care home was rated Requires
Improvement overall, achieving Good for the Caring and Responsive domains.
CQC ratings for GP Practices
 Drs DP Diggle & RE Phillips (South Kirby) – after a recent inspection during April 2018, the
practice remains Good overall.
 Station Lane (Featherstone) - after a recent inspection during May 2018, the practice
remains Good overall, achieving Requires Improvement for the Safe domain.
CQC rating for the Walk-in Centre


King Street Walk-in Centre - after a recent inspection during June 2018, the Walk-in Centre
received a Good overall, with a Requires Improvement for the Safe domain, though there
were no requirement notices in relation to this.

The key concerns include:
 A further increase in the number of RTT incomplete pathways for both the CCG and Mid
Yorkshire Hospitals NHS Trust in the month of June. The CCG waiting list at the end of
June reported at 25,834, which was 8% above the position reported at the end of March
2018. This was an increase of 1,960 patients waiting for treatment at the end of March
2018 to the end of June 2018.
 Six 52 Week RTT Breaches reported against the CCG increasing the yearly total to 18.
 Performance against the 62 day cancer waiting time (urgent GP referral) deteriorated
below the national standard in the month of June and reported below the 85% target at the
end of Q1.
 At the end of Q1 the CCG achieved 5 of the 9 cancer waiting time standards.
 Overall A&E 4 hour performance reported a reduction in the month of July.
CQC ratings for Care Homes
 Riverside Court - after a recent inspection during April 2018 this care home was rated
overall as Inadequate. The provider is under enhanced surveillance. The home closed on
10th September 2018.
CQC ratings for SWYPFT
Overall, SWYPFT achieved a rating of Requires Improvement during 2018, achieving Good for
the Effective, Caring and Well-led domains.
MYHT Never Events
 Never Event (June 2018) - MYHT reported a wrong site surgery never event. A full
summary was included in July’s IQP report.
 Never Event (August and September 2018) - since the report was produced MYHT have
reported two Never Events. One was reported during August 2018 for a North Kirklees
patient and the other was reported during September 2018 for a Wakefield CCG patient.
Both never events have been classed as a Medical Devices incident (misplaced nasogastric tube). A full summary of both never events will be included in September’s IQP
report.
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Included within the Integrated Quality and Performance Report is the Integrated Assessment
Framework (CCG IAF) for Q4 2017/18. The IAF provides an annual overall assessment and
rating of performance of each CCG (Outstanding, Good, Requires Improvement and
Inadequate). Wakefield CCG was rated as ‘Requires Improvement’ at the end of 2017/18.
Link to overarching
principles from the
strategic plan:

Reduction in hospital admissions where appropriate
leading to reinvesting in prevention
New Accountable Care Systems to deliver new
models of care
Collective prevention resource across the health and
social care sector and wider social determinant
partners
Expanded Health and Wellbeing board membership
to represent wider determinants
A strong ambitious co-owned strategy for ensuring
safe and healthy futures for children
A shift towards allocation of resources based upon
primary and secondary prevention and social
determinants of ill health
Transforming to become a sustainable financial
economy
Organising ourselves to deliver for our patients



Outcome of Integrated
Impact Assessment
completed (IIA)
Outline public
engagement – clinical,
stakeholder and
public/patient:
Management of Conflicts
of Interest:

Not applicable

Assurance departments/
organisations who will
be affected have been
consulted:
Previously presented at
committee / governing
body:

A joint report between Performance and Quality Team.

Further details of Complaints, PALS enquiries and patient
feedback mapped at the Quality Intelligence Group are detailed
in the full Integrated Quality and Performance (IQP) report.
Not applicable

Integrated Governance Committee – 19th July and 16th August
2018.

Reference document(s) /
enclosures:

Not applicable

Risk Assessment:

Mitigating actions have been included within the report and risks
are captured as appropriate in the Governing Body Assurance
Framework and Corporate Risk Register.
Mitigating actions required to improve performance or quality are
assessed on an individual basis for any finance or resource
implications.

Finance/ resource
implications:
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Executive Summary
This summary report provides a high level overview of performance and quality as reported in the Integrated
Quality and Performance report (IQP). The Integrated Quality and Performance report is discussed in detail
at the Integrated Governance Committee (IGC).
The Governing Body are presented with a summary of the IQP reports presented at Integrated Governance
Committee in July and August 2018. The summary of items covered in the July and August Integrated Quality
and Performance reports included the following:







Complaints and Compliments
Constitutional Performance – June 2018 with the
following exception reports:

A&E performance

Cancer waiting time performance

Referral to treatment performance
CQUIN achievement for Independent Providers
Healthcare Associated Infections exception reports
Learning from Deaths – Quarter 4 2017/18












Maternity Quality Metrics
Mental Health FFT exception report
MYHT Never Events
National Cancer Patient Experience Survey 2017
Outcome of the SWYPFT CQC inspection
Patient Advice and Liaison Service Contacts
Perfect Ward® summary
Safety Thermometer: % of patients receiving harm free care
– exception report
SWYPFT Customer Services Report – Quarter 4 2017/18
YAS Staff FFT – exception report

The CCG’s Improvement and Assessment Framework (IAF) for Q4 is also included within the report. The
CCG’s year-end rating for 2017-18 was ‘requires improvement’.
Acute Commissioning (Mid Yorkshire Hospitals NHS Trust)
The Trust is underperforming in all five performance domains (YTD):
Access to cancer
diagnosis and
treatment

A step change in the
productivity of elective
care

Access to the highest
quality urgent &
emergency care

System wide quality
measures

Citizen
participation &
empowerment

Access to cancer diagnosis and treatment
In terms of monthly performance against the cancer waiting time standards, the Trust achieved 6 of the 8
cancer access standards at the end of June. This was an increase from 4 of the measures achieving the
standard at the end of May. The measures the Trust failed to achieve were the 62 days wait from an urgent
GP referral (81.9% against a target of 85%) and the 31 days for subsequent treatment where treatment was
surgery (89.5% against a target of 94%).
A step change in the productivity of elective care
Referral to Treatment - Performance for the Trust continues to show signs of improvement with June
reporting a performance of 88.7%, which was a 1% increase compared to the position reported at the end of
May. This was below the national standard but above the monthly provider fund trajectory. However, the total
waiting list continues to grow as the Trust’s demand outweighs capacity. The size of the waiting list at the
end of June reported at 33,144, which was an in month increase of 839 patients.
Diagnostics 6 weeks – Following the recent decline in performance, the position reported in June remained
stable, reporting above the 99% national standard at 99.7%.
Access to the highest quality urgent and emergency care
A&E waits – June reported performance of 89.3% and July reported performance of 87.7%, which is a
decrease from the position reported at the end of May. Performance reported below the monthly provider
fund trajectory (PSF).
3
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Acute Trust and Ambulance turnaround – Validated performance against the 15 minute Trust handover
target reported at 99.4% in June which equated to 15 ambulance handovers taking place over 15 minutes
from arrival at the Trust. The 100% target was achieved at Pontefract Urgent Treatment Centre.
System Wide Quality Measures
Healthcare Associated Infections
MRSA
0 cases of MRSA were assigned to MYHT during June 2018.
Clostridium Difficile
During June 2018 2 cases of Clostridium Difficile were assigned to MYHT against a target of two per month.
Acute Quality Dashboard – Quarter 1 2018/19
Friends and Family Test – A+E
During April 2018 MYHT achieved the highest score for A+E FFT compared to the other acute providers,
scoring 96.0% which was above the national average (87%).
Friends and Family Test - Inpatient
MYHT, Calderdale and Huddersfield and Doncaster and Bassetlaw achieved 97% which is above the
national average (96%).
Sentinel Stroke National Audit Programme (SSNAP)
The most latest available performance SSNAP levels is based on August – November 2017 data. MYHT’s
overall SSNAP performance has remained a Level B (Level A best performing and Level E worst).
Adult Inpatient Survey 2017
Overall MYHT did not perform any better or worse compared to other acute Trusts for the Adult Inpatient
Survey 2017. There were 11 categories in the survey. MYHT scored about the same as other Trusts for 9 out
of 11 categories and worse for 2 out of the 11 categories. The categories that patients rated MYHT less well
in and therefore underachieved in related to waiting times/access to beds and nurse staffing levels.
Learning from Deaths – Quarter 4 2017/18
MYHT produce a quarterly Learning from Deaths report for their Trust Board and have implemented the
recommendations within the guidance. During 2017/18 the overall Hospital Standard Mortality Ratio
(HSMR) for the rolling year reduced from 107.7 (Mar16-Feb17) to 95.8 (Feb17-Mar18).
Place based (NHS Wakefield CCG)
The CCG is underperforming in four performance domains (YTD):
Access to cancer
diagnosis and
treatment

A step change in the
productivity of elective
care

Mental health service
transformation

System wide quality
measures

Citizen participation
& empowerment

Access to cancer diagnosis and treatment
The CCG achieved 8 of the 9 cancer waiting time constitutional targets at the end of June. This was an
improvement from 6 of the measures being achieved at the end of May. The measure the CCG reported
below the national standard was the 62 day wait from an urgent GP referral, with June reporting performance
of 81.7%.
A step change in the productivity of elective care
Referral to Treatment 18 weeks – June’s performance for the CCG continues to show signs of improvement
with performance reporting at 90.8%. However, the size of the waiting list continues to grow across a number
4
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of specialities. The waiting list for the CCG at the end of June reported at 25,834, which was an in month
increase of 795 patients.
Referral to Treatment 52 weeks – There were six 52 week breaches reported against the CCG in the month
of June. All six breaches were due to patients waiting longer than 52 weeks for treatment at Leeds Teaching
Hospital Trust. The total number of reported breaches this year now stands at 18. The CCG has issued a
letter to Leeds CCG outlining the concerns that Wakefield CCG has around the high number of 52 week
breaches. Leeds CCG has responded to provide further details around the recovery actions being taken and
the trajectory for recovery which is in development at Leeds Teaching Hospitals NHS Trust.
Diagnostic 6 week waits – For the CCG, June’s performance remained stable and reported above the 99%
national standard. However, 5 patients were waiting over 13 weeks for a diagnostic test at the end of June at
Leeds Teaching Hospitals NHS Trust.
Mental Health service transformation
Improving Access to Psychological Therapies (IAPT): There is a delay in the publication of the IAPT
national performance. Performance for Q1 will be reported in next month’s IQP. Monthly performance trends
against the national IAPT prevalent population entering treatment measure forecasts Q1 2018-19
performance to report at 3.9% against the national target of 4.2%.
Dementia - Performance against the dementia diagnosis rate target remained stable in the month of June
and reported above the 66.7% national standard at 66.8%.
Early intervention in psychosis (EIP) – Performance against EIP continues to report above the 50%
national standard at the end of June. However performance did reduce in the month of June to 60%. This
measure forms part of the Improvement and Assessment Framework (IAF) and at the end of Q4 2017/18, the
CCG was reporting in the best quartile range against this measure. If July reports a further performance
reduction then it could result in the CCG deteriorating from best quartile range.
Quality Measures
GP Friends and Family Test (FFT)
During May 2018 the national target for GP FFT was 89%, a slight decrease from April’s target (90%).
Wakefield CCG’s average FFT score for May was 89% which enables the citizen participation and
empowerment domain to be achieved.
Healthcare Associated Infections
MRSA
0 cases of MRSA have been assigned to Wakefield CCG during June 2018.
Clostridium Difficile
During June 2018 7 cases of Clostridium Difficile were assigned to Wakefield CCG against a target of six per
month.
E.coli
26 cases of E.coli were assigned to Wakefield CCG against a target of 21 per month during June 2018.
Care Quality Commission (CQC) – GP Practices
Drs DP Diggle & RE Phillips, South Kirby
After a recent inspection during April 2018, the practice remains Good overall. Previously, the practice was
rated Good overall, achieving Outstanding for the Caring domain.
Station Lane, Featherstone
After a recent inspection during May 2018, the practice remains Good overall, achieving Requires

5
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Improvement for the Safe domain. The practice was previously inspected during September 2015 and was
rated Good overall.
Care Quality Commission (CQC) – Walk-in Centre
King Street Walk-in Centre
The practice was previously inspected during April 2016 and was rated Good overall with Requires
Improvement for the Effective domain. The GP practice closed on 31 March 2017 and the service now
operates as a Walk-in Centre. After a recent inspection during June 2018, the Walk-in Centre received a
Good overall, with a Requires Improvement for the Safe domain, though there were no requirement notices in
relation to this.
Care Quality Commission (CQC) – Care Homes
Riverside Court
Previously Riverside Court was rated Requires Improvement overall during March 2017. However, after a
recent inspection during April 2018 this care home was rated overall as Inadequate. The provider is under
enhanced surveillance. The home closed on 10th September 2018.
Castleford Lodge
Previously Castleford Lodge was rated Requires Improvement during April 2017. However, after a recent
inspection this service was rated Good overall, achieving Requires Improvement for the Responsive domain.
Earls Lodge Care Home
Previously, Earls Lodge was rated Requires Improvement overall during May and June 2017 and three
breaches of regulations related to safe care and treatment, consent and governance were identified.
After a recent inspection during August 2017 the care home was rated Requires Improvement overall,
achieving Good for the Caring and Responsive domains.
Other
South West Yorkshire Partnership Foundation Trust (SWYPFT)
Care Quality Commission (CQC) – SWYPFT
Overall, SWYPFT achieved a rating of Requires Improvement during 2018, achieving Good for the
Effective, Caring and Well-led domains. The report contains details of the further discussions with the
provider which have agreed next steps in relation to assurance on pages 25-26.
Yorkshire Ambulance Service
(Performance at YAS level)
Response Times – The category 1 response standard is 7 minutes and July’s performance for YAS reported
at 7 minutes and 19 seconds.
Crew Clearance – YAS performance against the crew clear target reported an in month improvement in the
month of July with performance reporting at 68.1%.
Further details explaining the reasons for under-performance and the recovery actions in place can be found
within the individual metric sections of this report.
The Improvement and Assessment Framework for Q4 2017-18 is also documented within the report.
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Performance Trend Key:

B = Better - Performance Improvement

D = Deteriorated – Performance Worsened

NC = No change - Performance Stabilised

7
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Mid Yorkshire Hospitals NHS Trust Quality Scorecard

Key Performance Indicator

Target Latest Monthly trend

2017/18
Q3

Citizen participation & empowerment

13

FFT - A&E

87%

FFT - Inpatient

96%

FFT - Outpatient

94%

FFT - Community

95%

FFT - Maternity: Antenatal

95%

FFT - Maternity: Labour Ward

97%

FFT - Maternity: Postnatal Ward

95%

FFT - Maternity: Postnatal Community

98%

Performance Trend Key:

Jan‐18

B = Better - Performance Improvement

0
0
0
0
0
0
1
0

Feb‐18
14

Mar‐18

2017/18 2017/18
Q4
YTD

15

Apr‐18

16

17

May‐18

2018/19
YTD

18

NC

94.3%

94.0%

94.0%

95.0%

94.3%

94.8%

96.0%

96.0%

96.0%

NC

97.0%

98.0%

98.0%

97.0%

97.7%

97.4%

97.0%

97.0%

97.0%

D

96.3%

98.0%

97.0%

97.0%

97.7%

96.9%

98.0%

97.0%

97.5%

NC

97.3%

97.0%

97.0%

98.0%

97.3%

97.4%

98.0%

98.0%

98.0%

D

96.0%

98.0%

95.0%

97.0%

96.7%

96.1%

99.0%

95.0%

97.0%

D

99.0%

96.0%

98.0%

100.0%

98.0%

97.3%

99.0%

96.0%

97.5%

D

91.5%

91.0%

93.0%

94.0%

92.7%

91.9%

94.0%

93.0%

93.5%

B

97.0%

98.0%

97.0%

100.0%

98.3%

98.5%

96.0%

100.0%

98.0%

D = Deteriorated – Performance Worsened

NC = No change - Performance
Stabilised

Quality Measures and staffing levels data was not available during August 2018 as there was no Trust Board meeting held.
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Mid Yorkshire Hospitals NHS Trust & NHS Wakefield CCG
Performance & Quality Summary
Access to cancer diagnosis and treatment
Explanation of the performance
Wakefield CCG
Monthly performance
The CCG achieved 8 of the 9 cancer waiting time standards at the end of June. The measure the CCG
reported below standard against was the 62 day wait from an urgent GP referral. Following the
achievement of the standard at the end of May, June’s performance reduced to 81.7%. The number of
patients being treated in the month of June increased and the number of breaches reported at 17.
62 day waits from an urgent GP referral - performance by tumour site
Tumour Type
Acute leukaemia
Breast
Gynaecological
Haematological (Excluding Acute Leukaemia)
Head and Neck
Lower Gastrointestinal
Lung
Sarcoma
Skin
Upper Gastrointestinal
Urological (Excluding Testicular)
Grand Total

April
May
June
Treated Breaches Performance Treated Breaches Performance Treated Breaches Performance
1
0
100.0%
1
0
100.0%
1
0
100.0%
15
0
100.0%
11
0
100.0%
14
0
100.0%
8
5
37.5%
5
0
100.0%
4
0
100.0%
5
1
80.0%
3
0
100.0%
6
1
83.3%
8
1
87.5%
5
1
80.0%
6
4
33.3%
10
2
80.0%
5
0
100.0%
5
2
60.0%
2
1
50.0%
6
2
66.7%
5
2
60.0%
1
1
0.0%
1
0
100.0%
16
0
100.0%
15
0
100.0%
20
1
95.0%
3
1
66.7%
1
0
100.0%
1
0
100.0%
20
7
65.0%
27
5
81.5%
31
7
77.4%
89
19
78.7%
80
8
90.0%
93
17
81.7%

Quarterly Performance (Q1)
At the end of Q1, the CCG achieved 5 of the 9 cancer waiting time standards. The measures that reported
below national standard were:
Maximum 2 week referral for breast symptoms
Performance against this standard at the end of Q1 reported at 92.5%, which was 0.5% below the
standard. This was due to an in month reduction in performance during May where performance fell below
the national standard to 87.4%. Performance for June showed signs of improvement and reported above
the national standard.
Maximum 62 days wait from urgent GP referral to start of 1st treatment for suspected cancer
Performance at the end of Q1 reported at 83.2%, which was below the 85% national standard. The
standard was only achieved in the month of May. The majority of breaches were reported in Urology.
Maximum 62 days wait for first definitive treatment following a consultant’s decision to upgrade the priority
of the patient (all cancers)
For the CCG, performance against this standard reported at 79.3% at the end of Q1. Of the 6 breaches
reported at the end of Q1, 4 were in the lung specialty and delayed due to the patient waiting for a
diagnostic test or treatment planning. One breach was in the Upper Gastrointestinal speciality and the one
breach was reported in Urology.
9
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Maximum 62 days wait from referral from a NHS Screening Service to first definitive treatment
Performance at the end of Q1 reported at 89.7% which was slightly below the 90% national standard.
This was due to three breaches, 2 were reported in the Breast specialty and one was reported against
Lower Gastrointestinal.

Recovery actions in place
 All Tumour Specific Site Groups have a cancer waiting times action plan.
 Radiology and Urology are working together to support the new pathway.
 Urology had a planned summit in June with the CCG and a Breast Strategy meeting also took place
in July where discussions were held regarding the current future challenges placed upon the service.
An update on the planned care summits will be shared will be available in next month’s IQP Report.
 Modelling is under-way in TSSG’s to model the impact of the 28 day diagnostic target.
 There is joint work under-way with Commissioners to improve the quality of referrals and ensuring
patients are aware of their referral to a cancer service.
 There has been an agreement to return patients to their GP if unavailable for the 2 weeks following
referral to a cancer service.
 Engagement with Cancer Alliance and national initiatives to improve performance by adopting new
pathways.
 Cancer managers across the Alliance are working on the interpretation of the new Cancer Waiting
Time guidance and scoping the impact this will have.
 The Cancer Alliance has commissioned a piece of work to undertake a diagnostic on Radiology
diagnostic target across West Yorkshire.
Mid Yorkshire Hospitals NHS Trust have also
commissioned a piece of work to review available capacity within the breast specialty across West
Yorkshire.
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A step change in the productivity of elective care
Referral to treatment 18 weeks and 52 weeks
Explanation of the performance
18 week performance
Wakefield CCG
Performance this month continued to show signs of improvement for the CCG, with June reporting
performance of 90.8%. However, at the end of June there were 25,834 incomplete RTT pathways and
2,384 patients had been waiting over 18 weeks from referral. This was an increase of 795 (3%) incomplete
RTT pathways from the position reported at the end of May and an increase of 8% from the position
reported at the end of March 2018. The expectation is that the waiting list position does not exceed the
level reported at the end of March 2018.
The over 18 week back log reduced in month by 137 patients, which equates to a 5.4% reduction. The
following chart shows the monthly change to the waiting list.
CCG performance for June by specialty
Mar-18
Treatment Function
General Surgery
Urology
Trauma & Orthopaedics
Ear, Nose & Throat (ENT)
Ophthalmology
Oral Surgery
Neurosurgery
Plastic Surgery
Cardiothoracic Surgery
General Medicine
Gastroenterology
Cardiology
Dermatology
Thoracic Medicine
Neurology
Rheumatology
Geriatric Medicine
Gynaecology
Other
Total

Total number
of incomplete
pathways
1,204
1,563
3,125
1,750
2,801
0
202
1,021
13
26
1,279
766
760
675
707
654
61
1,477
5,790
23,874

May
Total
%
Total
Total
number of
within
within 18 over 18
incomplete
18
weeks weeks
pathways
weeks
1,149
987
162
85.9%
1,594
1,428
166
89.6%
3,157
2,847
310
90.2%
1,811
1,688
123
93.2%
2,499
371
87.1%
2,870
140
133
7
95.0%
971
820
151
84.4%
19
18
1
94.7%
30
30
100.0%
1,289
1,164
125
90.3%
730
679
51
93.0%
1,044
1,026
18
98.3%
580
483
97
83.3%
798
746
52
93.5%
792
650
142
82.1%
70
70
100.0%
1,602
1,450
152
90.5%
6,393
5,800
593
90.7%
25,039
22,518
2,521
89.9%

Monthly Change
June
Total
Total
Total
Total % within
Total
Total % within
number of
number of
within 18 over 18
18
within 18 over 18
18
incomplete
incomplete
weeks weeks weeks
weeks
weeks
weeks
pathways
pathways
1,145
997
148
87.1% 4
10 14
1.2%
1,521
1,379
142
90.7% 73 49 24
1.1%
3,301
2,979
322
90.2%
144
132
12
0.1%
1,880
1,749
131
93.0%
69
61
8 -0.2%
2,949
2,590
359
87.8%
79
91 12
0.8%
212
206
6
97.2%
72
73 1
2.2%
1,018
883
135
86.7%
47
63 16
2.3%
19
18
1
94.7%
25
24
1
96.0% 5 6
1 -4.0%
1,194
1,067
127
89.4% 95 97
2 -0.9%
703
660
43
93.9% 27 19 8
0.9%
1,250
1,225
25
98.0%
206
199
7 -0.3%
525
456
69
86.9% 55 27 28
3.6%
881
833
48
94.6%
83
87 4
1.1%
779
631
148
81.0% 13 19
6 -1.1%
78
78
100.0%
8
8
0.0%
1,616
1,493
123
92.4%
14
43 29
1.9%
6,738
6,182
556
91.7%
345
382 37
1.0%
0.8%
25,834
23,450
2,384
90.8%
795
932 137

Current WL
Variance to
March 18
-

-

59
42
176
130
148
10
3
6
1
85
63
490
150
174
125
17
139
948
1,960

-4.9%
-2.7%
5.6%
7.4%
5.3%
5.0%
-0.3%
46.2%
-3.8%
-6.6%
-8.2%
64.5%
-22.2%
24.6%
19.1%
27.9%
9.4%
16.4%
8.2%

52 week performance
At the end of June a total of six 52 week breaches were reported against Wakefield patients undergoing
treatment at Leeds Teaching Hospital Trust (LTHT). The total number of 52 week breaches for 2018-19
now reports at 18.
The CCG has issued a letter to Leeds CCG outlining the concerns that Wakefield CCG has around the high
number of 52 week breaches. Leeds CCG has responded to provide further details around the recovery
actions being taken and the trajectory for recovery which is in development at Leeds Teaching Hospitals
NHS Trust. Leeds CCG will share this Trust Recovery Action Plan, including plans for Wakefield patients
experiencing long waits in due course. An update will be shared at the next meeting of the Integrated
Governance Committee.
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Recovery actions in place
The challenges that exist can be categorised as; demand and capacity imbalance, consultant level
vacancies and pressure within service to deliver multiple targets. All specialities have an RTT Action Plan
which is focused on the performance requirement for their service.
The Planned Care Improvement Group continues to support the services to deliver change which will
support sustainable access to services. This is a collaborative programme between the Trust and both
Wakefield and North Kirklees CCG’s to ensure that the challenges are addressed across the health
economy.
As part of the above programme, four specialities have been placed into a clinical risk management work
stream. Throughout June and July joint CCG and acute Summits were held for Gastroenterology,
Urology, Ophthalmology and Respiratory where key transformations were identified.
There is concern over the increasing size of the waiting list position and the CCG and Trust are working
closely with NHS England to understand the recent growth of the waiting list. Mid Yorkshire Hospitals
NHS Trust are reviewing the current imbalance between demand and capacity, specifically focusing on
outpatient activity and this year’s increase in referrals. Referral activity has increased compared to the
level reported in 2017-18 however the increase is not in relation to GP referrals but an increase in referrals
following an emergency visit, consultant to consultant referrals and referrals from other sources for
example NHS screening programme and Optometrist. This is being reviewed by the Trust, with a recovery
plan being overseen by the Joint Planned Care Improvement Group.
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Access to the Highest Quality Urgent and Emergency Care
A&E Waiting Times - A&E 4 and 12 Hour Performance
Explanation of the performance
A&E 4 hour
June’s performance against the 4 hour A&E waiting time standard reported at 89.3% and July’s
performance reported at 87.7%. Whilst this is below the national standard, performance reported
above the monthly provider fund trajectory.
Of the three Trust sites, the Pinderfields site has the lowest performance against the 4 hour standard
at the end of July with 78.7%. Both the Pontefract and Dewsbury site continued to achieve the 95%
standard at the end of July. Patient delays over 4 hours at the Pontefract site were waiting for
ambulance transportation.
ED PERFORMANCE 2018/19 ‐ excludes WIC
Level

Trustwide

Pinderfields

Dewsbury

Pontefract

Metric

Jul-17

Aug-17

Sep-17

Oct-17

Nov-17

Dec-17

Jan-18

Feb-18

Mar-18

Apr-18

May-18

Jun-18

Attendances

21360

19453

19453

23380

19600

20860

19760

18110

20344

19958

22585

21815

Jul-18 4 hour Performance Trend
22875

Within 4 hrs

85.4%

83.8%

85.5%

86.0%

90.7%

80.8%

78.8%

87.1%

81.6%

89.1%

92.2%

89.3%

87.7%

Admits

4586

4476

4208

4391

4688

4791

4568

4061

4486

4297

4650

4407

4464

Conversion

21.5%

23.0%

21.6%

18.8%

23.9%

23.0%

23.1%

22.4%

22.1%

21.5%

20.5%

20.2%

19.5%

Attendances

9392

8664

9183

12132

9341

9740

9463

8522

9640

9626

10666

10578

11087

Within 4 hrs

76.6%

73.7%

75.0%

77.7%

85.2%

67.7%

63.7%

78.3%

69.3%

81.2%

87.2%

81.7%

78.7%

Admits

2883

2879

3097

3216

3396

3532

3483

3012

3357

3287

3497

3309

3392

Conversion

30.7%

33.2%

33.7%

26.5%

36.4%

36.3%

36.8%

35.3%

34.8%

34.1%

32.7%

31.3%

30.6%

Attendances

8201

7259

6840

7657

6847

7714

7048

6511

7218

6841

8019

7540

7741

Within 4 hrs

90.7%

90.2%

94.3%

94.7%

95.2%

91.1%

92.3%

94.9%

92.2%

95.4%

95.5%

95.4%

95.3%

Admits

1346

1222

796

832

903

891

731

704

789

721

895

783

786

Conversion

16.4%

16.8%

11.6%

10.9%

13.2%

11.6%

10.4%

10.8%

10.9%

10.5%

11.1%

10.4%

10.1%

Attendances

3767

3530

3430

3591

3412

3406

3249

3077

3486

3491

3900

3697

4047

Within 4 hrs
Admits
Conversion

95.9%
357
9.5%

95.6%
375
10.6%

96.3%
315
9.2%

95.4%
343
9.6%

96.7%
389
11.4%

94.8%
368
10.8%

93.3%
354
10.9%

94.7%
345
11.2%

93.8%
340
9.8%

98.5%
289
8.3%

99.4%
258
6.6%

99.0%
315
8.5%

97.8%
286
7.1%

2018/19 has seen a steady increase in attendances compared to the previous year and analysis
shows that the majority of this growth is due to increased attendances at the Pinderfields site.

