BOARD MEETING OF THE GOVERNING BODY
TO BE HELD ON TUESDAY, 14 MARCH 2017
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 – Dr Phillip Earnshaw, Stephen
Hardy, Melanie Brown

3.

Public Questions and Answers

4.

Declarations of interest

5.

a Minutes of the meeting held on 17 January 2017
b Action sheet from the meeting held on 17 January 2017

6.

Matters arising

7.

Wakefield District Blueprint for Frailty – A Connecting Care
initiative

8.

CCG Governing Body: Appointments and Terms of Office

Jo Webster

9.

Chief Officer Briefing

Jo Webster

10.

Role of the External Auditor – Presentation

11.

a 2016/17 Finance Report Month 10
b Process for sign off of 2016/17 Annual Report and
Accounts

Andrew Pepper
Andrew Pepper

12.

NHS Wakefield Clinical Commissioning Group Risk
Register

Andrew Pepper

13.

a Operational Plan 2017/18 – 2018/19

Lead officer

All present
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Melanie Brown/
Paula Bee, Local
Authority

Andrew Pepper/
Clare Partridge/Alison
Ormiston (KPMG)

Pat Keane/

b

Financial Sustainability 2017/18 – 2018/19

14.

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

15.

Receipt of minutes and items for approval
a
b

c

d
e
f
g

Audit Committee
(i) Minutes of meeting held on 8 December 2016
Integrated Governance Committee
(i) Minutes of meeting held on 15 December 2016
(ii) Minutes of meeting held on 19 January 2017
Clinical Cabinet
(i) Minutes of meeting held on 22 December 2016
(ii) Minutes of meeting held on 26 January 2017
Connecting Care Executive
(i) Minutes of meeting held on 8 December 2016
Probity Committee
(i) Minutes of meeting held on 13 December 2016
Health and Well Being Board
(i) Minutes of meeting held on 24 November 2016
Decisions of the Chief Officer – verbal update

16.

Any other business

17.

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)”.

18.

Date and time of next Public meeting:
Tuesday, 9 May 2017 at 1pm in the Boardroom, White
Rose House.
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Esther Ashman/
Andrew Pepper
Andrew Pepper/
Jo Pollard

Agenda item: 5a
NHS Wakefield Clinical Commissioning Group
GOVERNING BODY
BOARD MEETING
Minutes of the meeting held on 17 January 2017
Boardroom, White Rose House
Present:
Dr Avijit Biswas
Dr David Brown
Sandra Cheseldine
Dr Phil Earnshaw
Sharon Fox
Dr Andrew Furber

GP, Pinfold Lane Surgery
GP, Kings Medical Centre
Lay Member
Chair and Clinical Leader
Governing Body Independent Nurse
Director of Public Health, Wakefield
Council
GP, New Southgate Surgery
Lay Member
GP, Grove Surgery
Interim Chief Operating Officer (NHS
Wakefield CCG & NHS Kirklees CCG)
Secondary Care Consultant
Chief Financial Officer
Chief of Service Delivery and Quality
Assistant Clinical Leader
Practice Manager, Northgate Surgery
Chief Officer

Dr Deborah Hallott
Stephen Hardy
Dr Pravin Jayakumar
Pat Keane
Hany Lotfallah
Andrew Pepper
Jo Pollard
Dr Adam Sheppard
Alison Sugarman
Jo Webster
In attendance:
Esther Ashman

Head of Strategic Planning (Item
17/09)
Programme Director Integrated Care
Governance and Board Secretary
Public Health Manager (Item 17/11)
Associate Director – Service Delivery
and Quality
Associate Director – Finance,
Governance & Contracting
Minute Taker
Head of Quality and Engagement
(item 17/15)
Performance and Intelligence
Manager (Item 17/15)
Programme Manager (Item 17/12)

Melanie Brown
Katherine Bryant
Gill Day
Michele Ezro
Karen Parkin
Gemma Reed
Laura Elliott
Natalie Tolson
Martin Smith
17/01

Welcome and Chair’s Opening Remarks
Dr Earnshaw welcomed all the first meeting of 2017.
The Chair on behalf of the Governing Body thanked Rhod Mitchell, Dr Avijit
Biswas and Sharon Fox for their input into developing healthcare services
across the district as there terms of office were coming to an end and wished
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them well for the future.
17/02

Apologies for Absence
Apologies were received from Andrew Balchin, Dr Clive Harries and Rhod
Mitchell.

17/03

Public Questions and Answers
The following questions were raised from members of the public:
What is the expected timetable for publication of the full details of the local
STP, and what will be the nature of the public consultation over the proposals?
Jo Webster confirmed that publication of local STP plan has taken place and
they are in the public domain. Details of the STP have been discussed at
CCG Governing Body meetings and also at the Health and Wellbeing Board.
This currently is a high level strategic plan and further detailed information will
become available through the process of implementation and design. At the
last Governing Body meeting details of the GP Forward View were shared
regarding the configuration of primary care services in general practice.
The CCG will follow the statutory duties regarding public engagement in
relation to what the model of care is and what the CCG wishes to commission
in the future. Melanie Brown is leading this area of work on behalf of the CCG.
Holiday tourist patients have received free NHS treatment, he is concerned
that this was for a caesarean which cost £3,500 and another for £1,500 and
the costs were not recovered by the NHS.
Dr Earnshaw confirmed that further information would be required from NHS
England regarding this and the CCG would write to Mr Williamson providing
him with a response.
Concerns regarding Do Not Attend (DNA) appointments and many patients
being unable to get an appointment with their GP.
Dr Shepard confirmed DNA’s are a problem across the Wakefield district and
work is taking place to educate patients in order that they can attend
appointments. Text messaging has been implemented and letters sent to
patients as reminders. Each practice across the district has their own policy
regarding DNAs.

17/04

Declarations of Interest
Katherine Bryant declared an interest in relation to item 17/11 - West Yorkshire
STP Diabetes Prevention Programme, as a relative is an employee of one of
the providers of the programme, the Chair determined that Katherine could
participate in the discussion and it was noted that this item was for information.

17/05

a. Minutes of the meeting held on 8 November 2016
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The minutes of the meeting held on 8 November 2017 were agreed as an
accurate record.
b. Action sheet from the meeting held on 8 November 2016
Katherine Bryant confirmed that all actions are complete.
17/06

Matters arising
There were no other matters arising.

17/07

Patient Story – Personal Health Budgets
Jo Pollard introduced the video of a patient story which focuses on young lady
who has cerebral palsy. She has a Personal Health Budget (PHB) to support
her package of care and payment of her Personal Assistant (PA).
This young lady uses her PHB for help at home; help at work and in day to
living activities including respite. It provides her with choice and flexibility,
gives her independence and chance to be an individual. It has offered her a
better quality of life and improved health and wellbeing.
The story also highlights the challenges which carers face.
It was RESOLVED that:
(i) Members noted the presentation

17/08

Chief Officer Briefing
Jo Webster confirmed that the connecting care vanguard has received £3.15m
funding to continue the models of care work across the district. It was also
noted that £400k had been received to continue the care homes work.
Professor Don Berwick is visiting Wakefield team 18 January 2017 with the
National Models of Care team and will visit a local care home.
Dr Avi Biswas has resigned from his GP role on the Governing Body and Jo
thanked him for the significant work undertaken in Long Term Conditions
management across the Wakefield District.
The CCG received a petition via Mary Creagh MP on 3 January 2017, which
was signed by 1,955 signatures. The petition stated:
‘We the undersigned call on NHS Wakefield CCG to ensure that the King
Street Health Centre remains open, and the current contract is extended to
allow Wakefield residents access to health care. It is a vital service for
Wakefield, and helps to ease the pressures on GPs, medical centres and local
hospitals.’
Jo outlined the work taking place to develop stroke services across the region
noting that the first few hours for anyone experiencing a stroke is significant
and intervention is vital. The stroke service faces significant challenge and
work is taking place across West Yorkshire and Harrogate to address this.
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The next step will be to engage with members of the public regarding the
future provision of stroke services. HealthWatch Kirklees will lead and
coordinate an engagement exercise across West Yorkshire and Harrogate and
this is planned to commence on 1 February 2017. This will be discussed at
the Joint Overview and Scrutiny Committee and an engagement period of six
weeks will take place, subject to approval and the output will be considered by
the Joint Committee.
Dr Earnshaw confirmed that the stroke reconfiguration is about improving care
for patients to ensure consistency for patients 24 hours a day, 7 days a week.
It was noted that the revised Health and Safety policy ensures that NHS
Wakefield CCG Health & Safety management arrangements reflect the CCG
organisation and the over-arching structures within. The Governing Body
endorsed the new Health and Safety Policy.
It was RESOLVED that:
(i)
17/09

Members noted the content of the report

Delivery of the 5 Year Forward View Update
Pat Keane and Esther Ashman confirmed that the CCG has developed the
Sustainability and Transformation Plan (STP), noting that there are 44 STPs
across the country. The Wakefield Health and Wellbeing Plan initially
described the STP; however this is the wider footprint and therefore covers
West Yorkshire and Harrogate. The STP and Wakefield Health and Wellbeing
Plan align together and highlight how partners work together across the
Wakefield health and social care economy.
The Wakefield Health and Wellbeing plan has been developed across the
whole system which identifies the CCG’s responsibilities. This is to ensure
that people within Wakefield are receiving the best services.
Draft narrative was shared with the Governing Body in November 2016 and
has been shared with the Health and Wellbeing Board which are signed up to
the plan.
Work is taking place to develop and roll out implementation plans. Feedback
received from the public has been positive and draft plans will be shared in
March 2017.
A communications and engagement plan is also in development for the health
and social care system and work is taking place within the Healthy Futures
forum to ensure interdependences are taken forward.
It was noted that there has been national criticism regarding STPs. In West
Yorkshire development has been led by Chief Officers when STPs were
emerging and this has to be built from the bottom up. Local plans were
identified and brought together to have one cohesive approach across West
Yorkshire and Harrogate but these will be delivered at a local level. There
may need to see more collaboration across hospitals in the future.
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It was RESOLVED that:
(i)

Members noted the update on the proposed governance and delivery
arrangements for the Wakefield Health and Wellbeing plan and the
identified leads for each workstream;
(ii) noted the high level update on the West Yorkshire and Harrogate
Sustainability and Transformation Plan; and
(iii) noted the update on the South Yorkshire and Bassetlaw Sustainability
and Transformation Plan.
17/10

Proposed Collaborative Commissioning Arrangements (“Healthy
Futures”) for the West Yorkshire and Harrogate CCGs
Katherine Bryant informed the Governing Body that there is a need to have a
formal governance structure in place to make the proposed collaborative
commissioning arrangements a reality.
This will be a decision making forum across West Yorkshire which will move
towards a joint committee. This will be a committee of the CCG and therefore
requires approval by member practices. A memorandum of understanding,
terms of reference and work plan of the committee are in place. The
committee will have two representatives from the CCG; this will be the Chief
Officer and Chair, with one vote.
Concerns were noted as there is no voting lay representative on the
committee. Stephen Hardy confirmed that all lay members across West
Yorkshire have met and will be a sounding board for the programme office.
An independent lay chair will be appointed to this committee.
Issues were raised as the work plan has no financial values attached; there is
a concern that the joint committee can make decisions that could potentially
impact the CCG’s financial planning. However there is also a scheme of
delegation in place for each Chief Officer and risk sharing will be discussed at
a future meeting of the Governing Body.
In order to secure the right outcomes for patients there is a need to collaborate
with other CCGs. Local views will be sought before a decision is made at a
West Yorkshire level, ensuring that each organisation is sustainable.
The proposals regarding the Collaborative Commissioning Arrangements for
the West Yorkshire and Harrogate CCGs will be ratified by the GP
membership at the next membership meeting.
It was RESOLVED that:
(i)

Members endorsed the establishment of the Joint Committee as a
committee of the CCG by the CCG’s members;
(ii) endorsed the terms of reference of the Joint Committee (at Appendix A to
this paper);
(iii) endorsed the final draft Memorandum of Understanding (“MOU”) to be
entered into by the CCGs in relation to the collaborative commissioning
arrangements (at Appendix B to the Paper).
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17/11

West Yorkshire STP Diabetes Prevention Programme – Memorandum of
Understanding
Gill Day briefed the Governing Body outlining that Wakefield CCG in
partnership with Wakefield Council, North Kirklees, Calderdale, Greater
Huddersfield, Harrogate and Rural District, Airedale Wharfedale and Craven
CCGs and local authorities have been accepted as part of the second wave of
implementation of the National Diabetes Programme (NDPP). A
memorandum of understanding is in place with the CCGs and NHS England
and this programme is provided by NHS England and Public Health England.
This programme ensures that patients are referred who are at high risk of
having diabetes. This programme is aimed at empowering patients and
highlighting lifestyle changes and is a 9 month programme and includes
patient education. This is a fantastic opportunity for patients.
It was RESOLVED that:
(i)

17/12

Members considered the Memorandum of Understanding between
Wakefield Council, Wakefield CCG, NHS England and other partnership
organisations in the West Yorkshire STP Diabetes Prevention
Programme (North Kirklees, Calderdale, Greater Huddersfield, Harrogate
and Rural District, Airedale, Wharfedale and Craven CCGs and local
authorities)

Better Care Fund 2017/18 Update
Martin Smith updated members regarding the Better Care Fund proposals for
2017/18. However the CCG is awaiting the publication of formal guidance.
It was noted that there will be a two year plan for 2017-19 and it is anticipated
that national conditions will reduce. There are no confirmed timescales but it is
indicated that this will be two stage submission process.
It is intended to build on the 2016/17 plan and virtual MCP plan. This will align
with the Health and Wellbeing Strategy, GP Forward View, STP and Joint
Strategic Needs Assessment (JSNA).
It was RESOLVED that:
(i)

Members agreed Wakefield CCG will enter into a section 75 agreement
with Wakefield Council in relation to the governance and management of
the Better Care Fund for 2017/18;
(ii) delegated approval for the Section 75 Agreement to the Chief Officer,
Clinical Leader and the Chair of the Audit Committee;
(iii) agreed Wakefield Clinical Commissioning Group will continue to host the
Better Care Fund pool in 2017/18; and
(iv) delegated approval for the 2017/18 Better Care Fund plan to the Chief
Officer, Clinical Leader and the Chair of the Audit Committee if the
submission dates are before the formal Governing Body meeting.

17/13

Management of Conflicts of Interest Update
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Andrew Pepper confirmed that the conflicts of interest policy was reviewed
and approved by the Integrated Governance Committee in October 2016. The
register of interests is up to date and available on the CCGs website. The
CCG is working with the Local Medical Committee to ensure that the register
includes GP partners and those primary care staff involved in commissioning
decisions. One breach of conflict of interest procedure was noted and this
was of the joint working and sponsorship policy.
It was RESOLVED that:
(i)
(ii)

17/14

Members noted updates included in the report; and
Noted the declared interests of members of NHS Wakefield CCG
Governing Body, Clinical Leads and Employees as at 25 November
2016.

NHS Wakefield Clinical Commissioning Group Assurance Framework
Andrew Pepper shared the revised Governing Body Assurance Framework
where it was noted that this framework is used to manage the risks to
achieving the CCGs strategic objectives. This was a strong robust process led
by the governance team.
It was RESOLVED that:
(i)

Members noted the development of the new Governing Body Assurance
Framework to support the Wakefield Health and Wellbeing Plan; and
(ii) Approved the updated 2016/17 Assurance Framework for NHS Wakefield
Clinical Commissioning Group.

17/15

Integrated Quality & Performance Report (Governing Body Summary)
Andrew Pepper presented the performance section of the report.
At the end of November 2016 the CCG achieved 7 of the 9 cancer waiting time
targets. Under-performance continues against the:
‐ 62 day wait from an urgent GP referral with latest figures reporting at 78%
for the CCG and 79% for the Trust. The CCG experienced a slight decline
in performance this month with 19 breaches with the majority of these
being gastroenterology.
‐ The CCG also experienced a significant decline in performance against
the 31 day wait for the subsequent treatment target and for the first time in
5 months performance fell below target.
‐ The CCG has exceeded the 62 day wait target for priority upgrade of a
patient, with latest performance reporting at 100%.
Demand exceeding the Trust’s capacity continues to be the main cause for
under-performance against the two cancer waiting time targets. The Trust’s
cancer waiting time recovery action plan continues to undergo weekly review
and the Trust aims to achieve all cancer waiting time targets and the cancer
STF trajectory by the end of quarter four.
November 2016 performance reported a marginal increase against the 95% 18
weeks referral to treatment target for both the CCG and Trust. Latest figures
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for the CCG reported at 83% and 80% for the Trust. Significant work is being
undertaken to address under-performance, in particular the patient transfer
process in dermatology, ophthalmology and orthopaedics to other providers.
Pat Keane informed Governing Body that the overall picture will continue to
see improvement in relation to the 18 weeks referral to treatment position but
the CCG will not achieve the national target at the end of the financial year
2016/17. The backlog position needs to be managed and the clinical risk
associated with long waits including the financial pressures in the system.
This is being reviewed and managed on a week by week basis.
Performance against the 6 week waiting time target for a diagnostic test
continues to exceed the 99% target for both the CCG and Trust. There were
36 breaches in November 2016 for the CCG and the majority of these were for
audiology assessments. Two of the breaches were over 13 weeks. The Trust
still aims to achieve full recovery by the end of quarter 4.
In relation to urgent and emergency care, during November 2016, 78% of
patients attending the Trusts emergency department were admitted,
discharged or transferred within 4 hours of arrival. The A&E Improvement
Group continues to focus solely on urgent and emergency care and the Trust
continues to work towards implementing the ward discharge model across 11
wards and the Ambulatory Emergency Care Centre continues to extend its
opening hours until 10.00pm at Pinderfields.
Performance has significantly improved against the 15 minute ambulance and
A&E turnaround target with November 2016 performance reporting at 70%,
which is a 20% increase from the previous month and the highest it has been
since September 2015. This is a result of the success of the emergency care
flow nurse at Pinderfields. The Trust continues to staff this role from 10am to
10pm 7 days a week and subsequently further improvement is expected in
December 2016 performance.
Performance against the crew clearance target continues to show no sign of
improvement, with latest performance reporting at 79%. Performance against
the RED 8 minute target has also deteriorated this month to 66% as the Trust
continues to experience increased and unpredicted demand. A Contract
Performance Notice was issued to YAS in respect of RED 8 minute
performance and a number of initiatives are being developed to help target
under performance.
Jo Pollard presented the quality section of the report noting that 100% of
patients (who responded) from five GP practices were ‘extremely likely’ or
‘likely’ to recommend the practice to friends and family. Orchard Croft Medical
Centre and Patience Lane surgery achieved an overall rating of ‘Good’ from
the Care Quality Commission.
Eastmoor Health Centre achieved an overall rating of ‘Requires improvement’
with ‘Good’ ratings for Caring and responsive from the Care Quality
Commission. The CCG has offered advice and practical support in the
development of their action plan.
Registered Nurse staffing vacancies across the Trust has significantly
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improved.
In October 2016 an MRSA bacteraemia case was identified at MYHT. This is
the first case since May 2015. The post-infection review identified learning
forward staff and the patient flow team.
Concerns were raised regarding the theatre staff vacancies at the Trust. This
is a regional issue and MYHT are trying to manage within the agency cap.
This will be reviewed and managed by the Executive Quality Board.
It was RESOLVED that:
(i)

Members noted the current performance against the CCG strategic
objectives and Quality Premium;
(ii) approved the actions being taken to address areas of performance; and
(iii) noted the discussion points from Integrated Governance Committee.
17/16

Finance Report Month 8 2016/17
Andrew Pepper reported that it continues to be a difficult year for the CCG with
significant cost pressures throughout the year due to overtrade, CHC
pressures and continued costs of supporting the Care Act. Period 8 and 9
show that CCG is on track to meet forecast outturn. However it was noted
that there is a high level of risk within the CCG. A number of additional
measures are being progressed at pace to mitigate the impact on the CCG
financial position. However the CCG needs to deliver additional schemes to
ensure financial balance.
Period 9 reporting has seen a number of risks crystallise including an increase
in costs of Care Act, MYHT overtrade, CHC risks and complex care overtrade.
Identified planned mitigations were released to achieve a balanced position.
New mitigations are being developed and crystallised in the month.
The net value of risks has reduced by £6.6m. This relates to the updated
trading position on MYHT, MYHT Transition and Legacy following a five way
discussion with regulators and stakeholders, reduced CHC risk and additional
identified QIPP. The Better Value Group and Executive Team continue to
progress at pace the remaining schemes.
Cost and volume analysis below shows the overtrade continues to be driven
by volume, some of which is related to the QIPP schemes. The CCG Clinical
Cabinet is working to ensure that the remaining non-elective transacted QIPP
schemes are on track to achieve.
The DDRB (Doctors and Dentists Review Board) national pay settlement for
GPs effective from 1st April 2016 was higher than planned due to inflationary
costs of CQC inspections, professional indemnity and employers National
Insurance and Superannuation. This has caused a cost pressure within the
co-commissioning budget.
It was noted that accounts planning is taking place and the submission to NHS
England is due 27 April 2017. An updated finance plan was submitted to NHS
England 4 January 2017.
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It was RESOLVED that:
(i)
17/17

Members received and noted the contents of the report

Annual Public Health Report 2016
It was noted that good progress has been made following last year’s report
which focussed on the first 1,000 days of life.
Andrew Furber presented the Annual Public Health report 2016, Dangerous
Waist, The Public’s Voice on Healthy Weight, explaining that it focusses on
healthy weight and pressures faced for individuals to look good. This area of
focus was agreed following the Local Authorities approach to Wakefield
College for topical ideas.
Children can have an unhealthy weight which increases as they get older.
Adults in Wakefield with weight problems are higher than the national average
and work is taking place to improve health for employees.
It was noted that people with mental health conditions have a shorter life
expectancy as they tend to be less physically active and tend to have an
unhealthy diet.
Promotion of prevention is key and a theme which is being addressed via the
STP. Collaboration with partners is key to improve education around healthy
weight and healthy lifestyles.
The CCG has launched wellness checks in Wakefield which is available to all
staff.
It was RESOLVED that:
(i)

17/18

Members noted the content and recommendations of the report and
discussed how the CCG could respond

Minutes of Integrated Governance Committee
The minutes from the Integrated Governance Committee were presented.
It was RESOLVED that:
(i)

17/19

Members noted the minutes of the Integrated Governance Committee
meetings held on 20 October and 17 November 2016

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
27 October and 24 November 2016
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17/20

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

17/21

Members noted the minutes of the Connecting Care Executive meetings
held on 13 October and 10 November 2016

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

17/22

Members noted the minutes of the Probity Committee meeting held on
20 October 2016

Minutes of Health and Well Being Board
The minutes from Health and Wellbeing Board were presented.
It was RESOLVED that:
(i)

17/23

Members noted the minutes of the Health and Well Being Board meeting
held on 22 September 2016

Decisions of the Chief Officer
There were no decisions of the Chief Officer to report.