Recovery actions in place by the Trust
•

•

•

•
•

•
•

Further action across all work streams is required in 2018/2019 to embed good principles
launched in 2017/2018 and ensure that pace is maintained to improve performance further this
year.
Dedicated PMO support fully recruited from 2nd July. The structure will provide increased
resilience and dedicated project support to the operational team to allow key milestones to be
delivered.
Further divisional performance grip will be delivered through daily breach review and validation
(this will allow for the early identification of themes and trends), weekly performance review
meetings and pre and post-weekend de-brief meetings.
A review of the Division's medical staffing strategy both in medicine and across the EDs will be
considered a primary priority to deliver a sustainable model for both present and future.
A dedicated ED processes work stream will tackle internal ED matters including triage. The workstream will also seek to strengthen existing processes to stream 'out' GP referred patients to
appropriate ambulatory or assessment areas where these are erroneously sent to ED.
Admission avoidance to be a key focus in 2018/2019 to counteract attendance growth and
support a plan to reduce overall hospital occupancy.
The Unplanned Care Programme for 2018/2019 has four work-streams with a focus on flow - ED
Processes, Patient Flow, Ward Improvement, safe and effective discharge. Supported by
Community Integration led by the Trust and Transport led by the CCG.
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Acute Quality Dashboard
Quarter 1 2018/19

Key messages
Healthcare Associated Infections – MRSA
During April 2018 there were zero cases of MRSA assigned to acute providers.
A+E Friends and Family Test (FFT)
During April 2018 MYHT achieved the highest score for A+E FFT compared to the other providers, scoring
96.0% which was above the national average (87%).
Inpatient Friends and Family Test (FFT)
Barnsley Hospital achieved the highest score for Inpatient FFT, scoring 98% in April 2018. MYHT, Calderdale
and Huddersfield and Doncaster and Bassetlaw achieved 97% which is above the national average (96%).
Sentinel Stroke National Audit Programme (SSNAP)
The most latest available performance SSNAP levels is based on August – November 2017 data. The overall
SSNAP performance for MYHT has remained a Level B. Sheffield Teaching Hospitals SSNAP performance
has improved from a Level C to Level B. However, Bradford Teaching Hospitals SSNAP performance has
deteriorated from a Level D to Level E.
Care Quality Commission (CQC)
During June 2018 CQC published the following ratings and summary inspection reports for:
Bradford Teaching Hospitals
During January and February 2018, Bradford Teaching Hospital was inspected and remained Requires
Improvement overall, achieving Good for the Caring domain. CQC last inspected this provider during January
2016 and rated them Requires Improvement.
Calderdale and Huddersfield Foundation Trust
During March and April 2018, Calderdale and Huddersfield Foundation Trust was inspected and achieved
Good overall, scoring Requires Improvement for the Safe domain. Previously, CQC inspected this provider
during March 2016 and was rated overall as Requires Improvement.
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Adult Inpatient Survey 2017
Published June 2018
Background
The Care Quality Commission (CQC) has published the results of the Adult Inpatient Survey 2017.
This survey looked at the experiences of 72,778 people who were discharged from an NHS acute hospital in
July 2017. Between August 2017 and January 2018, a questionnaire was sent to 1,250 recent inpatients at
each trust. Responses were received from 463 patients at The Mid Yorkshire Hospitals NHS Trust.
The CQC asked people to answer questions about different aspects of their care and treatment. Based on
their responses, each NHS Trust was scored out of 10 for each question (the higher the score the better).
Each Trust also received a rating of:
‘Better’:
The Trust is better for that particular question compared to most other trusts that took part in the survey.
‘About the same’:
The Trust is performing about the same for that particular question as most other trusts that took part in the
survey.
‘Worse’:
The Trust did not perform as well for that particular question compared to most other trusts that took part in
the survey.

Results for MYHT

Patient Survey Categories
The Emergency/A+E department

2016 Score
Patient
Compared with
response
other Trusts

Patient
response

2017 score
Compared with
other Trusts

Trend

8.4/10

About the same

8.3/10

About the same

↔

8.6/10

About the same

8.7/10

About the same

Waiting to get to a bed on a ward

6.5/10

About the same

6.5/10

Worse

The hospital and ward

7.9/10

About the same

7.6/10

About the same

Doctors

8.5/10

About the same

8.4/10

About the same

Nurses

7.6/10

About the same

7.5/10

Worse

Care and treatment
Operations and procedures

7.5/10

About the same

7.8/10

About the same

↔
↓
↔
↔
↓
↔

(answered by patients who had an operation or
procedure)

8.5/10

About the same

7.9/10

About the same

↔

Leaving hospital

6.8/10

About the same

6.6/10

About the same

Overall views of care and services

5.3/10

4.2/10

About the same

Overall experience

7.8/10

About the same
About the same

7.8/10

About the same

↔
↔
↔

(answered by emergency patients only)

Waiting lists and planned admissions
(answered by those referred to hospital)

Key messages
From the Adult Inpatient Survey, overall MYHT did not perform any better or worse compared to other
Trusts. There were 11 categories in the survey. 50 questions were about the same and 12 were worse.
MYHT scored about the same as other Trusts for 9 out of 11 categories and worse for 2 out of the 11
categories. The categories that patients rated MYHT less well in and therefore underachieved in related to
waiting times/access to beds and nurse staffing levels. The survey categories included:
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 Waiting to get to a bed on a ward
 Nurses
Waiting to get to a bed on a ward
This category in the survey contained one question and related to how patients felt regarding waiting times
to get to a bed on a ward:
Waiting to get to a bed on a ward
for feeling they did not have to wait a long time to get to a bed on a ward
Patients rated MYHT 6.5 out of 10 for waiting to get to a bed on a ward and therefore the Trust was
regarded worse compared with other providers for this category.
Nurses
Overall, MYHT scored 7.5 out 10 for this category and was rated worse compared with other Trusts. This
part of the survey contained five questions, which included:
Answering to questions
for nurses answering their questions in a way they could understand
o Patient score 7.8 out of 10 (about the same as other providers).
Confidence and trust
for having confidence and trust in the nurses treating them
o Patient score 8.6 out of 10 (about the same as other providers).
Acknowledging patients
for nurses not talking in front of them, as if they were not there
o Patient score 8.8 out of 10 (about the same as other providers).
Enough nurses
for feeling that there were enough nurses on duty to care for them
o Patient score 6.5 out of 10 (worse than other providers).
Nurse in charge of care
for knowing which nurse was in charge of looking after them
o Patient score 5.8 out 10 (about the same as other providers).

Actions



Share the Adult Inpatient Survey findings at the Quality Intelligence Group (QIG) on 10th July 2018.
Discuss the Adult Inpatient Survey findings at the Contract Management Group in August 2018.
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Patient Safety Walkabouts
Walkabouts involve a small team of clinical and non-clinical staff (from the CCG and volunteers from
Healthwatch) walking onto a ward to note their first impressions and talk to patients and staff to identify areas
of good practice and areas for improvement. This summarises the findings from the Patient Safety
Walkabouts that took place at Wakefield Intermediate Care Unit (WICU) on the 14th June 2018.

Wakefield Intermediate Care Unit (June 2018)
Overall, the unit was very clean and organised. Personal Protective Equipment (PPE) and hand gels were
available. The sluice room was not locked and it was not well organised. Patients were asked what time they
liked to get up and go to bed. They were encouraged to take part in activities. Patients reported seeing staff
washing their hands before and after providing care. Records were kept secure. There was unlabelled food
and out of date food in the fridge in the patient dining room. There were risk assessments for nutrition, falls
and infection prevention and control.

Actions
All immediate issues were raised on the day of the Patient Safety Walkabout. A debrief takes place
immediately after the Walkabout with senior nursing staff.
The final report will be discussed at MYHT Community Contract Group in August/September 2018.
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NHS Wakefield CCG Strategic Performance & Quality Summary
(Place based)
NHS Wakefield CCG Improvement and Assessment Framework (IAF) – Q4 2017/18
The IAF for Q4 was published in July and the CCG’s dashboard is detailed below. The CCG’s 2017-18 year end rating was ‘requires improvement’.
Of the total measures, 33 were refreshed with latest published data. Of these 33 measures, 9 reported a performance improvement, 13 reported a performance
reduction, 6 reported no change and for one measure, the direction of travel could not be calculated.
In terms of benchmarking, 8 of the measures reporting in the best quartile range, 25 measures reported in the inter-quartile range and 9 measures reported in the worst
quartile range.
Number of measures refreshed (including four new measures with data now available)
Number of measures reporting a performance improvement
Number of measures reporting a performance reduction

33
9
13

Number of measures reporting no change in performance

6

Number of measures where the direction can not be calculated

1

Number of measures where the CCG remained at current quartile range
(postion remained as reported in Q3)

18

13 remained in the interquartile range, 4 remained in the worst quartile range and 1 remained in
the best quartile range

Number of measures where the CCG improved quartile range

3

2 measures moved to best quartile range from from interquartile range (121b high quality
care - primary care and EIP 2 weeks).
1 measure moved to interquartile range from worst quartile range (127e DTOC)

Number of measures where the CCG deteriorated quartile range

4

2 measures deteriorated to worst quartile range from interquartile range (23b IAPT Access
and 125a neonatal morality and stillbirths).
2 measures deteriorated to interquartile range from best quartile range (163b progress
against WRES and 164a working relationship effectiveness)

New measures reported against in Q4

4

105c
130a
132a
165a

-

% of deaths with 3+ emergency admissions in last three months of life (Best Quartile)
7 DS - achievement of standards (Unable to Rank)
Sepsis Awareness (Interquartile)
CCG compliance with standards pf public and patient participation (Unable to Rank)

Key changes for Q4 were:
Achievements:

121b - High Quality Care - Primary Care improved to best
quartile range
123c - EIP 2 weeks improved to best quartile range
127e - DTOC improved to interquartile range

Concerns:

123b - IAPT access deteriorated to worst quartile range and in terms of ranking against all
CCG's, position moved from 149/207 to 173/207
125a - Neonatal mortality and still births deteriorated to worst quartile and in terms of ranking
against all CCG's, position moved from 95/207 to 160/207
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NHS Wakefield CCG IAF
2017 - 2018

2017/18 Year End Rating:

Better Health

Desired
Direction

Deviation from

Executive Lead

Senior Manager

Clinical Lead

Low 

England Mean

Mel Brown

Gill Day

Dr Debbie Hallott

102a

% 10‐11 classified overweight /obese

Requires Improvement
Q3
(Oct‐Dec 2017/18)
Period
2013/14 to
2015/16

CCG

Q4
(Jan‐Mar 2017/18)

Peers England

33.9%



6/11 112/207

Period
2014/15 to
2016/17

CCG

Data
Refreshed

Peers England NAT. AVG

34.9%



7/11 129/207

33.9%
39.7%

Status between Q3 &
Q4 IAF
Performance Direction

R

Deteriorated

Status
Status
between Q3 between Q3
Status between Q3 & Q4 IAF
& Q4 IAF
& Q4 IAF
Quartile Ranking
Peer Group
National
Ranking
Ranking

1

 17

Latest Performance
(w here published)
Period

CCG

Direction

Remains ‐ Interquartile

103a

Diabetes patients who achieved NICE targets

High 

England Mean

Mel Brown

Gill Day

Dr Greg Connor

2016‐17

42.5%



6/11

41/207

2016‐17

42.5%



6/11

41/207

103b

Attendance of structured education course

High 

England Mean

TBC

Gill Day

Dr Greg Connor

2016‐17*

16.7%



1/11

27/207

2016‐17
(2015 cohort)

16.7%



1/11

27/207

7.3%

104a

Injuries from falls in people 65yrs +

Low 

England Mean

Mel Brown

Katie Roebuck

Dr Ann Carroll

17‐18 Q2

1,792



2/11

75/207

17‐18 Q3

1,885



2/11

82/207

1,994

R

Deteriorated



7

Remains ‐ Interquartile

105b

Personal health budgets

High 

Trajectory

Clare Linley

Judith Wild

TBC

17‐18 Q3

12.72



10/11 110/207

17‐18 Q4

14



10/11 107/207

45

R

Improved



3

Remains ‐ Interquartile

106a

Inequality Chronic ‐ ACS & UCSCs

Low 

England Mean

Pat Keane

Katie Roebuck

Dr Adam Sheppard

17‐18 Q2

2,130



1/11 111/207

17‐18 Q3

2,141



1/11 104/207

1,992

R

Deteriorated



7

Remains ‐ Interquartile

107a

AMR: appropriate prescribing

Low 

Target 1.61

Clare Linley

Joanne Fitzpatrick

Dr Chris Barraclough

2017 12

1.159



7/11 171/207

2018 01

1.171



8/11 175/207

1.030

R

Deteriorated

1

4

Remains ‐ Worst Quartile

2018 04

1.182



107b

AMR: Broad spectrum prescribing

Low 

Target <10%

Clare Linley

Joanne Fitzpatrick

Dr Chris Barraclough

2017 12

5.6%



2/11

11/207

2018 01

5.6%



3/11

12/207

8.8%

R

Deteriorated

1

1

Remains ‐ Best Quartile

2018 04

5.7%



108a

Quality of life of carers

High 

‐

Mel Brown

Chris Skelton

Dr Greg Connor

2017

0.65



5/11

88/207

2017

0.65



5/11

88/207

0.65

2018 04

66.9%



2018 05

90.0%



Desired
Direction

Deviation from

Executive Lead

Senior Manager

Clinical Lead

Period

CCG

141b

In‐year financial performance

Green

‐

Jonathan Webb

Karen Parkin

N/A

17‐18 Q3

Red



144a

Utilisation of the NHS e‐referral service

Green

‐

Pat Keane

Sharon Cook

Dr Clive Harries

2018 01

65.6%



Desired
Direction

Deviation from

Executive Lead

Senior Manager

Clinical Lead

Fully Complaint

‐

Ruth Unwin

Amrit Reyat

N/A

17‐18 Q3

High 

‐

TBC

Suzie Tilburn

N/A

2016

Sustainability

Leadership
162a

Probity and corporate governance

163a

Staff engagement index

163b

Progress against WRES

Low 

‐

TBC

Laura Elliott

N/A

164a

Working relationship effectiveness

High 

‐

Ruth Unwin

Esther Ashman

N/A

166a

CCG compliance with standards of public and
patient participation

Green

‐

Ruth Unwin

Laura Elliott

N/A

165a

Quality of CCG leadership

Better Care

Green (*)

‐

Ruth Unwin

Esther Ashman

TBC

Desired
Direction

Deviation from

Executive Lead

Senior Manager

Clinical Lead

Period

Peers England

CCG

6/11

94/207

Peers England

Fully Compliant  


2016

0.06



2/11

17/207

16‐17

78.15



3/11

18/207

Period

Amber

11/11 206/207



CCG

CCG
Red



2018 02

61.5%



Period

Peers England

CCG

7/11 110/207
Peers England

NAT. AVG
‐

R

No Change

‐

‐

‐

62.1%

R

Deteriorated

1

6

Remains ‐ Interquartile

NAT. AVG

Fully Compliant



‐

R

No Change

‐

‐

‐

3.64



11/11 202/207

3.78

R

Improved



4

Remains ‐ Worst Quartile

2017

0.14



10/11 138/207

0.13

R

Deteriorated

8

 21

Deteriorated to Interquartile

17‐18

72.86



‐

R

Deteriorated

1

 41

Deteriorated to Interquartile

2017

Green



‐

R

*New*

17‐18 Q4

Amber



‐

R

No Change

‐

‐

‐

17‐18 Q4

3.60

17‐18 Q3

Period
17‐18 Q4

2017

Peers England

Period

CCG

10/11 133/207

17‐18 Q4

58



17‐18 Q4

68



4/11

59/207

Peers England

NAT. AVG

9/11 146/207

‐

R

No Change

1

 13

Remains ‐ Interquartile

2/11

‐

R

Improved

5

 37

Improved to Best Quartile

10/11 193/207

‐

R

No Change

2

2

Remains ‐ Worst Quartile

5/11 111/207

52.6%

R

Deteriorated

1

 16

Remains ‐ Interquartile



121a

High quality care ‐ acute

High 

‐

Pat Keane

Michelle Ezro

Dr Adam Sheppard

17‐18 Q3

58



121b

High quality care ‐ primary care

High 

‐

Mel Brown

Chris Skelton

Dr Greg Connor

17‐18 Q3

67



121c

High quality care ‐ adult social care

High 

‐

Mel Brown

Martin Smith (TBC)

Dr Ann Carroll (TBC)

17‐18 Q3

57



8/11 191/207

17‐18 Q4

57



122a

Cancers diagnosed at early stage

High 

England Mean

Pat Keane

Michelle Ashbridge

Dr Adbul Mustafa

2016

52.1%



5/11 111/207

2016

52.1%



122b

Cancer 62 days of referral to treatment

High 

Standard 85%

Pat Keane

Michelle Ashbridge

Dr Adbul Mustafa

17‐18 Q3

83.5%



8/11 105/207

17‐18 Q4

81.7%



9/11 121/207

82.3%

122c

One‐year survival from all cancers

High 

Trajectory 70.4%

Pat Keane

Michelle Ashbridge

Dr Adbul Mustafa

2015

70.4%



8/11 168/207

2015

70.4%



8/11 167/207

72.3%

122d

Cancer patient experience

High 

Pat Keane

Michelle Ashbridge

Dr Adbul Mustafa

2016

123a

IAPT recovery rate

High 

Mel Brown

Alix Jeavons

Dr Nadim Nayyar

2017 12

123b

IAPT Access

High 

‐

Mel Brown

Alix Jeavons

Dr Nadim Nayyar

123c

EIP 2 week referral

High 

‐

Mel Brown

Alix Jeavons

Dr Nadim Nayyar

123d

MH ‐ CYP mental health (not available)

‐

‐

Mel Brown

Ian Holdsworth

Dr Debbie Hallott

123f

MH ‐ OAP

High 

‐

Mel Brown

Alix Jeavons

Dr Nadim Nayyar

123e

MH ‐ Crisis care and liaison (not available)

‐

‐

Mel Brown

Alix Jeavons

Dr Nadim Nayyar

England Mean
Standard 50%

7/11

66/207

8.8



35.2%



2017 12

3.6%



8/11 149/207

2018 02

85.6%



4/11

6/11

52/207

10/11 203/207

57/207

‐

29/207

8.8



35.4%



10/11 205/207

2018 02

3.3%



9/11 173/207

2018 03

91.2%



2/11

2016
2018 02

6/11

52/207

34/207

‐
50.9%

R

Improved

2

Remains ‐ Worst Quartile

4.0%

R

Deteriorated

1

 34

Deteriorated to Worst Quartile

75.0%

R

Improved

2

 23

Improved to Best Quartile

R

Unable to identify

‐

‐

‐

R

No Change



 16

Remains ‐ Interquartile

R

Deteriorated

4

 65

Deteriorated to Worst Quartile

R

Deteriorated



6

Remains ‐ Interquartile

R

Improved



9

Remains ‐ Interquartile

17‐18 Q3

540



LD ‐ reliance on specialist IP care

Low 

TCP Specific Target

Mel Brown

James Hoult

Dr Nadim Nayyar

17‐18 Q3

52



LD ‐ annual health check

High 

England Mean

Mel Brown

James Hoult

Dr Greg Connor

2016‐17

44.9%



2018 02

92.7



9/11 127/207

119

4/11

88/207

10/11 136/207

17‐18 Q4

52



4/11 104/207

‐

2016‐17

44.9%



10/11 136/207

48.8%

124c

Completeness of the GP learning disability register

‐

‐

Mel Brown

Chris Skelton

Dr Nadim Nayyar

2016‐17

0.58%



3/11

2016‐17

0.58%



3/11

125d

Maternal smoking at delivery

Low 

‐

Pat Keane

Morna Cooke

Dr Debbie Hallott

17‐18 Q3

17.4%



9/11 186/207

17‐18 Q3

17.4%



9/11 186/207

10.8%

125a

Neonatal mortality and stillbirths

Low 

‐

Pat Keane

Morna Cooke

Dr Debbie Hallott

2015

4.5



6/11

2016

5.6



10/11 160/207

‐
83.0

38/207

95/207

38/207

125b

Experience of maternity services

High 

England Mean

Pat Keane

Morna Cooke

Dr Debbie Hallott

2017

80.0



9/11 169/207

2017

80.0



9/11 169/207

Choices in maternity services

High 

England Mean

Pat Keane

Morna Cooke

Dr Debbie Hallott

2017

60.5



4/11 113/207

2017

60.5



4/11 113/207

60.8

126a

Dementia diagnosis rate

High 

Ambition 2/3

Mel Brown

Gisela Clark

Dr Nadim Nayyar

2018 02

67.7%



11/11 107/207

2018 03

67.1%



11/11 113/207

67.5%

126b

Dementia post diagnostic support

High 

England Mean

Mel Brown

Gisela Clark

Dr Nadim Nayyar

2016‐17

78.9%



2016‐17

78.9%



5/11

127b

Emergency admissions for UCS conditions

Low 

England Mean

Pat Keane

Katie Roebuck

Dr Adam Sheppard

17‐18 Q2

2,650



2/11 148/207

17‐18 Q3

2,540



2/11 139/207

2,346

127c

A&E admission, transfer, discharge within 4 hours

High 

Standard 95%

Pat Keane

Katie Roebuck

Dr Adam Sheppard

2018 03

81.5%



8/11 115/207

2018 03

81.5%



8/11 115/207

84.6%

127e

Delayed transfers of care per 100,000 population

Low 

England Mean

Pat Keane

Martin Smith

Dr Adam Sheppard

2018 02

14.1



9/11 158/207

2018 03

10.9



8/11 105/207

11.4

R

Improved

1

 72

Improved to Interquartile

127f

Hospital bed use following emerg admission

Low 

England Mean

Pat Keane

Katie Roebuck

Dr Adam Sheppard

17‐18 Q2

513.7



6/11 142/207

17‐18 Q3

519.8



6/11 137/207

493.0

R

Deteriorated



5

Remains ‐ Interquartile

105c

% of deaths with 3+ emergency admissions in last
three months of life

‐

‐

Pat Keane

Michala James

Dr Adbul Mustafa

2017

5.56%



2/11 108/207

5.40%

R

*New*

5/11

99/207

99/207

83.6%



8/11 136/207

2017

83.6%



8/11 136/207

84.8%

128c

Primary care access

High 

‐

Mel Brown

Chris Skelton

Dr Greg Connor

2018 01

100.0%



1/11

1/207

2018 01

100.0%



1/11

1/207

55.4%

Primary care workforce

High 

England Mean

Mel Brown

Chris Skelton

Dr Greg Connor

2017 09

1.12



2/11

36/207

2017 09

1.12



2/11

36/207

1.06

129a

18 week RTT

High 

Standard 92%

Pat Keane

Simon Rowe

Dr Clive Harries

2018 02

87.8%



2018 03

88.0%



130a

7 DS ‐ achievement of standards

‐

‐

Pat Keane

TBC

Dr Adam Sheppard

2



131a

% NHS CHC full assessments taking place in acute
hospital setting

Low 

‐

Clare Linley

Judith Wild

TBC

1.4%



132a

Sepsis awareness

‐

‐

Clare Linley

Laura Elliott

Dr Greg Connor

Amber



Mel Brown

Chris Skelton

Dr Greg Connor



2017

10/11 128/207

2017
17‐18 Q3

6.2%



5/11

56/207

17‐18 Q4
2017

10/11 116/207

3/11

39/207

2018 06

66.8%



2018 07

87.7%



2018

82.7%



2018 06

90.80%



‐

128d

England Mean

17‐18 Q4 16.6%

0.47%

125c

High 



‐

124a

Patient experience of GP services

35.8%

60.0%

‐

124b

128b

2018 04

2018 06

87.2%

R

Improved

‐

R

*New*

14.0%

R

Improved

‐

R

*New*



 12

Remains ‐ Interquartile

2

 17

Remains ‐ Interquartile
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Care Quality Commission (CQC)
Overall summary
The following table provides an overview of CQC inspection ratings for providers within Wakefield area. The
CQC monitors, inspects and regulates health and social care services. A summary of the CQC reports are
available via the web link below.
CQC Rating by
domain

Drs DP Diggle &
RE Phillips

GP
Practice

12th April
2018

Good

Station Lane

Drs Meulendijk
Soar &
Brownlow

GP
Practice

8th May
2018

Good

Walk-in Centre
King Street
Walk-in
Centre
Care Homes

Local Care Direct
Limited

Walk-in
Centre

12 June
2018

Good

King Street

Riverside
Court

Speciality Care (UK
Lease Home
Limited)

Nursing
Home

17th and
24th April
2018

Inadequate

Riverside
Court

Castleford
Lodge

Indigo Care
Services Limited

Nursing
Home

16th May
2018

Good

Castleford
Lodge

Earls Lodge
Care Home

Strong Life Care
Limited

Nursing
Home

16th and
21st August
2017

Requires
Improvement

Earls
Lodge

Well-led

Church View
Health Centre

Responsive

Overall CQC
Rating

Caring

Date of
Inspection
visit

Effective

Specialism
/ Services

Safe

Provider Name

Organisation
Name

Report

GP Practices
Drs DP
Diggle &
RE Phillips
Drs
Meulendijk
Soar &
Brownlow

CQC Ratings Key
Outstanding
Good
Requires Improvement
Inadequate
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Citizen participation and empowerment
Quality Intelligence Group (QIG)
The Group represents every team within the CCG, plus colleagues from Public Health, the Local Authority
and Healthwatch. At each meeting a template captures and triangulates ‘soft’ intelligence from sources
such as: Patient Opinion, feedback from member practices, PALS enquiries, media reports, staff
observations (including patient safety walkabouts) and staff/family experiences. From this key themes are
identified and any actions agreed dependent on the strength of evidence, link with ‘hard’ data sources,
and judgement on the level of concern.
136 items of intelligence were gathered at June’s meeting.
Themes
Pontefract Urgent Treatment Centre (UTC)
Maternity at Pinderfields
(Compliments)
Paramedics
(Compliments)
111 – UTC on DOS
Glaucoma
Communication for vulnerable patients
(+ and - )
- Deaf community
- Patients with low Literacy levels
- Patients with poor eyesight
- English as an additional language

Actions taken
1. Share all intelligence with Commissioning Manager.
1. Share all intelligence with Quality Manager and
Commissioning Manager.
1. Share intelligence with YAS Quality Manager.
1. Feedback for the new IUC procurement.
2. Check with commissioners the status of the
Pontefract UTC on the Directory of Services (DOS).
1. Monitor this new theme.

1. Share intelligence with Equality and Diversity Lead.
2. Check that providers are meeting accessible
information standards.

179 items of intelligence were gathered at July’s meeting.
Themes
MYHT – YAS
Patient journey +ve
Prescribing changes
Pain management / relief in A+E
Helpful staff and GPs / receptionists
Call back service
Trinity Medical Centre
Children’s access / treatment

Actions taken
1. Share intelligence with YAS 999/111 Quality
Manager.
1. Share with Medicines Optimisation Team to review
specific cases.
1. Monitor as new theme.
1. Share feedback with providers.
2. Share feedback with practices.
1. Feedback to Conexus / Trinity Health.
2. Monitor as new theme.
1. Collate intelligence for Trinity Medical Centre
practice assurance visit.
2. Share feedback with CQC for forthcoming visit.
1. Share with Commissioning Lead.
2. Use intelligence to inform forthcoming engagement.

Actions from every QIG meeting are summarised in the table above and documented in an action log. The
action log is reviewed and discussed at each meeting.
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South West Yorkshire Partnership NHS Foundation Performance & Quality
Reporting
Strategic Balanced Scorecard
South West Yorkshire Partnership Foundation Trust

Target

Latest Monthly trend

Jan‐18

Feb‐18

Mar‐18

2017/18 2017/18
Q4
YTD

Apr‐18

May‐18

Jun‐18

2018/19
Q1

2018/19
YTD

Staff FFT: % of staff recommending place of work

63%

1

B

‐

‐

‐

67.0%

63.7%

‐

‐

‐

‐

‐

Staff FFT: % of staff recommending care

80%

1

B

‐

‐

‐

76.0%

75.0%

‐

‐

‐

‐

‐

FFT Wakefield BDU : % of patients recommending inpatient services

88%

1

NC

‐

‐

‐

93.0%

90.3%

‐

‐

‐

‐

‐

FFT Wakefield BDU : % of patients recommending community services

88%

1

NC

‐

‐

‐

93.0%

93.3%

‐

‐

‐

‐

‐

FFT Wakefield BDU : % of patients recommending CAMHS services

86%

0

B

‐

‐

‐

62.0%

60.8%

‐

‐

‐

‐

‐

FFT ‐ Mental Health

89%

D

85.0%

86.0%

86.0%

85.7%

84.9%

76.0%

75.0%

‐

‐

75.5%

NC

0

0

0

0

0

0

0

0

0

0

0

2

0

2

14

0

1

2

3

3

Number of never events

0

Number of new serious incidents for the month (Wakefield BDU)

‐

1

*Data is extracted from the Staff Survey 2017.

Mental Health Friends and Family Test (FFT)
The deterioration in overall FFT scores are not reflected for Wakefield BDU scores which are higher.
CAMHS feedback is consistently lower for all BDUs and triangulated with other service user feedback
reflects the long waiting times for accessing the service.
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Care Quality Commission (CQC)
South West Yorkshire Partnership NHS Foundation Trust (SWYPFT) Summary
The following table provides an overview of CQC inspection ratings for providers within Wakefield area.
The CQC monitors, inspects and regulates health and social care services. A summary of the CQC report
is available via the web link below and a full presentation was given to IGC in July 2018.

Overall CQC
Rating

South West Yorkshire
Partnership NHS
Foundation Trust

Fieldhead
Hospital

Mental
Health
Hospital

6th March –
11th April
2018

Requires
Improvement

Well-led

Date of
Inspection
visit

Responsive

Specialism
/ Services

Caring

Provider
Name

Effective

Organisation Name

Safe

CQC Rating by
domain
Report

SWYPFT

CQC Ratings Key
Outstanding
Good
Requires Improvement
Inadequate

Actions / Commissioner Assurance
 The Governing Body and Integrated Governance Committee (IGC) were briefed on SWYPFT’s recent
CQC rating during July 2018.
 Following the meeting with SWYPFT and Calderdale CCG which discussed commissioner assurance
processes against the CQC improvement plan the following has been agreed: SWYPFT will re-commence internal quality monitoring visits in September and commissioners will
be invited to attend these
 Commissioners will undertake separate visits to inpatient areas in their localities
 A single item Quality Board meeting will be held on 14 September 2018 with wider invitation to
commissioners (the CQC no longer convene quality summits) to discuss the findings and the
improvement plan
 The CQC action plan will be shared with commissioners to agree evidence to provide assurance of
completed actions
 Recognition that some of the improvements need joint working with commissioners particularly in
relation to inpatient areas and the reduction in the size of the wards to provide better quality and
safety of care, and the corresponding transformation required to enhance the community offer.
 A further meeting was held in August 2018 to plan the content of the single item Quality Board and
ensure the appropriate input from commissioning and transformation colleagues in CCGs
 The CQC continue to hold monthly engagement meetings with the Trust, and are expecting the
CQC action plan to be submitted in August. In relation to the system leadership SWYPFT will be
providing for the proposed mental health alliance, the CQC lead for SWYPFT reiterated that the
Trust’s rating for Well-led remained Good, and they were impressed with the leadership. They
confirmed that the Trust will not have a follow-up visit within year, unless a responsive inspection is
indicated due to any new concerns raised, and a further well-led review will be undertaken in 2019.
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Yorkshire Ambulance Service Performance & Quality Reporting
Am
Quality Scorecard

This scorecard provides the most up to date data available.

Ambulance Quality Indicators Scorecard (Response Times) – July 2018
YAS performance against the 7 minute standard reported at 7 minutes 19 seconds at the end of July, which
was a performance improvement and 19 seconds variance from the standard. YTD performance reports at 7
minutes 50 seconds.
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Crew Clearance Delays
Explanation of the performance
Performance for Yorkshire Ambulance Service:
In terms of the 15 minute crew clear target, July reported performance of 68.1% which was a performance
improvement from 66.1% being reported at the end of June.
YAS performance against the percentage of crews who are able to accept new calls within 30 minutes
reported at 97.7% at the end of July, which was an improvement from the position reported at the end of
June.
Performance at Mid Yorkshire Hospitals NHS Trust:
Performance at the Mid Yorkshire Hospitals NHS Trust reports below the YAS average at 54% at the end of
July. Crews at MYHT often have less time to prepare for the next call out due to the excellent ambulance
handover performance at the Trust.

Recovery actions in place
The average crew clear wrap up time across all Trusts is around 13 minutes 44 seconds. Mid Yorkshire
Hospitals NHS Trust is an outlier at around 15 minutes. YAS have now started to receive daily crew
reports for all A&E departments across the Trust to monitor performance on a daily basis and improve
crew clear wrap up time.
YAS local management teams are working with Mid Yorkshire Hospitals NHS Trust managers around
providing individual PIN to the ED staff, to enable more robust reporting and the audit of any
exceptions.
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It is recommended that the Governing Body receive and note the contents of the report.
Executive Summary:
The year-end forecast is in line with the planned deficit. £200k of Commissioner Sustainability
Fund (CSF) has been received in month 4 (related to Q1 Financial performance) which
reduces the planned in-year deficit to £1.8m.
The year to date financial performance is in line with plan.
Risks still remain high with additional mitigating (and unquantified) actions.
The underlying deficit is £2.9m. This is mainly due to QIPP achieved non-recurrently and nonrecurrent partnership agreements with the Local Authority.
Link to overarching
Reduction in hospital admissions where appropriate
principles from the
leading to reinvesting in prevention
strategic plan:
New Accountable Care Systems to deliver new
models of care
Collective prevention resource across the health and
social care sector and wider social determinant
partners
Expanded Health and Wellbeing board membership
to represent wider determinants
A strong ambitious co-owned strategy for ensuring
safe and healthy futures for children
A shift towards allocation of resources based upon
primary and secondary prevention and social
determinants of ill health
Transforming to become a sustainable financial
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Organising ourselves to deliver for our patients



Outcome of Integrated
Impact Assessment
completed (IIA)
Outline public
engagement – clinical,
stakeholder and
public/patient:
Management of Conflicts
of Interest:

Not applicable

Assurance departments/
organisations who will
be affected have been
consulted:
Previously presented at
committee / governing
body:

This report is based on the financial position report to NHS
England.

Reference document(s) /
enclosures:

Not applicable

Risk Assessment:

Relevant risks are identified on the CCG risk register
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Executive Summary – Key Messages

• The year end forecast is in line with the planned deficit. £200k of Commissioner Sustainability Fund (CSF)
has been received in month 4 which reduces the planned in‐year deficit to £1.8m.
• The year to date financial performance is in line with plan.
• Risks still remain high with additional mitigating (and unquantified) actions.
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Financial Summary
Plan
£'000
196.7

YTD
Actual
£'000
196.7

Variance
£'000
0.0

(197.4)

(197.4)

Surplus/(Deficit)

(0.7)

Anticipated CSF
Pd 4 CSF received

Allocation
Expenditure

Revised Surplus/(Deficit)

Plan
£'000
584.6

FOT
Actual
£'000
584.6

Variance
£'000
0.0

0.0

(586.6)

(586.6)

0.0

(0.7)

0.0

(2.0)

(2.0)

0.0

0.2

0.2

0.0

2.0

2.0

0.0

0.2

0.2

0.0

0.2

0.2

0.0

(0.5)

(0.5)

0.0

(1.8)

(1.8)

0.0

The original planning assumption was a £2m deficit. At the first quarter end the CCG has met the requirements
to access the first tranche of the Commissioner Sustainability Funding (CSF) and therefore the planned in-year
deficit has been reduced to £1.8m.
If the CCG continues to achieve its financial targets, the planned deficit will continue to reduce to a breakeven
position. (based on an original plan of a £2m a year deficit offset by £2m available Commissioner Sustainability
Funds).
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Summary of Key Financial Indicators
Summary of Key Financial Measures
Indicator
Programme spend within plan
Running costs spend within plan
QIPP delivery
Underlying Surplus/(Deficit)
Mental Health Investment Standard (MHIS) 2.8%
Cash balance at month end is within 1.25% of monthly drawdown
Better Payment Practice Code (Number processed)
Better Payment Practice Code (£)

YTD
RAG
rating
G
G
G
R
G
A
G
G

The CCG is forecast to meet all key financial indicators other than the target for an
underlying surplus/(deficit).
The cash balance at the end of July was higher than originally anticipated due to timing
of cash payments that did not occur until August 2018.

4

FOT
RAG
rating
G
G
G
R
G
G
G
G
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Underlying Surplus/(Deficit) (as reported to NHS England)
Plan

Actual

Variance

Variance

C ont in ge ncy

O the r N R Spe nd
/ Incom e

Q IP P

O the r

Part/Full Year Effects

N R Q IP P Be ne fit

CCG UNDERLYING POSITION

Remove Non Recurrent Items
N R A llocat ion s &
M atch e d
Expe nditure

Forecast Net Expenditure

£m

£m

£m

%

£m

£m

£m

£m

£m

£m

REVENUE RESOURCE LIMIT (IN YEAR)

584.804

(6.762)

Acute Services
Mental Health Services
Community Health Services
Continuing Care Services
Primary Care Services
Primary Care Co‐Commissioning
Other Programme Services
Commissioning Services Total
Running Costs
TOTAL CCG NET EXPENDITURE

320.009
49.478
43.239
31.393
67.271
56.415
11.688
579.493
7.111
586.604

320.697
52.010
43.239
28.831
67.391
56.415
10.911
579.493
7.111
586.604

(0.687)
(2.532)
0.000
2.562
(0.120)
‐
0.777
0.000
‐
0.000

(0.2%)
(5.1%)
0.0%
8.2%
(0.2%)
0.0%
6.7%
0.0%
0.0%
0.0%

IN YEAR UNDERSPEND / (DEFICIT)

(1.800)

(1.800)

‐

0.0%

(5.308)
(0.855)
‐
‐
(0.030)
‐
(0.569)
(6.762)
‐
(6.762)

2018/19
Underlying
Position

£m
578.042

‐
0.400
‐
‐
‐
0.200
2.110
2.710
‐
2.710

‐

(1.558)
(1.558)

‐

‐

‐

(1.558)

‐

‐

315.389
51.555
43.239
28.831
67.361
56.615
10.894
573.883
7.111
580.994

Underlying Underspend / (Deficit]

(2.952)

% RRL

(0.5%)

The underlying surplus/(deficit) is a calculation of the CCG recurrent surplus/(deficit). The recurrent position is a key indicator of the financial
health of the organisation. It is used to flag risk of financial deterioration as well as providing insight into the potential for financial recovery.
As the level of recurrent surplus is valuable in measuring the health of the overall system ,NHS England has published guidance to ensure
consistency of calculation across all organisations.
All non recurrent expenditure as a result of non recurrent allocations received are removed, any non recurrent QIPP schemes are added back and
any additional non recurrent expenditure is also removed.
The CCG is currently reporting an underlying deficit.
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Reported Financial Position 18/19
R
£'000

Annual
Budget
£'000

Budget to Expenditure Variance
FOT
FOT
Date
to Date
to date Expenditure Variance
£'000

£'000

£'000

£'000

£'000

Expenditure
Acute
Mental Health
Community
Continuing Care
Prescribing
Co‐Commissioning
Other Primary Care
Other Programme Services
Unidentified QIPP
0.5% Contingency
Total Programme Services
Running Costs
Total Running Costs Services
Total CCG Net Expenditure

318,356
48,308
43,239
33,746
60,361
56,415
6,910
9,705
(437)
2,890
579,493
7,111
7,111
586,604

6

106,968
16,337
14,413
11,249
20,514
18,805
2,303
3,278
0
963
194,830
2,537
2,537
197,367

107,017
16,036
14,418
11,492
20,518
18,805
2,331
3,250
0
963
194,830
2,537
2,537
197,367

(49)
301
(5)
(243)
(4)
0
(28)
28
0
0
0
0
0
0

318,785
48,158
43,239
34,125
60,373
56,415
7,018
9,665
(437)
2,152
579,493
7,111
7,111
586,604

(429)
150
0
(378)
(13)
0
(108)
40
0
738
0
0
0
0

Total Allocation to Pd 3 577,829
Maternity Transformation
Funding ‐ LMS Funding
0
18/19
Secondary Care Dental ‐
10
Pre‐assessments
LWBC Q2 West Yorkshire
0
Alliance
ED Q2 West Yorkshire
0
Alliance
Q1 CSF Funding
0
IAT adjustment for Spec
0
Comm IR changes
Suicide Prevention
0
2018/19

Key
Underspend
(Overspend)

NR
£'000

Total
£'000

4,812

582,641

707

707

0

10

106

106

1,163

1,163

200

200

(43)

(43)

20

20
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Financial Position-Narrative
Acute Contracts
The forecast overspend has increased in month on several Independent Sector and AQP contracts. There are now overspending pressures on the following
contracts: Spire; One Health; Marie Stopes; optometry; and various AQPs – ultrasound; gastroenterology; ophthalmology; audiology and vasectomies. The overall
increase in activity and spend is being investigated. This is a high risk area for the CCG and is recognised as such in the risk analysis later in this report
The forecast on Non Contracted Activity (NCA) has increased following receipt of more recent activity data. The risk on NCA’s has been previously identified and
included with the overall risk position.
Prescribing
May 2018 data is available. The Business Services Authority (BSA) do not produce a forecast position until June 2018 actuals are available. However the data
available is showing lower spend in the reporting period compared to 2017/2018.
Continuing Healthcare (CHC)
Liaison Services have been commissioned to complete a retrospective review of payments made including duplicate payments, review of additional care fees
approved over and above the original package and a review of death and discharge dates. In addition MySupportBroker (MSB) have been commissioned to provide
care package brokerage, make direct payments to patients and to complete the financial audits on Personal Health Budgets and direct payments.
These thorough reviews will contribute towards achieving the QIPP target and any efficiencies will be included in the position upon confirmation of actual values.
The results from the efficiency schemes described are yet to materialise and therefore expenditure to date is higher than anticipated.
Childrens Complex Care
A review of cases has highlighted that the complexity of need for several patients has increased and this is reflected in the forecast out‐turn.
Other Primary Care
A review of all clinical leadership positions was completed to provide a more efficient delivery model. This resulted in posts within running costs not being replaced
but increasing the number of clinical leads working within transformation roles.
Mental Health
There is currently an underspend on Mental Health locked rehabilitation services as this is based on the number service users identified at month 4. A contingency
for additional service users has been built into the forecast out‐turn.
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QIPP Dashboard
P4
P3
QIPP
Value P4 Value P3
Delivery Status
£m
schemes schemes
Assessment
£m
Green
Delivered
7.5
7.3
12
11
Yellow
High likelihood
2.7
2.4
4
4
Amber
Medium likelihood
4.8
4.7
13
12
Red
Low Likelihood
1.2
1.2
2
2
Unidentified
0.4
0.9
N/A
N/A
Totals
16.5
16.5
31
29

The forecast against the £16.5m QIPP target has improved from £15.6m to £16.1m
The Delivery Clinic continues to identify new QIPP opportunities to finally close the gap.
The following are being considered:‐
•
Procedures of Limited Clinical Value
•
Scaling value of smaller ideas proposed by Finance and Transformation teams
•
Scoping of 40+ Primary Care ideas collected during a CCG members meeting in June
The CCG is anticipating access to QIPP 4 funding (made available by NHS England to CCGs in Financial Recovery).
The funding will secure PWC/NECS resources to support Medicines Optimisation to stretch the Prescribing QIPP.
The £0.5m improvement in the QIPP forecast can be attributed to the following QIPP schemes
•
£0.4m Non Contract Activity (existing scheme now scaled for opportunity)
•
£0.2m IAPT Service Review (existing scheme now scaled for opportunity)
•
£(0.1)m Full Contract Review (reduction in scale of opportunity after detailed review of all contracts)
Programme Boards continue to meet every week to maintain rigour within schemes.
The attendance consisting of Executives, CFO, scheme leads and PMO. Recent developments include the following:‐
•
Risks have been identified within the delivery of Weight Management and Appliance Management schemes
•
Risks above could be mitigated through stretch in Prescribing transactional QIPP
•
£1m MYHT risk share is being reviewed by detailed sub schemes in order to scale each individual opportunity.
•
The risk rating of the MYHT risk share scheme is red pending conclusion of the scaling of the detailed QIPP opportunities.
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Risks and Mitigations (as reported to NHS England)
Risk

£m

Details

MYHT Risk Share (QIPP)

(1.0)

MYHT AIC contract does not meet all five key deliverables

Independent Sector / AQP Activity Growth

(3.2)

Cost growth increases above budget growth

Non Contracted Activity (NCA)

(0.2)

Pressures on NCA

High cost patients/Complex Care and TCP

(0.9)

Pressures on Continuing Care

QIPP Non Delivery on Independent Sector
and AQP

(1.2)

QIPP schemes do not deliver the forecasted amount of savings due to slippage in
implementation

QIPP Non Delivery on Running Costs

(0.2)

Additional emerging pressures in Running Costs

QIPP Gap

(0.4)

Additional pipeline schemes not fully worked through or delivered in the required
timescale

Total Risk

(7.1)

Mitigations

£m

Contingency held

2.2

CCG Contingency (Originally £2.9m , £700k released)

Other identified Flexibilities

1.4

Non recurrent efficiencies identified

Unidentified mitigations

0.6

Additional efficiencies currently being identified

QIPP Stretch Target

2.9

Stretch target progressed through PMO

Total Mitigations

7.1

Net Risk

0

An updated assessment of gross risks has resulted in an increase in risk position at month 4. There are emerging pressures on Independent Sector (IS)
and Any Qualified Provider (AQP) due to rising levels of growth in this area. Some of this risk has now been included in the financial position and is offset
by contingency.
Transforming Care Partnerships (TCP) continues to present a risk. Funding has been received by Greater Huddersfield CCG as host for the TCP
partnership cluster which is Wakefield, North Kirklees, Calderdale and Huddersfield. A formula for funding distribution is anticipated in the near future.
There are also QIPP risks relating to deliverability and the current gap. Programme Boards are held weekly to discuss the progress of each scheme. The
original QIPP target was £16.5m with a stretch target of £20m to mitigate against slippage and emerging cost pressures. Achievement of this stretch
target will enable the CCG to stay on plan and also begin the planning process for 2019/2020.
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Scenario analysis
Whilst the CCG is reporting nil net risk to NHS England, a
further scenario analysis has been undertaken which
highlights the current volatility of risks and opportunities.
This is captured in the table below.
Upside
£m
Key Risks
MYHT RiskShare (QIPP)
IS/AQP growth
NCA growth
High Cost patients/Complex Care
QIPP
sub‐total Key Risks
Key Mitigations
Contingency
Identified non‐recurrent flexibilities
Unidentified mitigations
QIPP Stretch
sub‐total Key Mitigations

The downside QIPP gap in the table opposite is
derived from the following assessment.