17/24

Any other business
It was RESOLVED that:
(i)

17/25

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 Bodi0es
(Admission to Meetings) Act 1970).

Date and time of next Public meeting:
Tuesday, 14 March 2017, 1.00 pm 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 17 January 2017
Minute
Topic
No
17/03
Public
Questions and
Answers

Action Required

Who

CCG would write to member of
public providing a response
regarding holiday tourists
receiving free NHS treatment

Dr
Earnshaw/Tony
Rider

1

Date for
Completion
January 2017

Progress
Complete.

Paper 7

Wakefield District Blueprint for Frailty
A Connecting Care Initiative

Presentation

Title of
meeting:

Governing Body

Date of
Meeting:

14 March 2017

Paper Title:

NHS Wakefield CCG Governing Body:
Appointments and Terms of Office

Purpose (this
paper is for):

Decision

Report Author and Job
Title:
Responsible Clinical
Lead:
Responsible Governing
Board Executive Lead:



Agenda
Item:

Discussion
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Public/Private Section:

Public
Private
N/A
If private, insert here reason for
inclusion as a private paper
Assurance



Information

Katherine Bryant, Governance & Board Secretary
Dr Phil Earnshaw, Clinical Leader
Jo Webster, Chief Officer

Recommendations:
It is recommended that members of the Governing Body:
i. Note the terms of office for all members of the Governing Body;
ii. Approve the reappointment of the Lay Member (PPI) for a term of three years;
iii. Approve the appointment of the Lay Member – Deputy Chair for a term of two years;
iv. Approve the appointment of the Nurse Member for a term of one year.
Executive Summary:
This paper clarifies the terms of office for members of the Governing Body and the procedure
for their appointment. In addition it makes recommendations regarding the
 re-appointment of the Lay Member (PPI);
 appointment of the Lay Member (Deputy Chair)
 appointment of the Nurse Member;
Lay Members and the Nurse Member are appointed by the Governing Body upon the
recommendation of the Nominations Committee. The Nominations Committee was
established to support the Governing Body and ensure that there is a formal, rigorous and
transparent procedure for appointments to the Governing Body.
Members of the Nominations Committee (excluding the LMC) met on Tuesday 28 February
2017. This paper presents recommendations made by the committee.
Link to overarching
principles from the
strategic plan:

Citizen Participation and Engagement
Wider Primary Care at Scale including Network
development
A Modern Model of Integrated Care
Access to the Highest Quality Urgent and Emergency Care
A Step Change in the Productivity of Elective Care
Specialised Commissioning
Mental Health Service Transformation
Maternity, Children and Young People Transformation
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:

Not applicable

Management of Conflicts of
Interest:

None identified.

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

Nominations Committee
Human Resources

Reference document(s) /
enclosures:

Appendix One: terms of office, Governing Body

Risk Assessment:

There is a risk of untimely departures of critical members of the
Governing Body. Resulting in the loss of essential skills and
experience. Due to annual elections / appointments to the Governing
Body.

Finance/ resource
implications:

None identified.

Not applicable

This is an annual report, most recently presented in March 2016. It
was considered by the Nominations Committee on 27 February 2017.

NHS Wakefield Clinical Commissioning Group Governing Body: terms of office
and appointment procedures
1.

Purpose
This paper:
 Clarifies the terms of office for members of the Governing Body and the
procedure for their appointment;
 Makes recommendations regarding the:
 re-appointment of the Lay Member (PPI);
 appointment of the Lay Member (Deputy Chair)
 appointment of the Nurse Member;
 Outlines arrangements in place for the induction of new members of the
Governing Body.

2.

Role of the Governing Body and Nominations Committee
Lay Members and the Nurse Member are appointed by the Governing Body
upon the recommendation of the Nominations Committee. The Nominations
Committee was established to support the Governing Body and ensure that
there is a formal, rigorous and transparent procedure for appointments to the
Governing Body.
The Nominations Committee is formed of the Chair and Clinical Leader, Chief
Executive, two Lay Members and two GP members. It should be noted that
when the Committee considers the appointment of GPs or the Practice
Manager a representative from the LMC will join the committee and have a
right to vote.
Members of the Nominations Committee (excluding the LMC) met on Tuesday
28 February 2017. This paper presents recommendations made by the
committee.

3.

Governing Body – terms of office and appointment
Appendix A to this report outlines the terms of office and appointment
processes for all members of the Governing Body. This is presented for
information and is intended to help the Governing Body plan to maintain the
appropriate balance of skills, experience, independence and knowledge of the
CCG to enable them to discharge their respective duties and responsibilities
effectively.

4.

Lay Member - PPI
The terms of office for the Lay Member (Patient & Public Involvement - PPI),
Stephen Hardy will end on 31 March 2017. Stephen Hardy has served two
terms of office (2013 – 2015 and 2015-17). The CCG’s standing orders allow
the Lay Member (PPI) to serve up to three terms of office.
The Governing Body should seek to maintain a mix of skills and experience.
It should be noted that Sandra Cheseldine will retire from the Governing Body
in April 2018, and subject to approval by the Governing Body the third Lay

Member (Richard Hindley) has only just joined the Governing Body.
Therefore, in order to maintain the necessary mix of experience it is proposed
that Stephen Hardy is appointed for a further term of office.
The Nominations Committee recommends to the Governing Body that
Stephen Hardy is reappointed as Lay Member (PPI) for a term of three
years. But it should be noted that this must be his final term of office.
5.

Lay Member – Deputy Chair
Rhod Mitchell announced his resignation in September 2016, and he will
leave the Governing Body on 28 February 2017.
In December 2016 an open recruitment process was undertaken. An advert
was placed on NHS Jobs and in the Yorkshire Post. In order to apply for the
post individuals were asked to submit an expression of interest alongside their
cubiculum vitae, this included declaration of interests.
Applications were received from 14 candidates. Three candidates were
shortlisted, but one candidate withdrew before the interview date. Therefore
interviews for two candidates were held on 5 January 2017, the panel
consisted of:
 Dr Philip Earnshaw – Chair and Clinical Leader
 Jo Webster – Chief Officer
 Gordon Tollefson – Chair, Leeds South & East CCG
 Katherine Bryant – Governance & Board Secretary
 Suzie Paradine – Head of HR & OD.
The successful candidate is Richard Hindley. It was determined that he met
the essential criteria for the role.
In particular it is noted that, in accordance with requirements of the
constitution Richard is not:
 an officer or employee of the Department of Health;
 a member or employee of the Care Quality Commission or Monitor;
 a chairman, director, member or employee of an NHS body;
 a chairman, director, governor, member or employee of an NHS
Foundation Trust;
 a provider of health services commissioned by CCGs or the NHS
Commissioning Board, or their employees, partners, or shareholders;
 a provider of social services, or their employees who contract with a local
authority; and
 employed by parties to arrangements to provide primary medical services,
ophthalmic services , dental services or pharmaceutical services in
Scotland or Wales who are employed for purposes connected with the
provision of those services.
His short biography is as follows:
Richard knows Wakefield District very well, having previously worked at
Wakefield Health Authority/Eastern Wakefield PCT. Before that he worked in
the NHS and social care for 11 years in the South East, North West and

Yorkshire. He has worked in the third sector since 2004, most recently
supporting local Age UKs across Yorkshire set up and deliver new services,
including in Wakefield District. He provides consultancy to third sector
organisations and is chair of an international charity. He was previously chief
executive of South Yorkshire Funding Advice Bureau, and has been on the
boards of several third sector organisations. As a Lay Member he chairs the
Probity and Integrated Governance committees and is a member of the Audit
Committee.
The Nominations Committee recommends to the Governing Body that
Richard Hindley is appointed as Lay Member – Deputy Chair for a term
of two years.
6.

Nurse Member
Sharon Fox resigned from the Governing Body in October 2016 and left the
Governing Body on 31 January 2017.
Following consideration of a number of options by the Chief Officer and Chair,
it was agreed that the CCG would seek to appoint a nurse already serving as
an independent nurse on a CCG Governing Body. The role was therefore
advertised to independent nurses serving on Governing Bodies in West and
South Yorkshire.
One application was received. The candidate was interviewed by Dr Philip
Earnshaw – Chair and Clinical Leader and Katherine Bryant – Governance &
Board Secretary on 6 February 2017. The successful candidate is Diane
Hampshire. It was determined that she met the essential criteria for the role.
In particular it is noted that, in accordance with requirements of the CCG
constitution Diane Hampshire is registered on the Nursing and Midwifery
Council (NMC) register. She is not an employee or member of, or a partner
in, a provider of primary medical services, or a provider with whom the CCG
has made significant commissioning arrangements.
Diane’s short biography is as follows:
Diane qualified as a nurse at Dewsbury Hospital in 1981,
working in the acute sector of the NHS before qualifying as a
midwife and later a health visitor. She managed a community
nursing team for a number of years whilst completing a Master
of Arts Degree in Child Welfare and Law. Diane worked for the
NHS in Dewsbury and the surrounding area until 2004 when
she moved to work in Leeds in a senior role in safeguarding
children and adults. In 2012 Diane became the Director of
Nursing and Quality for NHS Leeds West Clinical
Commissioning Group leading on a number of key areas such
as quality, governance and risk, nursing, safeguarding,
workforce and equality and diversity. After 36 years in the NHS
Diane retired in September 2015. Since that time she has
undertaken safeguarding work for the Birmingham
Safeguarding Children Board and is the Board Nurse for NHS
Leeds North CCG. She has a keen interest in improving the
quality and experience of care people receive from the NHS

and care services. Diane lives in Ossett, and is married to a
retired fireman. She has two daughters and two
grandchildren. Diane will be a member of the Governing Body
and the Probity Committee
The Nominations Committee recommends to the Governing Body that
Diane Hampshire is appointed as Nurse Member for a term of one year.
7.

GP Elections
In addition it should be noted that there are two vacant GP positions. The
position left when Dr Ann Carroll retired was not filled during the elections in
2016. Furthermore Dr Avijit Biswas will retire from the Governing Body on 28
February 2017. In addition Dr David Brown’s term of office will end on 30
June 2017. It is recommended that the election process to fill these vacancies
is delayed until summer 2017.

8.

Governing Body Induction
Building on the programme of induction developed in 2016, new members
joining the Governing Body will be offered a comprehensive induction
programme. Further details are available on request.

9.

Recommendations:
i. Note the terms of office for all members of the Governing Body;
ii. Approve the reappointment of the Lay Member (PPI) for a term of three
years;
iii. Approve the appointment of the Lay Member – Deputy Chair for a term of
two years;
iv. Approve the appointment of the Nurse Member for a term of one year.

Enclosures:
Appendix One – NHS Wakefield CCG Governing Body - terms of office

Katherine Bryant
Governance & Board Secretary
March 2017

Appendix A

NHS Wakefield CCG Governing Body ‐ Terms of Office

2016

Name
Jo Webster
Andrew Pepper
Jo Pollard

Lay Member
Lay Member
Lay Member
Lay Member

Sandra Cheseldine
Stephen Hardy
Rhod Mitchell
Richard Hindley

01/04/2013
01/04/2013
01/04/2013
01/02/2017

2 years
3 years
2 years
2 years

2018
2017 / 2020
N/A
2019

A
A
A

GP member (Assistant Clinical Leader)
GP member
GP member
GP member
GP member (Clinical Leader)
GP member
GP member
GP member
GP member

Dr Adam Sheppard
Dr Avijit Biswas
Dr Clive Harries
Dr David Brown
Dr Phil Earnshaw
Dr Pravin Jayakumar
Dr Deborah Hallot
VACANT
VACANT

01/04/2013
01/04/2013
01/04/2013
01/04/2013
01/04/2013
01/07/2015
01/07/2015
TBC
TBC

2 years
3 years
3 years
3 years
3 years
3 years
3 years
TBC
TBC

2018
N/A
2018
2017
2019
2018
2018
TBC
TBC

E

Practice Manager

Alison Sugarman

01/07/2015

3 years

2018

Consultant

Hany Lotfallah

01/04/2013

3 years

2019

Nurse Specialist
Nurse Specialist

Sharon Fox
Diane Hampshire

01/04/2013
01/03/2017

2 years
1 year

N/A
2018

First term
Second term
Third term
E / A ‐ election or appoint

Term
Permanent
Permanent
Permanent

2015

Role
Chief Officer
Chief Financial Officer
Chief Service Delivery & Quality

Key:

Date Appointed
‐
‐
‐

Election /
appointment
due

2017

A

2018

2019

Will retire
Proposed re‐appointment
Retired
A

2020

Would retire
A

E
Retired

E
E

E
Will face re‐election

E

E

E
E

E
E
E
E

E

E
A

A

A
Retired
E

A

2021
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Public/Private Section:

Public
Private
N/A

Assurance

Information

Report Author and Job Jo Webster, Chief Officer
Title:
Responsible Clinical
Dr Phillip Earnshaw, Chair
Lead:
Responsible
Jo Webster, Chief Officer
Governing Board
Executive Lead:
Recommendation:
To note the content for information and support on-going developments outlined in the content
of the report.
Executive Summary:
To provide a brief update to members of the Governing Body on areas not covered on the
main agenda.

Link to overarching
principles from the
strategic plan:

Outcome of Impact
Assessments completed
(e.g. Quality IA or
Equality IA)
Outline public
engagement – clinical,
stakeholder and

Citizen Participation and Engagement
Wider Primary Care at Scale including
Network development
A Modern Model of Integrated Care
Access to the Highest Quality Urgent and
Emergency Care
A Step Change in the Productivity of Elective
Care

Specialised Commissioning
Mental Health Service Transformation
Maternity, Children and Young People
Transformation
Organising ourselves to deliver for our
patients
Not applicable

Not applicable

public/patient:

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

CCG Leadership Team

A Chief Officer Report is presented at every Governing Body
meeting.

Reference document(s) /
enclosures:
Risk Assessment:

Not applicable

Finance/ resource
implications:

Not applicable

Chief Officer Briefing
14 March 2017

Managing Conflicts of Interest: Guidance for staff and Organisations
In September last year NHS England launched a six-week consultation for all
interested parties to make their voices heard about proposals which cover gifts,
hospitality, outside employment and private practice, sponsorship and other interests.
The proposals were bench marked against best practice in other industries.
Following this consultation (in February 2017), NHS England published new
guidelines to strengthen the management of conflicts of interest, to ensure
transparency and accountable healthcare within the NHS. The guidance is applicable
to CCGs, NHS Trusts and NHS Foundation Trusts. In addition organisations which
hold an NHS Standard Contract are invited to consider implementing the guidance as
a means to effectively manage conflicts of interest and provide safeguards for their
staff. The guidance will come into effect from 1 June 2017. A copy of the new
guidance is available at: https://www.england.nhs.uk/ourwork/coi/
It is understood that the conflicts of interest guidance for CCGs will be updated to
reflect the new cross NHS publication. The Audit Committee will be kept up to date
with progress to implement the new guidance.
Follow Up Letter from Simon Stevens: National STP Leadership Event on 30 and
31 January 2017
Simon Stevens, CEO NHS England, circulated a letter dated 27 February 2017 as a
follow up to the national STP leadership event that took place on 30 and 31 January
2017. This letter outlines a number of activities and commitments to be undertaken
by NHS England to help support implementation of the STPs, including the publication
in March 2017 of a Five Year Forward Delivery Plan to set out deliverables over the
next two to three years. The Plan will:




Explain the improvements to be achieved through the extra investment planned
for mental health and cancer services, and the priorities for strengthening
general practice and improving hospital services;
Describe expected changes to urgent and emergency care, and how
technology will help patients to receive the most appropriate care;
Provide practical help with STP implementation by outlining steps to initiate the
appointment process of STP leaders, and enhancing governance
arrangements to drive forward improvements.

The Delivery Plan will also outline how stronger STPs will be rewarded with greater
controls to increase implementation capacity. Limited but extra transformation funding
will be made available to expedite progress in elective and emergency care, and the
establishment of the most advanced accountable care systems. Small levels of oneoff funding will also be provided on a pro-rata basis to contribute to operational costs
and support rapid assembly of STP teams. The Plan will also ensure that each area
has developed an implementation plan to show how areas will manage activity and
achieve the efficiencies in organisations’ contracts, and reconcile these contracts with
STPs.

Simon Stevens acknowledged the usefulness of the meeting and the opportunities it
provided to learn from others when facing STP challenges, and advised that more
face-to-face meetings will be arranged throughout the year.
National Maternity Review: Better Births Update
The Maternity Quality Partnership (a clinically led meeting of representatives from the
provider, commissioners and public health) is the group with responsibility for
oversight of delivery of the National Maternity Review across Wakefield and North
Kirklees.
A RAG rated action plan has been developed to assess compliance against each of
the recommendations of Better Births. It has been agreed that the next meeting of the
Maternity Quality Partnership will focus on reviewing this plan and agreeing work
required.
Current progress against each of the 7 broad areas for recommendations are given
below:
1. Personalised care, centred on the woman, her baby and her family, based around
their needs and their decisions, where they have genuine choice, informed by
unbiased information.
Wakefield District is able to offer women the full range of choice of place of
delivery: consultant led; alongside maternity unit; free-standing maternity unit and
home birth. Women are supported to make choices and to discuss benefits and
risks.
A new personalised care plan was recently launched which sets out the woman’s
decisions about her care and reflects her wider health needs. This can be
changed as her pregnancy progresses.
A small number of pioneer sites are in pace nationally and we are now awaiting
progress updates to assess what works as evidence emerges.
2. Continuity of carer, to ensure safe care based on a relationship of mutual trust
and respect in line with the woman’s decisions.
Midwives have also now been re-organised into small teams of 4-6 staff in order
ensure they know their local cohort to improve continuity of care for women.
These teams have each now been allocated an identified consultant to work with
as required by the review.
3. Safer care, with professionals working together across boundaries to ensure rapid
referral, and access to the right care in the right place; leadership for a safety
culture within and across organisations; and investigation, honesty and learning
when things go wrong
A rapid referral process is in place for psychiatry, safeguarding and tertiary
centres.
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A local dashboard is available to monitor quality standards and this feeds into the
Yorkshire & Humber regional dashboard to allow benchmarking across services.
Recent work has taken place to ensure that the two dashboards are using
consistent target thresholds. Mid Yorkshire Hospitals has also reviewed the
quality of the data feeding into the dashboard and has made improvements. We
are working closely with Public Health information analysts to ensure that the data
collected is both accurate and provides the data that is needed.
Maternity services have a programme of audits, the results of which are now
shared with commissioners and discussed at the Maternity Quality Partnership.
4. Better postnatal and perinatal mental health care, to address the historic
underfunding and provision in these two vital areas, which can have a significant
impact on the life chances and wellbeing of the woman, baby and family.
South West Yorkshire Partnership Foundation Trust was recently successful in
their bid to the Perinatal Community Services Development Fund to provide
perinatal services across Wakefield, Kirklees, Calderdale and Barnsley.
Wakefield is the lead CCG for this project. A Programme board has been
established to oversee progress and recruitment to key posts has begun. The
Trust have already identified staff with an interest in this area and seconded them
into a team to carry out training with other mental health professionals.
Perinatal mental health was identified by the CCG as an area for early
development in Future in Mind and funding for a peer support programme via
Homestart charity has been in place for a year through this programme.
5. Multi-professional working, breaking down barriers between midwives,
obstetricians and other professionals to deliver safe and personalised care for
women and their babies
Recommendations in this area are mainly at a national level however, Mid
Yorkshire maternity services have developed a business case to invest in the erecord & mobile working which will support sharing of data and information
between professionals.
6. Working across boundaries to provide and commission maternity services to
support personalisation, safety and choice, with access to specialist care
whenever needed.
The Yorkshire & Humber Regional Strategic Clinical Network for Maternity
services is leading the development of the Local Maternity System which will be
on an STP footprint. This is expected to be in place by end March 2017.
Wakefield CCG and Mid Yorkshire Hospitals Trust are fully engaged in this
process.
There is an established Maternity Services Liaison Committee within Wakefield
which will feed into the LMS Maternity Voices Partnership to enable co-production
of Maternity plans with local women.
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7. A payment system that fairly and adequately compensates providers for delivering
high quality care to all women efficiently, while supporting commissioners to
commission for personalisation, safety and choice.
This is a recommendation for NHS England to take forward.
Don Berwick’s Visit
Former health adviser to President Barack Obama, Professor Donald Berwick paid
tribute to the direction of Wakefield’s Connecting Care programme on a visit to the
district in January 2017, calling the work “nothing less than revolutionary.” Former
President and Chief Executive Officer of the Institute for Healthcare Improvement in
the United States, Professor Berwick was on a visit to Wakefield as part of his UK
tour, to learn about the new models of care Vanguards, and the approach to delivering
joint health and social care services locally.
Impressed by Wakefield’s success, Professor Berwick and Samantha Jones, NHS
England’s New Care Models Programme Director, visited Carleton Court Care Home
in Pontefract to witness Connecting Care first-hand, specifically the work in local care
homes. Introduced by Dr Phil Earnshaw, Chair of NHS Wakefield CCG and Dr Ann
Carroll, Clinical Lead for the Care Homes Vanguard and featuring representatives
from local health, voluntary and community organisations, the afternoon featured
presentations from Age UK Wakefield District, South West Yorkshire Partnership
Foundation Trust, Wakefield District Housing and St Georges Community Centre in
Lupset, who showcased their unique approaches to delivering care in local care
homes and independent living schemes, demonstrating that traditional prescriptions or
methods of care are not always the answer.
Professor Berwick then took part in a question and answer session to share his
expertise. The afternoon ended with a tour of the care home, in which Professor
Berwick was able to meet residents and staff to hear about their experiences.
The full video, showing highlights of the visit, can be found here:
https://www.youtube.com/watch?v=1v9fRUxsJfI

Jo Webster
Chief Officer
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Report Author and Job Elizabeth Goodson, Commissioning Accountant
Title:
Eamonn May , Corporate Accountant
Responsible Clinical
Not applicable
Lead:
Responsible
Andrew Pepper, Chief Finance Officer
Governing Board
Executive Lead:
Recommendation:
It is recommended that the Integrated Governance Committee receive and note the contents
of the report.
Executive Summary:
The attached report is based on Month 10 information. A verbal update will be provided on
Month 11 developments.
The CCG is forecasting to meet its financial targets with the exception of QIPP. The MYHT
overtrade, reduction in QIPP, overtrades on other acute contracts and Care Act costs continue
to present a significant financial risk to the CCG.
The CCG needs to deliver additional schemes to ensure financial balance. The remaining two
months are crucial in identifying and delivering additional savings along with crystallising those
already planned (for example MYHT). This is now a priority area for focus and a series of
additional contingencies are being developed and require implementation.
The CCG is showing an adverse net risk position. The CCG were advised by NHS England to
include 50% of the Legacy and Transition payment in risks. However this position does not
constitute a commitment to incur the expenditure.
The Executive Team are conducting a thorough review of identified schemes.
BPPC remains within the limit of 95% of invoices paid on time.
Link to overarching
principles from the
strategic plan:

Citizen Participation and Engagement
Wider Primary Care at Scale including
Network development
A Modern Model of Integrated Care
Access to the Highest Quality Urgent and

Emergency Care
A Step Change in the Productivity of Elective
Care
Specialised Commissioning
Mental Health Service Transformation
Maternity, Children and Young People
Transformation

Organising ourselves to deliver for our
patients
Outcome of Equality
Impact Assessment:

Not applicable

Outline public
engagement:

Not applicable

Management of Conflicts
of Interest:

None identified

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

Elements of the Finance Report are also reported to NHS
England via standard template returns. These are Headline
Position, QIPP, Non-Recurrent Funds and Risks & Opportunities.
The plan has been externally assured by NHSE.
The report is a regular monthly report which is presented to
Integrated Governance Commitee and also presented on a bimonthly basis to governing body.