Most Likely Downside
£m
£m

0.0
(2.4)
0.0
(0.5)
(1.0)
(3.9)

(1.0)
(3.2)
(0.2)
(0.9)
(1.8)
(7.1)

(1.0)
(3.4)
(1.0)
(1.5)
(4.9)
(11.8)

2.2
1.4
0.6
2.9
7.1

2.2
1.4
0.6
2.9
7.1

2.2
1.4
0.0
0.0
3.6

Net Risk

3.2

0.0

(8.2)

P3
P2

2.9
1.4

0.0
0.0

(7.9)
(7.5)

QIPP
Assessment
Green
Yellow
Amber
Red
Unidentified
Total

Value £m
7.5
2.7
4.8
1.2
0.4
16.5
Gap from Plan

Delivery
Weighting
100%
80%
40%
5%
0%

Risk assessed
value £m
7.5
2.1
1.9
0.1
0.0
11.6
4.9

It should be noted that there is a high level of risk associated with the QIPP stretch target of £2.9m in the table above. Whilst there are
a number of mitigating actions underway to deliver this ambition, these are currently unquantified. There are six key areas of focus
which are now being progressed all of which have a specific and nominated Executive Director lead.
These six areas are :
• Practice referral variation/peer review
• RSS implementation
• MYHT Outpatient improvements
• Refresh of commissioning framework
• MYHT Service Transformation (Planned Care and Urgent Care)
• Procedures of limited clinical value

10

PDF Page No. 321

Title of
meeting:

Governing Body

Date of
Meeting:

18 September 2018

Paper Title:

Emergency Preparedness Resilience &
Response (EPRR) Annual Report

Purpose (this
paper is for):

Decision

Agenda
Item:

Discussion

Assurance

15

Public/Private Section:

Public
Private
N/A

Information



Report Author and Job Sharon Wallis: Head of Emergency Preparedness Resilience
Title:
and Response
Andrew Singleton: Emergency Preparedness Resilience and
Response Manager
Responsible Clinical
Dr Adam Sheppard; Urgent Care Lead
Lead:
Responsible
Jo Webster, Chief Officer
Governing Board
Executive Lead:
Recommendation:
It is recommended that members acknowledge the annual report, as the duty of the CCG to
communicate, in line with the NHS England EPRR Core standards
Executive Summary:
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 On Call arrangements
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 Transformation
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 Incidents and events
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Emergency Preparedness, Resilience and Response (EPRR)
Annual Report 2018/19
Background and context
This document aims to provide assurance that Wakefield and North Kirklees CCGs
are compliant with their duties relating to the NHS England EPRR core standards.
The CCGs have invested in an EPRR team with the required skills and expertise to
undertake an extensive EPRR work programme which evidences activity and actions
planned and undertaken to demonstrate compliance; this will be for governance sign
off in summer 2018.
The NHS Act 2006 (as amended) requires NHS England to ensure that the NHS is
properly prepared to deal with an incident / emergency. CCGs are Category 2
responders under the Civil Contingencies Act (CCA) (2004) which means the CCG
has a statutory duty to cooperate with partners and to share information. However,
NHS England expects that CCGs will coordinate the health response to a local
incident and provide support to NHS England in responding to large scale incidents.
Therefore NHS England expects CCGs to meet several duties of a Category 1
responder as follows:
 Assess the risk of emergencies occurring and use this to inform contingency
planning;
 Put in place emergency plans;
 Put in place business continuity management arrangements;
 Put in place arrangements to make information available to the public to warn,
inform and advise the public in the event of an emergency
 NHS organisations need to ensure they are properly prepared to deal with an
incident / emergency.
 NHS England expects that CCGs will coordinate the health response to a local
incident and provide support to NHS England in responding to large scale
incidents.
Update on activity since last report
1. Team resource and scope
 Sharon Wallis the new Head of EPRR was appointed in April 2018. Sharon
has worked in health care for over 37 years, is a Registered Nurse and has
worked in commissioning since 2007. Sharon will be working with Andrew
Singleton the EPRR manager who has been in post now for the past two
years.
 A dedicated EPRR room with resources and telephone conferencing facilities
has been provided in WRH which has been set up with the information for
emergency planning and acts as a facility to compliment the MYHT winter
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room; enabling partnership working with MYHT colleagues during pressured
times, in particular the winter months.
A team work-plan has been produced and acts as a ‘live’ working document to
ensure seasonal planning is timely and assures all elements of the EPRR
National Framework are addressed.

2. 17/18 winter plan review
During February 2018 the EPRR team undertook a review of system winter activity
against the 17/18 winter plan. The aims of the plan were achieved and a ‘rich picture’
of information was collated from the activities of the system actions during winter and
culminated is a comprehensive set of recommendations for future planning. These
have been incorporated in to system Plans on a Page (POAPs) which intend to
transform urgent care services over the next two years.
3. System resilience and winter plan18/19
An OPEL workshop is planned for June with partners across Wakefield and North
Kirklees to improve system responses to system OPEL 3-4 situations, with the
intention of setting in place clear robust plans which can be mobilised rapidly in times
of significant pressure. MYHT are currently undertaking an in depth review of last
winter’s activity in order to set in place their Winter Plan which will inform this work.
The EPRR team is currently working on the system Winter Plan of which the MYHT
plan will be incorporated along with other partner organisations plans; this will be
overseen by the A/E board and will be ready in September/October, in time for the
18/19 winter season.
4. Training and exercising
A Training Plan has been produced with a timetable of events planned throughout
the year18/19 which demonstrates local and regional participation of Wakefield and
North Kirklees CCGs. These include a regional Public Health England led exercise
on 13 June 2018, a COMAH exercise on 27 June 2018 and an exercise for CCG on
call managers.
5. Review and development of key documents
 Avian flu
A local Avian Flu Standard Operating Plan has been produced for Wakefield.
Care home evacuation
A local Adults Care Home Evacuation Plan has been produced following a partner
exercise last year and will be ready for governance sign off in summer 2018
 CCG EPRR Framework and Incident Response Plan
The EPRR Framework AND the Incident Response Plan for Wakefield and North
Kirklees have been reviewed and updated for governance approval in summer 2018
 Out of season flu

2

PDF Page No. 325

NHS England requested in June 2017 that CCGs commission a primary care service
to respond to out of season influenza outbreaks in closed community settings such
as care homes. A decision was taken by Chief Officers across West Yorkshire write
to NHS England requesting funding to commission this service, and put
commissioning of the service on hold until funding is received. The EPRR team has
not received a response at the time of writing.
6. On Call packs
National guidance asserts that CCGs need to maintain 24/7 on-call arrangements to
provide a route for providers to escalate issues 24 hours a day, supported by trained
and competent people.
Wakefield CCG continues to work with North Kirklees CCG in delivering joint on-call
arrangements. CCG on-call staff are supported by the EPRR manager who is
responsible for the rota, briefing on-call staff on any system issues prior to their oncall duties, the training and exercising of on-call staff and in the development and
maintenance of the on-call support pack. 15/19 of the current on-call managers
chose to attend the internal on-call training provided by the CCG over the past 12
months there are records of attendances in place and reviewed as part of the
ongoing work-plan.
7. Communications plan
A series of meetings has been set up with communications leads from key partner
organisations in order to refresh existing seasonal communication plans and to
explore new ideas moving forwards based on learning from the past regarding what
works well and not so well and targeting hard to reach citizens with key messages
relating to Physical and Mental Health, Public Health and Social Care particularly in
relation to keeping well and relieving pressure on emergency services.
8. System response and transformation
 Winter beds initiative
NHS England provided Wakefield and North Kirklees CCG with additional winter
funds to support Acute Trusts in maintaining flow through the urgent care system
and to reduce the need for extra capacity bed by lowering the list of delayed
transfers of care in acute beds. This initiative supported timely discharge from the
acute setting and learning from the initiative is being taken forwards in establishing
pathways and improving resources within the community moving forwards. Good
partnerships were forged between MYHT staff, community teams and private
businesses which have created a foundation to build upon for future initiatives.


Plans On A Page

Eight Plans on a Page have been produced between MYHT, the CCG and Local
Authority with the aim of transforming acute and community urgent care services.
3
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The EPRR team are intrinsically linked to these and act to support and influence
their delivery as part of the EPRR work plan.


A/E Improvement Group

The A/E board is an executive board of partners meeting monthly which oversees
urgent and emergency care planning and transformation. Feeding into this work is
the System Response Group which leads on system strategic and operational
planning including the POAPs which meets twice monthly. A further sub-group of the
A/E Improvement Group is the ‘action on A/E’ group which links directly to the
system response group in delivering key actions in relation to NHS Improvement
projects. The EPRR team work as part of the A/E Improvement Group, System
Response Group and NHSI project teams in leading and supporting delivery of
service transformation. The EPRR team feeds into the CCG and MYHT PMO.
8. Emergency planning partnership working
Cooperation with partners is a statutory duty for the CCG as set out in the CCA. The
CCG cooperates with partners at a West Yorkshire level via the Local Health
Resilience Partnership (LHRP).
At a West Yorkshire level the CCG is represented at the Local Health Resilience
Partnership (LHRP) and the Health Sub Group of the LHRP. The LHRP maintains a
risk register which assesses the risk of emergencies occurring which affect the NHS.
Locally, The EPRR team continue to work with the Wakefield Council’s Emergency
Planning Team via their Wakefield Emergency Planning Group. The CCG is a
member of the Wakefield Health Protection sub group, which is a subcommittee of
the Health and Well Being Board.
9. Annual EPRR assurance audit 2017
All NHS funded organisations are required to carry out an annual self-assessment
against the NHS England EPRR Core standards and to submit a compliance level.
These are;

Full

Substantial

Partial

Non-compliant
For 2017 the CCG assessed itself as fully compliant against the core standards and
against a ‘deep dive’ into governance. This was the first time in 4 years the CCG
submitted a full assurance rating.
Internal audit reviewed the CCG’s submission. The internal audit review supported
the CCG’s self-assessment rating.
The internal audit review provided a ‘significant assurance’ rating.
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10. Incidents and Planned Events
Pinderfields MRI scanner: Winter 17/18
An MRI machine at Pinderfields was taken out of action due to flooding. Due to the
damage a portable MRI machine could not be used on site. Inpatients were
transferred to Dewsbury and District Hospital for scans. Communication was shared
with GPs about changes to some pathways. The MRI machine was repaired quicker
than expected.
MYHT IT Disruption: April 2018
On Saturday 28 April MYHT reported to the CCG On Call Manager they the Trust
lost access to all network IT systems which required internet / IP following test of a
generator. Systems went down at around 07.30
Urgent & emergency services continued to function as services activated business
continuity plans.
The key clinical risk which MYHT required support with related to them being unable
to transfer CT images.
The MYHT On Call Manager requested CCG approve an ambulance divert for
patients requiring CT for neurological reasons, which the CCG On Call Manager
arranged with YAS.
MYHT On Call Manager texted the CCG On Call Manager at 23.22 to advise that the
issues were resolved and the divert had been cancelled
All systems were restored by 23.22 on 28 April and the ambulance divert stood
down. 1 patient was transferred.
MYHT will be producing an incident report. The CCG will review to identify learning
opportunities.
Tour de Yorkshire Cycle Race May 2018
The Tour de Yorkshire cycle race passed through Pontefract and Castleford on
Friday 4 May 2018. The CCG worked with NHS England to inform partners of the
race route and times, to plan activity outside of the race times as much as possible.
The race operated with rolling road closures and the exit slip roads of the M62 were
closed at Junction 32.
No incidents were reported to the CCG.
Yorkshire Ambulance Service Phone Line Disruption May 2018
On 22 May YAS reported to NHS England that all phone lines went down at around
07:00, including 999, 111 and Patient Transport Service (PTS). 999 calls diverted to
5
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3 neighbouring ambulance services. National contingency arrangements were in
place for 111. PTS had mobile capacity. YAS reported this as a Serious Incident and
a full review will take place. The service was fully restored by 10:00. Patients should
not have noticed a significant difference in service.
Domiciliary care service withdrawal – May 2018
The Wakefield Continuing Healthcare (CHC) Team received email notification on
Friday 25 May in the afternoon that Ark Home Care was going to withdraw their
home care service over the Bank Holiday weekend. 2 people were receiving services
from this provider. The CHC team promptly arranged that families would support
these people over the weekend and a fully funded care home place was identified if
needed. This plan was shared with the social work team.
Care Home Closure: March 2018
A Wakefield Care home closed at very short notice to Wakefield Local Authority. The
evacuation occurred over a weekend period. The CCG supported the local authority
with Transport for evacuation of vulnerable residents.
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Agenda item: 16a(i)
NHS Wakefield Clinical Commissioning Group
INTEGRATED GOVERNANCE COMMITTEE
Minutes of the Meeting held on 21 June 2018
Richard Hindley(Chair)
Dr Phillip Earnshaw
Stephen Hardy
Dr Pravin Jayakumar
Ruth Unwin

Present:

Jonathan Webb
Jo Webster
In Attendance:

Esther Ashman

Head of Strategic Planning (item
18/151
Quality Manager Acute
Commissioning Team (item 18/159 )
Primary Care Medicines Optimisation
Lead (item 18/158 )
Head of Quality & Engagement (items
18/156)
Minute taker
Governance & Board Secretary
Head of Safeguard (item 18/154 )
Emergency Preparedness Resilience
and Response Manager (item 18/155)
Performance & Intelligence Manager
(item 18/156)
Governance Officer (item 18/152)
Head of Continuing Health Care
(deputising for Interim Chief Nurse)
Assistant Manager – IFR Team (item
18/157)

Kathryn Brown
Carly Day
Laura Elliott
Angela Peatfield
Amrit Reyat
Mandy Sheffield
Andrew Singleton
Natalie Tolson
Pam Vaines
Judith Wild
Claire Wood

18/145

Lay Member
Nominated Clinical Member
Lay Member
Nominated Clinical Member
Associate Director of Corporate
Affairs
Acting Chief Finance Officer
Chief Officer

Apologies for Absence
Apologies were received from Clare Linley

18/146

Declarations of interest
There were no declarations of interest made.

18/147

Minutes of the meeting held on 17 May 2018
The minutes of the meeting held on 17 May were approved as a correct
record.

Page 1 of 8

PDF Page No. 330

18/148

Action Sheet from the meeting held on 17 May 2018
All actions were noted.

18/149

Matters Arising
There were no matters arising.

18/150

Matters referred to this Committee
No matters referred to this Committee.

18/151

Refreshing NHS Plans – Quality Premiums 2018/19
Esther Ashman attended the meeting to present this paper advising that
following the publication of the NHS Operational Planning and
Contracting Guidance 2017/19, the CCG developed a two year
operational plan which set the improvement priorities and contracts for
the period 2017/19. NHS England and NHS Improvement subsequently
published shared planning guidance for all NHS organisations to refresh
these two year plans for the period 2018/19.
Esther explained the guidance asked providers and commissioners to
refresh the existing plans with up to date activity and efficiency
assumptions ensuring that all plans were aligned across West Yorkshire
and Harrogate. The process was overseen by a planning oversight
group comprising of NHS England, NHS Improvement and West
Yorkshire and Harrogate core team colleagues.
Esther informed the Committee that there has been a change in structure
of the indicators for 2018/19. This is to incentivise moderation of
demand for emergency care in addition to maintaining and/or improving
progress against key quality indicators.
It was noted that no Quality Premiums money was received for 2017/18
and none is expected for 2018/19.
A discussion followed and Dr Phil Earnshaw queried whether funds in
respect of the Quality Premium were shown in the CCG’s financial plan.
Jonathan Webb confirmed that there is no reference to Quality Premium
in the financial plan.
Dr Phil Earnshaw referred to the indicator in respect of GP Access and
Experience and asked what support was been given to GP practices. Dr
Pravin Jayakumar confirmed that the Primary Care Team work with
practices to consider where improvements can be made and provide
support to individual practices as required.
Jo Webster queried what Quality Premium funds could the CCG have
received. Esther Ashman agreed to obtain this information and provide
Jo Webster with a response.
Page 2 of 8
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It was RESOLVED that:
i)
18/152

the Committee noted the contents of the report

Integrated Risk Management Framework
Pam Vaines attended the meeting to present the revised Integrated Risk
Management Framework. She confirmed that the framework has been
amended to reflect changes to the National Reporting and Learning
System scoring matrix and the reporting of Information Governance risks.
Reference was made to a statement on page 14 of the document
referring to the Annual Governance Statement. Following discussion it
was agreed that reference to the Annual Governance Statement will be
removed.
It was RESOLVED that:
i)

18/153

the Committee recommended the approval of the revised Integrated
Risk Management Framework to the Governing Body

Freedom of Information and Environmental Information Regulations
Policy
Amrit Reyat presented the updated Freedom of Information and
Environmental Information Regulations Policy. The review has included
the requirements to support compliance with the General Data Protection
Regulation (EU) 2016/679 and Data Protection Act 2018.
It was RESOLVED that:
i)

18/154

the Committee approved the Freedom of Information and
Environmental Information Regulations Policy

Safeguarding Policy Update
Mandy Sheffield attended the meeting to present a paper regarding the
review of the Safeguarding Policy Incorporating Allegations
Management. Mandy advised that a review of the existing policy has
been undertaken and it was noted that another CCG had found that their
policy for managing allegations against staff lacked rigour. In Wakefield,
the incorporation of allegations management into the Safeguarding
Policy was therefore re-considered and the decision taken to prepare a
separate allegations management policy. This is currently in consultation
in a draft format.
It is anticipated that the Allegations Management Policy and the
Safeguarding Policy will be ready to present at the November 2018
Integrated Governance Committee for approval.
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A discussion followed and it was noted that the current policy is still
applicable and the Committee was advised that statutory guidance on
‘Working Together’ is awaited. It was agreed that a paper detailing the
scope of the policy review would be presented at the July Committee.
It was RESOLVED that:
i)
ii)
iii)
iv)

18/155

the Committee approved the proposal to consult on changes to the
Safeguarding Policy;
agreed to the extension of the existing policy;
agreed the re-drafted policy would be presented to the Committee in
November 2018; and
agreed the scope of the policy review would be presented at the
July Integrated Governance Committee.

Emergency Preparedness Resilience and Response (EPRR) Annual
Report and accompanying documents
Andrew Singleton attended the meeting to present the EPRR Annual
Report and accompanying documents. The Annual Report, EPRR
Framework, Incident Response Plan, Training and Exercise Plan and
2018/19 Workplan provide assurance that the CCG is compliant with the
requirements of the National EPRR Framework core competencies.
All NHS funded organisations are required to carry out an annual selfassessment against the NHS England EPRR Core standards and to
submit a compliance level. An internal audit review supported the CCG’s
full compliance against the core standards and provided a ‘significant
assurance’ rating.
Andrew advised that the recent multi agency training exercises went
really well.
Andrew confirmed that a dedicated EPRR room with resources and
telephone conferencing facilities has been provided in White Rose House
and acts as a facility to complement the MYHT winter room. This will
enable partnership working with MYHT colleagues during pressured
times, in particular the winter months. A discussion followed and it was
agreed that it was key for information to be shared across the health care
system including primary care. Jo Webster suggested that it may be
helpful if Andrew Singleton attended a clinical forum meeting to better
understand the pressures in primary care.
It was agreed that Jo Webster would meet with Andrew Singleton and
Melanie Brown following the meeting to develop a dashboard and set of
indicators which could be shared across the health system.
It was RESOLVED that:
i) the Committee noted the Annual Report 2017/18; and
ii) approved the sign off of the accompanying documents in line with the
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CCG statutory duties as a category 2 responder under the Civil
Contingencies Act 2004 and the NHS England EPRR Core standards
18/156

Integrated Quality and Performance Report
Laura Elliott and Natalie Tolson attended the meeting to present the
Integrated Quality and Performance report providing a high level
overview of performance and quality.
The following issues from the report were discussed:
The 95% 4 hour A&E waiting time standard was achieved by Pontefract
Urgent Care Treatment Centre and at the Dewsbury site at the end of
May, with overall A&E performance increasing to 90.2% at the end of
May. Natalie Tolson gave a verbal update on the June performance
information advising that this was 90.1%.
The Care Quality Commission had recently undertaken a second
inspection of Castleford Medical Centre during April 2018 and rated the
practice as ‘Good’ overall, the same rating as achieved in June 2016. It
was suggested that a letter should be sent to the practice congratulating
them on this achievement.
It was noted that three Care Homes had recently received a Care Quality
Commission rating of ‘Inadequate’. Following discussion it was
suggested that consideration needs to be given as to how practices are
informed of the results of Care Quality Commission inspections on Care
Homes in their area.
A discussion took place regarding the performance of Diagnostics 6
weeks and 18 weeks Referral to Treatment noting that this is regularly
discussed by the Mid Yorkshire Hospital Trust (MYHT) Contract
Management Group and the Delivery Group. It was agreed that there is
a need to improve the integration between quality and performance.
Laura Elliott advised that the Integrated Quality and Performance report
content is being reviewed to consider what improvements can be made
to better integrate quality and performance information.
It was also noted that a full report on cancer performance will be
provided at the next Integrated Governance Committee meeting.
Natalie Tolson advised the Committee that a performance notice has
been served on the Improving Access to Psychological Therapies service
as they are not achieving their performance trajectory.

Laura Elliott confirmed that a ‘never event’ had been reported by MYHT.
The Care Quality Commission will be undertaking a ‘well led’ review at
MYHT in the last week of July/first week of August 2018.
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It was RESOLVED that:
i)
ii)
iii)

18/157

the Committee noted the current performance against indicators on
the strategic balanced scorecards;
noted those indicators where performance and quality are at target
and exceptions reports are provided; and
noted the actions being taken by providers and the CCG with
regard to those indicators.

Individual Funding Request (IFR) Update – 2017/18, Quarters 3 and
4 and Revised IFR Panel Terms of Reference
Claire Wood attended the meeting to present the IFR Quarters 3 and 4
update together with the revised Terms of Reference. Claire advised
that of the 154 requests submitted via the IFR process between 1
October 2017 and 31 March 2018, there were 36 approved and 47
declined by the Screening Panel. It was noted that following the new
commissioned pathways now in place this has resulted in the numbers of
funding requests received decreasing year on year. Claire advised that
the IFR team are looking to review the IFR form.
A discussion followed and it was highlighted that some practices have
now merged and the chart included in the document requires amending
to reflect these changes.
It was noted that the newly appointed lay member and chief nurse will be
trained to be able to participate in future IFR panels.
The revised Terms of Reference were presented for approval and it was
agreed to broaden the pool of staff who can be part of an IFR panel. It
was noted that the joint Commissioning Policy for Wakefield and North
Kirklees CCGs is currently under review with the aim of strengthening the
criteria within the policy.
Jo Webster suggested that following the meeting she would discuss with
Clare Wood the exceptions outliers across the district.
Clare Wood suggested that instead of reporting six monthly to the
Committee this was changed to an annual reporting process. Following
discussion the members agreed to receive an annual report in future.
It was RESOLVED that:
i)
ii)
iii)

the Committee noted the NHS Wakefield IFR Update for Quarters 3
and 4 20117/18;
approved the revised Terms of Reference; and
agreed to receive future reports on an annual basis.
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18/158

Approving Primary Care Prescribing Rebate Schemes Policy
Carly Day attended the meeting to present the revised policy for
Approving Primary Care Prescribing Rebate Schemes. Carly advised
additional criteria have been included in the policy for when the CCG
consider the offer of a Wakefield CCG specific rebate that has not been
subject to the PrescQIPP Governance Review Board assessment.
It was acknowledged that the rebate agreements usually take the form of
legal agreements between the manufacturer and CCG. The principles
outlined in the policy document allow for the objective evaluation of
schemes submitted to the CCG and a clear process for approving and
scrutinising agreements.
Following discussion it was agreed that Jonathan Webb would discuss
the detail of the policy with Joanne Fitzpatrick, Head of Medicines
Optimisation to better understand the process to ensure transparency
and to determine how local agreements fit with national arrangements.
It was RESOLVED that:
i)

18/159

the Committee approved the amendments and ongoing use of the
Policy for Approving Primary Care Prescribing Rebate Schemes
within Wakefield CCG

Briefing report on the gap analysis of the governance of the
Referral Support Service (RSS)
Pat Keane and Kathryn Brown attended the meeting to present this
paper noting that an internal review of the quality and governance of the
RSS has been undertaken in collaboration with the RSS team, clinicians
involved in the service and the governance leads of both CCGs.
The report was initially sent to the Chief Nurses, Chief Operating Officer
for Acute Commissioning and Heads of Service on 30 April 2018. The
report has since been updated with the progress against the actions.
It was noted that an operational policy for the service will be presented to
the Integrated Governance Committee at the July meeting.
A discussion followed regarding the OSCAR guidance and the need to
ensure that it is made clear that this is guidance only. It was agreed that
Clare Linley, Interim Chief Nurse will approve a disclaimer to be added to
the OSCAR guidance making it clear that it is guidance only.
It was noted that some of the deadlines in the document were provisional
and need to be confirmed as definite deadlines.
Jonathan Webb commented that further understanding of the contract is
required and this will take place after the meeting.
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It was RESOLVED that:
i)
ii)

18/160

the Committee are sighted on the current concerns, mitigation and
risks associated with this review of the RSS; and
provided comments as to the delivery of the recommendations in
the report.

Minutes of meetings
The minutes of the following meetings were shared for information
i)
ii)
iii)

Joint Acute Commissioning Working Group – minutes of meetings
held on 18 May 2018
Quality Intelligence Group – minutes of meeting held on 8 May 2018
South West Yorkshire Partnership Foundation Trust – minutes of
meeting held on 16 March 2018

Following discussion it was agreed that a review of the most appropriate
governance route for the sharing of the Joint Acute Commissioning
Working Group minutes will take place to agree the most suitable
Committee to receive the minutes in future.
18/161

Consider future topics for Deep Dive
It was suggested that Richard Hindley and Ruth Unwin review the deep
dives from the past 12 months alongside the Integrated Quality and
Performance report to consider future deep dives.