Reference document(s) /
enclosures:

Month 10 Finance Report.

Risk Assessment:

Risks are identified on the CCG risk register

Finance/ resource
implications:

The CCG is forecast to deliver the NHS England required
surplus of £5,935k.

Finance Report
Month 10
2016/17
Liz Goodson – Commissioning Accountant
Eamonn May – Corporate Accountant
Date : 10th February 2017

Executive Summary
Indicator

Apr‐16

May‐16

June‐16

July‐16

Aug‐16

Sept‐16

Oct‐16

Nov‐16

Dec‐16

Jan‐17

Var to Plan YTD

0

0

0

0

0

0

0

0

0

0

Var to Plan FOT

0

0

0

0

0

0

0

0

0

0

QIPP Delivery YTD

1.0m

2.1m

3.1m

2.4m

3.0m

3.7m

4.3m

4.9m

5.6m

QIPP Delivery FOT

12.4m

12.4m

12.4m

12.4m

12.4m

12.4

9.3m

9.3m

9.3m

9.3m

Risk adjusted
surplus FOT

5.9m

5.9m

5.9m

5.9m

5.9m

5.9m

5.9m

5.9m

3.2m

3.2m

Running Costs
Delivery FOT

7.6m

7.6m

7.6m

7.5m

7.5m

7.5m

7.5m

7.0m

7.2m

Feb‐17

Mar‐17

6.2m

7.2m

The CCG is forecasting to meet its financial targets with the exception of QIPP. The MYHT overtrade, reduction in QIPP, overtrades on other acute
contracts and Care Act costs continue to present a significant financial risk to the CCG.
The CCG needs to deliver additional schemes to ensure financial balance. The remaining two months are crucial in identifying and delivering
additional savings along with crystallising those already planned (for example MYHT). This is now a priority area for focus and a series of additional
contingencies are being developed and require implementation.
The CCG is showing an adverse net risk position. The CCG were advised by NHS England to include 50% of the Legacy and Transition payment in
risks. However this position does not constitute a commitment to incur the expenditure.
The Executive Team are conducting a thorough review of identified schemes.
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Risks and Mitigations
Risk

P9

P10

SYSTEMS RISKS
Emerging risks against MYHT trading
position FOT
P9 flex overtrade included in position
Transact NEL actions
MYHT Movement back to previously agreed
FOT
Care Act & Medicines Reviews
Care Act invoice received included in
Financial Position Year to date
Allowable rate increase
Untransacted QIPP
Specific Mental Health Placement Risk
Property Services ‐ Void charges
Elective care growth in recovery of non‐NHS
& NHS.
MYHT Legacy & Transition

Total Risks
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8,031

7,721

‐5,329
‐1,400

‐5,938
‐1,400

341

651

947

947

‐710

‐763

300
376
150
250

300
376

1,100

1,100

2,700

2,700

6,756

5,944

250

The value of risks in p10 has reduced due to the year
to date overtrade ( month 9 flex ) on MYHT which
has been included in the financial position. The
mental health placement costs are now included
with Continuing Healthcare Costs ( CHC ) . In line with
the position agreed at the meeting with the
regulators in November,the 17/18 contract
negotiations have been based on Pd7 forecast out‐
turn, therefore the CCG has included an additional
risk to restate to the full value.
The MYHT overtrade risk has been in part assumed
mitigated through delivery of the Non Elective QIPP
schemes and delivery of changes to commissioning
policies which have assumed to deliver a forecast
reduction of £2.1m. ( which is undergoing a detailed
review )

Risks and Mitigations continue to be discussed
regularly at Executive Team.
An additional risk has been included which relates to
50% of the outstanding Legacy and Transition issue
with MYHT. NHS England advised the CCG to include
the value within risks. However inclusion does not
constitute a commitment to incur the expenditure.

Risks and Mitigations ‐ continued
Mitigations

P9

P 10

A full review of all mitigations is being completed by
the Executive Team, this includes a detailed risk
analysis of any existing mitigations and an analysis of
any additional cost reduction schemes.

Current Mitigations
AP
Property services credit note request
ET
Freeze on all vacancies commemcing
Monday 31st Oct unless signed of by CO
Centralise all non pay expenditure to be only
signed off by the CO commencing Monday
31st Oct ‐ link with M66 & M68

250

250

170

170

120

120

1,721

909

100

100

728

728

500
100
100
237

500
100
100
237

30

30

Total Current Mitigations

4,056

3,244

Net Risk

2,700

2,700

Other tbc

JP
Reduction in excess bed days

All viable schemes will be progressed at pace to
ensure implementation before the year end.

MB
Local Authority ‐ partnership on risk
mitigation
PK
Changing Commissioning Policies
Restriction of STP resources
Flu Coding Challenges
MSK Channel Shift Acute to Community
All Directors
Review OD budget

Colour Key
MYHT
Released and Included in
financial Position
Closed not available in year
Current planned mitigation
Current TBC mitigation
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Key Messages – Financial Position MYHT
Mid Yorkshire Hospitals NHS Trust ( MYHT )
The MYHT trading position continues to present a financial risk. Although the forecast outturn (FOT) is
£7.7m, it was previously planned that reductions of £2.1m will take effect in the last part of the year.
However, given the proximity to year-end, the CCG is undertaking a full and detailed review of
schemes to assess their likely impact on out-turn. The forecast has remained broadly static over the last few
months.
The position at month 9 flex is showing a £5.9m overtrade which is increasing each month.
Cost and volume analysis below shows the overtrade continues to be driven by volume, some of which is
related to the QIPP schemes.

Outpatients YTD

Outpatient FA Multi Professional Consultant Led
Outpatient FA Single Professional Consultant Led
Outpatient FA Single Professional Consultant Led Non Face to Face
Outpatient First Attendance Other
Outpatient Follow Up Other
Outpatient FUP Multi Professional Consultant Led
Outpatient FUP Single Professional Consultant Led
Outpatient FUP Single Professional Consultant Led Non Face to Face
.
Outpatient Procedures FA
Outpatient Procedures FUP
Ward Attenders
Total Cost Variance
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Non Elective YTD

‐

‐

‐

Activity
0.03
0.46
0.02
0.00
0.01
0.06
0.88
0.04
0.40
0.42
0.12
2.10

£m Variance
Price
‐
0.00
‐
0.07
0.00
‐
0.00
0.02
0.01
‐
0.08
‐
0.00 ‐
‐
0.07
0.97
0.05 ‐
0.82

Total
0.02
0.39
0.02
0.00
0.01
0.07
0.81
0.04
0.32
1.39
0.07
2.92

Emergency Short Stay
Non‐Elective
Non‐Elective Same Day Emergency Care
Same Day Acute Assessment

£m Variance
Activity
Price
0.36 ‐
0.08
1.89
1.05
0.27 ‐
0.03
0.08 ‐
0.00
2.60
0.93

Total
0.28
2.94
0.24
0.08
3.53

Key Messages – Financial Position Other
Prescribing
NHS Business Services Authority ( NHSBSA ) data is available for month 8. The BSA forecast between month 7 and 8 has moved
adversely, however detailed analysis of some outlier areas are being investigated by the Medicines Optimisation team. The impact of
schemes including waste reduction is planned to take effect in the last part of the year.

Other Providers
Data received to month 9 is showing overtrades to date on some of the other acute contracts such as Barnsley. This is in Trauma and
Orthopaedic and is due to Mid Yorkshire Hospitals Trusts moving patients to clear waiting lists and reduce waiting times for patients.
Cataract AQP is showing a large overspend. This is due to the CCG actively moving long waiting patients from Acute providers lists to the
community to ensure patients are treated. There has also been an increase in overall activity as there is improved access to services for
patients.
Children’s Complex Care
An overspend had emerged on Childrens Complex care, however detailed worked is being continued which has been able to mitigate and
reduce the overspend.This includes a review of care dates and additional challenges through Complex Care Panel which has resulted in a
more cost effective use of resources.
The number of new packages is relatively small but due to the complexity of care needed to support patients, reviewed packages are
showing a large increases in rates.
Community
A risk emerged at the beginning of the year which related to Care Act, these costs are now crystallising into the financial position

Running Costs (RCA)
RCA are showing a year to date underspend and forecast out-turn underspend.
.
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QIPP Dashboard
CCG Offer
000s

QIPP 16/17 Progress ( £m )
Target
Reduce Non‐recurrent expenditure

Comments

Although no QIPP was transacted in month 10, a range of additional efficiencies have
been identified but were crystallised into the financial position to enable financial
balance.
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‐

12,400
2,750

Ways of Working Initiatives ‐ Prescribing
Prescribing Cost Centres include :
∙
Wound care Formulary
∙
SIP feeds
∙
Continence Products
∙
Waste
∙
FYE on Paracetamol

‐

1,100

Category M
Mental Health
∙
Other schemes
∙
Progression Model
∙
FYE of Savile Park
Additional Identified MH
Rightcare

‐

700

‐

RAG

Not
transacted Commissioning Lead Proposed Clinical Lead

‐
‐

550

Andrew Pepper

n/a

179 Joanne Fitzpatrick

Dr Chris Barraclough

Joanne Fitzpatrick

Dr Chris Barraclough
Dr Clive Harries
Dr Clive Harries
Dr Clive Harries

‐

‐

60

Michele Ezro
Michele Ezro
Michele Ezro

‐

350

Jane Cameron

Dr Avijit Biswas

tbc

MYHT Partnership Schemes
∙
Elective care ( prior year agreed
schemes )
∙
Continued reduction in Non‐Elective
Demand
∙
Outpatients first attendance due to e‐
consultations, e‐referral,update DOS,
consultant referrals
∙
Outpatients Follow Up ratios review
Pricing gains

‐

1,395

Jenny Feeley

Dr Adam Sheppard

‐
‐
‐

200
2,600
1,555

Simon Rowe
Simon Rowe
A Pepper

Dr Avijit Biswas
Dr Avijit Biswas
n/a

Total

‐

11,260

Review of STP reserve
MYHT risk share reserve
Other tbc
Revised Total

‐
‐
‐

Up to ‐500
500
140
12,400

‐

198 Pat Keane
Andrew Pepper

‐

377

Tbc
n/a
tbc

Reported Financial Position
Opening
Budget agreed
Change
by Governing
Body

Acute
Mental Health
Community
Continuing Care
Prescribing
Co‐Commissioning
Other Services
SRG & STP
QIPP
‐
Non Recurrent
1% Uncommitted
Contingency
Total Programme Services
Running Costs
Total Programme Services
Surplus
Total Allocation
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£'000
285,161
44,038
38,315
32,900
65,340
55,204
16,372
2,491
12,400
6,818
5,446
4,888
544,574
7,647
552,221
5,935
558,156

‐

‐
‐

‐
‐
‐

Annual
Budget

Variance
FOT
Budget to
Expenditure
to date Variance
Date
to Date

£'000
£'000
£'000
4,872 280,289
233,574
2,338
46,376
38,647
553
38,868
32,390
1,660
31,240
26,033
1,621
63,719
53,389
754
55,959
46,632
19,280
35,652
29,915
300
2,191
1,826
12,023 ‐
377 ‐
314 ‐
6,643
175
146
‐
5,446
‐
‐
600
4,288
4,288
19,253 563,826
466,527
0
7,647
6,372
19,253 571,473
472,900
‐
5,935
4,946
477,845
19,253 577,408

£'000
240,688
38,987
33,381
27,030
52,781
45,105
27,365
1,826
314
149
0
0
466,998
5,901
472,900
‐
472,900

‐
‐
‐

‐
‐
‐
‐
‐
‐

£'000
7,114
340
991
996
608
1,527
2,550
0
0
3
0
4,288
471
471
0
4,946
4,946

‐
‐
‐

‐
‐
‐
‐

£'000
7,465
207
1,032
1,406
865
1,834
2,741
‐
‐
125
‐
4,288
508
508
0
5,935
5,935

Cash
CASH

Better Payment Practice Code (BPPC)

Month 10 Cash Position
£000
Maximum cash drawdown

P8

P9

P10

Cum YTD

563,708

567,455

569,016

Cash drawdowns from NHSE
CHC risk pool
Total drawdowns from NHSE

40,000

42,000

47,500

40,000

42,000

47,500

408,500
1,231
409,731

Payments made by NHS BSA

5,119

5,082

5,221

50,756

45,119

47,082

52,721

460,487

Balance of MCD left

563,708 *

103,221

Percentage of MCD utilised
Percentage of months
completed in year

8.0%

8.3%

9.3%

81.7%

8.3%

8.3%

8.3%

83.3%

Closing bank balance
Closing bank balance as
percentage of monthly cash
drawdown

281

287

483

0.70%

0.68%

1.02%

Month 10 2016/17
Year To Date
Non NHS Creditors
Total bills cumulative
Total bills paid within target cumulative
Percentage of bills paid within target
NHS Creditors
Total bills cumulative
Total bills paid within target cumulative
Percentage of bills paid within target

Nov‐16
Dec‐16
Jan‐17
Number £000's Number £000's Number £000's

8,522 88,637
8,393 88,314
98% 100%

9,691 100,751 10,691 113,172
9,559 100,414 10,554 112,790
99% 100%
99%
100%

1,919 226,300
1,894 226,069
99% 100%

2,203 255,330
2,175 254,889
99% 100%

AGED DEBTORS and CREDITORS
Month 10 Receiveables past their due date

* Note MCD is calculated on Revenue Resource Limit, excluding planned surplus,
1st April Bank balance and technical ajustments
** Note On completion of the ACF for Month 9 an additional £2.7m has been
requested for the Mid Yorkshire Legacy and transition funding invoices
should it crystallise adversely at arbitration.
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2,411 289,550
2,383 289,109
99%
100%

Year‐end Month 8 Month 9 Month 10
15/16
16/17
16/17
16/17
£000
£000
£000
£000
By up to three months
240
151
125
50
By three to six months
0
3
54
54
By more than 6 months
0
4
4
4
240

158

183

Of the 54k in 3‐6 months 51k relates to an NHSE
invoice. The query is in the process of getting resolved.
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Month 10 Payables past their due date
Nov‐16 Dec‐16 Jan‐17
£000
£000
£000
By up to three months
4,159
4,145
4,581
By three to six months
2,716
2,952
3,426
By more than 6 months
1,188
1,187
1,207
8,063
Main themes
Mid Yorkshire legacy invoices on hold
Void space disputes
CHC queries with WMDC

8,284

9,214

Allocations
The CCG is notified of the recurrent Allocation prior to the start of the year. Throughout the year there will be additional
recurrent and non recurrent allocations.
Recurrent allocations changes are usually as a result of the change in Commissioning responsibility for services.
Non Recurrent allocations are generally ring fenced for specific projects and are subject to a number of conditions and
spending criteria. Progress reports on the use of non recurrent
The largest areas of funding are in relation to Multi Speciality Provider ( MCP) and Healthy Futures.
Multispecialty community provider (MCP) and primary and acute care system(PACS) vanguards aim to bring together budgets
and achieve closer integration of NHS services, in some cases also with social care.
Healthy Futures is a West Yorkshire and Harrogate transformational project which aims to delivery new models of care for
patients.
Allocation to Month 10
Initial CCG Programme Allocation
Initial CCG Running Cost Allocation
Transfer to Co‐Commissioning Funds to CCGs
Return of Surplus/(Deficit)
Other recurrent Allocations
Mth08 CEOV adjustment
Quality Premium Award
Winter Resilience ‐ Ambulance Service funding
HIV Transfer
Other non recurrent allocations
Eating Disorders
Children and Young People
Care Home Vanguard
Urgent and Emergency Care Vanguard
Multi Speciality Community Provider
Maternal Smoking
Moving Primary Care to a Population Wellbeing Approach
Healthy Futures
Grants ‐ICES

£ 000s
488,812
7,647
55,762
6,007
1,149
‐
294
116
1,520
‐
202
16
196
163
610
602
4,352
75
612
9,774
491
577,408
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Co‐Commissioning
Opening Budget
agreed by Governing
Variance to
Body
Change Annual Budget Budget to Date Expenditure to Date Date
£'000
£'000
£'000
£'000
£'000
£'000
GMS
9,031
‐
9,031
7,526
7,621
95
PMS
41,765
‐
41,765
34,804
33,614 ‐ 1,190
APMS
860
‐
860
717
673 ‐
44
Health Checks
175
‐
175
146
146
‐
Childhood Imms
‐
‐
‐
‐
‐
‐
Transition Fund
172
‐
172
143
143
‐
Care Homes LES
‐
‐
‐
‐
‐
‐
GP Other
68
142
211
176
164 ‐
12
Other NHS England
963
‐
963
802
720 ‐
82
QIPP Total
‐
446 ‐ 271 ‐
717 ‐
598 ‐
598 ‐
0 ‐
Reserve for uplifts
286 ‐ 286
‐
‐
‐
‐
Dementia recycled
290
‐
290
241
241 ‐
0
23
Additional Resource
290
‐
290
242
219 ‐
DDRB Uplift
658
557
1,216
1,013
1,013
0
GPAF ‐ £6 per Patient
‐
131
131
109
109
‐
Other Costs ‐ APAC £3 per Patient
1,092
‐
1,092
910
887 ‐
23
GP Development
‐
32
32
27
27
‐
250
PMCF ‐ Transformation areas
‐
449
449
374
124 ‐
55,204
754
55,959
46,632
45,104 ‐ 1,528
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FOT
£'000
9,145
40,337
808
175
‐
172
‐
197
864
717
‐
290
263
1,216
131
1,065
32
149
54,125

Variance
£'000
114
‐ 1,429
‐
52
‐
‐
‐
‐
‐
14
‐
99
‐
0
‐
‐
0
‐
27
0
‐
‐
27
‐
‐ 300
‐ 1,834

The underspend on Co‐commissioning mainly relates to
the recovery of prior year rent rebates.
The DDRB ( Doctors and Dentists Review Board )
national pay settlement for GPs effective from 1st April
2016 was higher than planned due to inflationary costs
of CQC inspections, professional indemnity and
employers National Insurance and Superannuation.
This has caused a cost pressure within the co‐
commissioning budget which has been managed by
increasing QIPP and utilising the reserve. All risks and
opportunities within co‐commissioning are reviewed by
the Primary Care Co‐Commissioning Programme
Manager and the Executive Clinical Advisor.
The weighted list sizes are as follows:‐
As at 01.01.16 396,660
As at 01.04.16 397,648
As at 01.07.16 399,408
As at 01.10.16 400,632
As at 01.01.17 401,865

Additional Information
•

•

•

•

•

•

•

Annual Accounts Planning
Finance staff continue to prepare for year-end by attending relevant workshops and familiarising themselves with the Group
Manual for Accounts, especially those parts which are new or have been changed. The Audit Committee has been fully
briefed.
Month 9 mini year-end exercise
As reported last month, period 9 saw a mini year-end exercise taking place across the whole of Department of Health,
including a full Agreement of Balances process and a Governance Statement return. So far feedback has been very
positive and no material issues have been identified to date.
National Fraud Initiative
The CCG has taken part in this exercise, which runs across the Whole of Government and is designed to find duplicate
payments, which may or may not be fraudulent. The finance team is currently working through the results. There are no
identified issues so far.
Capital
In period 10, the CCG received allocation of £80k for Corporate IT. Also the three allocations for grants to WMDC in relation
to ICES were also received.
Better Value Group
The Better Value Group, along with their partners, have identified a variety of QIPP Schemes for 2017/18. Evaluation and
documentation of the schemes and development of a QIPP Tracker which will assess progress throughout the year, is being
led by Finance, working closely with the Contracting Team and Commissioners
CHC Rates and Dates
In January an exercise was conducted to provide additional assurance that the Continuing Healthcare Costs estimate are
robust. This involved staff from all disciplines across the organisation and the results are currently being analysed to
identify additional actions for improvement of the system as a whole.
MCP
A draft scope of services has been developed for the 2017/18 baseline contract value. The 2017/18 baseline has been used
to produce a draft forecast of contract values for the potential duration Work is underway to apply the correct growth, price
increase and efficiency assumptions.
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BCF
Wakefield Better Care Fund 2016‐17
WCCG
Direct
£'000

Full Year Plan
WMDC WMDC
S75
Direct
£'000
£'000

Total
£'000

Full Year Forecast
WCCG WMDC
Total
Lead
Lead
£'000
£'000
£'000

Full
Year
£'000

BCF Commissioning by scheme
Scheme 1 Proactive Care:
Scheme 2 Prevention & Self Care
Scheme 3 Community Solutions
Scheme 4 Mental Health
Scheme 5 ICES & Wheelchair Service
Scheme 6 Care Homes Vanguard
Scheme 7 MCP Vanguard

26,673
0
474
2,432
0
300
3,150

6,179
1,908
1,584
2,527
2,456
0
0

421
8,347
1,227
70
848
0
0

33,274
10,255
3,285
5,029
3,304
300
3,150

26,674
0
381
2,843
0
303
3,150

6,552
10,197
2,824
2,579
4,187
0
0

33,226
10,197
3,205
5,422
4,187
303
3,150

(48)
(58)
(80)
393
883
3
0

Total BCF Pool Expenditure by scheme

33,030

14,654

10,912

58,596

33,350

26,339

59,689

1,093

WCCG
Direct
£'000

Full Year Plan
WMDC WMDC
S75
Direct
£'000
£'000

Total
£'000

Full Year Forecast
WCCG WMDC
Total
Lead
Lead
£'000
£'000
£'000

Full
Year
£'000

BCF Commissioning by cost type
MYHT Community Nursing
Other MYHT Community
Mental Health (exc MH social care)
Self care, prevention, social care, DFG, other
ICES & Wheelchairs
Connecting Care commissioning
Social care funding transfer
Reablement services
Care Act Funding
Vanguards

9,776
16,881
2,447
474
0
0
0
3
0
3,450

0
0
0
0
2,456
1,069
7,806
2,375
948
0

0
0
0
9,080
848
0
(466)
1,450
0
0

9,776
16,881
2,447
9,554
3,304
1,069
7,340
3,828
948
3,450

9,776
16,881
2,860
381
0
0
0
(0)
0
3,453

0
0
0
9,002
4,187
1,065
7,334
3,803
948
0

9,776
16,881
2,860
9,383
4,187
1,065
7,334
3,803
948
3,453

0
0
413
(171)
883
(4)
(6)
(25)
0
3

Total BCF Pool Expenditure by type

33,030

14,654

10,912

58,596

33,350

26,339

59,689

1,093

There are two significant cost increases within the total £1,093k increased spend above the original plan.
Please see below detail of the mitigations against the cost increases
Scheme 4 / Mental Health expenditure is £0.4m above plan. This is mainly due to the CCG procuring increased IAPT services through Turning Point.
There is no funding issue as the £413k IAPT increase within the BCF is offset against reduced spend on MH service budgets outside the BCF.
ICES budget is now forecast at £0.9m higher than plan.
There is a mitigation to use £740k of additional capital funding to offset most of the forecast overspend.
However, a solution will need to be found to fund the £168k that has not been mitigated
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It is recommended that the Governing Body:
 Note the processes outlined and give approval to the proposals outlined there in.
 Delegate authority to the CCG Chair, Chief Officer and Audit Committee Chair to approve
and submit the final audited accounts, annual report and supplementary information by the
required deadlines.
Executive Summary:
The CCG is required to prepare and submit draft year end accounts by 26 April 2017 and final
accounts by 31 May 2017.
An accounts plan has been provided to and assured by the Audit Committee. The plan covers
all aspects of the production of the accounts, annual report and associated documentation in
line with Department of Health guidelines. This paper seeks to assure the Governing Body that
appropriate arrangements are in place and seeks delegated authority to transact the
necessary submissions overseen and assured by the Audit Committee.

Link to overarching
principles from the
strategic plan:

Citizen Participation and Engagement
Wider Primary Care at Scale including
Network development
A Modern Model of Integrated Care
Access to the Highest Quality Urgent and
Emergency Care
A Step Change in the Productivity of Elective
Care
Specialised Commissioning
Mental Health Service Transformation
Maternity, Children and Young People
Transformation

Organising ourselves to deliver for our
patients
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None

Risk Assessment:

Accounts matters were discussed in detail at the Audit
Committee on 9 February 2017, including the proposed
Greenbury Pension disclosures. In addition, estimates and
judgements were discussed including where critical judgements
or estimations are required.

Finance/ resource
implications:

None identified

Not applicable

Communications team
Governance team
HR department
Payroll department
On 9 February 2017, the Audit Committee received a paper
outlining the processes for delivering accounts from a CCG and
Audit perspective. This also covered the assurance level that
could be gained from the Finance Department and that the
accounts will be delivered in a robust, timely and accurate
manner.

NHS Wakefield Clinical Commissioning Group
Governing Body
14 March 2017
Process for sign off of final accounts for 2016/17

1

Introduction
The CCG is required to prepare and submit draft year end accounts by 26 April
2017 and final accounts by 31 May 2017.
An accounts plan has been provided to and assured by the Audit Committee. The
plan covers all aspects of the production of the accounts, annual report and
associated documentation in line with Department of Health guidelines. This
paper seeks to assure the Governing Body that appropriate arrangements are in
place and seeks delegated authority to transact the necessary submissions
overseen and assured by the Audit Committee.
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CCG Annual Reporting Guidance 2016-17
The key dates relating to the submission of draft and final accounts and annual
reports are provided below:
January 2017
 Early January: Pension data submitted to NHS Pension Agency - completed
 20th: Final date for Period 9 debtors and creditors Agreement of Balances
(AOB) – completed
February 2017
 7th: Final date for income/expenditures AOB - completed
 Week commencing 20th: Interim audit - completed
March 2017
 9 March: Submission of supplementary cash requests to NHSE or return of
cash to NHSE
 17th March: Draft Head of Audit opinion to be issued
 21st March: Submission of additional supplementary cash request to NHSE or
return of cash to NHSE
April 2017
 7th April: Final date for AOB
 13th April: Audit Committee
 26th April: Submission of draft accounts
 26th April: Final Head of Audit opinion to be issued
 Final audit to commence 27th April (estimated date)
May 2017
 4th May: Audit Committee (the “page turn” – detailed analysis of the
accounts)






25th May: Audit Committee (final review and sign-off)
19th – 23rd May: ledger open for audit adjustments
31st May (9 am) : Full draft accounts, ISFE consistency data collection
and statement, signed by the CE and CFO
31st May (Noon): Auditors to submit one original signed copy of the full
Annual Report & Accounts to NHS England

June 2017
 No later than 5 pm on 5th June: Publish Annual Report & Accounts in
full on the public website
September 2017
 Hold a public meeting at which the Annual Report & Accounts should be
presented, by no later than 30th September.
The Governing Body meeting on 9 May 2017 will receive a copy of the draft
accounts and draft Annual Report. Audit Committee meetings to review the draft
accounts and provide assurance to the development of the Annual Report and
final accounts are scheduled for 4 May and 25 May 2017.
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CCG Annual Reporting
DH group bodies are required to publish, as a single document, a three part
annual report and accounts (ARA):
1) The Performance Report, which must include:
 an overview
 performance analysis
2) The Accountability Report, which must include:
 Corporate Governance Report
 Remuneration and Staff Report
 a Parliamentary Accountability and Audit Report
3) The Financial Statements

The performance report
Overview:
 Chief Executive’s statement on their perspective of the performance of the
NHS body over the period
 A statement of the purpose and activities of the NHS body
 The key risks and issues that could affect the NHS body in delivering its
objectives
 An explanation of the adoption of the going concern basis where this might be
called into doubt
 A performance summary
 Performance analysis:
Information on how the NHS body measures performance
2

More detailed analysis and explanation of the development and
performance of the NHS body
The accountability report
Corporate governance report
Directors’ report or Members’ report
Statement of accounting/accountable officer’s responsibilities
Annual Governance statement
• Remuneration and staff report:
 Remuneration report
 Pay multiples
 Staff report
The financial statements
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Other supporting documentation
The guidance sets out the minimum content of the ARA. Beyond this however,
the CCG must take ownership of the document and ensure that additional
information is included where necessary to reflect the position of the CCG within
the community and give sufficient information to meet the requirements of public
accountability.
The Accountable Officer (The Chief Officer) will explain their responsibility for
preparing the financial statements in a statement that should be positioned after
the Annual Report and before the Governance Statement.
The ARA as a whole must be fair, balanced and understandable. The
Accountable Officer takes personal responsibility for it and the judgments
required for determining that it is fair, balanced and understandable.
The Accountable Officer shall sign and date the following within the ARA to
confirm adherence to the reporting framework:




Performance Report
Accountability Report, including the Corporate Governance
Report/Statement), the Remuneration and Staff Report
Statement of Financial Position

A model Statement of Accountable Officer’s Responsibilities must be used
unchanged by all clinical commissioning groups, other than the replacement of
items with clinical commissioning group specific information. The Statement of
Accountable Officer’s Responsibilities is a personal statement by the Accountable
Officer, and will be signed and dated by them.
It is expected that to provide assurance to NHS England and the Department of
Health that signed Financial Statements are accurately reflected in the data
drawn from ledger systems and supplementary data collection templates; clinical
commissioning group Chief Officers and Chief Financial Officers will be required
to sign and submit two consistency statements, as last year:
3





The first should confirm that the Integrated Single Financial Environment
(CCG ledger system) accurately reflects the data used to compile the
signed Financial Statements and is consistent with the signed Financial
Statements; and,
The second should confirm that the data contained in the supplementary
data collection templates is an accurate reflection of the data in the signed
Financial Statements.

The Chief Financial Officer also is required to sign to say that summary returns
are consistent with the CCG accounts.
These would be required at both draft and audited and signed submissions.
The supplementary data collection templates, pro forma consistency statements
and more detailed technical guidance are not currently available and will be
issued to clinical commissioning groups at a later date to be confirmed.
5

Assurance
The CCG is in regular contact with both external and internal auditors to ensure
that any matters arising are dealt with promptly. This open approach also ensures
that technical guidance can be shared and interpreted. The Audit Committee has
received papers on the accounts and audit processes including the proposed
Greenbury Pension disclosures. In addition, estimates and judgements were
discussed including where critical judgements or estimations are required.
An interim and a final Head of Internal Opinion are required to be submitted to
NHS England as last year.

6

Recommendation
The Governing Board is requested:



To note the processes outlined and give approval to the proposals outlined
there in.
Delegate authority to the CCG Chair, Chief Officer and Audit Committee Chair
to approve and submit the final audited accounts, annual report and
supplementary information by the required deadlines.

Eamonn May
Corporate Financial Accountant
07 March 2017
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It is recommended that Governing Body:
i

notes the Risk Register as of 17 February 2017.

Executive Summary:
The Risk Register was considered at the 16 February 2017 Integrated Governance Committee where it
was agreed that it be presented to the Governing Body.
The Integrated Governance Committee requested an increase in risk likelihood of three risks. These
are detailed below as Critical Risks with a subsequent score of 20.
Prior to this the Risk Register was subject to a review cycle. A review cycle consists of a review by the
Risk Owner, Senior Manager and Director.
Part of the review cycle for Senior Managers included checking that the guidelines had been followed.
The Senior Manager’s review also includes a requirement to identify and inform the Clinical Lead of
relevant risks. All Clinical Leads have access to the risk register.
During this review cycle (Quarter 4) 14 risks were identified for closure and 8 new risks were identified.
This includes risk 919 (building defects within White Rose House) which was both opened and closed
during the cycle.
Following the review of the risk register by the Integrated Governance Committee, the risk register was
archived.
As of 17 February there were 61 risks on the risk register as follows;
Critical Risks (scoring 25-20) – 3
Serious Risks (scoring 16-15) – 5
High Risks (scoring 12-8) – 21
Other risks (scoring 6 or below) – 32

The Critical Risks are as follows:
Risk 758 – scoring 20
There is a risk that Mid Yorkshire Hospitals will continue to fail to meet the requirement to treat or
discharge 95% of patients attending A&E within 4 hours. This would result in the CCG failing to deliver
on the NHS constitutional standard. This is due to overcrowding in A&E and patient flow through the
bed base, and there is a quality impact since patients will be waiting for a bed will remain in A&E for
longer than 4 hours. This may result in poor patient experience, poorer patient outcomes, impact on
YAS handover and turnaround times, reputational damage to the CCG and wider health and social
care system, with potential increase in costs.
Risk 685 – scoring 20
There is a risk that Mid Yorkshire Hospitals NHS Trust (MYHT) will continue to fail to meet the required
standard for Incomplete 18 week Referral to Treatment, which would result in the CCG failing to deliver
the NHS Constitutional standard. This risk is due to an increase in the number of RTT breaches, which
has led to a worsening of the RTT position, and potential that the local STF trajectory for RTT
improvement during 16/17 will not be met.
This is due to operational performance at MYHT resulting in a potential adverse impact on the quality
of care and patient experience, with a possible failure to meet key national standards during 2016/17.
The adverse effect of under-performance at Mid Yorkshire could have a financial impact on the CCG
as patients who are already on the system will be directed to other care providers, and there would
also be failure to achieve the Quality Premium.
Risk 426 – scoring 20
There is a risk that YAS will continue to not meet the red performance target (75% of red calls to be
responded to in 8 minutes) due to paramedic staff shortages, and increased levels of demand. This will
result in the CCG failing to deliver this NHS constitutional target, which results in poor patient
experience and potential increase risk of harm to patients. (In 16-17 YAS are undertaking the
Ambulance Response Programme (ARP) therefore performance has been monitored in line with the
ARP requirements - Red performance remains below 75% target).
The Serious Risks are as follows:
Risk 923 – scoring 16
There is a risk to the provision of GP medical services to patients at Maybush Medical Centre due to
current contractual anomalies. This is due to IMH Ltd coming onto the contract, but the paperwork
remaining un-actioned by PCSE and the additional anomalies surrounding IMH. This is further due to
the ambiguity regarding the practice CQC registration in light of the above. This may result in the
practice undertaking unregulated activity and operating illegally, putting patients at risk.
There is also significant risk that the current GPs will resign due to the situation. This will result in lack
of GP cover for the registered population.
Risk 922 – scoring 16
There is a risk of lack of GP cover at the GP practice at King Street Health Centre due to no
substantive GP being employed. This would result in compromised patient care and safety issues.
Those risks scoring 15 and above are outlined in full in appendix 1 to the report.
Risk 852 – scoring 16
There is a risk that the CCG overspends against agreed budget lines due to increased activity from
providers, unplanned cost pressures and timing of introduction of QIPP schemes resulting in the CCG's
financial position being at risk.
Risk 100 – scoring 16
There is a risk that the CCG fails to forecast its short term plan (1617) accurately due to changing
assumptions, changing funding landscape or changes to planning guidance and significant risk and
variability in the system, resulting in inappropriate commissioning decisions being made. The health
economy overall financial challenge is of material scale for health and social care partners which
2

requires health and social care transformation.
Risk 791 – scoring 15
There is a risk of continuation of seriously reduced access to local (and regional) Neurosciences
services.
This is due to unprecedented pressure from consultant departures from MYHT which left three of a
team of eight consultants in the Trust’s neurology department in June 2016. In addition, MYHT have
had specialist nurse vacancies across a range of neuroscience subspecialties. No replacement
substantive employment has happened as of yet and locum staffing remains sporadic.
This will result in local patients having no very limited access to specialist Parkinson's disease,
dizziness and balance & motor neurone disease services from MYHT in the short and medium term.
Risks to Stroke and TIA services are also noted as well as pressures on Geriatric services as a
consequence. Access to local general Neurology services will also be reduced. There has been a
knock-on effect on services in Leeds and Sheffield.
Appendix 1 shows all risks scoring 15 and above.
Other risks
Never Risks – Risks which have a potential consequence of 5 or catastrophic but a likelihood of 1.
There is one risk identified as follows:
Risk 289 - scoring 5
There is a risk that the health system in Wakefield will be unable to meet the level of demand due to a
large scale incident (eg natural disaster, terrorist attack, pandemic, etc). This will result in mass harm
to the population of Wakefield district.
The full risk register is available on request from the Governance Team and will be made available on
Skyline.
Statistics.
Appendix 2 provides an ‘at a glance’ description of the current risk register and movement of risks.
There are 61 live risks on the register. During the Quarter 4 risk review cycle, eight new risks were
identified and 14 were marked for closure.
For comparative purposes with the previous cycle, the scores excluding risks marked for closure are:
The total risk score is 499 (previously 594)
The mean average risk score is 8.18 (previously 9.04)
The proportion of critical/serious risk scores to the total risk is
27.86% or 139 (Previously 28.52% or 162)
Link to overarching
principles from the
strategic plan:

Outcome of Equality
Impact Assessment:

Citizen Participation and Engagement
Wider Primary Care at Scale including Network
development
A Modern Model of Integrated Care
Access to the Highest Quality Urgent and Emergency Care
A Step Change in the Productivity of Elective Care
Specialised Commissioning
Mental Health Service Transformation
Maternity, Children and Young People Transformation
Organising ourselves to deliver for our patients











The relevant equality impact assessment was carried out as part of the
Integrated Risk Management Framework.
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Outline public
engagement:

Not applicable.

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

None identified

Reference document(s) /
enclosures:

Attached to the report are the high level risks and the Risks
Dashboard.

Risk Assessment:

This is the risk assessment mechanism for NHS Wakefield CCG.

Finance/ resource
implications:

None identified.

All sections of NHS Wakefield CCG have been consulted regarding the
Risk Register.

Integrated Governance Committee on 16 February 2017.
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Appendix 1 - All risks scoring 15 and above
Risk Date
ID Created

758

685

02/11/2015

29/07/2015

Risk Risk
Rati Score
ng Compo
nents
20 (I5xL4)

20 (I5xL4)

Tar
get
Ris
k

Risk
Risk Owner Senior Final
Principal Risk
Score
Manage Reviewe
Comp
r
r
onents

8i (I4xL2)

4 (I4xL1)

Andrew
Singleton

Lorraine
Chapman

Natalie Tolson Lorraine
Chapman

Andrew
Pepper

Andrew
Pepper

Key Controls

Key Control Gaps

Assurance Controls

Positive Assurance

There is a risk that Mid Yorkshire Hospitals will
continue to fail to meet the requirement to
treat or discharge 95% of patients attending
A&E within 4 hours. This would result in the
CCG failing to deliver on the NHS
constitutional standard. This is due to
overcrowding in A&E and patient flow through
the bed base, and there is a quality impact
since patients will be waiting for a bed will
remain in A&E for longer than 4 hours. This
may result in poor patient experience, poorer
patient outcomes, impact on YAS handover
and turnaround times, reputational damage to
the CCG and wider health and social care
system, with potential increase in costs.

The following measures are in place;
‐ the MYHT urgent care improvement programme has been presented to CCGs, and IGC.
‐ MYHT have aligned performance improvement to the work‐streams associated with the
programme.
‐ Mid Yorkshire Safe Staffing policy supported by a recruitment programme and retention strategy.
‐ Patient safety walk about has been completed to review the impact of the pressure and mitigation
the emergency department has put in place to manage the increase risk of overcrowding from
delays in admission to base wards.
‐ In 2016 Operational Pressure Escalation Level (OPEL) framework was established and agreed
‐ Some of the key measures were introduced from 12 December 2016 ("reset") and whilst the
intention is to improve flow these changes are not expected to deliver immediate benefits.
‐ Introduction of initiatives linked to the West Yorkshire Accelerator Zone including Hospital Liaison
Officer, Primary Care Streaming and extended Ambulatory Emergency Care

Capacity plans/ bed position required
from MYHT by end of Q4
Capital investment from West
Yorkshire Accelerator Zone needs to
be deployed before the end of the
year.

The Mid Yorkshire A&E improvement group Meeting minutes and accompanying performance reports against the 95% A&E standard are
receives fortnightly updates on the key
available, which demonstrates that discussions are taking place to ensure actions
implemented to mitigate the negative impact.
controls in place to identify risks and
challenges to implementation and
improvement.

There is a risk that Mid Yorkshire Hospitals
NHS Trust (MYHT) will continue to fail to meet
the required standard for Incomplete 18 week
Referral to Treatment, which would result in
the CCG failing to deliver the NHS
Constitutional standard. This risk is due to an
increase in the number of RTT breaches, which
has led to a worsening of the RTT position,
and potential that the local STF trajectory for
RTT improvement during 16/17 will not be
met.

System wide assurance arrangements have been finalised.
The CCG and MYHT have developed an RTT resilience plan to improve waiting list numbers and
deliver robust and sustainable performance across 18 week pathways.
Capacity of both consultant led community services and alternative providers has been finalised,
along with the volume of patients on waiting lists that could transfer to them from MYHT.

‐ RightCare opportunity of Elective
Care to be accelerated through
Planned Care Improvement Board
‐ Deliverability of CCG QIPP
transformation schemes adopted
system‐wide e.g. outpatients, policies
via the Memorandum of
Understanding.

Assurance Gaps

None identified

Monthly monitoring of the standard at the
CCG is reported to Integrated Governance
Committee and frequently to Clinical
Cabinet.
Daily report of performance against the 95%
A&E standard.

1. Monthly RTT Tracker
2. Monthly Contract Management Group
meeting
3. Monthly Executive Contract Board and
Executive Quality Board
4. Detailed specialty level tracking report
routinely reviewed at Planned Care
Improvement Board

The controls in place allow for a high level of scrutiny on the impact of operational plans for
RTT performance improvement.
E‐consultation activity continues to grow and the established patient transfer process
continues in across three specialities.
For the first time in 2016/17 the October 2016 performance figures showed marginal
improvement against the constitutional target and this trend also evidenced in Novembers
performance.