18/162

Matters to be referred to other committees or Governing Body
It was suggested that a paper on the Referral Support Service should be
presented to the Finance Committee.

18/163

Any other business
None

18/164

Date and time of next meeting:
Thursday, 19 July 2018, 9.00 am to 11 am in the Seminar Room, White
Rose House.
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Agenda item: 16a(ii)
NHS Wakefield Clinical Commissioning Group
INTEGRATED GOVERNANCE COMMITTEE
Minutes of the Meeting held on 19 July 2018
Present:

Richard Hindley(Chair)
Dr Phillip Earnshaw
Stephen Hardy
Dr Pravin Jayakumar
Clare Linley
Jonathan Webb

Lay Member
Nominated Clinical Member
Lay Member
Nominated Clinical Member
Interim Chief Nurse
Acting Chief Finance Officer

In Attendance:

Mel Brown

Programme Commissioning Director
– Integrated Care (item 18/187)
Commissioning Manager (item
18/190)
HR & OD Manager (item 18/191)
Head of Quality & Engagement (items
18/183, 18/184)
Minute taker
Governance & Board Secretary
TRISH Senior Manager (item 18/182)
Senior Information Governance
Officer (item 18/188)
Performance & Intelligence Manager
(item 18/183)
Governance Officer (item 18/189)
Lay Member

Sharon Cook
Lisa Elliott
Laura Elliott
Angela Peatfield
Amrit Reyat
Pam Sheppard
James Siddall
Natalie Tolson
Pam Vaines
Richard Watkinson

18/175

Apologies for Absence
Apologies were received from Jo Webster, Pat Keane and Ruth Unwin

18/176

Declarations of interest
There were no declarations of interest made.

18/177

Minutes of the meeting held on 21 June 2018
The minutes of the meeting held on 21 June were approved as a correct
record.

18/178

Action Sheet from the meeting held on 21 June 2018
All actions were noted.

18/179

Matters Arising
There were no matters arising.
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18/180

South West Yorkshire Foundation Trust – Care Quality Commission
Update
Clare Linley introduced this presentation providing details of the outcome
from the Care Quality Commission (CQC) inspection of the South West
Yorkshire Partnership Foundation Trust (SWYPFT) during March and
April 2018.
The specific services inspected were:







Acute wards for adults of working age and psychiatric intensive care
units
Community mental health services for people with a learning disability
or autism
Forensic inpatients and secure wards
Wards for people with a learning disability or autism
Community based mental health services for adults of working age
Specialist community mental health services for children and young
people

The overall outcome from the inspection was “requires improvement” and
detail of the rating for each service was included in the presentation.
The outcome of the inspection has been discussed between the Chief
Nurse of Calderdale CCG as lead commissioner and SWYPFT’s Director
of Nursing and Quality. A meeting has also been scheduled for 27 July
2018 between the lead commissioner and SWYPFT to discuss
commissioner assurance processes against the CQC improvement plan.
SWYPFT will re-commence internal quality monitoring visits in
September 2018 and commissioners have indicated an interest to attend
these as with previous visits.
A discussion followed and it was noted that updates on progress will be
reported through the Integrated Quality and Performance Report. If any
members wish to attend the quality monitoring visits they will be most
welcome.
Clare Linley confirmed that ongoing quality monitoring will continue and
suggested that a deep dive on the Mental Health Service is included on a
future Integrated Governance Committee agenda later in the year.
Stephen Hardy raised a query regarding the regional rationalisation of
urgent beds within the Mental Health Service and whether this had
caused a reduction in beds available at SWYPFT. Laura Elliott agreed to
seek clarification on this.
It was RESOLVED that:
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i)
18/182

the Committee noted the contents of the presentation

Referral Support System Operations Policy
Pam Sheppard attended the meeting to present the Referral Support
System (RSS) Operations Policy for approval.
The policy includes a set of operational standards and protocols for all
individuals who have roles and responsibilities to support the successful
delivery of the RSS service.
Dr Phil Earnshaw commented that the policy requires testing and Pam
Sheppard responded to confirm that the policy is currently being tested.
Richard Hindley requested that this policy is reviewed in six months to
ensure it is still fit for purpose.
Pam Sheppard advised that a group is to be set up to review the OSCAR
pathways being developed. A discussion followed and it was noted that
peer review and clinical triage for identified specialities will be
undertaken. A triage process is in development to assure reduced
variation across the service. RSS staff need to be made aware of the
importance of the Aligned Incentive Contract to ensure that referrals are
made to the Trust and local providers where possible in line with meeting
constitutional targets. A mechanism is to be developed to ensure data is
available to track and review.
Performance data for the RSS will be included in the Integrated Quality
and Performance Report and it was suggested that an update report is
presented to a future Integrated Governance Committee providing an
overview on the progress of the system.
It was RESOLVED that:
i)

18/183

the Committee approved the Referral Support System Operations
Policy

Integrated Quality and Performance Report
Laura Elliott and Natalie Tolson attended the meeting to present this
report providing a high level overview of performance and quality. The
report is divided into two sections: acute commissioning (Mid Yorkshire
Hospital NHS Trust (MYHT) and place based reporting (Wakefield CCG).
Natalie advised that the ultrasound service continues to have in place a
patient management system to ensure that clinical priority is maintained.
A recovery plan has been developed and signed off internally with
MYHT.
The 18 weeks Referral to Treatment performance for the CCG continues
to show signs of improvement with performance reporting at 89.9%.
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At the end of May a total of seven 52 week breaches were reported
against Wakefield patients undergoing treatment at Leeds Teaching
Hospital Trust. The total number of 52 week breaches for 2018/19 is
now 12. Jonathan Webb confirmed that a letter has been drafted to
Leeds Teaching Hospitals Trust referring to this issue.
A discussion followed including a query regarding whether there are
processes in place to provide an early warning notice of a breach and if
the quality impact on clinical risk is assessed.
There has been an unexpected decline in performance against the two
week cancer waiting time standard for breast symptoms for both the
CCG and MYHT which resulted in May’s performance reporting below
the national standard. There is a Breast Strategy meeting planned for
July to discuss the current and future challenges placed upon the
service. It was noted that there has been an agreement to return
patients to their GP if unavailable for the two weeks following referral to a
cancer service.
A 12 hour A&E breach was reported at the Dewsbury site during May
2018. This was a North Kirklees CCG patient requiring a Mental Health
bed.
Laura Elliott gave an update on the quality section of the report and
referred to the Sentinel Stroke National Audit Programme (SSNAP) data
noting that MYHT’s overall SSNAP performance has remained at Level
B. This is based on data for August to November 2017.
Laura Elliott advised that the Joint Acute Commissioning Working Group
discussed the potential impact on MYHT’s hyper-acute stroke service of
the proposed stroke service reconfiguration in South Yorkshire. The
risks have been escalated and are being discussed between the CCG
Chief Officer leads for South Yorkshire & Bassetlaw and West Yorkshire
& Harrogate stroke programmes. It was also noted that Jo Webster is in
discussions with Martin Barkley, Chief Executive at MYHT to consider
the service and the issues that may arise due to the re-configuration.
Laura Elliott referred to the unannounced inspections of MYHT core
services which commenced on 3 July 2018, the core services inspected
were medical care, maternity, emergency department and critical care.
The use of resources and well-led reviews will take place during the
remainder of July 2018.
Following a recent Care Quality Commission (CQC) inspection of Station
Lane, the care home was rated as Good overall and achieved Requires
Improvement for the Safe domain. Discussions will take place with the
care home to confirm any support required. Riverside Court and
Castleford Lodge received an overall rating of ‘Requires Improvement’
and both providers are under enhanced surveillance.
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Laura Elliott referred to the Maternity Safety Thermometer data and
advised that she is currently seeking detail about the number of women
who were surveyed in May 2018 and how the survey was undertaken. It
was also noted that Clare Linley had a meeting arranged with Senior
Management for Maternity Services at the Trust. This has been
cancelled and an alternative date will be scheduled.
A discussion took place regarding the pressure ulcer results as part of
the Safety Thermometer reported data. Both Wakefield CCG and MYHT
have taken a number of actions to reduce pressure ulcer incidence and
prevalence. A review of system wide pressure ulcer care is currently
being developed for the Interim Chief Nurse. This aims to provide
information about levels of harm, interventions and governance
structures across the healthcare system in the recognition that focus to
date has been on prevention and management of pressure ulcers in
patients under the care of the acute trust.
It was RESOLVED that:
i)
ii)
iii)

18/184

the Committee noted the current performance against indicators on
the strategic balanced scorecards;
noted those indicators where performance and quality are at target
and exception reports are provided; and
noted the actions being taken by providers and the CCG with
regard to these indicators.

Learning Disabilities Mortality Review (LeDeR) Update
Laura Elliott presented this paper providing an update to the Learning
Disabilities Mortality Review (LeDeR) Programme in respect of the
findings and recommendations of the LeDeR annual report 2017 and
local progress and findings from reviews. Locally 17 out of 35 reviews
have been completed and detail of the learning identified from these
reviews is included in the paper together with actions being taken to
improve the timeliness of reviews.
A discussion followed acknowledging that, as commissioners, the CCG
need to work with partners to ensure the recommendations from the
national report and findings from local reviews are used to monitor local
services and inform future commissioning of services so that people with
a learning disability have equitable access to health and care services.
It was noted that the CCG has also strengthened contractual
requirements with GP practices as part of the 2018/19 Wakefield
Practice Premium Contract to ensure 100% of patients with a learning
disability are invited for a health check (with at least 50% receiving a
health check).
Laura Elliott advised that regular updates will continue to be included as
part of the Integrated Quality and Performance Report.
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Laura Elliott also mentioned if any of the Committee members wish to
become a reviewer they need to contact Laura for further information.
It was RESOLVED that:
i)
ii)

18/185

the Committee noted the contents of the paper for information; and
agreed to receive regular updates as described through the
Integrated Quality and Performance Report.

NHS Continuing Healthcare Performance and Update
Clare Linley presented this update providing highlights of the work being
undertaken within the Continuing Healthcare Service addressing areas of
quality and performance. In October 2017 Internal Audit was requested
by the Chief Officer to assist in reviewing the financial governance
arrangements the CCG had in place to manage its responsibilities for
Continuing Health Care (CHC). A working group was established in
October 2017 to address a number of issues across the service and to
work on the 26 recommendations made by the Advisory Board. The
update provides assurance regarding performance against national
standards, improvement being realised across the various components
of the service and delivery against the actions required from the 2017
internal audit report.
A discussion followed with a concern raised regarding the previous
audits of the Continuing Health Care Service. It was noted that this issue
will be picked up by the Chair of the Audit Committee to seek an
understanding on the scope of the audits undertaken by Internal Audit.
It was RESOLVED that:
i)
ii)
iii)

18/186

the Committee noted the content of the report;
noted the improved performance against national standards and be
assured in this regard; and
support the provision of a quarterly CHC quality and performance
report to the IGC going forward.

Commissioning Policy
Clare Linley presented this policy for approval advising that this was
previously a joint policy with North Kirklees CCG. At the Integrated
Governance Committee meeting on 15 March 2018 an extension to the
policy review date was agreed to the end of July 2018 to enable work to
be undertaken on the inclusion of decommissioning principles into the
policy.
The policy presented is now for Wakefield CCG only. The CCG will
continue to work with North Kirklees CCG to ensure appropriate
alignment in relation to the Individual Funding Review policy and
consistency of approach with Mid Yorkshire Hospitals Trust.
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Dr Phil Earnshaw queried whether the policy covers all policies and
procedures that NHS England refer to. Clare Linley advised that Philip
Smedley is currently reviewing the policy to ensure all appropriate
policies and procedures referred to by NHS England are included.
Dr Pravin Jayakumar queried how this policy will be communicated to GP
practices. Clare Linley agreed to discuss this with Mel Brown and Dr
Greg Connor.
A discussion followed regarding Individual Funding Review referrals
made by Consultants and who should complete the form. At present the
arrangement is that the GP would complete the form, and the question
was raised whether this was appropriate. If Consultants were to
complete IFR forms a process would need to be developed on how non
GP referrals are monitored. How this issue can be clarified will be
considered.
It was RESOLVED that:
i)
ii)
iii)
18/187

the Committee noted the updates contained within the policy;
noted that this policy is now an NHS Wakefield CCG only policy;
and
approved the updated policy.

Wakefield Children’s Services Improvement Plan
Melanie Brown and Clare Linley presented this paper. A two day Ofsted
led focused visit to Wakefield Council Children’s services took place
between 27 and 28 February 2018. The Ofsted inspection team looked
at the ‘front door’ service that receives both single and multi-agency
contacts and referrals.
Following the focused visit the newly appointed Director of Children’s
Services mobilised an Improvement Board. Wakefield CCG’s
representatives on the Improvement Board are the Chief Officer, Interim
Chief Nurse and clinical lead for Children and Young People. A draft
improvement plan has been developed to address the concerns and
there is an action that Wakefield CCG is accountable for the reduction in
waiting times to the Children and Adolescent Mental Health Services
(CAMHS) for our Children and Young People. It is proposed that a
report on the CAMHS service is presented to the Integrated Governance
Committee at the August meeting.
It was noted that following the Ofsted focused visit Wakefield Council
took part in a two week standard Children’s Services Ofsted inspection
between 4 and 15 June 2018. The outcome of this inspection will be
published by Ofsted during the week commencing 19 July 2018.
It was RESOLVED that:
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i)
ii)

iii)

18/188

the Committee noted the content of the report;
approved that Integrated Governance Committee considers future
updates about the progress of the Children’s Services Improvement
Plan; and
agreed the request that an update about CAMHS services is on the
16 August 2018 Integrated Governance Committee agenda.

Information Governance Update
James Siddall presented the Information Governance Update providing
details on current ongoing work and providing assurance that the CCG is
completing its obligations in respect of Information Governance.
The report included details regarding the Data Security and Protection
Toolkit, Cyber Security Update, Information Governance incidents,
Freedom of Information update, Data Sharing Assurance and progress
against the General Data Protection Regulation.
It was RESOLVED that:
i)

18/189

the Committee noted the contents of the Information Governance
Update including update on the implementation of the General Data
Protection Regulation (GDPR)

Incident Report Q1 2018/19
Pam Vaines attended the meeting to present this exception report. As
well as presenting the regular Incident Report it was agreed that any
serious incidents were to be reported by exception.
This exception report informs the Committee that during quarter one a
number of information governance related incidents were reported by
The Referral Information Support Hub (TRISH). A further incident within
the TRISH Service occurred in May 2018 and came to light following
notification from a GP practice via an email addressed to our Clinical
Chair, Caldicott Guardian and the Governance and Board Secretary and
resulted in a Serious Incident investigation. Pam Vaines confirmed that
immediate action was taken following the incident and a route cause
analysis investigation is ongoing. An update following the completion of
investigations will be presented to the Committee.
Pam Vaines also highlighted that a further incident was reported by a GP
practice which may involve fraud. Probity Committee will be made aware
of this incident.
It was RESOLVED that:
i)

the Committee noted the serious incidents reported during
Quarter 1 2018/19
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18/190

Updated Cataract Surgery Commissioning Statement
Sharon Cook attended the meeting to present this paper advising that
the commissioning statement for Cataract surgery has been reviewed in
line with the updated NICE guidelines (NG77) and amended.
NICE now recommends that access to cataract surgery should not be
restricted on the sole basis of visual acuity. Referrals shall instead be
determined on assessment of visual acuity and the impact on the
patient’s life and discussion with the patient at the referral point for
cataract surgery. Therefore the commissioning statement reflects this
and also the information that should be discussed with patients and
carers. The updated policy aims to improve patient experience and for
them to have a better understanding of what to expect from the
procedure.
It was RESOLVED that:
i)

18/191

the Committee approved the updated commissioning statement for
Cataract surgery so that it can be formally published

Staff Survey 2017 Summary Report and Action Plan
Lisa Elliott attended the meeting to present this report detailing the key
findings from the survey. The organisation received an overall 81.5%
response rate with 128 responses submitted of a possible 157.
A discussion followed regarding the results to bullying and harassment.
Lisa Elliott confirmed that the training is being reviewed with a focus less
on procedure and more on informal options available for staff.
It was acknowledged that although education and training is required
there is need to better understand the reasons for bullying through soft
intelligence.
It was agreed that a further progress update will be presented at the
September Integrated Governance Committee.
It was RESOLVED that:
i)

18/192

the Committee noted the content of the Staff Survey Summary
Report 2017 and agreed the Action Plan

Scope of the Safeguarding Policy Review
Clare Linley gave a verbal update advising that the policy review is
ongoing and confirmed that the Safeguarding Policy and Allegations
Management Policy will be developed as two separate policies and will
follow the guidelines of the Working Together programme.
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It is anticipated that the policies will be presented to the Committee in
November for approval.
It was RESOLVED that:
i)
18/193

the Committee noted the verbal update

Minutes of meetings
The minutes of the following meetings were shared for information
i)
ii)
iii)
iv)

18/194

Joint Acute Commissioning Working Group – minutes of meetings
held on 18 June 2018
Quality Intelligence Group – minutes of meeting held on 12 June
2018
Mid Yorkshire A&E Improvement Group – minutes of
meeting held on 1 May 2018
South West Yorkshire Partnership Foundation Trust – minutes
of meeting held on 8 June 2018

Consider future topics for Deep Dive
Mental Health Service

18/195

Matters to be referred to other committees or Governing Body
None

18/196

Any other business
None

18/197

Date and time of next meeting:
Thursday, 16 August 2018, 9.00 am to 11.00 am in the Seminar Room,
White Rose House.
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NHS Wakefield Clinical Commissioning Group
CLINICAL CABINET

Agenda item: 16b(i)

APPROVED MINUTES
of the meeting held on 28 June 2018
PRESENT:
Dr Adam Sheppard
Dr Aly Damji
Michele Ezro
Stephen Hardy
Dr Debbie Hallott
Dr Clive Harries
Dr Pravin Jayakumar
Dr Nadim Nayyar
Dr Colin Speers
Ruth Unwin
Jonathan Webb
Non-Members
Lisa Chandler
Nicola Cochrane
Sharon Cook
Gill Day
Alix Jeavons
Dr Jordache Myerscroft
Jeannette Miller
Adam Smith
Anna Staples
Dena Coe

Chair, Assistant Clinical Leader, WCCG
GP, Network Chair, WCCG
WCCG, Associate Director Commissioning & Integration
WCCG, Lay Member
GP, Board Member, WCCG
GP, Board Member, WCCG,
GP Board Member, WCCG, Network Chair
GP, WCCG, Network Chair
GP, WCCG, Network Chair
WCCG, Associate Director of Corporate Affairs
WCCG, Chief Finance Officer

WCCG, Public Health Principal (For Agenda Item 18/19-35)
NKCCG, Joint Transformation Project Support Manager
(Agenda Item for 18/19-32)
WCCG, Commissioning Manager (Agenda Item for 18/19-32)
Wakefield MDC, Public Health Manager (Agenda Item 18/19-35)
WCCG, Senior Commissioning Manager (Agenda Item 18/19-36)
WCCG, GP
WCCG, Engagement Lead (Agenda Items 18/19-23 to 32)
Head of PMO (Agenda Item 18/19-31)
WCCG, Commissioning Manager (Planned Care) (Agenda Items
18/19-32 and 33)
WCCG (Minutes)

No.

Agenda Item

18/19-25

Apologies for Absence:
Dr Phillip Earnshaw, Dr Tim Dean, Clare Linley, Karen Parkin, Dr Chris Barraclough,
Dr Patrick Wynn, Dr Omar Alisha, Liz Blythe,

18/19-26

Declarations of Interest
Item 18/19-32 - Declarations of interest were noted from all GPs involved with
NOVUS, however as the item was to agree the way forward only, all remained in the
meeting and took part in discussions.

18/19-27

Minutes of the meeting held on 24 May 2018
It was noted that Jonathan Webb had submitted apologies for the meeting on 24
May 2018, following this amendment the minutes of the meeting held on 24 May
2018 were agreed as a true record.
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18/19-28

Action log from the meeting held 24 May 2018
The Action log was updated accordingly.

18/19-29

Matters Arising
There were no matters arising.

18/19-30

Draft Financial Recovery Plan
Jonathan Webb summarised the financial position of WCCG including the plans
submitted to NHSE and outlined the future strategies to be implemented to return to
a 1% cumulative surplus.
This included focus on :
 Additional savings required, i.e. in addition to existing QIPP schemes
 Review of utilisation of independent sector
 Potential for spike in referrals due to more administratively driven service
provision
 Contracts with MYHT in 2019/20 (recognising we have an Aligned Incentive
Contract in 2018/19)
 Review of transformation pathways underway – led by PCIG and A&EIG
 Underpin, challenge and structured review of potential transformation on
RightCare principles
Key areas of discussion included:
 All clinicians, i.e. including secondary care, to be made aware and
encouraged to become engaged in discussions
 Need to understand impact of cultural behaviour/variance
 Need for simple, efficient, smooth pathways to enable effective patient choice
– aligned with OSCAR
 A communication and education programme focussed on GPs is required;
including peer reviews
 Visible data and intelligence required
It was suggested that the Transformation Work Programme was brought to a future
Clinical Cabinet meeting in order to demonstrate the structured approach around
identification of potential changes/transformation, reviews and alignment to
RightCare. It was noted that it had been agreed to focus and prioritise on six
specialities and each priority area would have three substantial / constructive /
productive actions to be implemented.
ACTION: Discussion to be led by clinical leaders on future ET (Executive Team)
meeting on how to access high level clinician buy-in
IT WAS RESOLVED THAT: Clinical Cabinet noted the draft recovery plan
presentation.

18/19-31

QIPP Ideas – Follow up
Adam Smith presented responses and feedback raised from discussions at the
Clinical Cabinet meeting held on 24 May 2018.
It was emphasised that the PMO Team are very keen to support any new ideas and
are willing to formulate and generate a written submission on behalf of the instigator.
The New Ideas Form was under review to be more relevant to GPs by Dr Colin
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Speers. The current form was available from the Team or directly on Skyline.
It was also emphasised that any idea submitted would receive feedback. The
complete list of ideas submitted would be reviewed on a regular basis (whether the
idea had been taken forward or not).
It was noted that the approximate timings for an idea to be processed through GW1
was two weeks and through GW2 four weeks.
Discussion took place on:
 Need to challenge clinicians who ignore cost implications
 Recognise small changes can have a large impact
 Robust BI required
 Further communications to GPs required in order to encourage further clinical
input and engagement
 All ideas should be considered to be put forward, including “Pinching with
Pride” suggestions
It was suggested that a dashboard of activities was presented to Clinical Cabinet on
a monthly basis. It was confirmed that someone from the PMO Team could attend
every month if required.
It was suggested that it would be useful to have a suite of examples, in simple terms,
to be included in the slide set for communication to Networks.
ACTION: In advance of the Membership meeting on 17 July 2018 an email
regarding FAQ to be sent to colleagues in order to make effective use of the time.
IT WAS RESOLVED THAT: Clinical Cabinet notes the presentation on PMO
feedback.
18/19-32

Adult Hearing Loss Service Review
DECLARATIONS OF INTEREST were noted from all GPs involved with NOVUS,
however as the item was to agree the way forward only, all remained in the meeting
and took part in discussions.
Dr Clive Harries and Anna Staples outlined the purpose of the update and the
current service provision. Information was provided on the NICE guidelines
published on 22 June 2018 and the NHSE Framework for Adult Hearing Loss from
July 2016 and other models which could be considered.
Discussion took place on public engagement. It was noted that an engagement
initiative was scheduled regarding AQPs and it was suggested that the Adult
Hearing Loss Service should also be included.
Due to the contract end date, issues around timescales were discussed, it was
suggested that expert patient advisers were secured, to be included in both the
pathway design and project plan elements of the process to ensure appropriate
public engagement
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IT WAS RESOLVED THAT: Clinical Cabinet agreed the preferred way forward was
to work towards an integrated service to provide a seamless pathway to get the
patient to the right place, first time.
18/19-33

Healthy Hearts Wakefield Programme
Dr Pravin Jayakumar and Anna Staples presented the Wakefield Healthy Hearts
update. It was noted that the Bradford model had been well received and some
written evidence was tabled at the meeting.
Detailed discussion took place regarding joint working, communication, education
and training strategies, particularly with Public Health, regarding healthy lifestyles.
Suggestions included development of a local website, leaflets and customisation of
the Bradford website.
Key issues with the suggested model discussed were:
 Concern was raised regarding non-compliance to NICE guidelines
 Challenge use of specific drugs put forward in the model
 Need to align with RightCare
 Request for more evidence of clinical research against European guidance to
be provided in order to further evaluate the proposals
ACTION: Written evidence circulated at the meeting to be sent to members
electronically.
ACTION: Anna Hartley, Interim Director of Public Health at Wakefield MDC to be
invited to future Clinical Cabinet meetings
ACTION: Update on Weight Management to be included on future Clinical Cabinet
agenda.
IT WAS RESOLVED THAT: Clinical Cabinet agreed the recommended proposed
direction of travel, however, it was requested that the suggested pathway and
timeline was amended to take into consideration the key issues items discussed and
that the Wakefield Medicines Management Team were included in further
development and amendment of the protocols along with other key local partners.