Further work being undertaken by
MYHT to understand and mitigate the
risks to bring performance back in line.
On‐going monitoring has identified that
MYHT are currently failing their STF
trajectory for RTT improvement and will
not achieve the target at year end.

Actions overseen by the Planned Care
Improvement Board.

This is due to operational performance at
MYHT resulting in a potential adverse impact
on the quality of care and patient experience,
with a possible failure to meet key national
standards during 2016/17. The adverse effect
of under‐performance at Mid Yorkshire could
have a financial impact on the CCG as patients
who are already on the system will be directed
to other care providers, and there would also
be failure to achieve the Quality Premium.

426

09/07/2014

20 (I5xL4)

4 (I2xL2)

Andrew
Singleton

Lorraine
Chapman

Andrew
Pepper

There is a risk that YAS will continue to not
meet the red performance target (75% of red
calls to be responded to in 8 minutes) due to
paramedic staff shortages, and increased
levels of demand. This will result in the CCG
failing to deliver this NHS constitutional target,
which results in poor patient experience and
potential increase risk of harm to patients. (In
16‐17 YAS are undertaking the Ambulance
Response Programme (ARP) therefore
performance has been monitored in line with
the ARP requirements ‐ Red performance
remains below 75% target).

‐Commissioner investment into the 999 service for initiatives relating to workforce and staffing.
‐Phase 2.2 of the NHS England‐led Ambulance Response Programme was live from Thursday 20th
October 2016. It should improve the management of demand and allocation of a clinically‐
appropriate response and therefore deliver the right care, in the right place, at the right time.
‐Improving Hear and Treat rates by expanding the number of jobs in the clinical queue which in
turn reduces the demands on ambulance staff.
‐YAS liaise with local acute providers to discuss turnaround issues since this has a detrimental
impact on YAS resources available.
‐ Joint Strategic Commissioning Board established as key forum for YAS Y&H wide strategy.
‐ Routine Contract Management Boards in place to review performance, quality and finance.

Monitor contract levels for 2017/18 to
ensure demand is in line with
contracted capacity.
Address hospital handover delays
across Yorkshire.

‐ Contract management board are formally
monitoring performance and action plan
development
‐ Reporting through YAS board and
governance structures
‐ Reporting through CCG governance
structures (in Wakefield through IGC ‐
monthly)
‐ Monitoring and system resilience
considered through A&E improvement
boards

MYHT undertaken positive work to reduce ambulance hand over delays

Need to review proposed
enhancements to the Clinical Advice
and Assessment Service when the
business case is received at JSCB.

923

09/01/2017

16 (I4xL4)

4 (I4xL1)

Jess
Weatherill

Catherine Melanie
Wormston Brown
e

There is a risk to the provision of GP medical
services to patients at Maybush Medical
Centre due to current contractual anomalies.
This is due to IMH Ltd coming onto the
contract, but the paperwork remaining un‐
actioned by PCSE and the additional anomalies
surrounding IMH. This is further due to the
ambiguity regarding the practice CQC
registration in light of the above. This may
result in the practice undertaking unregulated
activity and operating illegally, putting
patients at risk.
There is also significant risk that the current
GPs will resign due to the situation. This will
result in lack of GP cover for the registered
population.

922

09/01/2017

16 (I4xL4)

4 (I4xL1)

Jess
Weatherill

Catherine Melanie
Wormston Brown
e

There is a risk of lack of GP cover at the GP
Monthly Contract meetings
practice at King Street Health Centre due to no Breach notices previously issued with action plans requested
substantive GP being employed. This would
result in compromised patient care and safety
issues.

852

30/06/2016

16 (I4xL4)

4 (I4xL1)

Liz Goodson

Karen
Parkin

There is a risk that the CCG overspends against
agreed budget lines due to increased activity
from providers, unplanned cost pressures and
timing of introduction of QIPP schemes
resulting in the CCG's financial position being
at risk.

Andrew
Pepper

CQC informed of the current situation.
Discussion in progress with PCSE to ascertain where contract documentation has progressed to
Legal advice being sought.
Potential suspension of WPPC contract until situation resolved.

‐ Budgets have been agreed and signed by budget holders. Contracts have been signed. New
budgetary control policy has been introduced which outlines budget holders roles and
responsibilities and also outlines the procedure for budget setting (training has also been provided)
‐ Earlier reporting of position for MYHT and main providers as soon as information is available.
Detailed analysis being undertaken internally.
‐ Regularly monthly reporting.
‐ Risks and mitigations discussed regularly at Executive Team on a weekly basis.
‐ Routine reporting through CCG governance
‐ Detailed senior budget meetings held in September 2016.
Net Risk highlighted to NHSE in M9 position

100

12/08/2013

16 (I4xL4)

4 (I2xL2)

Liz Goodson

Karen
Parkin

Andrew
Pepper

There is a risk that the CCG fails to forecast its
short term plan (1617) accurately due to
changing assumptions, changing funding
landscape or changes to planning guidance
and significant risk and variability in the
system, resulting in inappropriate
commissioning decisions being made. The
health economy overall financial challenge is
of material scale for health and social care
partners which requires health and social care
transformation.

To plan based on the current known assumptions, updated planning guidance and intelligence but
to note the key risks to the plan and the possible financial effects of those risks. To review the plan
on a regular basis. To link with NHS England in order to test the appropriateness of assumptions
and to network with CCGs/health system to ensure joint understanding of economic conditions.
To plan the STP (sustainability & transformation plan) to 20/21 based on known assumptions and
planning guidance. To work closely with partners across the Healthy Futures (West Yorkshire)
footprint. To engage in routine dialogue with regulators.
Budgetary control policy implemented for 16/17 planning and budget setting which has been
reviewed by internal audit and reviewed for future planning rounds.
1617 position being managed on a routine basis through ET discussion with a particular focus on
risks and mitigations for both programme costs and running costs.
Engagement with senior members of the organisation ‐ Governing Body development sessions; IGC
and ET through presentations delivered by the CFO.
Links to national decision makers via NHSCC
Monthly assessment of year end forecast position using all the information and intelligence
available each month including development of a new monthly finance report providing clarity and
better information on forecasting the year end position.
Exercise undertaken by PWC entitled 'Single Version of the Truth' (SVT) which presents a Wakefield
whole health and social care economy position on the 5 year challenge.
M9 position included unmitigated net risk which was discussed beforehand and submitted to NHSE

Lack of contact from PCSE to ascertain CQC informed of the situation and advice
sought
where contract documentation has
Legal advice sought
progressed to.
Unclear who the contract is being held
with
Unclear what the CQC registration
status is

None at present ‐ CQC and legal feedback awaited.

There is currently ambiguity on:
1. the registration status of the practice
and former GPs
2. the current work status of the GPs
remaining on the contract
3. who the contract is held with

No action plans or concrete evidence
or assurance received from LCD.

Contract monitoring meetings in place.

No evidence is being supplied by LCD.

Early identification of potential impact on financial position. Issues are reported to CCG main
commitees and groups, i.e Integrated Governance Committee, Better Value Group, Clinical
Cabinet and discussed regularly with Executive team.

Effectiveness review of the Better Value
Group to be receive further scrutiny.
Need to continue to improve and
strengthen processes including
harnessing clinical engagement and
enhanced tracking and management.

KPIs in place, contracting monitoring
meetings and regular discussions with LCD
to try and gain assurance on the level of GP
cover.

Executive Team discuss risks and position on
a monthly basis or more often if early
intelligence is received. Clinical Cabinet
receive briefings on key Better Value Group
actions.
Clinical Cabinet own QIPP overall and have
agreed a series of schemes to implement
regarding Planned Care. Integrated
Need to strengthen assurance offered Governance report provides routine
updates.
by EMBED regarding Business
The Planned Care Improvement Group and
Intelligence.
A&E Delivery Group are key delivery vehicles
for transformation schemes

At present there is no weekly
monitoring and information available
from MYHT (raised formally at ECB),
the QIPP schemes at MYHT are
implemented slower than planned and
are being escalated through Planned
Care governance.

Various iterations of STP long term
financial plan developed for discussion
at a West Yorkshire scale both in
terms of "do nothing" and "do
something" indicating a range of
potential solutions. Ongoing
iterations aligned to the planning
guidance. Local health economy
measures need to continue to be
developed. Resubmission expected.

16/17 plan submitted to NHS England 17th
May which received a level 1a assurance.
This means a low/medium risk

Draft financial risks and mitigations plan produced and reviewed on a routine basis.
Engagement with internal stakeholders.
Effectiveness review of Better Value Group undertaken and some recommendations. Best
practice on financial recovery review undertaken internally.

Long term planning papers / assumptions discussed at IGC and budget principles agreed at
Governing Body

Going concern assessment was approved by Audit Committee which formed part of the
16/17 financial plan agreed at GB and IGC in Annual Accounts Assurance.
March 2016
GB development sessions held in Autumn to explore 16/17 financial plan. Key strategic
Routine in‐year reporting to IGC and GB.
decisions taken about limiting Non Recurrent resource and growth.

NHSE oversight through the non ISFE
reporting process and overall assurance
Budgetary Control Policy to be further rating
reviewed and refined based on lessons
learnt from current budget round.
Monthly dialogue with NHSE local team at
month end to discuss position on risks.
MYHT legacy and transition costs
reliant on the release of the 1%
uncommitted resource ‐ discussions
held with regulators and local health
economy which continue to progress.

Memorandum of Understanding with
key partners to be finalised and signed
including any updated assessments of
the transformation plans agreed in the
contract.

16/17 plan submitted to NHS England 17th May which received a level 1a assurance. This
means a low/medium risk

Legacy and transition outcome still to
be finalised

Access to comparative resources such as the NHSE Dashboard.

Primary Care Financial assurance
mechanisms need to be embedded.

Significant Assurance report from Internal Audit on Budget Setting.
17/18 plan submitted to NHSE which meets business rules.
Contracts agreed within deadlines.
Revised governance for contract delivery and clear articulation of requirements presented.

Accessibilty of robust provider trading
reports through BI intelligence and
increased activity through providers in
year.

Awaiting formal assurance on the 17/18
plan from NHSE.
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11/03/2016

15 (I3xL5)

9 (I3xL3)

Nyasha
Mareya

Tracy
Morton

Pat Keane

There is a risk of continuation of seriously
reduced access to local (and regional)
Neurosciences services.
This is due to unprecedented pressure from
consultant departures from MYHT which left
three of a team of eight consultants in the
Trust’s neurology department in June 2016. In
addition, MYHT have had specialist nurse
vacancies across a range of neuroscience
subspecialties. No replacement substantive
employment has happened as of yet and
locum staffing remains sporadic.
This will result in local patients having no very
limited access to specialist Parkinson's disease,
dizziness and balance & motor neurone
disease services from MYHT in the short and
medium term. Risks to Stroke and TIA services
are also noted as well as pressures on Geriatric
services as a consequence. Access to local
general Neurology services will also be
reduced. There has been a knock‐on effect on
services in Leeds and Sheffield.

1. Weekly MYHT/CCG meetings
2. Dialogue between LTHT & MYHT
3. Dialogue between Leeds and MY CCGs
4. the wider stakeholder engagement has also been initiated
5. The Trust have confirmed that the department of Neurosciences is their highest are concern
currently with the senior clinical and managerial leadership fully aware of the related issues and
maintaining close monitoring of progress.

A clear medium ‐ long term strategy
for neurosciences in the Mid‐Yorkshire
patch as well as the West Yorkshire/
Yorkshire & Humber region.

Wakefield CCG Executive Team (ET),
Executive Contract Board,
Executive Quality Board,
Clinical Cabinet &
Contract Management Group
will all be kept up to date.

The current waiting time performance for neurology is below target.

Waiting times are expected to worsen in
the immediate and short term.

March 2017 prior to 2017 18
cycles

Appendix 2: CCG Risk Dashboard
for Governing Body 14 March 2017

Total number of open risks
Number of open risks with a static score for more than 4 previous
cycles

61
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Report Author and Job Esther Ashman, Head of Strategic Planning
Title:
Andrew Pepper, Chief Finance Officer
Responsible Clinical
Dr Phil Earnshaw, Clinical Chair Wakefield CCG
Lead:
Responsible
Pat Keane, Director of Strategy and Organisational Design
Governing Board
Executive Lead:
Recommendation (s):
Governing Body Members are asked to;
 Note, comment on and approve the draft operational plan for 2017/18 – 2-18/19;
and
 Note, comment on and approve the activity and finance operational plan detail in
the accompanying presentation.
 Note, comment and approve the financial sustainability report.
Executive Summary:
The CCG is required to produce a two year operational plan for 2017/18 – 2018/19, which
represents the delivery of years 2 and 3 of the Wakefield Health and Wellbeing Plan. The
narrative setting out the plan is directly linked to the five year plan and its priorities and is
attached for comment and approval.
An accompanying presentation will be provided in the meeting to set out the detail of the
supporting activity and finance and how this fits with the key priorities within the plan.
An accompanying report sets out the CCGs financial planning assumptions, risks and
opportunities for 2017/18 and 2018/19 in the context of the revised planning guidance
including the developments in Wakefield Place and West Yorkshire Place.
Link to overarching
principles from the
strategic plan:

Citizen Participation and Engagement
Wider Primary Care at Scale including
Network development
A Modern Model of Integrated Care
Access to the Highest Quality Urgent and
Emergency Care
A Step Change in the Productivity of Elective
Care
Specialised Commissioning








Mental Health Service Transformation
Maternity, Children and Young People
Transformation
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:





An integrated impact assessment is being undertaken alongside
the development of the plan.

Public engagement has taken place through the Commissioning
Maze events in 2015/16 alongside presentations and
discussions held at patient reference group meetings and patient
involvement and public engagement consultation group.
Clinical Engagement has been on an individual basis and at
clinical Cabinet.
Stakeholder consultation has been undertaken across the health
and social care sector and beyond via individual meetings and
through boards and committees.

Management of Conflicts
of Interest:

None known

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

All departments within the CCG have been consulted throughout
the development of the plan.

Reference document(s) /
enclosures:

Delivering the Forward View: NHS Planning Guidance 2016/17 –
2020/21

Presented as part of the Wakefield Health and Wellbeing Plan in
January 2017.

https://www.england.nhs.uk/wpcontent/uploads/2015/12/planning-guid-16-17-20-21.pdf

Risk Assessment:
Finance/ resource
implications:

NHS Operating, Planning and Contracting Guidance 2017/182018/19
https://www.england.nhs.uk/ourwork/futurenhs/deliver-forwardview/
The risk register is continually reassessed to account for new
planning guidance.
Not applicable

Operational Plan 2017/18 – 2018/19
Years 2 and 3 of Wakefield Health
and Wellbeing Plan Delivery

Draft

Wakefield District Health and Social Care
Wakefield District
40 Practices;
366,060 registered population;
333,000 resident population;
3 Integrated hubs;
coterminous boundaries
with the LA

There are 76,388 children and young
people aged 0‐19 living in Wakefield ‐
23.2% of the total population. There are
c488 children and young people in care.

As of January 2015 there were
50 registered Care Homes within
the Wakefield District which
cater for people aged 65 and
over. A further 17 Care Homes
support individuals under the
age of 65 with physical
disabilities, LD and mental health
issues. This provides 2435 active
beds.

Police officers:
481
Police staff: 181
PCSOs: 59
Special
constables: 128
Police
Volunteers: 9

2 hospices
1500 Voluntary and Community Sector
organisations

154 operational firefighters plus retained
firefighters carrying out preventative
home visits

43 Domiciliary
care providers
Multi agency safeguarding hub with X police
and health staff working together to
safeguard the district

2

Layers of Transformation
In Wakefield there are four different layers on which we carry out our planning and we are clear about the layers on which we commission and
transform services and where it is most appropriate to do so. It is acknowledged that most transformation will happen at a local level however,
there will be priorities which are better commissioned and transformed on a larger footprint. Whilst distinct priorities have been identified for
each of the transformation layers, it is also important to understand the golden thread which runs through all layers (for example with cancer
services) and the alignment across all the local plans in West Yorkshire.

Y&H Place, YAS,
Specialised
Commissioning

Some elements of transformation can only take place on much larger footprints and need to
be on a wider Yorkshire and Humber level. In particular Yorkshire Ambulance Services (of
which NHS Wakefield CCG are the contract lead) and some elements of specialised
commissioning.

West Yorkshire Place,
Healthy Futures
programme and links to
Working Together
programme

The Healthy Futures Commissioning Collaborative has identified Urgent and Emergency
Care, Mental Health, Cancer, Specialised Commissioning, Workforce and Prevention at Scale
as the key priorities for the West Yorkshire STP. There is a ‘golden thread’ through all layers
of planning which identifies the interdependencies of delivery within local plans and at scale
via the Healthy Futures STP.

Mid Yorkshire Place, Planned care
transformation, clinical threshold
management, system leadership,
interdependencies with primary care

Meeting the Challenge continues to be a focus in 17/18 with the hospital reconfiguration
and system redesign programme being in year three of implementation A MYHT System
Oversight and Assurance Framework across Wakefield, North Kirklees and Mid Yorkshire
Hospital Trust provides the foundations upon which planned care transformation and clinical
threshold management programmes will be delivered. Across the Mid Yorkshire footprint
the interdependencies with primary care are critical to ensure success.

Wakefield Place, Addressing local health need,
integration (joint commissioning and planning),
primary care (primary care networks and
commissioning hubs), prevention, vanguards, primary
care variation.

Commissioning and transformation plans are centred on the ‘Wakefield place’ based on the
Joint Strategic Needs Assessment and taking in to account national drivers within the Five
Year Forward View. There are three priorities in this layer: Integration, Primary Care
variation and Prevention. The development of New Models of Care through developing an
Accountable Care system will be a key priority in 17/18 and 18/19

3

Local Governance – Delivering the Wakefield
Health and Wellbeing Plan
Wakefield Health and Wellbeing Board
Overseeing six workstreams of the plan each led by a Health and Wellbeing Board
Member
Radical 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

Supported by task and finish groups, and existing groups including:
Connecting Care Executive
Connecting Care Joint Health and Social Care Partnership
Joint Transformation Programmes across Children’s and Adults
MYHT System Oversight and Assurance Executive
A&E Improvement Group
Planned Care Improvement Group
In addition links to Children and Young People’s Partnership and Wakefield
Safeguarding Boards
4

Wakefield as part of the West Yorkshire and Harrogate STP

This approach brings together
local and collaborative West
Yorkshire plans to deliver the
required cumulative impact at a
population level to meet our
gaps.
Our local plans retain primacy.
Much of the transformation will be
delivered at local level.
Particularly, wellness,
prevention and primary &
community services

Nine priority workstreams, each
with a local lead on the
programme group:
– Urgent & Emergency
Care
– Specialised
Commissioning
– Mental Health
– Prevention
– Stroke
– Cancer
– Primary & Community
Care
Supported by enabling workstreams: digital, workforce,
– Acute Sustainability
leadership & OD, communications & engagement, best
practice and strategic commissioning
– Standardisation and
Variation

5

Wakefield Health and Social Care delivering with Providers
through the West Yorkshire and Harrogate STP
West Yorkshire Association of Acute Trusts Collaborative Forum (WYAAT)
The purpose of the collaborative programme of clinical and non‐clinical workstreams is to reduce variation and deliver sustainable services to a standardised model which is efficient and
of high quality. In developing this programme the Parties will be designing services over a wider NHS footprint (West Yorkshire and Harrogate District), thinking of different models of
care and making collective efficiencies where the potential exists.
The WYAAT Programme Approach
The Key Principles and five key steps to developing the WYAAT Collaborative
Programme approach are:
1.

2.

3.

4.

5.

The high level programme structure linked to the West Yorkshire and
Harrogate STP and WYAAT Committee in Common

Developing ‘Centres of excellence’ approach to higher acuity specialties
e.g. hyper‐acute stroke, neurology, cancer, vascular, ENT, max fax,
eliminating avoidable cost of duplication and driving standardisation
Developing West Yorkshire and Harrogate standardised operating
procedures and pathways across services, building on current best practice
and using Getting it Right First Time (GIRFT) to drive out variations in
quality as well as operational efficiency and facilitating safer free
movement of bank staff across providers.

WYAAT
Committee in Common

Delivering economies of scale in back office and support functions e.g.
procurement, pathology services, Estates & Facilities Management other
infrastructure e.g. IT. the default position being consolidation.

Harrogate STP

Boards

WYAAT
Programme Executive

Collaborating to develop clinical networks and creating alliances as a
vehicle (e.g. hyper acute stroke, cancer etc.) which will protect local access
for patients whilst consolidating skills (and therefore resilience) and
reducing operational cost of duplicated facilities. Using GIRFT, outcome
variation data and WYAAT work on sustainable services to identify the
case for change for specific services, the model being based on the ‘chain’
concept.
Developing workforce planning at scale to secure the pipeline of fit for
purpose staff and improved productivity, managing workforce risk at
system level and supporting free movement of bank and agency staff
under single shared Bank arrangements with the aim of reducing spend on
agency and reduce the administration costs of the flexible workforce.

West Yorkshire &

Individual Trust

WYAAT PMO

Leadership Group

Wakefield Health
and Wellbeing
Board

Clinical Workstream

Clinical Support Workstream

CEO & MD Sponsor

CEO & MD Sponsor

Corporate Services
Workstream
CEO & Exec Sponsor

6

Principles by which we will deliver through
operational plans
Person Centred Approach
Commitment to increasing digital literacy
Brave challenging ownership culture
Commitment to a ‘prevention comes first’ approach to finance
Bringing communities with us
Acknowledge the political element to our conversations
Embed what we know already works

7

Working in Partnership
Reducing the Health and Wellbeing, Care and Quality and Finance and Efficiency gaps and as a result, our vision and outcomes will need us to work
together across not just the health and social care sector but across the public and private sector in Wakefield. Over the next two years we will work
closely with our partners in order to deliver what we have set out to achieve.