18/19-34

Cataract Surgery Criteria Led Commissioning Statement
Nicola Cochrane summarised the updated cataract surgery commissioning
statement. It was highlighted that it was not envisaged that further costs would be
incurred by accepting the update.
It was noted that previous guidance was DVLA led and that the new guidance was
based on NICE guidelines which had more emphasis on quality of life for the patient.
The links and alignment with the STP and draft RightCare documentation were
highlighted. Information on OSCAR would also be updated.
The issues around the general increase in cataract surgery were outlined and
discussed. Also discussed were referrals, shared decision making and maintenance
of quality standards.
It was accepted that this was part of a staged approach and wider work was
underway regarding pathways which could have the potential to provide further
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opportunities to effect savings.
IT WAS RESOLVED THAT: Clinical Cabinet supported the updated commissioning
statement and agreed that the recommendations could be taken forward to IGC.
18/19-35

LTC Strategy Mapping Update
Dr Colin Speers outlined the details of the LTC mapping update.
Key areas of discussion included :
 Working with Public Health
 Recognition of current voluntary and unpaid input
 Need for Clinical lead profile
 Potential risk of lack of clinical input
It was recognised that formation of a LTC Group to enable joint working across long
term conditions was required and also that governance arrangements need to
agreed and formalized.
IT WAS RESOLVED THAT: Clinical Cabinet supported the proposal that
governance for the LTC Strategy should sit with the New Models of Care Board and
that therefore the decision making body should be the Connecting Care Board.

18/19-36

Wakefield Talking Therapies Service Remodel Proposal
Alix Jeavons outlined the proposed changes, it was highlighted that there would be
no increase in cost to WCCG should the changes be implemented.
In essence the changes would address the issues around “drop out” following
referral, open up capacity to offer clients more flexible interventions and also
encourage increased engagement, i.e. no recovery without engagement.
Discussion took place on national access and recovery rates, future potential
alliance working, i.e. around alcohol, the My Treatment Plan initiative and issues
around waiting times.
ACTION: It was requested that a “Dummy log-in” for on-line CBT was circulated so
that GPs could see the service provision available.
IT WAS RESOLVED THAT: Clinical Cabinet supported the proposed new model of
care, as outlined in the paper, to be implemented from 1 September 2018

18/19-37

Matters to be referred to other committee or Governing Body
 Further public engagement on Adult Hearing Loss (added to AQP)
 Cataract Surgery Criteria Led Commissioning

18/19-38

Minutes from Sub-Committees to Note
The Medicines Optimisation Group draft minutes from the meeting held on 17 May
2018 were noted.

18/19-39

Any other business
Colin Speers highlighted that Wakefield were part of the successful bid for an
integrated care record across West Yorkshire and Humber which could have the
potential to transform care across large footprints.
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Agenda item:16b(ii)

NHS Wakefield Clinical Commissioning Group
CLINICAL CABINET
APPROVED MINUTES
of the meeting held on 26 July 2018
PRESENT:
Dr Adam Sheppard
Dr Aly Damji
Michele Ezro
Stephen Hardy
Dr Debbie Hallott
Dr Clive Harries
Dr Pravin Jayakumar
Clare Linley
Dr Nadim Nayyar
Dr Colin Speers
Ruth Unwin
Jonathan Webb
Non-Members
Dr Chris Barraclough
Dr Jordache Myerscroft
Dr Kashif Bhatti
Laura Elliott
Donna Roberts
Michala James
Morna Cooke
Karen Poole
Steve Laville
Helen Ryan
Linda Driver
Dena Coe

Chair, Assistant Clinical Leader, WCCG
GP, Network Chair, WCCG
WCCG, Associate Director Commissioning & Integration
WCCG, Lay Member
GP, Board Member, WCCG
GP, Board Member, WCCG,
GP Board Member, WCCG, Network Chair
WCCG, Interim Chief Nurse
GP, WCCG, Network Chair
GP, WCCG, Network Chair
WCCG, Associate Director of Corporate Affairs
WCCG, Chief Finance Officer

GP, WCCG Prescribing Lead
GP, WCCG
GP & GP trainer, GPwSI Dermatology (Agenda Item 18/19-49)
WCCG, Head of Quality & Engagement (Agenda Item 18/19-46)
Kirklees and Wakefield Council, Lead IPC Nurse(Agenda Item
18/19-46)
WCCG, Senior Service Delivery & Transformation Manager
(Agenda Item 18/19-48)
WCCG, Senior Commissioning Manager (Agenda Item 18/19-47)
WY&H, Local Maternity System Project Manager (Agenda Item
18/19-47)
Leeds CCG, Senior Commissioning Manager (Agenda Item 18/19-49)
Leeds CCG, Macmillan Leeds Cancer Strategy Project Lead
(Early Diagnosis) (Agenda Item 18/19-49)
WCCG, Head of Services Development & Transformation (Agenda
Item (18/19-50)
WCCG (Minutes)

No.

Agenda Item

18/19-40

Apologies for Absence:
Dr Phillip Earnshaw, Dr Patrick Wynn, Dr Omar Alisa

18/19-41

Declarations of Interest
18/19-48 - Dr Tim Dean declared an interest in this agenda item as he is a
vasectomy surgeon for Phoenix and Haxby surgeries, there were no items for
decision therefore Dr Dean remained in the meeting and took part in the discussion.
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18/19-49 - Dr Chris Barraclough declared an interest in this agenda item as he is a
Dermatology GP for MYHT, as there were no decisions for procurement regarding
this item Dr Barraclough remained in the meeting and took part in the discussion.
18/19-42

Minutes of the meeting held on 28 June 2018
The minutes of the meeting held on 24 May 2018 were agreed as a true record.

18/19-43

Action log from the meeting held 28 June 2018
The Action log was updated accordingly.

18/19-44

Matters Arising
There were no matters arising.

18/19-45

QIPP and Finance Update
Jonathan Webb briefly outlined the current financial position of WCCG. It was noted
that feedback on the Financial Recovery Plan had been positive from NHSE.
Jonathan also advised that the financial position for Q1 2018/19 was on plan and
therefore the CCG would be considered eligible for the first payment of
Commissioner Sustainability Funding (10% of £2m). It was also noted that there
were some emerging risks and continuing clinical engagement was essential.
Discussion took place on :
 Communication of QIPP log to Networks
 Encourage clinical ownership of Plans on a Page
 Look to introduce proposals for savings earlier rather than later
 Referrals data (including TRISH)
 GP A4 (at-a-glance) guide regarding triage
 Circulation/communication regarding Plans on a Page
ACTION: It was agreed that an update on Acute Commissioning System Recovery
would be provided at the August 2018 Clinical Cabinet meeting, including actions
agreed at recent summit events
ACTION: It was agreed that a discussion regarding referral routes for planned care
pathways should be added to the agenda for the August 2018 Clinical Cabinet
meeting.
IT WAS RESOLVED THAT: Clinical Cabinet noted the QIPP and Finance Update

18/19-46

Preventing healthcare associated Gram-negative bloodstream infections
Clare Linley, Laura Elliott and Donna Roberts gave a presentation on preventing
healthcare associated Gram-negative bloodstream infections with a focus on e-coli.
It was noted that the data was rudimentary and required further analysis and
discussion took place on options to obtain the data more effectively.
Discussion also took place on :
 Possible causal links
 Understanding pathway/evidence base
 Clarification of year end position
 Links with Public Health England and MYHT
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It was suggested that further work with MYHT to ensure evidence based best
practice for catheter management is shared and embedded across all practices,
particularly primary care clinical guidance for long-term catheter use.
ACTION: Liaise with Dr Pravin Jayakumar regarding SystmOne and EMIS templates
for data collection.
ACTION: Work with Dr Pravin Jayakumar to develop Network Chair Slides to
encourage primary care engagement
ACTION: To devise a single slide with 6 clinical actions required to support the
process and thereby improve/impact on
IT WAS RESOLVED THAT: Clinical Cabinet noted the presentation regarding
preventing healthcare associated Gram-negative bloodstream infections together.
18/19-47

National Maternity Strategy
Morna Cooke and Karen Poole attended to give an update on the Local Maternity
Strategy for West Yorkshire & Harrogate. An overview of the system and
developments to date were given, including information on governance
arrangements. It was highlighted that the system had been recognised nationally.
It was noted that some percentage objectives were dictated nationally and that going
forward reporting would need to be done as a system (i.e. LMS/region-wide).
It was acknowledged that the service is midwife lead (de-medicalised) and therefore
GPs are separated / detached from the service, i.e. often only see patient once at 10
weeks; it was suggested that a simple leaflet to hand out to patients would be useful.
It was agreed that maternity issues would be included on a future TARGET event. It
was also suggested that dual recording could be considered.
Discussion took place on Midwife / obstetrics centres and potential community hubs.
It was suggested that maternity indicators used on IGC reports should match up with
LMS trajectories. Clare Linley agreed to look at this.
IT WAS RESOLVED THAT: Clinical Cabinet agreed noted the presentation on the
National Maternity Strategy.

18/19-48

Vasectomy Service Review
Dr Tim Dean declared an interest in agenda item 18/19-48 as he is a vasectomy
surgeon for Phoenix and Haxby surgeries, as there were no items for decision on
procurement Dr Dean remained in the meeting and took part in the discussion.
Michala James attended to give an update on the proposed revised vasectomy
specification which had been updated to reflect revised clinical guidelines.
Discussion took place on:
 Options on vasectomy technique
 Process of semen analysis / guidance
 Reversals and pre-counselling
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Issue regarding different waiting times

IT WAS RESOLVED THAT: Clinical Cabinet noted and discussed the revised
vasectomy specification and it was agreed to support the proposal going forward to
Probity Committee on 14 August 2018.
18/19-49

Leeds Tele-dermatology Project
Dr Chris Barraclough declared an interest as he is a Dermatology GP for MYHT, as
there were no decisions for procurement regarding this item Dr Barraclough
remained in the meeting and took part in the discussion.
Michelle Ashbridge, Steve Laville and Helen Ryan attended to give an overview of
the tele-dermatology service in Leeds, Dr Kashif Bhatti was also in attendance for
clinical input. The overview included information on the background to the project,
the pathway, implementation steps and costings. It was reported that the project
went live in June 2018 and a comprehensive audit of practice and data collection
would be on-going, however some initial resource savings were highlighted.
Detailed discussion took place on images, including security, quality, methods,
process and equipment required, and the essential need for transparent and robust
integrated / information governance arrangements.
It was noted that consistency and uniformity of practice, a strong communication
strategy, and engagement from consultants was vital for the process to be
successful.
Discussion took place on potential savings and possible options for local
implementation
IT WAS RESOLVED THAT: Clinical Cabinet noted and discussed the presentation
on the Leeds Tele-dermatology Project Briefing.

18/19-50

West Yorkshire & Harrogate Health Care Partnership Weight Management
Update
Linda Driver attended to give an update on the West Yorkshire & Harrogate HCP
weight management commissioning developments for people with severe and
complex obesity.
Discussion took place on:
 Issues regarding access and financial impact
 Clarification of 5-10% sustained weight loss information
 Process of re-referral
 Patient consent form
 QIA and links to chief nurses working on an agreed approach
 Local authority / registered patient pathways
 Service provider approval/capacity across the region
 Critical care beds
 Prevention / public health links
 Body Contour / cosmetic parameters and guidance
 Pathway and guidance on OSCAR
Detailed discussion took place on the wider issues for patients with 35-40 BMI, i.e.
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not just diabetes, and members were asked to liaise with Dr Hallott so all information
could be compiled. It was agreed that Linda Driver would liaise with Dr Hallott to
ensure that issues discussed at the meeting were communicated and/or submitted
appropriately.
It was noted that accountability still remained with WCCG but work was underway to
move towards accountability transfer to the WY&H HCP.
IT WAS RESOLVED THAT: Clinical Cabinet noted and discussed the update on
West Yorkshire & Harrogate HCP weight management commissioning
developments for people with severe and complex obesity.
18/19-51

Flash blood glucose monitoring system
Joanne Fitzpatrick attended to present the final draft Flash Blood Glucose System
and Patient Agreement.
Key issues highlighted were :
 The monitoring systems would be supplied by the hospital only
 Audits / finance review with partners at 6 monthly intervals
 The analysis supplied by FGSs was not recognised by DVLA
 Currently little evidence to support benefits
 Aim to have a common statement for the STP
Discussion took place on:
 Potential number of patients eligible / financial impact
 Patient Choice / Patient Agreements / Patient Engagement
It was noted that an IIA was required before submission to Integrated Governance
Committee.
IT WAS RESOLVED THAT: Clinical Cabinet noted and discussed the final draft of
the Flash Blood Glucose System and Patient Agreement and broadly supported the
proposal prior to it being submitted to Integrated Governance Committee for
approval.

18/19-52

Matters to be referred to other committee or Governing Body
There were no further matters to be referred to another committee or governing
body.

18/19-53

Minutes from Sub-Committees to Note
There were no notes from the Medicines Optimisation Group to be noted.

18/19-54

Any other business
There was no further business discussed.
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Connecting Care Executive Meeting

Agenda item: 16c

Thursday 14 June 2018
9.00am to 11.00am
Seminar Room, White Rose House
Present:
Andrew Balchin (AB) Chair
Melanie Brown (MB)
Nichola Esmond (NE)
Anna Hartley (AH)
Dr Ann Carroll (DrC)
Angela Nixon (AN)
Neil Hardwick (NH)
Clare Linley (CL)
In attendance:
Marium Haque (MH)
Adam Robertshaw (AR)
Morna Cooke (MC)
Maria Green‐Lynch (MGL)
Michelle Domoney (md)

Director of Adults, Health and Communities, WMDC
Director of Commissioning and Integrated Care, WCCG
Chief Executive Officer, Healthwatch Wakefield
Interim Director Public Health, WMDC
GP and Clinical Lead for Connecting Care, WCCG
Group Finance Manager, Adults, Health & Communities,
WMDC
Group Finance Manager, Children Services, WMDC
Interim Chief Nurse, WCCG

Service Director of Education, WMDC
Strategic Project Accountant, WCCG
Senior Commissioning Manager, Children’s, WCCG
Minute Taker
Action

1.

Welcome and apologies:
Jo Webster, Beate Wagner, Jill Holbert, Jonathan Webb, Dr Adam Sheppard,
Karen Parkin and Michele Ezro submitted their apologies.

2.

Declarations of Interest:
No declarations of interest were advised.

3.

Minutes from 10 May 2018
The minutes from the last meeting were agreed as a true record.

4.

Action Log
Reviewing the action log, the CCE noted the updates provided, adding:
 20180111‐004: AH confirmed a meeting has taken place with NHSE (NHS
England) regarding additional resources for the Carers Strategy, however the
resources NHSE can provide are not the right resources required therefore
the meeting was not has fruitful as hoped;
 20180510‐020: Lesley Carver (LC) is waiting to receive patient evaluation
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data, however LC has a meeting scheduled with Airedale;
 20180510‐021: NE is making enquiries regarding IT Angels.
The CCE noted all other actions were closed.
5.

FOR DISCUSSION: Star House Review:
MC advised she and Sue Sharpe (SS) have been working together on a review of
Star House to address two key issues:
1. WMDC wish to cease the Section 75 pooled budget arrangement by which
Star House is currently funded; however staff needed access to the NHS
Pension scheme beforehand. It has taken some time, however the NHS
Pension scheme issues have now been resolved and WMDC are now in a
position to cease the pooled budget. A new service specification and
agreement will now be required.
2. Star House has been overspending for several years and requires bringing
back within budget.
Referencing the supporting paper, MC advised the review has included assessing
how the service is currently set up, what can be done to improve the service and
how it can be brought back within budget. A number of options are outlined in
the supporting paper, however the recommendation would be to consider a full
staffing review as an initial step to see if any efficiency can be achieved. There
are also a number of issues regarding vacancies, sickness and maternity leave
which means the service is not operating at full staffing capacity at the moment.
A further option to reduce the number of nights the unit is open without
reducing the service is also being considered. MC talked the CCE through the
bed arrangements within Star House; adding it is felt the unit could be opened
for 6 nights and still manage to provide the current service.
MC advised neither option would impact on quality nor the current service
being delivered to families; adding there is potential for improvement. MC
added the financial implications of both options are to be calculated, however
should neither option deliver the savings required, consideration will need to be
given to additional options outlined in the supporting paper.
MC confirmed the next step is to conduct a full staff review and draft a peer
specification to disaggregate the service from the pooled budget and make
plans for the new arrangements.
Discussing the options presented, the CCE asked if there was an option to speak
with NHS Property Services regarding reviewing the rent and if there was any
information on demand trends in terms of reducing to 6 nights. MC advised
discussions have already taken place with NHS Property Services; unfortunately
they are not willing to change their rental position. In discussion, NH advised
when Star House was discussed at an earlier CCE meeting, a suggestion was
made to consider alternative premises and asked if this would be a feasible
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option if the NHS Property Services rent remains an issue. MC advised she can
review the discussions with NHS Property Services to see if anything further can
be done, however in terms of a different building, Star House is a purpose built
building for children with complex needs therefore this would be difficult to
replicate elsewhere and potentially very costly, however steps can be taken to
review this option. NH also suggested a review be undertaken to see if there
was a payback period which would result in making a new property affordable
over a period of time.
Discussing NHS Property Services, MB advised Andrew Pepper had written on
several occasions, however there was no movement regarding the rent at all.
MB agreed with MC that another attempt could be made with Jonathan Webb
writing to NHS Property Services as one final attempt. AB also suggested
speaking to colleagues regarding other property options including the possibility
of WMDC buying the building from NHS Property Services; adding WMDC are
actively looking at high rent properties and suggested there may be a business
case for reviewing such a purchase if capital investment and the price of capital
borrowing can balance each other out over a reasonable period of time whilst
preserving these assets for the district.
With regard to demand trends, MC advised a short place review has taken place
which shows there is an expectation the demand for residential units will
decrease as there are moves generally to supporting families at home. NH
advised he was aware of this review, however added from a short breaks
perspective, community development has not been as successful and therefore
wanted reassurance that based on current demand, reducing to 6 nights would
be sufficient. MB added not all changes will be implemented in this financial
year and any cost savings are unlikely to be generated this year.
Noting the value of this service, DrC advised it would seem reasonable to
remove the emergency bed, however asked if there were other facilities which
could be used in emergencies i.e. The Forget me Not Hospice. MC advised
Hospices provide a maximum stay of 2 weeks and there are only a couple of
cases MC is aware off whereby children at End of Life Care (EoLC), they have
moved to a shared care arrangement and stayed at Star House for the last few
months of their lives. MC added there have also been rare occasions whereby
children have needed a step down from hospital because they’ve had an
operation and their home is not suitable to go home too and the emergency bed
has been used. MC acknowledged there would need to be allowance for some
cushioning for such rare instances, however MC felt because of the vacancy
rates there is scope to consider the 6 day option.
Discussing staff vacancy and sickness rates, MC advised a couple of team
members are on long term sick in addition there are high rates of on‐going
sickness. With regard to vacancies, Star House has found it difficult to recruit
due to the working pattern and pay scales. Star House is not staffed on the
expectation of using the emergency bed; instead, when the emergency bed is
used, additional staff are brought in; in some cases this is agency staff on a short
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term basis, though attempts are made to avoid this if at all possible.
Discussing next steps, MC advised it would be helpful to know if CCE members
wished to rule anything out at this point or take forward anything which has not
been recommended within the supporting paper. MB advised Debbie Hallott
has reviewed the supporting paper and feels Option 3 should not be pursued
and would advise more detail is obtain regarding the work involved for option 2
and whether more work could be done on option 1.
MB suggested there are two phases to this piece of work:
1. Staffing and looking at the options available, reviewing the staffing budget
and reduction in the number of nights from 7 to 6; understanding the
finances behind such a change and presenting that detail at a future CCE
meeting for discussion.
2. MB noted the work MC and SS have done on this piece of work is very good,
however suggested consideration is given to what is the transformation plan
for short‐breaks, acknowledging this would.
MB added from a CCG and financial perspective, as soon as the Section 75 is
terminated, MB will need to work with NH to instigate a Section 256 to ensure a
safe transfer and MC will need to work on the new contract.
The CCE also discussed transport, particularly the checks required, the ‘Come to
School Transport’ eligibility and criteria and the ability of parents to realistically
transport their children to services. MC confirmed transport is more
complicated than it appeared on first impressions and suggested if the
availability of transport for parents was removed, then this could have negative
effects for parents. AB suggested if a large amount of resource is spent on
transport, a review to see if costs can be reduced should be undertaken,
however if costs are relatively modest, then AB would recommend transport is
not included as part of this review.
Discussing future updates to CCE, AB suggested MC returns at a point in time
where it would be helpful to discuss some of the emerging thinking and allow
CCE members to consider further. MB advised once the Section 256 is in place,
the Section 75 can be completed and suggested 1 July 2018 timescale is worked
towards.
6.

FOR DISCUSSION: Reviews of Health and Social Care Systems:
MB talked the CCE through the supporting paper, advising members on the
Health and Social Care system reviews the CQC are currently conducting; noting
15 reviews are already available for viewing with the remainder expected to be
available in the next couple of months. MB highlighted an Interim Local System
Reviews report has been included with the supporting paper. At the time this
paper was published, only 6 system reviews had taken place. MB advised when
reading the system review report, although there is no judgement, a public
report on system integrated care for older people is published.
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With regard to Wakefield’s own local review, MB asked CCE members if steps
should be taken now to plan and prepare; adding that at some point in the
future such a requirement for older people integrated care is likely to become
statutory. MB therefore proposed she asks partners who lead on policy and
integration, to come together to review requirements from WCCG and WMDC
perspectives. In addition, MB would welcome guidance from members with
regard to if such steps.
The CCE discussed the update and MB suggestion of undertaking some
planning/preparation work. Noting people’s time and current pressures, AB
suggested a half‐day session with key people populating each of the questions in
terms of what is in place, what is missing, what is our evidence etc. as a starting
point. This initial session would provide thought and steer regarding any
possible weak/missing areas and provide opportunities for more detailed work if
required. MB agreed this would be a sensible first step. NE agreed advising this
is an area which is worth looking at in more detail and advised Healthwatch
would be happy to contribute to this piece of work; adding there pieces of
working taking place at the moment which would link into this and could
therefore pull out key pieces of learning.
The CCE discussed Dementia, specifically the recent Dementia Strategy event
where it became clear the offer in Wakefield District is very confusing for
moderate and severe cases. In addition there is lack of clarity regarding the
criteria for admission to Flanshaw, Dovecote Lodge and The Poplars.
Furthermore, some care homes offer some dementia care, however only in non‐
behavioural problem cases. DrC suggested if Dementia care was reviewed,
Wakefield might well receive criticism for its lack of clarity. DrC advised this was
something which needed to be taken forward via New Model of Care, however
it also does link in to this piece of work.
DrC continued to advised in view of the concerns raised, conversations have
already started with SWYPFT, however after reading the Reviews of Health and
Social care Systems paper, suggested if a review is started now (to involve all
partners, providers, 3rd parties etc.) Wakefield would be ahead of any review
which is yet to come. DrC added it is not clear yet who will take this piece of
work forward, however suggested CCE has an oversight on its progress. CCE
members agreed this would be helpful. With regard to who will do this piece of
work, MB advised conversations are taking place with regard to capacity to
undertake this piece of work in addition to any CCG capacity also. ACTION:
Verbal update to be given at September CCE meeting with regard to the recent
Dementia event and understanding the next steps.
AH advised of a couple pieces of work which will support the reviews;
 60 staff interviews are currently taking place and the feedback has been
really positive to date.
 As well as the mainstream evaluation, Healthwatch are commencing an
evaluation for people from minority groups to understand their experience
5
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of integration.
 There are also some other products which will help form a picture of how
Wakefield are doing in terms of integration and its impacts.
Noting the work which is taking place, AB suggested a verbal update is given
towards the end of the Summer on this work would be helpful; to consider how
we are measuring and assuring ourselves that what we are trying to achieve
through integration is meaningful. ACTION: Brainstorming/mapping session to
be arranged and held. ACTION: Late Summer/early Autumn feedback on
progress made.
7.

FOR DISCUSSION: Joint Commissioning Panel Children and Young People
Update:
On behalf of Jill Holbert (JH), MB advised:
 The first Joint Commissioning Panel for Children and Young People has taken
place; an additional meeting has been scheduled in a few weeks’ time;
 The Terms of Reference for the panel have been presented to Children and
Young People Partnership Board. Some minor amendments have been made
since CCE saw them at the end of 2017;
 The CCE have previously agreed to a commissioning framework which is
included as an appendices in the supporting paper;
 CCE are asked if it would be appropriate to bring high level actions to provide
assurances that work is underway with Children and Young People
commissioning;
 JH is clear with regard to her ambition regarding this group and would like to
have every contracted commissioning activity which is going to be renewed
presented at this panel for collective conversation regarding future direction
of the service.
MB talked the CCE through the supporting paper; highlighting the key
discussions from the first meeting, adding:
 Regarding LSCBs request regarding Barnardo’s CSE Service, JH and her team
are undertaking work on the impact this potential service could bring and
what outcomes it could deliver;
 Reviewing of previous high cost placement cases, it was agreed that a
number of people would get together to develop the scope;
 It was identified that a work programme needs to be developed for a 2 year
period.
Discussing the supporting paper and noting how many of the packages and joint
commissioning arrangements include education as well as health and social
care, MH observed there was no educational expertise within the proposed
panel membership and noting one of the joint commissioning areas where there
is a statutory duty is SEND, MH suggested educational expertise should be
included to ensure whatever partnership and joint commissioning arrangements
are developed, are appropriate and can be delivered whilst taking into account
the educational legislation and financial aspects within. MB advised education
6
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representation has been raised with JH and SS has been suggested as the ideal
representative for education. MB added other membership representation has
also been discussed including possibly Duncan Cooper and Joanne Hinchcliffe for
Public Health. ACTION: MB will raise with AH and confirm Public Health
MB
representation
8.