Public
Through the Health and Wellbeing Board and existing programmes of work such as Connecting Care our integration programme, we have over the years
developed strong mature relationships across our public sector, particularly in terms of health and social care. Over recent years however, this has
extended beyond traditional health boundaries through understanding the role that other public sector organisations can bring in tackling some of the
wider determinants of health. We know have strong relationships with Wakefield and District Housing in both integrated care and mental health and
also West Yorkshire Police in developing street triage for the district. We are also exploring new links to how we can work with other organisations such
as Fire and Rescue to deliver sustainability and transformation in our district.

Voluntary and Community Sector
We have a long history in Wakefield of working with our local Voluntary and Community Sector and they are a strong strategic and operational partner
across our health and social care sector who:
•
Works with and is part of communities with the greatest health inequalities creating trust, reach, culturally sensitive services, intelligence about
gaps, people engagement;
•
Works with people in an asset‐based, person centred way, designed to empower and support people to recovery, to self‐ management, to staying
in the community;
•
Provides interventions that holistically address and understand the wider determinants of health and wellbeing, employment, housing, debt,
education;
•
Operates in a flexible way, both to meet the person’s needs but in addition able to organise flexibly to address unmet needs;
•
Delivers evidence‐based cost effective health and care interventions.

Private Sector
We recognise that the private sector has a key role to play in our Health and Wellbeing Plan, particularly in terms of the prevention agenda. As a district
situated in an area of significant logistical importance, Wakefield has the fastest growing economy in the Leeds City Region and has a flexible workforce
with 2.7m people living within 20 miles of the city. This brings the opportunity for us to work more closely with our local businesses through ‘Wakefield
First’ to encourage their workforces to self care, have healthier lifestyles and to access healthcare in the appropriate way at the appropriate time.
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Wakefield Challenges to Outcomes – Reducing
the Three Gaps
Radical reduction in
hospital admissions
where appropriate
leading to reinvesting in
prevention
A shift towards
allocation of resources
based upon primary
and secondary
prevention and social
determinants of ill
health

New Accountable Care
Systems to deliver new
models of care

5 Year
Outcomes
Collective prevention
resource across the
health and social care
sector and wider social
determinant partners

A strong ambitious co‐
owned strategy for
ensuring safe and
healthy futures for
children

Expanded Health and
Wellbeing Board
membership to
represent wider
determinants
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Wakefield Health and Wellbeing Plan outcomes
2020/21
Radical reduction
in hospital
admissions where
appropriate
leading to
reinvesting in
prevention

Building on the current integrated care models and learning from vanguards to design services to reduce
hospital admissions where appropriate further and faster. Exploring using some of the savings where
possible to reinvest directly in more preventative workstreams.

New Accountable
Care Systems to
deliver new
models of care

Building on Connecting Care, designing a new accountable care system through removing traditional
organisational boundaries. It will need to be primary care and community focussed, caring for the whole
person seamlessly

Collective
prevention
resource across the
health and social
care sector and
wider social
determinant
partners

This allows us to move away from a traditional approach of prevention being the responsibility of Public
Health to it being the responsibility of everyone. Working towards collective resources across the health
and social care system and businesses beginning to take accountability for the health and wellbeing of
their workforce.
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Wakefield Health and Wellbeing Plan outcomes
2020/21
Expanded Health
and Wellbeing
Board membership
to represent wider
determinants

Expanding the membership of the strategic leadership of the Health and Wellbeing Board to include
organisations outside of traditional health and social care sector. This will lead to work programmes also
focussing on things which contribute to health and wellbeing such as skills, safety and poverty amongst
others.

A strong ambitious
co‐owned strategy
for ensuring safe
and healthy
futures for children

To have a strategy across all partners which has a true preventative approach to ensuring safe and healthy
futures for children. This will include how we tackle issues such as:
•
Child Poverty
•
Skills for life
•
Parenting Skills
•
Worklessness
•
Safeguarding
•
Prevention
•
Self Harm

A shift towards
allocation of
resources based
upon primary and
secondary
prevention and
social
determinants of ill
health

Through achieving the previous outcomes as a system we should begin to see a shift towards allocation of
resources in different areas where appropriate, moving from a high percentage of costs in unplanned
hospital admissions to more investment in prevention and wider determinants of health.
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Impacting on the Three Gaps in 2017-2019
Theme

17/18

18/19

Smoking:

21%

20.5%

Development of Employer Health and Wellbeing
workplace wellbeing charter encompassing smoking
cessation. Smoking alliance to deliver smokefree play
parks.

What we will do to achieve these targets:

Measures:
‐ Percentage of adults (16+) who are smokers
‐ Reduction in the percentage of lung cancer

•
•
•
•
•
•
•
•
•
•
•
•

We will continue to invest in stop smoking services through our local Public Health commissioning.
We will continue to work with the West Yorkshire and Harrogate Tobacco Delivery Meeting Group.
We will work collaboratively across the system to encourage secondary care and mental health systems to complete a NICE PH48
self assessment.
We will work towards the completion of CLeaR tobacco control peer assessment and develop an action plan from the results.
We will continue to work to develop the Oral Health promotion scheme to encourage referral to stop smoking services.
Development of joint working between Specialist smoking cessation services with Wakefield District Colleges and between
Wakefield Libraries and secondary school curriculum.
We will continue to work with Trading Standards to work jointly on tackling illicit tobacco.
All partners across the system to pledge to make their organisations smoke free workplaces.
The Local Authority will seek to deliver smoke free play parks across the district.
Using the ‘Making Every Contact Count’ approach in primary care to ensure all primary care workforce are supporting patients to
quit.
Locating a stop smoking service in to Pinderfields Hospital.
Working with West Yorkshire Fire and Rescue to develop referrals in to stop smoking pathways.

Theme

17/18

18/19

Obesity:

68%

67%

Development of a shared self care narrative.
Working with employers across the private sector on
healthy lifestyles.
Tier 1‐4 care pathway for managing obesity

What we will do to achieve these targets:

Measures:
‐
‐

Percentage of adults (16+) with a self‐reported BMI
or 25 or higher
Reduction in the number of patients newly
diagnosed with diabetes.

•
•

•

•
•

Taking a prevention first approach to obesity, looking to reinvest resources from tier 4 bariatric services to preventative weight
management services.
Healthy Futures Collaborative Forum members have agreed to develop an options appraisal to potentially reduce activity for
Bariatric Surgery across West Yorkshire and Harrogate during 2017/18 and beyond. A number of workshops have already been
held as part of this work.
As successful applicants to the National Diabetes Prevention Programme (NDPP), participants with a BMI over 30 will be eligible
for Wakefield Weight Management Service; a structured programme of nutrition, behaviour change and physical activity. There
are several suppliers of these services and participants can choose what is right for them. Capacity is 3500 people per annum.
For inactive NDPP participants, there is the Exercise on Referral Service. This gives a choice of activities with qualified staff.
Current capacity is 1000 people per annum. Both structured interventions are well utilised and any significant increase in
demand would require extra resource. Participants will be able to access mainstream services, self‐guided and self‐funded, such
as leisure centres, parks, slimming clubs and culture based services at any point. There is a huge capacity within these services
and access is open to all.
Increasing the proportion of people meeting recommended 5‐a‐day requirements for fruit and vegetables at aged 15 and as
adults as outlined in the PHOF and PHE 2016 plan
Increasing the prevalence of physically active adults and reducing the prevalence of physically inactive adults as per the National
Physical Activity Strategy (Everybody Active, Everyday)
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Impacting on the Three Gaps in 2017-2019
Theme

17/18

18/19

Cardiology:

47 per 100,000

44.5 per 100,000

A shift to early detection and identification of long term
conditions, through a skilled primary care workforce

What we will do to achieve these targets:

Measures:

•
•
•
•

‐ Directly standardised rate of deaths from coronary
heart disease of people aged under 75, per 100,000
population (3 years pooled data)

•
•

Taking a prevention first approach to obesity.
We will develop an action plan to review cardiology pathways and to link to other key pathways such as stroke.
We will continue to drive forward e‐consultation for cardiology.
Wakefield CCG will continue to analyse and triangulate national and local information to ensure increasingly clarified local
needs.
Wakefield CCG will continue to enhance clinical appraisal of information to ensure that agreed local priorities meet the identified
local needs.
The CCG will ensure that governance arrangements and resources remain aligned to ensure continuing delivery of
improvements.

Theme

17/18

18/19

Respiratory:

21 per 100,000

20.3 per 100,000

Work with primary and secondary care to implement
National recommendations of care for both Asthma and
COPD

What we will do to achieve these targets:

Measures:
‐

Directly standardised rate of deaths from COPD of
people aged under 75, per 100,000 population (3
years pooled data)

Introduction of the following changes to pathways:
Diagnosis
• Addition of Asthma COPD Overlap Syndrome (ACOS)
• Patients with features of asthma receive adequate controller therapy including inhaled corticosteroids, but not long‐acting
bronchodilators alone (as monotherapy), and
• Patients with COPD receive appropriate symptomatic treatment with bronchodilators or combination therapy, but not inhaled
corticosteroids alone (as monotherapy)
• Clarification of referral criteria‐ includes recommendation to refer to Consult Specialist opinion on diagnosis of ACOS
Stable management
• Removal of routine use of rescue pack
• GOLD Chart replaces algorithm in order to address increasing inappropriate use of triple therapy and to promote use of non‐
pharmacological interventions e.g. stop smoking/ flue pneumonia and Pulmonary Rehabilitation
Acute management
• Importance of post exacerbation review
• Removal of routine use of rescue pack
• Guidance on sputum sample if patient fails to respond to Amoxicillin
• Prednisolone changed to 40mg/day for 5 days (From 30mg for 7‐14 days)
Oxygen
• Simplification of flow chart
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Impacting on the Three Gaps in 2017-2019
Theme

17/18

18/19

Frail Elderly:

2089

2055

Embed the Wakefield District Prevention Principles
across older peoples services

What we will do to achieve these targets:

Measures:
‐ A reduction in the rate of injuries from falls in people
aged 65 and over per 100,000 population

We aim to reduce our falls through our integrated Connecting Care workforce. This involves using an approach of four key
components with a cross cutting theme of workforce which have been used to develop an action plan of:
1. Programme Integration aligning with, adopting and engaging with current
initiatives promoting resilience
2. Presentation programme and materials development
3. Workforce Development opportunities ‐ Joint Inductions
4. Access to training and development materials and sessions (Tool Kit)
5. Maximising involvement of Clinical Lead for Frailty
6. Developing District‐wide ‘Frailty Champions’ in partner Organisations
7. Encouraging and developing the volunteer resources
8. Supporting responsive communities
9. Longitudinal study to evidence Quality of Life measures – including a
baseline derived through a District‐wide eFI report

Theme

17/18

18/19

Mental Health:

50%

50%

Jointly with the Local Authority we will review pathways
and seek to identify innovative ways of working
together. We have a joint aim with the Local Authority
to reduce the stigma of mental health and improve
population wellbeing.

Measures:
‐ An achievement of the 50% Improving Access to

What we will do to achieve these targets:
•
•
•
•
•

Undertaking a local evaluation to understand the impact of the last five years and to learn from that.
We will monitor progress against the SWYPFT Development Plan.
We will undertake gap analysis to understand workforce requirements to achieve access standards.
Extended access of 16.2% per annum built into the new contract, alongside a requirement to work closely with the acute trust
(re long term conditions) and psychiatric liaison.
We will establish robust referral pathways (and associated monitoring) from acute trust for people with long term conditions
and medically unexplained symptoms.

Psychological Therapies (IAPT)recovery rate and access
standards for early Intervention Psychosis service and
IAPT
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Impacting on the Three Gaps in 2017-2019
Theme

17/18

18/19

Developing a New Care Model in
Wakefield – Multi Speciality Community
Provider

Increased integration and managing condition / disease
pathways

Migration of services into the MCP and increasing ability
to accept risk

What we will do to achieve these targets:
•
•
•
•
•
•
•
•
•
•
•
•
•

Our Connecting Care hubs model will be further refined and will see the launch in April 2017 of a single assessment process
which will be adopted through the MDT across all partners and the Hubs will develop e‐referral from GPs to the MDT.
We will launch a Wellbeing Service which will include a District‐wide Social Prescribing model which will be available across the
whole District from April 2017.
Re‐designing how Primary Care Mental Health services, secondary care Mental Health services and the Connecting Care Hubs
can work in a more integrated model.
Increased access to Pharmacy – District‐wide roll out for practices in adapting a pharmacist in general practice model
Increased access to Physio first through a District‐wide Hub model – to encourage patients with a first episode of acute /minor
injury who utilise self‐care approaches, to avoid a more costly /unnecessary referral to physio or MSK services.
Integrating both the current re‐ablement and intermediate care models into a new model of enablement services for our
community.
Expanded rollout of the model of care being tested through the Care Home Vanguard and adoption of the One GP ‐ One Care
Home approach.
Wakefield will deliver access to 7 day services for General Practice through delivery of a unified offer of 24/7 extended hours to
primary care.
Improved Access to Healthchecks through a Districtwide targeted model.
Re‐designing the current Integrated Community Equipment Service which is a key enabler for early supported discharge.
Integrated nursing teams ‐ bringing primary care and community care nursing teams together to move beyond the current
adult community services specification to develop an integrated nursing service for our District.
Pathway re‐design ‐ reviewing one pathway of care that requires integration across social care/community services/primary
care.
Improved access to routine and Out of Hours Primary Care through a consistent quality clinical triage service

Theme

17/18

Integration of Wakefield support services

Virtual shared management team

18/19
‐

What we will do to achieve these targets
•
•
•
•
•

Continue to explore opportunities through the Wakefield Local Services Board to integrate/share support services.
Further develop the Local Estates Strategy and the Local Estates Forum to identify opportunities for utilising public estate in
Wakefield to improve outcomes for patients.
As part of the above work to hold a workshop in 2017 across the health and social care sector to set a clear vision and plan for
estates, linking to the Leeds City Region One Public Estate work.
Joint management team meetings with the Local Authority will commence in 2017, enabling opportunities to be identified in
integrating support services.
Development of the new care model in Wakefield will lead to the identification of opportunities for more integration of
Wakefield support services in 2017/18.
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What we will do in 2017/18 – 2018/19
•
•
•
•
•
•
•
•

Develop and implement a strategy to ensure Wakefield children and young people are healthy and achieve their potential
Utilising ‘Making Every Contact Counts’ to work with young people to reduce the health harms associated with alcohol.
Develop an action plan to address the recommendations in the national maternity review owned by all partners of the Health and Wellbeing Board
We will address the review of the regional recommendations on still birth & bereavement & develop a plan for any remedial action required
We will continue to drive the choice agenda. We have published a Local Offer which sets out our plans for expansion of Personal Health Budgets to mental health, Learning disabilities
and Special Educational Needs and Disability (SEND) in the first instance.
We will develop pathways for transition to adult services which ensure that young people are prepared for adult life.
We will maintain a focus on children through our Children and Young Peoples IAPT programme and the Future in Mind programme., enhancing dedicated crisis, intensive support and
liaison service for children, young people and their families.
We will baseline the new Children and Young People Eating Disorder access and waiting time standard and subsequently commission community eating disorder teams so that 95% of
children and young people receive treatment within four weeks of referral for routine cases; and one week for urgent cases. The service is currently commissioned as part of Future in
Mind on a Transforming Care footprint. The previous offer in Wakefield is through the CAMHS service which provides an eating disorder pathway (cases which receive a diagnosis of
anorexia and bulimia). In addition CAMHS also provided services for those young people who do not meet criteria for diagnosis but present with difficulties with eating, which are
supported through the core and specialist interventions. The five CCG’s have worked collaboratively with the provider to explore the current provision stated. The regional group have
focused on producing an outcome based model, and we have worked collaboratively with our provider to explore the current provision and how to effectively implement the service.

Activity 2017‐2019
The impact of transformation work will improve access to services and outcomes for children. A performance management report has been developed to record progress.
The provider is now reporting on waiting times and access against the national standard.
•

•
•
•
•

We will commission more high‐quality mental health services for children and young people, so that at least 32% of children with a diagnosable condition are able to access evidence‐
based services by April 2019, including all areas being part of Children and Young People Improving Access to Psychological Therapies (CYP IAPT) by 2018. Wakefield will focus on the
introduction of the CYPIAPT programme locally. Wakefield has been successful in joining the North West Collaborative in wave five of the programme. Staff members were identified to
undertake the training and this included a member of the Youth Offending Team to ensure as wider representation as possible. The intention is to rollout and embed the principles of
evidence based practice from the CYPIAPT programme across the whole system. The rollout of the CYPIAPT programme will support and improve local data collection. We have also
been successful in securing attendance of two third sector organisations on the Enhanced Evidence Based Practice (EEBP) Programme, with a view to support them in accessing the full
CYPIAPT course.
Increased access: Through the Future in Mind Transformation programme we have developed a Local Transformation plan to support children and young people access early support for
emotional health and wellbeing and timely referrals in to mental health services
Urgent & Emergency care for CYP: CAMHS OOA Crisis response already commissioned as part of block contract.
Local model of delivery for ASD/ADHD is community paediatric led, CAMHS provide psychological input into this process. This model is specific to the area and part of a wider
programme of local transformation ‐ this needs to retain a Wakefield focus.
CAMHS Tier 4 WY&H project – to determine access and admission processes to T4 in‐patient beds.

Activity 2017‐2019
The impact of transformation work will improve access to services and outcomes for children. A performance management report has been developed to record progress.
•

We will work with SWYPFT to develop specialist community perinatal mental health service, supporting the whole family, which will have a direct and positive impact on the life and
development of their baby.
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What we will do in 2017/18 – 2018/19
Maternity Better Births
‘Better Births’ is a national initiative which aims to improve safety and quality of maternity care over the next 5 years. The recommendations are in response to the Morcombe Bay Inquest. The
‘Better Births’ recommendations were published in August 2016. Work has already begun to implement the aims within the national initiative at a local level. It has already been identified that
to ensure economies of scale some elements will require work at a regional level. Implementation will require input from providers, commissioners and NHS England. Nationally,
implementation is mandated to take place over a ‘locally defined maternity area’ (locally defined footprint). Discussions are taking place to define what this footprint will be, however it is likely
to be across West Yorkshire to ensure the specialist centre in Leeds is considered in any future models or improvements. This work is being led regionally through the Maternity Clinical
Network Transformation Group.
Over a Mid Yorkshire Footprint, the MYHT Maternity Partnership Group have initiated an initial report to assess compliance against the recommendations in ‘Better Births’ to gain an
understanding of how far away we are locally from delivering the defined outcomes which have been highlighted nationally. The initial report has identified areas for development locally.
Work to progress this is in the initial stages.Some work has already been undertaken in advance of the ‘Better Births’ recommendations being published. Through Meeting the Challenge, MYHT
have already developed a Midwife led Unit at Dewsbury District Hospital, which offers greater choice for women.Local implementation of the ‘Better Births’ recommendations is being
considered to be considered in context of the following:
Tariff Changes
• ‘Better Births’ clearly articulates that providers should be appropriately reimbursed for the work they are undertaking. The maternity tariff is out to consultation at present and further
changes are expected as a result of ‘Better Births’ transformation.
Increasing Acuity of Women Accessing Maternity Services
• It is recognised nationally that the acuity of women who are entering maternity services is increasing due to the following factors:
•
High and low BMI
•
Smoking
• This means that a greater proportion of women will be on a consultant led pathway and have high risk pregnancies
Coding Issues
• Coding issues have been cited in some areas, further work is required to understand this further.
• Local and regional implementation plans are in development.
• We will take action to reduce the number of still births & neonatal mortalities
• We will continue with the work plan to reduce the number of pregnant women smoking at time of delivery
• We will implement an action plan to reduce the number of children under 5 with teeth that are missing / decayed or filled

What will the impact be?
•
•
•
•
•
•

A reduction in the percentage of children aged 10‐11 classified as overweight or obese.
A decrease in the percentage of women who are smokers at time of delivery
An increase in women’s experience of good maternity services
A reduction in the percentage of children living in poverty
A reduction in the number of children living in care and on the edge of care
A reduction in the rate of stillbirths and deaths within 28 days of birth per 1,000 live births and
stillbirths.

Our Outcomes:
• A strong and co‐owned strategy for
ensuring safe and healthy futures for
our children and young people
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What we will do in 2017/18 – 2018/19
Mental Health Transformation Programme (adults and children)
We will continue to deliver the ambitions set out in our Mental Health Transformation Plan.
• Jointly with the Local Authority we will review pathways and seek to identify innovative ways of working together.
• We have a joint aim with the Local Authority to reduce the stigma of mental health and improve population wellbeing.
• We will maintain a focus on children through our Children and Young Peoples IAPT programme and the Future in Mind programme.
• Alongside our local priorities, we will also deliver against the Healthy Futures Mental Health Programme objectives of; reducing Mental Health in‐patient admissions,
eliminating all out‐of‐area mental health acute placements, reducing unnecessary attendance at A&E for crisis episodes, reducing all inappropriate emergency service
responses, reducing Mental Health Act detention in Police Cells and reducing number of suicides.
• Baseline the new Children and Young People Eating Disorder access and waiting time standard and subsequently deliver the standard.
Delivering the Mental Health Five Year Forward View
We will prioritise our activity to deliver the objectives set out in the Mental Health Five Year Forward View.
• Commission additional psychological therapies for people with anxiety and depression
Activity 2017‐2019
 We will undertake gap analysis to understand the workforce requirements to achieve 19% access to treatment by April 2019.
 We will establish robust referral pathways (and associated monitoring) from the Acute Trust for people with Long Term Conditions and Medically Unexplained Symptoms.
 We will work to embed the new service model within Primary Care and General Practice to ensure we are supporting as many people as possible to access support.
 We will deliver the Employment Advisor pilot in order to support more people to return to work or retain employment.

• Expand capacity so that more than 50% of people experiencing a first episode of psychosis receive treatment within two weeks of referral
Activity 2017 – 2019
 We will monitor progress of the SWYPFT Development Plan towards the achievement of 53% of people beginning treatment of a NICE‐recommended package of care within two
weeks of referral.
 We will undertake local evaluation to understand impact over the last 5 years.

• Increase access to individual placement support for people with severe mental illness
Activity 2017 – 2019
 We will identify our baseline in 2017/18 and develop a robust plan to ensure that an increase of 25% individuals receive individual placement support by April 2019.
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What we will do in 2017/18 – 2018/19
• Reduce suicide rates by 10%, with local government and other partners
Activity 2017 – 2019
Through work led by Public Health in Wakefield Council, we will develop and implement local and regional action plan with a focus on:
o
Sharing intelligence
o
Live reporting
o
Proactive intervention
This work is a key part of the wider Healthy Futures work as set out in the West Yorkshire and Harrogate STP.

• Commission effective 24/7 Crisis Response and Home Treatment Teams as an alternative to acute admissions
Activity 2017 – 2019
 We will undertake a joint review of the acute care pathway across Calderdale, Kirklees and Wakefield.
 We will pilot and evaluate the use of Multi‐Agency Care Plans for those recurrently presenting in crisis.
 We will pilot and evaluate the District Control Room Triage Service and work with colleagues across West Yorkshire to identify a long term, sustainable model.

• Eliminate out of area treatments for non‐specialist acute care by 2020/21
Activity 2017 – 2019
 We will undertake a joint acute care pathway review across Calderdale, Kirklees and Wakefield.
 We will continue conversations across WY&H with regard to regional bed management approach, standard operating protocols and clinical variation.
 We will identify best practice across the UK and develop a local pathway and protocol for admission avoidance and early supported discharge cross mental health acute inpatient
units.

• Ensure that 50% of acute hospitals meet the ‘core 24’ standard for mental health liaison as a minimum
Activity 2017 – 2019
 We will undertake a service review and develop an action plan towards achievement of ‘core 24’.

• Deliver integrated physical and mental health provision to people with serious mental illness
Activity 2017 – 2019
 We will develop and implement shared care guidelines across primary and secondary care.
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What we will do in 2017/18 – 2018/19
• Continue to meet a dementia diagnosis rate of 66.7%
Activity 2017 – 2019
We will support our local Providers to respond to the Dementia Outcome Framework for Wakefield including a focus on timely diagnosis, appropriate post‐diagnostic support, whole
system workforce development and provision of appropriate information at the right time.
We will have due regard to the forthcoming NHS implementation guidance on dementia focusing on post‐diagnostic care and support.
We will support Primary Care around diagnosis and care planning.
We will support the Trust to ensure that referral to diagnosis is less than 6 weeks.
Our intention that all services supporting those living with dementia will be incorporated into MCP contract from April 2018.
In the wake of the Winterbourne View scandal a document was published in October 2015. Produced in partnership by the Local Government Association, ADASS and NHS England, Building the
Right Support and the National Service Model (2015) sets expectations and provides guidance for commissioners about services for people with learning disabilities and/or autism and who
display behaviour that challenges. The key aims of this guidance is to reduce the number of inpatient beds (by NHSE Specialist Commissioning and CCGs) by 50% nationally over three years and
to reduce the numbers being admitted to those beds by 10% over the same time period. In order to achieve this Transforming Care Partnerships (TCP) has been established and Wakefield is
part of the Calderdale, North Kirklees and Greater Huddersfield, Wakefield and Barnsley TCP, affectionately known as the CKWB TCP.
Over a very short timeframe a detailed plan has been produced in order to achieve the required reductions. This plan was submitted in March and has been and approved. Its key aims will be:
•
•
•
•
•

Reduction of in‐patient beds, delivering an almost 60% reduction across the partnership by 2019 taken from baseline data in December 2016;
Developing better/new/broader range of specialist community services that are flexible and responsive to manage crisis better and prevent admission;
Developing capable communities to enable people to live in their own homes;
Developing a better understanding of our local populations with complex needs and how best to support them in a crisis;
Ensure people with a learning disability and/or autism have the opportunity to live meaningful and fulfilled lives.

Supporting the nine principles of the National Service Model the TCP plan focuses on six work streams that will be developed both locally and in partnership across the CKWB footprint,
Yorkshire and Humber footprint and regionally where appropriate. They are:
•
•
•
•
•
•

Early intervention and prevention
Data sharing and intelligence
Finance and contracting
Market development including estates
Workforce development and training
Communications and engagement

Wakefield CCG, LA as well as service users, carers and other stakeholders have fed into progress to date but will have greater influence in how these work streams develop locally over 2017/18
and beyond.
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What we will do in 2017/18 – 2018/19
A key element of our plan locally is the development of new inpatient and community specifications for our specialist learning disabilities provider SWYPFT. The aims of this tiered service
approach are for the ‘core service’ to improve health outcomes through increased access and reasonable adjustment, ‘enhanced service’ to provide intensive support when needed and
‘inpatient assessment and treatment’ beds. The services will be implemented in 2017/18.
Through the Strategic Health Group Wakefield has developed a range of initiatives to improve access to health checks, screening, primary care and acute care for people with learning
disabilities in response to LD SAF ratings. Examples include the Very Important Patient (VIP) scheme operating at Pinderfields Hospital and training for primary care in Autism awareness. In
2017/18 this work will continue and focus on screening as a follow on from health checks and access to primary care services.
Reasonable adjustment for people with a learning disability and autism within commissioned services is being progressed in Wakefield, for example the recently procured IAPT service places
expectation on the provider to make their service more accessible through the specification and contract.
MYHT Very important Person Initiative
The learning disability scheme at MYHT consists of five elements:
1.
2.
3.
4.
5.

VIP Sticker to be placed on the front of the case notes.
VIP Symbol to be placed above the patient’s bed.
VIP Checklist to be used for every inpatient stay.
VIP Badges to be worn by LD champions.
VIP Badges to be worn by LD role specific volunteers.

Patients will become a part of the scheme if they consent or after a best interest discussion, if the patient lacks capacity to consent to that decision.

What will the impact be?
•
•
•
•
•
•

An achievement of the 50% Improving Access to Psychological Therapies (IAPT) recovery rate and
access standards for early Intervention Psychosis service and IAPT
An increase in the estimated diagnosis rate for people with dementia
An increase in the percentage of patients diagnosed with dementia with a care plan who have
received a face to face review in the preceding 12 months.
An increase in the proportion of people with a learning disability on the GP register receiving an
annual health check
A reduction in the reliance on specialist inpatient care for people with a learning disability and/or
autism
An increase in the promotion of good mental wellbeing, increased prevention of future mental health
problems, and support pre‐crisis point and during recovery

Our Outcomes:
• New Accountable Care Systems to
deliver new models of care
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What we will do in 2017/18 – 2018/19
Long Term Conditions Care Management
• We will drive a shift to early detection and identification of long term conditions, through a skilled primary care workforce
• Through development of a shared self care narrative we will ensure that people with LTC are supported to take responsibility for self‐care
• We will review clinical care pathways to ensure appropriate management of patients with LTC, included breaking down barriers within the primary/specialist care interface and ensuring
collaborative working amongst clinicians for the benefit of our patients. We have already reviewed pathways for COPD which will now be implemented over the coming months. In addition
we will continue to identify opportunities for prevention activity for respiratory disease, particularly through our smoking cessation programmes.
• Continue to develop multi‐disciplinary teams to underpin new care models in the right place at the right time by the right person (as outlined in our two Vanguards, the Care Home
Vanguard and West Wakefield Health and Wellbeing Ltd MCP)
• Develop a new Multi Speciality Community Provider Contract for a new accountable care system in the district
• Continue to work across primary and secondary care to ensure that diabetes patients achieve all three of the NICE recommended treatment targets. In addition we will work with primary
and secondary care to implement National recommendations of care for both Asthma and COPD
• As lead organisation for the National Diabetes Prevention Programme we will finalise steering group arrangements, including terms of reference, MOU, selection and recruitment of
provider, ratify governance arrangements, produce a communications plan and develop a training and engagement plan for primary care for the coming year.
• We will continue to improve care planning for people with long term conditions which will provide supported self‐management to empower the patient with the knowledge and skills to
manage their long term condition
• The CCG awaits the outcome from the NHSE Yorkshire and Humber review of specialised rehabilitation services for complex neurological conditions and will appraise the options for the
future commissioning of these services. We will aim to work collaboratively to support the development of the Yorkshire and Humber wide commissioning pathway with standards as set
out in the NHS England Specialised Rehabilitation for patients with complex needs service specification. During 2017/18, Phase one of the delivery plan will address NHSE specialised
commissioning and the preferred option will be presented to SCOG on the 2nd December. Phase two in 2018/19 will address the neuro‐rehabilitation services that are commissioned by
CCG’s. The aim the review is to improve and standardise the quality and availability of specialised rehabilitation for patients with complex needs due to acquired brain injury by providers
able to meet the requirements as set out by the British Society of Rehabilitation Medicine (BSRM) and the Commissioning Guidance for Rehabilitation (NHS England 2016
https://www.england.nhs.uk/ourwork/qual‐clin‐lead/ahp/improving‐rehabilitation/) There is evidence within ‘The Commissioning Guidance for Rehabilitation’ that maximising an
individual’s independence and activity levels will reduce care costs, keep them in work and reduce the risk of their acute admission. Collaborative commissioning is important, but so is
collaborative delivery; complex neuro‐rehabilitation lends itself to cross system delivery partnerships.
• The new model of clinical pharmacy in general practice will provide enhanced medication reviews to optimise medicines for long term conditions and reduce polypharmacy.

What will the impact be?
•
•
•
•
•
•

Reduction in the number of Emergency Admissions for urgent care sensitive conditions
An increase in percentage of people with a long term condition feeling supported to manage their condition
An increase in the number of people with diabetes diagnosed less than a year who attend a structured education
course
An increase in the percentage of diabetes patients that have achieved all the NICE recommended treatment targets.
Improved outcomes for those living with respiratory disease as diagnosis and management meets national and local
standards.
Appropriate use of resources through adoption of best practice guidance which includes pharmacological and non
pharmacological management of respiratory disease.

Our Outcomes:
• New Accountable Care Systems to
deliver new models of care
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What we will do
Older People: Promoting independence and ambition
• Work towards an age friendly district through the development of dementia libraries
• Embed the Wakefield District Prevention Principles across older peoples services
• Moving towards a focus on preventative/self care to older peoples health
• Ensure that care plans and patients notes are shared across care settings and that a greater number of calls result in a patient speaking to a clinician via a clinical hub.
• Continue to build on the Care Home Vanguard to expand learning across the district
• Review of the dementia pathway with a view to transforming services for patients and meeting the Prime Ministers challenge on Dementia 2020
• Jointly develop a public health Dementia Health Action Plan
• We will maintain a dementia diagnosis rate of at least two thirds of estimated local prevalence, and have due regard to the forthcoming NHS implementation guidance on dementia
focusing on post‐diagnostic care and support. Currently assessed as needing improvement. Our current diagnosis rate is 70.3% however the % of people receiving face to face follow up
within 12 months is 77.5%. We have a programme of work being developed with Primary Care around diagnosis and care planning and work is underway with the Trust to ensure that
referral to diagnosis is less than 6 weeks. With regard to people receiving a face to face review in the last 12 months, this was identified as an issue earlier in the year and has been
incorporated into the CQUIN scheme for SWYPFT. Locally there is a specific issue with people in Cluster 19 being reviewed within the required 6 month period. Plans are in place to
address this. CCG leading development of an outcome framework for dementia from prevention to death. Our intention that all services supporting those living with dementia will be
incorporated into MCP contract from April 2018
• Review management of urinary tract infections in older people to reduce amount of inappropriate antibiotic prescribing.
Activity 2017 – 2019
Support Providers in responding to the Dementia Outcome Framework for Wakefield including a focus on timely diagnosis, appropriate post‐diagnostic support, whole system workforce
development and provision of appropriate information at the right time..
We aim to reduce our falls through our integrated Connecting Care workforce. This involves using an approach of four key components with a cross cutting theme of workforce. Over the
coming two years we will; Programme Integration aligning with, adopting and engaging with current initiatives promoting resilience; Presentation programme and materials development
Workforce Development opportunities ‐ Joint Inductions; Access to training and development materials and sessions; Maximising involvement of Clinical Lead for Frailty; Developing
District‐wide ‘Frailty Champions’ in partner Organisations; Encouraging and developing the volunteer resources; Supporting responsive communities; Longitudinal study to evidence Quality
of Life measures – including a baseline derived through a District‐wide eFI report.

Our Outcomes:

What will the impact be?
•
•

A reduction in the percentage of deaths which take place in hospital
A reduction in the rate of injuries from falls in people aged 65 and over

• A radical reduction in hospital admissions
where appropriate leading to reinvestment
in prevention
• New Accountable Care Systems to deliver
23
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What we will do in 2017/18 – 2018/19
•

The CCG is currently considering a refreshed approach to a local forum (formally the Cancer Locality Group ); taking into consideration the recent establishment of the West
Yorkshire Cancer Alliance and the Healthy Futures Commissioning Collaborative in West Yorkshire. This forum will be responsible for developing a local action plan, signed up by all
relevant parties, to ensure that the recommendations within the ‘ Achieving World‐Class Cancer Outcomes – A Strategy for England 2015‐2020’ are implemented. The priority for
this group is to ensure that cancer services are developed in line with national guidance and meet the needs of the Wakefield and North Kirklees population. All individual
organisations represented (Wakefield CCG, North Kirklees CCG, MYHT, Local Authority, NHS England and SCN) will have collective responsibility to provide clinical and/or
management expertise to tackle preventable incidence, to improve the quality and efficiency of cancer services and to deliver outcomes which are comparable with the best in
Europe. The group will also ensure that it keeps abreast of any developments which arise from the West Yorkshire Cancer Alliance and the Healthy Futures Commissioning
Collaborative in West Yorkshire, specifically relating to Cancer Services and improving Access to Diagnostics.

•

MYHT are maintaining a Trust wide Cancer Waiting Time recovery action plan which has been discussed at the Executive Contracting Board and will improve performance against
NHS Constitution 62 Day Cancer Standard. This action plan is undergoing weekly review and updates by the Trust Lead Cancer Management Team. MYHT demand continues to
exceed capacity (across outpatient, diagnostic and treatment). MYHT expect CWT recovery actions to start yielding improvement during December 2016 which will be reflected in
Q4 performance.

•

The CCG is establishing an Early Diagnosis of Cancer Group with key stakeholders from Calderdale, North Kirklees and Wakefield; the purpose being to provide a forum to discuss
and develop plans to support and improve the early diagnosis of cancer. The overall aim being to ensure that people are diagnosed with cancer at an earlier stage and that people
survive both long‐term and in good health.

•

As part of the Wakefield Premium Practice Contract, all GP practices are required to undertake a significant event audit for every patient diagnosed with a new cancer which did not
arise from a timely 2 week wait referral or national screening programme. The overall aim being to reduce the number of patients presenting as an emergency with a new cancer
diagnosis.

•

Wakefield CCG and MYHT are involved in the South Yorkshire Living with and Beyond Cancer (LWABC) Programme (Phase 3). The programme supports local implementation; multi‐
disciplinary teams working locally to develop the plans which work for local patients, carers and communities. The overall aim of the programme is to enable every adult living with
breast, colorectal or prostate cancer (in the eight CCG areas involved) to have access to the LWABC model of care from diagnosis onwards by 2020.

•

The CCG is working in partnership with the Cancer Research UK (CRUK) Facilitator on two initiatives as part of the Earlier Diagnosis agenda; engaging with all practices in the CCG on
the early diagnosis and detection of cancer and practice participation in the National Cancer Audit. The CCG is planning for 7% diagnostic growth in line with the West Yorkshire and
Harrogate Cancer programme, in order to ensure capacity is available to meet this planned demand.

•

Introducing the use of bisphosphonates (specifically oral ibandronate and zoledronic acid infusions) into the routine management of breast cancer for post‐menopausal women.
This will reduce the rate of breast cancer recurrence in the bone and improve breast cancer survival in women that were post‐menopausal when treatment began. Please note:
there is interdependency with Medicine Management.
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What we will do in 2017/18 – 2018/19
The CCG is in negotiation with MYHT on the following:
•

Reviewing diagnostic capacity and demand with a view to increasing diagnostic capacity and supporting primary care in more timely access to diagnostics and results.

•

Assessing the impact of adopting the Yorkshire and Humber Cancer Clinical Network 'commissioning products' (i.e. service specifications and high level pathways for Lung, Breast,
Colorectal, Prostate and Cancer of Unknown Primary) with a view to reducing unwarranted variation (as demonstrated in RightCare), with the overall aim being to improve both the
clinical outcome and the patient experience.

•

Improving performance and considering how best to streamline and optimise diagnostic pathways in order to achieve the new target which is 'any patient referred for testing is
definitely diagnosed/cancer is excluded AND the result communicated to the patient "within four weeks" by 2020’.

•

To ensure that every patient with cancer has access to the elements of the Recovery Package from April 1st 2017. This includes the following elements:
‐ A Holistic Needs Assessment,
‐ A Care Plan,
‐ A Treatment Summary,
‐ A Cancer Care Review (to be completed by the patient's GP or practice nurse but supported by MYHT where appropriate).
‐ An Education and Support Event,
‐ A Health and Wellbeing Session.

•

To implement stratified follow‐up pathways of care for patients treated for breast and colorectal cancer from April 1st 2017.

•

To make all (where clinically appropriate) suspected cancer referrals (2 week waits) directly bookable through the e‐Referral Service from April 1st 2017.

•

To increase the use of e‐consultation within the cancer tumour site specific groups (TSSGs) in order to provide primary care with better access to specialist advice from April 1st 2017
to optimise referral pathways.
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What we will do in 2017/18 – 2018/19
West Yorkshire programme:
The CCG Cancer lead is part of the West Yorkshire & Harrogate Cancer Alliance Early Diagnosis Project Group. The main objectives of the group will be:
• Based on a clear understanding of the capacity gap the Project Group will build on local involvement and national learning from the ACE Programme to spread use of improved
diagnostic pathways / models and make system‐wide decisions on creating new diagnostic capacity. The Project Group will maximise the potential for flexible networking of the
skills and expertise of our existing diagnostic workforce and capacity to test the concept of a West Yorkshire and Harrogate‐wide Diagnostics Service.
• To plan, collate and submit to any national call from the cancer diagnostic fund.
• To establish the baseline metrics and monitor these to determine success of the early diagnostics work stream:
1 year survival
Stage at diagnosis
Emergency presentation
DID Database metrics
Uptake of breast, bowel and cervical cancer screening
The CCG Cancer clinical lead is part of the West Yorkshire & Harrogate Cancer Alliance Living with and Beyond Cancer Project Group. The main objectives of the group will be to:
• Assure implementation of all parts of the Recovery Package, maximising the opportunities for supported self‐management and surveillance as close to home as possible.
• Develop the key metrics to be able to monitor the introduction of the recovery package.
• Assure delivery of risk stratified follow up care for all breast cancer patients and prepare to roll out for prostate, colorectal and some rarer cancer types.
• Develop and share ‘how to’ guidance and commissioning/business case guidance to support system wide commissioning, spread and adoption of new care models for LWBC.
• Encourage providers to provide a directory of local services.
• Promote a more integrated approach to commissioning by exploring how commissioning levers and incentives can be used or developed to deliver better outcomes and experience.

What will the impact be?
•
•
•
•
•
•
•

An increase in the percentages of new cancers diagnosed at stages 1&2 as a
proportion of all new cases of cancer diagnosed.
An increase in the percentage of people with an urgent GP referral who have had a 1st
definitive treatment for cancer within 62 days of referral
An increase in the percentage of one year survival from all cancers
An increase in the rate of cancer patient experience
A reduction in the percentage of lung cancers diagnosed via emergency presentation
An increase in rates of screening for bowel, breast and cervical cancers
A reduction in smoking prevalence

Our Outcomes:
A radical reduction in hospital admissions where
appropriate leading to reinvestment in
prevention
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What we will do in 2017/18 – 2018/19
To support the Trust’s urgent care improvement, the Trust is part
of the West Yorkshire Accelerator Zone which includes all the
West Yorkshire Trusts and Harrogate & District Foundation Trust
and will see through the rapid implementation of a number of
mandated actions in the National A&E Improvement Plan, the
zone deliver the Emergency Care Standard from the month of
March onwards.
• The actions include implementation of primary care streaming
in the Pinderfields Emergency Department, 24/7 medical
assessment at Pinderfields, an hospital ambulance liaison officer
at Pinderfields and a ward based multi‐disciplinary discharge
team.
• The implementation of the above will see a number of
workforce changes including the recruitment of primary care
professionals to work in ED, the recruitment of trusted assessors
who have a social care background to work as part of the
discharge team and the move for the acute medical team to
working 24/7.

Our Outcomes:

Glossary:‐

HST ‐ Hear, see and treat service, as
delivered through the West Yorkshire
Urgent and emergency care vanguard

ED – Emergency department

We will continue to support MYHT over the next two years to
improve patient flow in the hospital, in addition working
collaboratively with the Local Authority to improve delayed
transfers of care.

What will the impact be?
•
•
•
•
•

Delivery of 90% single care record (or equivalent) viewing in all Urgent and
Emergency Care settings.
Delivery of 90% eDischarge from Acute and Mental Health providers to GPs
Joint governance across local urgent and emergency care providers
Clinical hub containing (physically or virtually) GPs and other health care
professionals
Delivery of a more coherent, robust 24/7 primary care offering
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What we will do in 2017/18 – 2018/19
A West Yorkshire Healthy Futures Specialised Service Steering Group has been established to further improve the connectivity between the work that NHSE are leading on (and
remain accountable for from a commissioning perspective) and the wider work taking place at West Yorkshire & Harrogate STP level in order that inter‐dependencies are fully
understood, there is improved ownership of outputs and recommendations and we have opportunity to fully realise the benefits across whole system, service and pathways.
Neuro Rehab
The CCG awaits the outcome from the NHSE Yorkshire and Humber review of specialised rehabilitation services for complex neurological conditions and will appraise the
options for the future commissioning of these services. We will aim to work collaboratively to support the development of the Yorkshire and Humber wide commissioning
pathway with standards as set out in the NHS England Specialised Rehabilitation for patients with complex needs service specification. During 2017/18, Phase one of the
delivery plan will address NHSE specialised commissioning and the preferred option will be presented to SCOG on the 2nd December. Phase two in 2018/19 will address the
neuro‐rehabilitation services that are commissioned by CCG’s. The aim the review is to improve and standardise the quality and availability of specialised rehabilitation for
patients with complex needs due to acquired brain injury by providers able to meet the requirements as set out by the British Society of Rehabilitation Medicine (BSRM) and
the Commissioning Guidance for Rehabilitation (NHS England 2016 https://www.england.nhs.uk/ourwork/qual‐clin‐lead/ahp/improving‐rehabilitation/) There is evidence
within ‘The Commissioning Guidance for Rehabilitation’ that maximising an individual’s independence and activity levels will reduce care costs, keep them in work and reduce
the risk of their acute admission. Collaborative commissioning is important, but so is collaborative delivery; complex neuro‐rehabilitation lends itself to cross system delivery
partnerships.
Tier 4 Bariatric Surgery
Healthy Futures Collaborative Forum members plan to develop an options appraisal to potentially reduce activity for Bariatric Surgery across West Yorkshire and Harrogate
during 2017/18 and beyond. 2 workshops have been held during 2016/17 to inform these developments and this work will continue in to 2017. As part of the work colleagues
from CCGs and Local Authorities have been asked to complete a survey, the results will then be considered as part of the options appraisal work. Further analysis of activity and
cost profiles is underway.