FOR DISCUSSION: Young Carers Proposal:
MGL advised the supporting paper has been put together as a consequence of a
meeting with Martin Smith who advised the CCG was quite keen to do some
work with businesses to look at attracting funding through their corporate social
responsibility. MGL has worked with partners, early help hubs, youth work
team and 3rd sector etc. to look at what we feel are identified gaps for young
carers; adding numbers of known young carers in Wakefield is low, however
there is a statutory duty to offer support to identify first support and
assessment to young carers.
MGL talked the CCE through the supporting paper; adding:
 The current provision for young carers in Wakefield is limited;
 There is a service for young carers aged 11+, however there is nothing in
terms of a tangible experience for young carers for under 11’s;
 The paper proposes to appoint some workers who can do some work with
schools to help them understand what they can do to identify young carers;
and perhaps offer some school based drop ins with some provision for under
11’s.
MGL highlighted the Youth Work team have confirmed they could match fund
up to £17,300 any funds which can be attracted to support this piece of work;
adding Interserve have already expressed some interest in providing funding for
this piece of work.
Providing some background on how Interserve became to express an interest,
MB advised the supporting paper has been forwarded to them so they are clear
in terms of finances. Interserve have agreed to provide a decision by the end of
July regarding the funding, however they have already made a commitment to
provide some staff support to work in the community. MB added there has
been interest from other businesses, however noting conversations have been
taking place with Interserve already, the decision has been made to wait for
Interserve.
On behalf of the CCE, MB thanked MGL for all the work she and her team have
done in getting to the current position.
Continuing discussions regarding funding, MB advised if Interserve
do wish to commit financially, they will only do so for one year in the first
instance; adding MB has had a conversation with Ian Cockerill (Chief Executive
from Nova Wakefield) with regard to how to manage the resources in terms of
audit purposes. Recognising neither CCG or WMDC have the place to hold
7
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donated funds from businesses, it has been agreed Nova will hold any
resources.
The CCE noted the contents of the paper and Interserve’s pending decision. The
CCE also recognised there are also other options available if Interserve do not
wish to commit financially to the proposal.
9.

FOR DISCUSSION: Better Care Fund (BCF) Pooled Financial Monitoring Report
AR talked the CCE through the supporting April Year to Date position; advising
on the latest view of costs for the full year i.e. the full year forecast. AR
highlighted since the BCF was initially pulled together 18 months ago, there
have been some significant CCG changes.
AR asked if there were other new models being run collectively which could be
brought into the scope of the BCF in scheme 7. AR suggested a discussion could
take place outside of the CCE. MB provided some detail of natural efficiencies
which have created the £1m decrease. MB also advised the BCF guidance for
2018/19 may have an increased focus on DToC and stranded patients, though
further details will be available when the guidance is published.
In discussion, AN suggested if the BCF was changed, the legal agreement may
also require changing (this requirement would need to be checked) and asked if
such a step was worth taking. MB suggested to wait for the guidance to be
issued to see what it details and make a decision from there. The CCE agreed to
this suggestion.

10.

FOR ASSURANCE: Learning Disabilities Health Check Performance 2017/18:
MB talked the CCE through the supporting 2017 year end performance paper,
adding:
 The paper will be presented to the SEND Board for information;
 Further work remains regarding Learning Disabilities (LD) Health Checks;
 Following the SEND inspection, a lot of work has been undertaken with
various colleagues and an action plan put into place;
 The Wakefield Practice premium contract has been changed for this year; it
now asks practices to undertaken at least 50% of health checks;
 Dr Nayyar wrote to the Federation Chairs approximately 2 weeks ago asking
them to support Practices which might have some challenges in undertaking
the LD Health Checks and have asked the Federations to take responsibility
to provide that LD support;
 A Target event has taken place with all Practices with the aim of encouraging
them to meet these targets. LD residents also shared with Practices why
health checks are important to them. A further target event will take place
in September 2018.
The CCE noted the positive progress made before discussing this years target.
MB advised the expectation is to achieve 60%, however there are hopes to
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achieve a higher score. MB added Yorkshire and Humber data is expected to be
published by end of June and future reports will be able to show Wakefield in
comparison to this data.
The CCE noted the good progress made and acknowledged receipt of the paper.
11.

FOR INFORMATION: Joint Legacy Reserves:
The CCE noted this agenda item was for information.

12.

FOR INFORMATION: Quarter 4 BCF Performance Submission to NHSE:
The CCE noted this agenda item was for information.

13.

FOR INFORMATION: Matters to be referred to Governing Body or other
Committees:
No matters were raised.

14.

Any Other Business
There were no other items of business to discuss.

15.

Date and Time of Next Meeting:
The next meeting will take place on 9 August 2018 from 9.00 to 11.00am in the
Seminar Room at White Rose House.
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Agenda item: 16d
NHS Wakefield Clinical Commissioning Group
PROBITY COMMITTEE
Minutes of the Meeting held on 29 May 2018
Present:

Melanie Brown

Programme Commissioning
Director Integrated Care
Executive Clinical Advisor
Registered Nurse
Lay Member (Deputy Chair)
Lay Member (Chair)
Interim Chief Nurse
Secondary Care Specialist

Dr Greg Connor
Diane Hampshire
Stephen Hardy
Richard Hindley
Clare Linley
Mr Hany Lotfallah
In Attendance:

Jenny Beckett

Urgent Care Transformation Lead (item
18/065 only)
Healthwatch Representative
Wakefield Health and Wellbeing Board
representative
Governance and Board Secretary
Head of Primary Care Co-Commissioning
Minute Taker

Nichola Esmond
Cllr Pat Garbutt
Amrit Reyat
Chris Skelton
Pam Vaines
18/54

Apologies
Apologies were received from Sandra Cheseldine, Anna Ladd, Ruth Unwin and
Jonathan Webb.

18/55

Declarations of Interest
Cllr Pat Garbutt declared her interest as the Chair of the Wakefield Health and
Wellbeing Board.
The Chair noted the declaration and determined that Cllr Garbutt could provide
input into the discussions.

18/56

Minutes of the meeting held on 27 March 2018
The minutes from the meeting held on 27 March 2018 were agreed as an accurate
record subject to the correction of minor typing errors and an amendment to the
evaluation of the Care Home Vanguard item (18/033). The paragraph relating to
reporting should be amended to read –
Lesley Carver indicated that whilst outcomes for individual patients were not yet
available, work has been undertaken and will be reported via Public Health,
through an evaluation. This will include work from Healthwatch and Niche in
relation to community anchors, and the results will be expected end of June/early
July 2018.
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Action sheet from the meeting held on 27 March 2018
The action sheet was noted.
18/57

Matters Arising
Item 18/031 – Outwood Park – branch closure application.
Melanie Brown confirmed that she and Richard Hindley are to meet with the
Overview and Scrutiny Committee on 28 June 2018 to provide assurance
regarding the decision making process for the branch closure. In preparation, a
meeting has already taken place with the Chair of that committee, two local MPs
and the Practice, in order to discuss the challenges and the proposed transport
scheme.
Local Care Direct will provide the patient transport and are currently in the process
of recruiting staff to operate the schemes. Once the transport scheme is
operational, a closure date for the Wrenthorpe branch surgery will be agreed.
This decision reflects learning from the closure of Orchard Croft which resulted in
negative feedback from patients when the transport scheme was not operational
prior to the branch closure.
Item 18/032 – Contract Merger Request.
Chris Skelton informed the Committee that progress is being made. However, the
merger is dependent on the IT system supplier confirming that the technology will
link. It is expected that this will occur at the start of July 2018.
Item 18/038 – SEND Action Point
Melanie Brown reminded the Committee that an action had been agreed for her
and Dr Connor to send a reminder letter to all under-achieving practices. However,
she and Dr Nadeem Nayyar (clinical lead) met with the relevant commissioners last
week and agreed a series of actions to progress this matter. The Quarter 4 results
will be shared during the week of 28 May 2018. All practices with less than 20%
completed will be offered peer support and training, including the sharing of case
studies. Some practices have already made progress. It was agreed that the CCG
will continue to monitor and bring future quarterly updates
Item 18/040 - Practice list closure.
Chris Skelton confirmed that Crofton and Sharlston Practice had re-opened their
practice list in April 2018. There are no outstanding concerns.

18/58

Probity Committee self-assessment work plan update
Amrit Reyat reminded the Committee that the outcome of the self-assessment
survey was shared at the 27 March 2018 meeting. The action plan presented at
that meeting has now been re-worked to identify Feedback (comments relating to
processes already in place) and Actions (where change is required).
The Action plan was discussed. Amrit Reyat assured members that minutes of
each Probity Committee, including private sessions, are shared with the Governing
Body.
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Richard Hindley confirmed that more time can be given to reviewing the minutes of
previous meetings. Any concerns can be raised before the meeting with Richard
Hindley or any member of the Governance Team. Melanie Brown offered to
provide additional background information to members, if required.
Richard Hindley confirmed that future meetings will identify whether items should
be referred to the Risk Register or the Governing Body Assurance Framework.
All members agreed that they should raise any areas of uncertainty in future
meetings or privately with the Chair.
It was agreed that the actions were now completed.
It was RESOLVED that:
i.
ii.
18/59

the Probity Committee noted the completion of the action plan; and
the Probity Committee noted the feedback responses.

Probity Committee Annual Report
Amrit Reyat presented the Probity Committee Annual Report. This document
provided assurance that the Probity Committee has fulfilled duties in accordance
with the Terms of Reference. The paper was presented to the Governing Body on
8 May 2018 and has been brought for information.
Diane Hampshire asked the Governing Body to note that she was a member of the
Probity Committee not ‘in attendance’.
It was RESOLVED that:
i.
ii.
iii.

18/60

the Probity Committee noted the committee annual reports;
the Probity Committee noted the reappointment of the members of Probity
Committee for a further twelve month term of office; and
the Probity Committee noted the correction that Diane Hampshire is a formal
member of the Committee.

Maybush Medical Centre CQC report
Chris Skelton reminded the Committee that the CQC had carried out a routine
inspection at Maybush Medical Centre on 14 February 2018, following GP
contractor changes and registration changes which took place in November 2017.
The resultant report was published on 23 March 2018.
The report has an overall finding of ‘Good’. However the safety element of the
report has a finding of ‘Requires Improvement’, particularly in relation to infection
control issues.
The findings also highlighted that policies are not fully embedded within the
Practice.
The 2017 patient survey showed some areas of low satisfaction. The new contract
holder held an engagement event in December 2017 to prompt improvements
within the Practice. The feedback from this event has proven positive.
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Stephen Hardy sought clarification as to how an overall finding of ‘Good’ could be
achieved when one area ‘Requires Improvement’. Clare Linley explained that the
five domains in the CQC inspection are all equally weighted and in this case, the
other four domains were ‘Good’. Therefore the overall finding is ‘Good’. Richard
Hindley stated that a number of issues which contributed to the ‘Requires
Improvement’ finding for safety appeared to have a reasonably clear resolution.
Dr Connor stated that the CQC rating reflects work done by new partners. The
CQC report highlighted minor issues which needed more work but indicated there
were no serious risks to patient safety. He is satisfied that the overall finding of
‘Good’ is appropriate.
Cllr Pat Garbutt commented that the involvement of a local MP in the engagement
process was pleasing. Chris Skelton explained that the engagement was instigated
as a result of comments made by the MP.
It was RESOLVED that:
i.
ii.

18/61

the Probity Committee received the information in relation to Maybush Medical
Centre CQC report; and
the Probity Committee received assurances about how ongoing performance
improvement will be achieved.

General Practice performance and development: draft strategic objectives
and project plan to March 2020
Dr Connor presented the update of the 2020 general practice plan at the March
Probity Committee and was asked to provide additional information, including
details of projects and funding sources.
Dr Connor acknowledged the support that Wakefield CCG provides to GP
practices.
Dr Connor explained that five strategic objectives have been proposed for general
practice performance and development. These will allow a review of the current
situation and define the desired outcome as general practice improves.
Comment is being sought from the Health and Wellbeing Board and a public
engagement is being arranged. Dr Connor will attend Membership meetings to
raise awareness and intends to bring a further paper to the July Probity Committee
to share specific details.
Diane Hampshire commented that the paper and the five objectives are very
helpful. Diane Hampshire asked for clarification of the term ‘Primary Care Home’.
Dr Connor explained that this is a concept from National Primary Care and has
gained momentum recently. The principle is that a group of GP practices will work
together with other agencies to look after the primary care of the local population.
This is usually a population of around 30k. The agencies involved will be care
homes, pharmacies, dentists etc, as well as GPs. It was acknowledged that
Primary Care Home is the national title; however, Diane Hampshire commented
that the title is confusing as patients may think that it is the name of a care home.
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Following a comment from Diane Hampshire, Dr Connor agreed to review
appendix 2 of the paper, as it was not felt to correctly reflect the focus on clinical
performance.
Clare Linley supported the five objectives and the action areas and was particularly
keen to see integrated nursing as one element. Dr Connor confirmed that
integrated nursing is a key driver in three areas – the new nursing posts in the
Academy, the Primary Care Home (which is heavily nurse dependent) and the
nursing lead requirement for each Confederation at network level.
Clare Linley assured the Committee of the links to New Models of Care and the
synergy in place between the priority areas.
It was RESOLVED that:
i.
ii.

18/62

the Probity Committee considered the proposed strategic objectives for
general practice development and the 2018/19 project plan; and
the Probity Committee agreed to receive a further report at its next meeting
following wider consultation.

Wakefield Practice Premium Contract (WPPC) Update
Chris Skelton provided a report on the Quarter 4 2017/18 data. The Committee
was asked to note that some of the data included in the Paper have been improved
upon.
The Committee was reminded that the focus for 2017/18 had been on performance
reports and practice visits.
All Wakefield GP practices had met the requirements of the Access Domain.
The Continuity of Care Domain showed an increase in all activity except
phlebotomy. This is due in part to a request from NHS Wakefield CCG to practices
to review the number of phlebotomy tasks carried out.
Chris Skelton highlighted that the cost of work carried out under WPPC is
continuing to grow
During 2017/18, 59,000 care-plans were developed. Nine out of 37 practices
(excluding Eastmoor) reached 100%. These practices are working with others to
develop action plans to enable them to reach this figure.
A small number of practices achieved less than 95%. Under the terms of the
WPPC contract, any practice with an achievement figure of less than 95% at end of
June will be subject to a 15% reduction in funding. The relevant practices have
been informed of this in writing.
Chris Skelton informed the Committee that after the paper was prepared; several
practices have reported reaching 95% with only two practices remain below the
target. One practice is at 94.7% and is expected to achieve target by the end of
June.
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Ashgrove Surgery is currently at 91.6% (which is an improvement from 86.1%
quoted in the paper) and it is unlikely that they will achieve 95% by the end of June
2018. The financial penalty will be a £6600 reduction in funding. Ashgrove is
currently a struggling practice and is working with the CCG to concentrate on
access issues. Chris Skelton commented that this work had contributed to the lack
of capacity to reach the care plan target. An update will be brought to the next
Probity Committee.
Diane Hampshire asked whether it would be possible for the Practice to mitigate
the financial penalty. Chris Skelton explained that as the Practice had achieved
over 90% the full penalty would not be imposed. £6600 is the reduced penalty,
against a potential penalty of £13,212.46. It was noted that the Practice had
already been given an extension of three months in which to achieve the target.
Richard Hindley acknowledged that the CCG should be seen to be as fair as
possible to the practice but also needed to demonstrate adherence to contract
terms.
Clare Linley asked how changes to ear irrigation processes will free up nursing
time and whether that time can be re-deployed. Mel Brown confirmed that this
would be investigated.
It was RESOLVED that:
i.
ii.

the Probity Committee noted the update on the WPPC for the final Quarter;
the Probity Committee agreed that Practices which have achieved more than
95% of care plans and provided sufficient assurance that the remaining
shortfall will be addressed by June, will not undergo any financial recovery;
iii. the Probity Committee agreed that the remaining practices, which have
achieved less than 95% of care plans, will be assessed after 30 June 2018
and a financial recovery will be made in accordance with their performance at
that point; and
iv. the Probity Committee agreed that the decision on funding recovery is
delegated to the Chair of Probity Committee following advice from the Scrutiny
Panel, in order to prevent a delay until the next Probity Committee.
18/63

Estates and Technology Transformation Fund Update
Chris Skelton explained that NHS England has asked for reassurance of the CCG’s
commitment to the Estates and Technology Transformation Fund (ETTF) as a
result of difficulties in reaching the end of the 2016 programme.
Chris Skelton explained that the scheme for premises improvements at Henry
Moore Clinic have now been subsumed into the Castleford Medical Practice
scheme.
In view of the timescales involved, Chris Skelton requested, and received,
delegated authority to decide which schemes will progress.
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It was RESOLVED that:
i.
ii.
iii.

18/64

the Probity Committee noted the progress made in regards to Estates,
Technology and Transformation Fund;
the Probity Committee delegated authority to the Chair of Probity, Chief
Finance Officer and Officers of the CCG; and
the Probity Committee received a report back at the next Probity Committee in
regard to decisions made.

Co Commissioning Update
Chris Skelton provided a verbal update to the Committee.
It was explained that NHS England has requested that primary care teams
nationally liaise with their respective CCGs to ensure that all GP Practices adhere
to the core opening times. Chris Skelton confirmed that this was the case within
Wakefield. A half day closing for training (TARGET) is acceptable within the core
hour guidelines. There is therefore no additional action to be taken in Wakefield.
Chris Skelton confirmed that contract assurance visits are currently taking place.
As a result of learning from previous visits, relevant data is being shared with
practices prior to the visit so that they can be prepared.
Clare Linley asked for confirmation that quality domains are included in the visit,
and was assured that this was the case. Prior to a visit the primary care team will
review the data to be discussed and the CCG staff attending the meeting will be
decided as a result.
It was RESOLVED that:
i.

18/65

the Probity Committee noted the content of the verbal report.

Urgent Primary Care Re-design
Jenny Beckett delivered a presentation to the Probity Committee on the proposed
re-design of Urgent Primary Care.
The slides have been shared with New Models of Care Board and Clinical Cabinet
and are being presented at Probity Committee for a decision because of the
possible conflict of interest for the GPs.
Jenny Beckett explained that GPs provide a lot of urgent care during normal
working hours and link with 111 services.
The 111 is procured by Greater Huddersfield CCG as the lead commissioner
across Yorkshire and Humber.
The Probity Committee was reminded that there is a national strategy for all urgent
or emergency calls into 999 or 111. The national strategy includes a requirement
for the 111 service to have an easy referral process to the relevant local provider
organisations.
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The national integrated service care specification sets out a number of key targets
for transfer from 111 to GP. There is also a requirement for high levels of clinical
input. These targets and requirements must be incorporated within the local
process.
Jenny Beckett reminded the Probity Committee that the extended access and walk
in centre contracts both come to end in March 2019. This is an ideal opportunity to
merge the two processes.
Feedback from patients indicates that the current process is confusing. Evidence
shows that providers liaise with each other in order to move patients between them
to get best outcome for the patient. This is not necessarily the most effective
method of ensuring patients receive appropriate care. Currently 40% of contact are
dealth with by advice or prescription and without face to face contact.
NHS Wakefield CCG will use the national model to develop care pathways for the
future. However there will be a time gap between the current process, which ends
in March 2019, and new model of care. The gap will need to be closed to ensure
continuity.
Jenny Beckett explained that the aim is to develop a provision with a clear location
base, consistent opening times and patient access, clear KPIs and payment lines.
The expectation is that the new process will include a ‘walk-in’ facility. Discussions
are taking place with clinicians and a possible model is emerging. The proposals
for a robust urgent Primary Care scheme for March 2019 are expected to be ready
for discussion at the next Probity Committee.
Jenny Beckett suggested that a further public engagement was required in order to
identify public requirements. This engagement would potentially run from July to
September 2018.
Jenny Beckett noted that the location options for the west of the patch are very
complex whilst the east has the Urgent Treatment Centre. However, NHS England
does not support the development of an Urgent Treatment Centre (UTC) in the
west. There was concern at the lack of parity across the patch and therefore this
will be reflected in the draft service specification.
Stephen Hardy asked whether any consideration had yet been given to possible
locations for the new service. Pat Keane has had a discussion with MYHT who
have declined to host the service. This raised the concern that patients/local
residents may defer to A&E if they think the alternative is not conveniently located.
Richard Hindley asked for confirmation that the proposed public engagement is to
obtain clarity for a proposed model. The CCG is aware that a simple, easy to
access, understandable model is required.
Clare Linley clarified that a public engagement would ensure that the proposed
service specification would be clear in relation to the required clinical services (eg
x-ray) and would allow more activities to be carried out in primary care. The new
service would need to be safely and effectively delivered for patients. The service
8

PDF Page No. 374

would also have to be financially within the capacity of the CCG.
Stephen Hardy sought clarification of why a public engagement was being
considered if it was not yet possible to put forward the CCG’s intentions. Stephen
Hardy commented that this will be the third public engagement and was concerned
that Wakefield residents may experience ‘engagement fatigue’, especially as there
are currently plans for an engagement relating to King Street.
Jenny Beckett was clear that the public engagement questions can be
appropriately worded to reflect the stage the proposal was at. Given the nature and
scale of the proposed service re-design, public engagement may be required,
which would be in line with previous re-designs. Stephen Hardy asked whether,
once the model is agreed, will there be a requirement for a further public
engagement. Melanie Brown stated that at that stage a public consultation will be
required.
Nichola Edmond asked why the Urgent Care scheme is being re-shuffled. She
enquired whether it was due to lack of clarity to patients or whether the CCG feels
that the current model is incorrect.
Jenny Becket explained there is a real wish that the CCG can easily change patient
activity. The CCG is working hard with providers to let patients know what options
are available. She believed that the two current provider models do not generate a
simple solution for patients. It is expected that the re-design will bring this about
without additional cost to the CCG.
Richard Hindley asked for clarification of timescales for a formal proposal and was
informed that if Wakefield CCG was able to extend GP Care Wakefield and the
Walk In Centre contracts for a year, it would be possible to go to procurement in
April 2019. This will result in tight timescales and there is therefore a need to
ensure that the service model is clear and accurately reflects the needs of the
population.
Richard Hindley asked what the consequences would be of declining to carry out a
public engagement at this stage. Mel Brown was uncertain and will discuss with
with Jeanette Miller.
Clare Linley asked that the Committee be informed of the proposed terms of any
public engagement and it was agreed that the Committee would delegate authority
to Richard Hindley and Stephen Hardy to liaise with Ruth Unwin and Jeanette
Miller to see a brief report as to whether an engagement is appropriate.
Mel Brown commented that there are time concerns connected to this work. There
is a risk of a gap in care provision if any of the current providers were to give notice
before a proposal for a future specification has been developed.
It was RESOLVED that:
i.
ii.

the Probity Committee noted the content of the presentation; and
the Probity Committee delegated authority to Richard Hindley and Stephen
Hardy to approve or decline a public engagement.
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18/66

Learning Disabilities Health Check Performance
Chris Skelton presented the Quarter 4 2017/18 data.
Compliance is now 51.7%, which is an increase on the expected figure. The
Committee were reminded that people with low-level learning disabilities are not
automatically expected to have a health check; the relevant clinician will decide
whether a check would be beneficial.
Chris Skelton explained that the figure exceeds the outcome for 2016/17 and that
NHS Wakefield CCG is expected to have moved up the rating list when the
national data is published.
The 2018/19 Wakefield Practice Premium Contract will include a requirement for
Learning Disability Health Checks to be carried out, and this will be closely
monitored.
Several practices have not engaged with the process. Dr Nadeem Nayyar is the
clinical lead for this work and he has worked with network chairs to identify the
barriers to the practices achieving the required standards. He has sought
assurance that they will be able to meet the 50% target for next year.
Chris Skelton identified and apologised for an error in the reporting of the relevant
percentages. The figure shown in the report was 47% but should be 52%.
Stephen Hardy noted the improved performance but regretted that four practices
had poor results. Dr Connor confirmed that he would work with Conexus to improve
this.
Chris Skelton commented that it is possible that the practices may be conducting
the Health Checks but not reporting them correctly. This is unlikely as the reporting
for 2016/17 was accurate. However, in view of the possibility, the data is being
used as a start to a discussion with the practices. This is important as there are
funding implications to failure to complete the Health Checks.
It was confirmed that practices which have not reported compliance with the
requirement to carry out Learning Disability health checks have not been paid for
this aspect of their contract.
Melanie Brown commented that a number of practices still have poor reporting and
work continues to improve this. Dr Connor confirmed that work is ongoing with
Network Chairs to share good practice.
The October Target event will focus on Learning Disabilities. Dr Nayyar is the new
clinical lead for this area and is very keen to raise the profile of Learning
Disabilities.
Clare Linley sought assurance that the prevalence of data is consistent across
Wakefield. Chris Skelton confirmed that this was the case as it is part of the WPPC
contract. The visits carried out by the Primary Care Team include a review of the
10
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Learning Disability work carried out by the Practice. This included working with
Practices to ensure that the communication methods that they employ to engage
with patients are appropriate to the patient cohort.
Chris Skelton informed the Committee that the national template for health checks
was used for the Learning Disability scheme. The form covers all opportunities for
health checks so the Committee can be confident that appropriate patients are
receiving health checks for all relevant concerns.
Melanie Brown informed the Committee that Dr Nayyar is to write to practices on 1
June 2018 to remind them to carry out Learning Disability Health Checks and
request that they update their data list with a view to increasing the cohort of
Learning Disability patients.
It was RESOLVED that:
i.
ii.

18/67

The Probity Committee noted the Learning Disabilities Health Check
performance for 2017/18; and
the Probity Committee agreed to continue to receive quarterly updates in
relation to the progress of this action plan.

Matters to be referred to other committees or Governing Body
It was agreed that the Urgent care primary care re-design (18/065) should be
reported to Governing Body. Consideration should be given as to whether this
should be in Private. Richard Hindley and Amrit Reyat will take a view on this prior
to the Governing Body agenda being agreed.
The Learning Development Update (18/066) should be considered at the
transformation board.
The minutes of this meeting will be shared with the Governing Body.

18/68

Any Other Business
No items were identified for discussion.

18/69

Date and Time of Next Meeting
Tuesday 14 August 2018, 3pm, Meeting Room 5a, White Rose House
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Agenda item: 16e

Joint Committee of Clinical Commissioning Groups
Public Meeting held 27 June 2018, 3:30 – 4pm, at NHS Sheffield CCG
Action Summary for CCG Boards

75/18

Matters Arising
Public questions Joint Committee of Clinical Commissioning
Groups
The Chair thanked the Associate Director of Communications and
Engagement and requested that the protocol statement regarding
public questions to the JCCCG should be published on the website
so members of the public are aware of our commitment to them
(www.healthandcaretogethersyb.co.uk).

76/18

Independent Hospital Services Review Report
All feedback on the HSR will be made available to all the
organisations involved in SYB ICS.
Will Cleary-Gray confirmed that the ICS will receive feedback on
the HSR and will share this with commissioners and providers, the
JCCCG, Committees in Common. He added that Alexandra
Norrish and her team will distill the information and provide a report
back.

77/18

Associate
Director of
Communications
and Engagement

A Norrish

A Norrish

Questions from the public
The Chair informed members that questions had been received
from Deborah Cobbett this afternoon therefore the JCCCG was
unable to answer them at this meeting. However, the Chair did
give Deborah Cobbett the opportunity to raise her questions to the
JCCCG and they would be responded to according to the JCCCGs JCCCG
protocol.
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Public Minutes of the meeting of the
Joint Committee of the Clinical Commissioning Group Meeting
Public Meeting held 27 June 2018, 4- 5:30pm, at NHS Sheffield CCG
Present:
Dr Tim Moorhead, Clinical Chair, NHS Sheffield CCG (Chair)
Dr David Crichton, Clinical Chair, NHS Doncaster CCG
Dr Richard Cullen, Clinical Chair, NHS Rotherham CCG
Chris Edwards, Accountable Officer, NHS Rotherham CCG
Andrew Goodall, Healthwatch Representative
Idris Griffiths, Accountable Officer, NHS Bassetlaw CCG
Dr Eric Kelly, Clinical Chair, NHS Bassetlaw CCG
Alison Knowles, Locality Director – North, NHS England
Priscilla McGuire, Lay Member
Dr Ben Milton, Clinical Chair, NHS North Derbyshire CCG
Philip Moss, Lay Member
Julia Newton, Director of Finance, NHS Sheffield CCG
Jackie Pederson, Accountable Officer, NHS Doncaster CCG
Maddy Ruff, Accountable Officer, NHS Sheffield CCG
Lesley Smith, Accountable Officer, NHS Barnsley CCG
Will Cleary-Gray, Chief Operating Officer, SYB ICS
Apologies:
Dr Nick Balac, Clinical Chair, NHS Barnsley CCG
Sir Andrew Cash, Lead, South Yorkshire and Bassetlaw ICS
Dr Chris Clayton, Chief Executive Officer, NHS Derbyshire CCG
Dr Phillip Earnshaw, Clinical Chair, NHS Wakefield CCG
Pat Keane, Chief Operating Officer, NHS Wakefield CCG (Deputy for Jo Webster, Accountable
Officer)
Dr Steven Lloyd, Clinical Chair, NHS Hardwick CCG
Jo Webster, Chief Officer, NHS Wakefield CCG
In attendance:
Jane Anthony, Corporate Committee Clerk, Exec Pa Business Manager, SYB ICS
Lisa Kell, Director of Commissioning Reform, SYB ICS
Alexandra Norrish, Programme Director, Hospital Services Review, SYB ICS
Helen Stevens, Associate Director of Communications and Engagement, Commissioners Working
Together, SYB ICS
Dr Lisa Wilkins, Consultant in Public Health Medicine
Members of the Public
Elaine Borthwick, Pfizer
Katy Cherry, GSK
Deborah Cobbett, SSONHS
Ken Dolan, SYBNAG
Nora Everett, SYBNAG
Steve Merryman, SYBNAG
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Minute
reference

Item

71/18

Welcome and introductions

ACTION

The Chair welcomed members and the public to the meeting.
72/18

Apologies
Apologies were received and noted.

73/18

Declarations of Interest
There were no declarations of interest.

74/18

Previous minutes of the meeting
The minutes of the meeting held on 28 March 2018 were accepted as a
true and accurate record and are published on the website
www.healthandcaretogethersyb.co.uk

75/18

Matters Arising
The Chair invited the Associate Director of Communications and
Engagement to update members regarding the process for public
questions put to the Joint Committee of Clinical Commissioning Groups
(JCCCG).
The Associate Director of Communications and Engagement tabled a
draft document outlining the JCCCGs promise to the public regarding
their questions. She informed members that she had progressed
conversations with individual CCGs, Joint Commissioning Committees
and Joint Health Overview and Scrutiny Committee (JOSC) to
understand their process and to inform a clear process for the JCCCG
concerning public questions.
Members added:
 It would be difficult for the public to send in questions 5 working
days in advance when the papers are published 5 working days
in advance of the meeting.
 The JCCCG should respond to questions raised by the public
within 3 working days.
The Chair added that the JCCCG will answer questions pertinent to its
own business, however, it does not undertake to answer general
questions relating to the NHS as there are other relevant organisations
that undertake the duty to answer general questions.
The JCCCG approved the following protocol in respect of public
questions put to them:
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Public questions Joint Committee of Clinical Commissioning
Groups
Involving people and communities in the design and delivery of health
services, as well as decision making, is fundamental to the work of the
Joint Committee of Clinical Commissioning Group. We welcome people
attending our Joint Committee meetings held in public.
We promise you:
 We will publish agendas and papers on our website, seven days
(5 working days) before the meeting.
 Paper copies of the agenda will be available at each meeting.
 We will allow 10 minutes before the start of each meeting for you
to make a statement or ask a question about items on that day’s
agenda.
 We will invite written questions on the items on our agenda.
Please submit your question up to three working days before the
meeting. You can do this by submitting a question to
jane.anthony1@nhs.net.
 Where possible and if time permits, we will answer written
questions as part of the relevant agenda item at the meeting. In
any event, we will respond to your written question within three
working days.
 We will also post your question and our answer on our website.
Because there are eight CCGs within the JCCCG, it is not
administratively possible for questions submitted less than three working
days before the meeting to be considered at the meeting.
We aim to make fair, transparent and well-informed decisions. Please
remember that Joint Committee meetings are business meetings which
we hold in public, not ‘public meetings’.
The Chair thanked the Associate Director of Communications and
Engagement and requested that the above statement should be
published on the website so members of the public are aware of our
commitment to them (www.healthandcaretogethersyb.co.uk).

Associate
Director of
Comms &
Engagement

There were no other matters arising.
76/18

Independent Hospital Services Review Report
The Chair welcomed Alexandra Norrish to the meeting to give her
presentation on the Independent Hospital Services Review Report.
Alexandra Norrish confirmed that all feedback regarding the Hospital
Services Review Report should be received by 12th July 2018. The
feedback will be collated and discussed at the South Yorkshire and
Bassetlaw Integrated Care System (SYB ICS) Executive Steering Group
meeting on 17th July 2018 and this discussion will be used to inform the
strategic outline case. All feedback on the HSR will be made available

A Norrish
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to all the organisations involved in SYB ICS.
It was noted that the individual CCGs have a different responsibility and
to that of the collective JCCCG.
Members comments were responded to as follows:
 Children will be transferred according to the level of care they
need e.g. at home, in the community or in hospital. In a normal
healthy child a chest infection can be treated at home, however,
a chest infection in a child with cystic fibrosis would lead to the
child being very unwell and therefore the child may require a stay
in hospital for treatment.
 Levels of hospitalization vary across specialties, the vast majority
of patients are seen and treated at the place they present and
then go home.
 24/7 care does not mean a consultant presence throughout a 24
hour period, it will be open 24 hours and there will be cover in
accordance with national guidance.
The Associate Director of Communications and Engagement informed
members that there has been robust networking put in place in order to
gather information and feedback on the HSR report e.g. conversations
with the public via CCGs, discussion at Joint Health Overview Scrutiny
Committee, leafletting in pharmacies, libraries and GP practices.
The Chair confirmed that the Independent Hospital Services Review
report was work in progress and no decisions regarding the report have
been made, the report is presented to the JCCCG for members
information only.
The Joint Committee of Clinical Commissioning Groups:
 Received the Independent Hospital Services Review report and
noted the contents of the paper.
 Await the Review feedback from Boards and Governing Bodies
and consider the requirements and work of the Joint Committee in
collectively taking forward the next steps of the Hospital Services
Review including any decisions required on behalf of the
members of the Joint Committee of Clinical Commissioning
Groups.
Will Cleary-Gray confirmed that the ICS will receive feedback on the
HSR and will share this with commissioners and providers, the JCCCG,
Committees in Common. He added that Alexandra Norrish and her
team will distill the information and provide a report back.

A Norrish

The Chair thanked Alexandra Norrish for her update to members.
77/17

Questions from the public
The Chair informed members that questions had been received from
Deborah Cobbett this afternoon therefore the JCCCG was unable to
answer them at this meeting. However, the Chair did give Deborah
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Cobbett the opportunity to raise her questions to the JCCCG and they
would be responded to according to the JCCCGs protocol.

JCCCG

Deborah Cobbett put forward the following questions:
1. On governance
We have asked before about the geographical borders of the HSR: SYB
or SYBMYND and the issues this raises for democratic accountability.


Would you comment on the issue of accountability in the light of
this quotation?

Current governance arrangements do not go far enough to give the
system the level of control required to effect change. Any future model
will require all organisations to cede some sovereignty to the system –
this will be difficult, particularly without legislative change and while the
end-state clinical model is not yet fully defined. (page 160) [my italics].
2. On staffing issues


Given widespread evidence that staff are leaving our NHS in
droves, sometimes immediately after qualifying, what grounds do
you have for this optimistic outlook quoted below?

By working together, the acute trusts will strengthen their workforce,
building on existing expertise to improve quality of care for patients,
enhancing the reputation of our hospitals. We will work creatively with
schools and universities to attract new entrants to healthcare
professions, as well as those who wish to return to clinical practice. We
will become a leading innovative system, identifying and adopting new
approaches to healthcare to solve some of our most complex
challenges. We will make SYB(MYND) into a place where people want
to come and work.





What impact have frontline staff (as opposed to clinical leads and
managers) had on the HSR? How will you resolve the concerns
we hear about stress, unpredictability of end of shift times and
failures to listen to staff requests for flexible working times?
What response did you get by leaving paper based surveys in
"areas convenient for staff"? (see page 16 of the report)
How often does the Staff Partnership Forum meet and where do
you publish its minutes? (This was mentioned only very briefly in
one of the FAQ lists)

3. On meeting patients' needs
Sheffield Director of Public Health, Greg Fell, in his 2017 report stated:
Demand for health and social care in England is currently increasing by
about 4% per year, faster than the ageing population. Moreover, there is
now consistent evidence from a macro perspective that the key drivers
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of cost growth are: disease incidence (prevention); lack of attention to
primary care, high cost technology (manufacturer pressure & patient
expectation)’ and over diagnosis (clinical culture and system pressure).








In view of this, when will you drop the propaganda about the
ageing population with complex needs burdening our NHS and
admit that our NHS is exploited by private firms through Big
Pharma and management and IT consultancies?
Why do you ignore the impact of austerity cuts in all public
services, government policies which increase child poverty and
mental ill-health, and other causes of ill health?
How does your review address the needs of each town, as
presented in the section of the first annex, entitled Place
Definitions?
Why do these needs not appear in a more central position in the
review?

The Chair thanked Deborah Cobbett for her questions.
The Chair responded to a comment from the public requesting
clarification of who is able to ask questions at the meetings by saying
that questions pertinent to JCCCG business made through the public
questions protocol may be asked by any member of the public.
Nora Everett asked a question regarding a conversation that happened
last year as part of the STP conversations between Barnsley Save Our
NHS and the Associate Communications Director, and this conversation
was not recorded in the report to the Collaborative Partnership Board.
The Associate Director of Communications supplied the following post
meeting note that the conversation was recorded and is on page 3
(under point 3) of the report that went to the Collaborative Partnership
Board which mentions the discussion and the comments being included
in the analysis.
http://www.healthandcaretogethersyb.co.uk/application/files/9615/0305/4
207/Summary_paper_to_the_collaborative_partnership_board.pdf
There were no other questions from the public.
Post meeting note – Deborah Cobbett’s questions and the JCCCGs
answers are attached at the end of these minutes.
78/17

To consider any other business
There was no other business brought before the meeting.

79/17

Date and Time of Next Meeting
The Chair informed the meeting that the next meeting will take place on
22 August 2018 in The Boardroom, NHS Sheffield CCG, 722 Prince of
Wales Road, Sheffield, S9 4EU.
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Response to questions to JCCCG

1) Geographical borders
We have asked before about the geographical borders of the HSR:
SYB or SYBMYND and the issues this raises for democratic
accountability.
The different geographies referenced in the report reflect the fact that
different local health economies are involved in different
recommendations for the Review. What this means for hospital trusts
and services is explained in the Report (page 25). In summary:


South Yorkshire and Bassetlaw: the organisations in the
Sustainability and Transformation Partnership (STP) for South
Yorkshire and Bassetlaw (SYB) are now members of the
Integrated Care System (ICS). For CCGs, this is Barnsley,
Bassetlaw, Doncaster, Rotherham and Sheffield. For acute
hospitals, it is the Foundation Trusts of Barnsley, Doncaster and
Bassetlaw, Rotherham, Sheffield Children’s, and Sheffield
Teaching. For mental health organisations it is the Foundation
Trusts of Rotherham, Doncaster and South Humber and
Sheffield Health and Social Care.



South Yorkshire and Bassetlaw, Mid Yorkshire and North
Derbyshire. This refers to the geography of the organisations in
the Joint Committee of Clinical Commissioning Groups (JCCCG)
which has seven members. These are Barnsley, Bassetlaw,
Doncaster, North Derbyshire, Rotherham, Sheffield and
Wakefield. Hardwick CCG is not a member of the Joint
Committee but has taken decisions in parallel with the JCCCG.



Working in parallel to the JCCCG, there is the Provider Working
Together partnership, which is made up of seven acute hospital
trusts. These are Barnsley Hospital NHS Foundation Trust,
Chesterfield Royal NHS Foundation Trust, Doncaster and
Bassetlaw Teaching Hospitals NHS Foundation Trust, Mid
Yorkshire Hospitals NHS Trust, The Rotherham NHS Foundation
Trust, Sheffield Children’s Hospital NHS Foundation Trust,
Sheffield Teaching Hospitals NHS Foundation Trust. These
seven trusts are included within the scope of recommendations
on the hosted network, ie they will be building on their
collaborative history to develop shared working on clinical
services.



South Yorkshire and Bassetlaw and North Derbyshire: these
are the organisations above, minus Mid Yorkshire Hospitals NHS
Trust and Wakefield CCG. The acute hospitals within the area
are included within scope for potential reconfiguration options.
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Mid Yorkshire has already been through a reconfiguration so is
not included in reconfiguration options.
Statutory accountability and decision making for all of these
organisations remains with their respective NHS Foundation Trust Board
or NHS Clinical Commissioning Group Governing Body. The various
organisations come together for joint discussion through a number of
different joint groups but none of these joint groups have any formal
decision making authority about the Hospital Services Review, so the
accountable organisations and decision making remain with their Boards
and Governing Bodies.
Would you comment on the issue of accountability in the light of
this quotation?
Current governance arrangements do not go far enough to give
the system the level of control required to effect change. Any
future model will require all organisations to cede some
sovereignty to the system – this will be difficult, particularly
without legislative change and while the end-state clinical model
is not yet fully defined. (Hospital Services Review page 160)
The legislative framework of the 2012 Act means that the organisations
in the system which have statutory authority are the Boards and
Governing Bodies of the NHS providers and Clinical Commissioning
Groups. This means that at the moment, discussions can happen in the
governance groups of the Integrated Care System, but decisions are
taken by Boards and Governing Bodies. The Integrated Care System
cannot itself make binding decisions.
As we develop the governance of the Integrated Care System, we are
developing ways for organisations to work more closely together, while
respecting the existing statutory structures.
One way is through the existing legal vehicles such as a Joint
Committee of Clinical Commissioning Groups for CCGs, and
Committees in Common for providers. Both of these exist but they do not
currently have delegated powers around the recommendations of the
Hospital Services Review. The HSR suggests that, going forward, the
partners needs to continue to explore these approaches and develop
ways, within the existing statutory framework, to allow organisations to
work together when needed to deliver high quality, safe services for
patients.
The HSR also suggests that the current legislative framework makes
collaborative working more difficult. There is a recognition at national
level that the current legislative framework is not suited to delivering the
level of collaboration between organisation that is the basis of shared
working going forward. The Health Select Committee into integrated care
(published 11 June 2018,
https://publications.parliament.uk/pa/cm201719/cmselect/cmhealth/650/6
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50.pdf) recognised this, saying
The existing legal context does not necessarily enable the
collaborative relationships local leaders are building, and in places
adds significant complexities for them to grapple with. (p.75)
The committee concluded that
The law will need to change to fully realise the move to more
integrated, collaborative, place-based care. … The purpose of
legislative change should be to address problems which have been
identified at a local level which act as barriers to integration in the
best interest of patients. We wish to stress again that proposals
should be led by the health and care community. (p. 78)
2) Staffing issues
Given widespread evidence that staff are leaving our NHS in
droves, sometimes immediately after qualifying, what grounds do
you have for this optimistic outlook quoted below?
“By working together, the acute trusts will strengthen their
workforce, building on existing expertise to improve quality of care
for patients, enhancing the reputation of our hospitals. We will work
creatively with schools and universities to attract new entrants to
healthcare professions, as well as those who wish to return to
clinical practice. We will become a leading innovative system,
identifying and adopting new approaches to healthcare to solve
some of our most complex challenges. We will make SYB(MYND)
into a place where people want to come and work.”
Work with our Clinical Working Groups explored the reasons why
SYBMYND is facing such significant challenges around workforce. The
reasons identified were complex and are laid out in the notes of the
Clinical Working Groups, available on our website.
The proposals laid out in the HSR are designed to present solutions to
many of the most significant concerns around workforce, for example


Recruitment: we do not currently attract as many potential
recruits to the NHS as we could. The HSR proposes a workforce
Institute which could include universities and working closely with
schools, to encourage students to enter careers in healthcare,
while also taking into account any national NHS responses to the
national workforce issue.
An issue raised by a number of attendees at the public events
was concerns around limited opportunities for young people who
were interested in careers in healthcare, but were not coming
through the traditional routes. A workforce Institute could look at
developing apprenticeship schemes and other entry routes for
potential trainees.
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Retention: The CWGs identified a number of reasons why staff
are leaving the NHS. Some sites and specialties said that staff
have limited opportunities for career progression or training; the
HSR Report proposes that Hosted Networks could build
opportunities for staff to develop their careers through rotations
and secondments between sites.
Staff in other specialties said that the main reason that people
were leaving was because existing vacancies and a reliance on
locums mean extra pressure on substantive staff. The Report
proposes that Hosted Networks would focus on strengthening
recruitment and reducing reliance on locums, and the
reconfiguration proposals within the Report are aimed at ensuring
the right number of staff in those services which are currently
most overstretched.

What impact have frontline staff (as opposed to clinical leads and
managers) had on the HSR?
The main way that we have engaged with staff has been through the
Clinical Working Groups, which engaged clinicians from across the
specialties.
Each trust was asked to nominate clinicians and other staff (such as
nurses and midwives) as members of the Clinical Working Groups.
These members were asked to engage with their colleagues across their
home trusts. After each meeting, the HSR team provided a short
summary of the points that had been made (these are available on our
website). The CWG members were asked to discuss these points with
colleagues, and to bring back feedback from the wider staff groups to a
session at the beginning of the following meeting.
In addition to this, the HSR team engaged directly with some frontline
staff. The team spoke, for example, to groups of nurses in the trusts, and
a number of staff attended the SYB-wide events and responded to the
online surveys.
Trusts were also provided with regular updates on the HSR, which they
were asked to share with staff across the organisation.
How will you resolve the concerns we hear about stress,
unpredictability of end of shift times and failures to listen to staff
requests for flexible working times?
Issues around how staff are managed in an individual trust are for
individual trusts and managers to address rather than being a matter for
the HSR. However the proposals around Hosted Networks aim to
develop a shared approach to some aspects of HR such as a shared
policy around flexible working.
What response did you get by leaving paper based surveys in
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"areas convenient for staff"? (see page 16 of the report)
The ICS communications team attended a number of events at
healthcare sites across the footprints. Some of the hospitals invited
members of the team to set up a stall in their reception areas, and the
team also attended some GP surgeries. This gave an opportunity to talk
directly with both patients and staff at the sites, and to distribute surveys
to get their views on the issues. Copies of the survey were left at the
sites for any staff who were interested and had not been able to attend.
A number of staff were also interviewed in the telephone surveys. Staff
briefings, as well as ICS organised nurse forums, were also held in many
sites, and staff communications with links to the online survey shared
through all partners’ regular communications mechanisms.
We do not know how many responses were from leaving surveys in staff
areas as the survey did not ask people where they had heard about it. Of
the 545 paper-based and online survey responses completed, 150
respondents indicated they were NHS employees (28%).
How often does the Staff Partnership Forum meet and where do
you publish its minutes? (This was mentioned only very briefly in
one of the FAQ lists)
The Staff Partnership Forum is a meeting between the ICS and regional
trade union representatives. It is not a meeting held in public and
therefore the notes from the meeting are not published in public. It meets
bi-monthly.
3) Meeting patients' needs:
Sheffield Director of Public Health, Greg Fell, in his 2017 report
stated:
Demand for health and social care in England is currently
increasing by about 4% per year, faster than the ageing
population. Moreover, there is now consistent evidence from a
macro perspective that the key drivers of cost growth are: disease
incidence (prevention); lack of attention to primary care, high cost
technology (manufacturer pressure & patient expectation)’ and
over diagnosis (clinical culture and system pressure).
In view of this, when will you drop the propaganda about the ageing
population with complex needs burdening our NHS and admit that
our NHS is exploited by private firms through Big Pharma and
management and IT consultancies?
A recent report by the Health Foundation and the Institute of Fiscal
Studies factors (https://www.ifs.org.uk/uploads/R143.pdf) looked at the
pressures on NHS spending from a wide range of factors. It stated that:
Over time, all aspects of NHS spending have risen. The biggest
element is spending on staff – doctors, nurses and others. Over
12 of 14

PDF Page No. 389

the last 20 years, there has been an increase of more than 70% in
the number of hospital doctors, and of more than 10% in the
number of nurses, health visitors and midwives, per 1,000
population. (p.iii)
Looking forward, health spending is likely to continue to rise.
Simply continuing to provide the services we currently expect will
become more expensive as the population grows and ages,
prevalence of chronic conditions increases, and the prices of
inputs, including the costs of drugs and the wages of doctors and
nurses, go up.
Central estimates suggest that by 2033−34 there will be 4.4 million
more people in the UK aged 65 and over. The number aged over
85 is likely to rise by 1.3 million – that’s almost as much as the
increase in the entire under-65 population.
The burden of disease is also increasing. The number of people
living with a single chronic condition has grown by 4% a year while
the number living with multiple chronic conditions grew by 8% a
year between 2003−04 and 2015−16. Looking forward, more of the
UK’s population will be living with a chronic disease and very many
with multiple conditions. This is because while life expectancy has
been increasing, healthy life expectancy has not kept pace and the
period of people’s lives spent in poor health has increased;
particularly for the poorest. As a result, without major progress on
the vision set out in the Five Year Forward View, over the next 15
years spending in acute hospitals to treat people with chronic
disease is expected to more than double. (p.v)
Why do you ignore the impact of austerity cuts in all public
services, government policies which increase child poverty and
mental ill-health, and other causes of ill health?
The Hospital Services Review looked at the sustainability of acute
services, focusing on how acute services could be made fit to meet the
future needs of the population. Issues around mental health, prevention
and public health are being addressed in other workstreams of the
Integrated Care System and were not the focus of the Report.
4) Places
How does your review address the needs of each town, as
presented in the section of the first annex, entitled Place
Definitions? Why do these needs not appear in a more central
position in the review?
The HSR aimed to develop a more equitable access to acute health
services for patients across South Yorkshire and Bassetlaw. However it
did not make site-specific proposals: this was to ensure that the public
and stakeholders could comment in principle on the proposed approach
for services. In due course, Boards and Governing Bodies will agree any
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next steps, having taken account of public and stakeholder feedback.
This could include a more detailed analysis of the impact on specific
communities and places to develop a site-specific analysis. If this
happened, the evidence collated in the Place Profiles would help to
inform the analysis going forward.
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