Delivering Transformational Change

Cancer services

CAMHS Tier 4

Complex neuro‐
rehab

Vascular

Severe and
complex obesity

This board will have interconnections and support from;
• Patient engagement and participation groups
• Other priority workstreams where there is an interdependency
(mental health and cancer)
• Relevant networks, bodies and organisations to the specific
programme

WY Steering Group

Sustainability
review outputs

A number of delivery programmes will drive the specialised
commissioning ambitions, with direction from a steering group of
stakeholders drawn from wide range of organisations and roles, also
comprising business support functions such as communications, BI
and finance.

Other priority workstreams, patient groups and
clinical networks
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What we will do in 2017/18 – 2018/19
We are currently developing a framework of interventions to support change to the quality of, and location of outpatient appointments. This work, as depicted in the below diagram, is
intended to support the delivery of changes to the contracted volume of outpatient activity in 2016/17 at the Mid‐Yorkshire Hospitals NHS Trust (MYHT). The interventions comprise:
• To transfer patients awaiting treatment at MYHT to commissioned community services, and/or the independent sector;
• To undertake collaborative work, between primary and secondary care, to support first definitive treatment being provided earlier during individuals’ 18 week journeys. This may be
by the first appointment being provided earlier in such journeys from referral, and/or pathway redesign to provide first definitive treatment in fewer follow‐up outpatient
appointments, if any;
• To support primary care to review their patients awaiting a follow‐up appointment, following first definitive treatment, to ascertain if they could be managed in primary care.
Throughout the first quarter of the 2016/17 financial year plans as a minimum shall be finalised for the implementation of such interventions across clinical outpatient specialities. This
will comprise numerous individuals, within differing teams of the CCG. Two preparatory pieces of work shall have commenced by the 1st June 2016 to support this:
1. Assumed CCG leads for each outpatient clinical speciality have received an
invitation to supply detail on what, if any of the above interventions are already
within their transformation plans, and what could be.
2. An invitation – for both clinicians for non‐clinicians – will have been posted
on Skyline to attempt to categorise what referrals are made to outpatient
clinical specialities, to subsequently guide what interventions could prevent a
referral to MYHT. There may, for example, be a specific reason for a referral,
e.g. for diagnosis, and also a specific reason for such referral to MYHT, e.g. it is
the known local hospital, and little, if anything, is known about available
community services to trust referring to them.
Further to the above points the process of transferring patients from MYHT to
CCG commissioned community services has already been agreed within
ophthalmology (cataract surgery); dermatology (non‐skin cancer) and
gastroenterology. There is also a piece of work pending approval by the MYHT
for them to ask their clinicians:
• What are the top three conditions/complaints that you see in clinics?
• What are the top three things that you do not need to see in clinics?
It is hoped that the outcome from the all of the stated work areas will be an
understanding of:
• The areas where further patient transfers may be made;
• How the “market share” of the MYHT for new outpatient referrals may be
reduced;
• The areas of ‘mistrust’ or ambiguity about community referral options;
• What type of intervention may support changes to referral number and type
to MYHT.
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What we will do in 2017/18 – 2018/19
Quality on a Wakefield footprint
• The CCG’s Quality Model aims to embed quality in our commissioning activities and decisions – with a strand focused on developing robust quality assurance
mechanisms to ensure a high standard of quality and patient safety in the services we commission. In the last few years we have directed our resources to seeking
and gaining assurance from providers about the quality of services. Our future intent is to move to a more facilitative role of supporting providers to improve the
quality, effectiveness and safety of services we commission from them.
• Where we have concerns about the quality of care we will continue to work with those providers to ensure improvements are made, learning is shared and if
appropriate share these at the West Yorkshire Quality Surveillance Group and with the CQC. Our ability to strengthen quality assurance processes, respond where
quality is below standard and drive continuous quality improvement will be key to making sure that we deliver our key responsibilities for quality and safety.
• At the time of writing all GP practices that have been inspected by the CQC and have their reports published have received an outstanding or good rating. As fully
delegated co‐commissioners we have developed a process, in line with our quality improvement work, to support practices who may be rated as requires
improvement or inadequate.
• We have a number of care homes in the district who, following inspection, have been rated as requires improvement or inadequate. Due to the scarcity of care
home beds and the impact on the whole health and social care system, we will continue to work in partnership with the local Authority to ensure care home
providers improve the quality of care for their residents. We are rolling out a new assessment tool for care homes to support quality improvement, the care home
vanguard is extending its reach to more care homes, and we will continue to hold quarterly care home events to support managers and staff around improving
resident safety and experience, and effectiveness of care.
• From 1st April 2016 Wakefield CCG have developed our local offer to include a strategy for expansion of personal health budgets in NHS Continuing Healthcare
and Children’s continuing care and learning disabilities in Transforming Care. The local offer which is available on the CCG website is to support an increase of PHB
numbers in Wakefield (1‐2 per 1,000 population) which equates locally to 363 PHB’s by 2018/19 and 726 by 2019/20.
Quality on a Yorkshire and Humber footprint
• As lead commissioners for Yorkshire Ambulance Service 999 service, we were consulted on the development of their clinical quality strategy. Published in May
2015 the aim of their strategy is to contribute to the wider system challenges to deliver the right care, at the right time and in the right place, in order to deliver
safe, effective care and a positive patient experience. Progress against these goals is monitored internally through the Trust’s Quality Committee, and by
commissioners through contractual governance arrangements. During 2016 commissioners across Yorkshire & Humber have agreed to establish joint
commissioning governance processes for the 999 and 111 services, and one element of this is the forming of a Joint Quality Board which will hold YAS to account
for the delivery of their quality improvement priorities.
• Within ambulance services the monitoring of mortality is not commonly defined nor is it usually collected. Yorkshire Ambulance Service has put in place processes
to review deaths of patients in the care of the services they provide. Any avoidable deaths are reported through their quality governance arrangements, and into
their Quality Committee. In 2016/17 we supported further refinement of YAS’s emerging mortality review process, with a local CQUIN in the contract. The aim of
this CQUIN is to audit and screen all deaths whilst in the care of the Trust and identify any patients where there are concerns about their management that may
have contributed to their death. From April 2016, following a request from commissioners, YAS also added an assessment of avoidability to any serious incident
investigation report classed as ambulance delay.
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What we will do in 2017/18 – 2018/19
Quality on a MidYorkshire footprint
• MYHT’s quality improvement strategy 2015‐18 outlines the Trust’s quality improvement aims to reduce mortality; reduce harm; continually improve clinical
services and practices; and improve patient experience. There are a number of outcome measures which support the achievement of these aims, and delivery is
through:‐
‐
programme management of a series of major change programmes (safer staffing; outpatient improvement; theatre productivity; Meeting the Challenge;
Urgent and emergency care redesign; and Listening into Action).
‐
management of large scale projects such as falls, pressure ulcers, medicines optimisation, acute kidney injury, sepsis, 7 day working.
‐
driving clinical standards action plans covering serious incidents, mandatory and role specific training, end of life care, diagnostics and imaging; and DNACPR.
These are linked to the must and should do actions identified by the CQC following the re‐inspection in July 2015 (published December 2015).
• The progress with these plans is monitored internally through the Trust’s Quality Committee, and by commissioners through contractual governance
arrangements. During 2016 there has been worsening performance against constitutional targets and increased patient safety concerns. The NHSE Quality Risk
Profile was populated and two Enhanced Quality Review meetings held in April and May 2016. The outcome of these meetings was to establish an Executive
Improvement Board for the provider, with commissioners and regulators to collectively agree key priorities for improvement and reduce duplication for the Trust.
The first meeting was held in October 2016, with agreement to focus on five key areas – three constitutional targets ‐ RTT/18 weeks, A&E 4 hour, and Cancer 62
day; plus weekend mortality and medical staffing. Existing established groups will review and monitor the specific recovery/improvement plans for these areas,
and provide a view to the Executive Improvement Board on progress to meet the required target/standard and recover the current position. The Board will meet
quarterly and regular refreshes of the QRP will take place to monitor progress and further emerging risks.
• We will continue in our role as critical friend to ‘test’ the impact of the improvements for local patients through our programme of patient safety walkabouts to
the wards and service areas.
• Inpatient registered nurse staffing has been subject to intense focus both internally within MYHT, and externally from commissioners and regulators for a number
of years. Since March 2014, MYHT have provided detailed analysis for measuring, monitoring and publishing their nurse staffing position and mitigating actions in
line with National Quality Board requirements. The Director of Nursing presents a paper internally every month to their Trust Board, and this paper is then
discussed and scrutinised at MYHT Executive Quality Board. Information, assurances and risks from this paper are then shared in the CCG’s monthly Integrated
Quality & Performance (IQP) report.
• Information provided has been iterative and developmental in nature, originally covering just inpatient settings, and gradually extending its scope to include other
clinical areas (i.e. Emergency Department, Theatres, Children, Community and Maternity). As well as vacancy rates for registered and non‐registered staff, the
monthly report also includes rag rated staffing analysis with associated quality indicators by month for each ward, an overview of planned and actual hours worked
by grade, and the subsequent fill rate (including bank and agency hours). The quality indicators include falls with harm, c.diff, MRSA, pressure ulcers, complaints
and FFT.
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What we will do in 2017/18 – 2018/19
Quality on a MidYorkshire footprint
• The national team carrying out the Carter Review worked with a group of 26 directors of nursing, looking at the best use of nursing staff. MYHT were asked to
participate in this pilot due to their successful use of E‐rostering and the Safer Nursing Care Tool (SNCT) – an acuity tool which categories dependency of patients.
The report and subsequent NQB publication proposes that ‘Care Hours Per Patient Day’ (CHPPD) gives a more accurate view of the availability of staff and
overcomes the limitations of the fixed staff ratios formula approaches. MYHT has implemented CHPPD, and are awaiting the agreed safer staffing ranges for
CHPPD per speciality from NHS Improvement. When the agreed ranges are known this will be a valuable tool and will help facilitate in benchmarking staffing and
care hours to different specialities in peer organisations.
• As described above the Executive Improvement Board has identified medical staffing as one of its key priorities. Our intention is to seek more robust assurance
from the trust about vacancies, recruitment, gaps in training rotas, clinical engagement and quality of training.
• Over the last 5 years MYHT has focussed on reducing its mortality rate through changes in governance, systems, and care processes, including introducing an
electronic observation and escalation system; implementing 24/7 emergency department consultant cover; revising care processes for recognising and treating
sepsis; and developed new models to improve elderly acute assessment. Maintaining mortality rates below the national average continue to be a quality
improvement priority for the trust, however mortality measured by the Hospital Standardised Mortality Ratio (HSMR), particularly for weekend mortality is
exceeding the expected ratio of 100. The Summary Hospital Mortality Indicator (SHMI) remains within the ‘as expected’ rating.
• As commissioners we have supported improvements through contractual measures introducing CQUIN goals aligned to specific workstreams. Mortality rates are
reported and discussed regularly at the MYHT Executive Quality Board. We gain assurance from the trust about the actions being taken, particularly when there
are indications that the mortality rate may be increasing. In early 2016, the trust conducted the self‐assessment of their avoidable deaths in line with the request
from NHS England and this showed that of the approx. 2,000 deaths that occurred in a 12 month period, 95% of adult inpatients were reviewed using the trust’s
local mortality review processes. The self‐assessment tool identified that between 50 and 77 deaths have more than a 50:50 chance that the death was
attributable to problems in healthcare, and that a more effective system of review and incident reporting may potentially provide additional opportunities for
investigating and learning.
• As described above the Executive Improvement Board has identified weekend mortality as one of its key priorities. Our intention is to agree with the trust how we
can strengthen commissioner involvement in the Mortality Review Group; and support the trust to continue to implement a programme to further reduce
avoidable deaths.
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What we will do in 2017/18 – 2018/19

Insert Agreed Quality Premiums once published and agreed.

What will the impact be?
•
•
•
•
•
•

All local providers rated good or outstanding
Increase in the level of cancer experience
Increase in the level of women’s experience of maternity services
Increase in referral to treatment incomplete pathway percentage
Reduction in Serious Incidents reported
Increase in personal health budgets per 100,000 population

•
•
•

Our Outcomes:
A strong and co‐owned strategy for ensuring safe and
healthy futures for our children and young people
A radical reduction in hospital admissions where
appropriate leading to reinvestment in prevention
New Accountable Care Systems to deliver new models
of care
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What we will do in 2017/18 – 2018/19
The CCG has now set out new ways of working which will ensure that we can demonstrate a clear process through which transformation can happen, with consistent
clinical engagement, cross organisation input with prevention at the heart of all transformation. In particular through the introduction of a ‘plan, review, deliver’ model
which by using RightCare packs as a starting point for exploration, we are able to drive transformation through a Joint Better Value Group, Joint Modelling / Analytics /
Intelligence Group and Clinical Cabinet Approvals Group. Our Acute Trust is fully engaged with the Carter programme and will continue to proactively explore
opportunities regarding efficiency. As part of developing the Trusts future five year strategy the board is identifying key partnerships that will support sustainability
and efficiency. Mid Yorkshire is an active part of the West Yorkshire Association of Acute Trusts and the South Yorkshire Working Together Partnership. These
programmes have specific workstreams looking at collaborative working, service sustainability and estates.
As part of our Rightcare programme of work we have run workshops with commissioners to consider the RightCare packs and test the validity of the opportunities as
presented in the materials. In addition we have identified and prioritised a number of projects or actions through our Better Value Group.
We have also developed a process for the consideration and prioritisation of rightcare packs – An example of how this led to 3 changes within MSK and how we will
commence other work from Rightcare is displayed below – it led to development of a contract stance, a direct contribution to the £2 per head scheme and
confirmation that other activities were being completed through Quality Board
What we will do in the coming two years:
• Participate in the wave 2 roll out commencing December 2016;
• Work with our delivery partner to refine our processes for testing RightCare
opportunities using the 20 step method;
• Engage with our partner organisations and providers to understand the
potential for system efficiencies beyond those attributed to a single organisation;
• Embed RightCare within, to inform and prioritise our programmes of work.

Through 2017/18 and 18/19 we will continue to develop our approach to medicines
optimisation. We are currently consulting on prescribing for gluten free products,
branded medicines through better processes for repeat prescribing and dispensing and
over the counter medicines. We will also continue to drive to reduce waste medicines
and to work with local partners to improve the management of nutritional, stoma and
continence prescribing.
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Working across the Mid Yorkshire Hospital Trust footprint
Our local Trust, through the implementation of the ‘Striving for Excellence’ Strategy aims to provide high quality healthcare services at home, in the
community and in our hospitals to improve the quality of peoples lives. Working closely with the wider health and social care economy, the vision is
to achieve excellent patient experience each and every time.

The Mid Yorkshire Hospital Trust (MYHT) is continuing to progress the
Acute Hospital Reconfiguration as part of the Meeting the Challenge
(MTC) programme. The Reconfiguration is rooted in the need to provide
services differently across the Trust’s three sites to ensure quality and
safety are maintained. The programme enters a critical phase of
implementation in 2016/17 and 2017/18. The key system changes which
underpin this are:
• The re‐profiling of A&E services provided from the three hospital
sites;
• An integrated approach between acute, primary care and community
services;
• Delivering services 7 days per week;
• Centralising some services to improve quality and safety such as acute
medicine to Pinderfields hospital; and
• Greater reliance on delivery of urgent services outside of hospital and
providing elective services, outpatient, day case and inpatient surgery,
at the closest hospital to where a patient lives.
Implementation of clinical threshold management.
Using robust utilisation of right care data we have developed a
collaborative approach to demand management of our planned care
cohort through e‐consultation, triage and clinical threshold
management including:
 Agreed non face‐to‐face telephone appointments as the default
booking approach for follow‐up appointments, with defined
exceptions to this, with effect from 1st October 2016.
 from the 1st October 2016 for e‐consultation to be the default
option for GPs to access outpatient care, via specialist advice and
opinion, in Cardiology, and then Gastroenterology; Ear, Nose and
Throat, and Pain Management.

Planned Care Transformation
We have an agreed framework for transformation of planned care
built upon effective clinical threshold management and robust
pathways of care as a key theme of the Five Year Forward View and
an essential enabler of the Meeting the Challenge reconfiguration
of hospitals. We will continue to accelerate the work already
underway with a clinical leaders forum of primary and secondary
care clinicians to transform planned care across the Mid Yorkshire
footprint working through the new Joint Planned Care
Improvement Group.
The CCG is seeking to build on the positive working relationships
they have developed with North Kirklees and the Mid‐Yorkshire
Hospitals NHS Trust and In partnership there will be a focus on:
• Managing growth for non‐urgent, non‐cancer referrals
from primary care;
• Understanding and tackling any unexplained variation in
non‐urgent, non‐cancer referrals from primary care;
• Promoting the use of e‐consultation to minimise the need
for primary care referrals for face‐to‐face outpatient
appointments;
• Supporting secondary care clinicians to initiate e‐
consultations with primary care, as an appropriate
alternative to an outpatient referral;
• Re‐looking at services which require provision in a hospital
environment and those that do not;
• The potential to minimise hospital face‐to‐face outpatient
follow‐ups by primary and secondary care clinicians
adopting shared‐care protocols and revised care
pathways.
35

Approach to Planned Care across the Mid Yorkshire Hospital
Trust footprint

36

Working across the Mid Yorkshire Hospital Trust footprint
7 days services
MYHT continues to seek to make progress towards the delivery of the 10
Keogh Clinical Standards for seven day working. During 2016/17, the Trust
was invited to join the national drive towards seven day services as a phase
1 early implementer. As such there is a focus on the delivery of the four
priority standards most likely to have an impact on the mortality risk
associated with weekend admission to hospital. The Trust currently have a
number of specialties where a consultant presence seven days a week
already exists and these include Elderly Medicine, Emergency Medicine,
Acute Medicine, and Obstetrics & Gynaecology. As part of the early
implementer programme the Trust has identified a high level action plan and
submitted this to NHS England. This plan identifies the broad actions and
timescales.
As a requirement of the Early Implementer Programme the Trust have had
to outline a high level plan for implementation of the four priority standards.
This plan was pulled together with the assistance of the NHS England
Improvement Lead Nicholas Wade and Dr Richard Robinson. As part of the
programme an ‘action learning’ approach is to be taken within the West
Yorkshire region to think things through in respect of 7 day services, early
delivery of the 4 priority standards, share ideas, problems solve and identify
opportunities for collaboration.
Intrinsic to comprehensive 7 day delivery will be the delivery of the Trust’s
“meeting the challenge –designing services for the future” transformational
programme and subsequent efficiencies and changes in care models. The
modernisation of care models and subsequent job planning has begun the
alignment towards seven day service delivery within the Trust and a culture
of 7 days working across a number of services has been in place for some
time with other services recognising and moving towards full
implementation.
Addressing seven day service delivery though consultant and SAS grade job
planning has been undertaken in a number of specialties within the
organisation supporting senior doctor presence on site. This includes doctors
within elderly medicine, obstetrics and acute medicine.

In order to seek to reduce the proportion of 999 ambulance calls
resulting in avoidable transportation to A&E, Yorkshire Ambulance
Service (YAS) has agreed to support a trial of NHS 111 at the front
door. Whilst recruiting and training staff through autumn in order to
release a small number of senior call handlers to support A&E
Departments will be challenging however, this would ideally be in
conjunction with an adapted "Choose Well" campaign.
Also supporting this work Primary Care access into the Regional
Clinical Advisory Service, with the ability to book directly into GP
practices is currently being developed.
YAS has the capability to work with local acute trusts to stream
patient admissions not via ED where advised and appropriate.
We will continue to work to improve data collection and sharing
from A&E departments and YAS to develop plans to reduce the
health harms caused by alcohol, whilst reducing alcohol related
hospital admissions.
Wakefield CCG and the Mid Yorkshire Hospital Trust continue to
work closely with the South Yorkshire Working Together programme
to understand the interdependencies between both STP’s and local
plans and the impact of proposed and planned service
transformation. This work will continue at pace in 2017 upon the
conclusion of consultation programmes for both stroke and
children’s surgery.
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Working across the Mid Yorkshire Hospital Trust footprint
The Mid Yorkshire Systems Oversight and Assurance Executive (MYSOAE) is a whole Mid Yorkshire system board of executive level partners working to take ownership and drive
the development of resilience planning and transformational change in the delivery of healthcare across the local Mid Yorkshire system, aligning organisational priorities and
plans to deliver the best possible outcomes for patients.
The MYSOAE has identified the need to work collaboratively together to create an ambitious local blueprint for accelerating the implementation of the 5 year Forward View for
the population currently served by Mid Yorkshire Hospitals Trust. There is recognition of the need to continue to transform local hospital and community services underpinned by
integrated health and social care and sustainable primary care services, building upon the transformation work already being undertaken.
The MYSOAE will oversee a number of different specific delivery plans, some of which would be on different geographical footprints. For a number of services and pathways
within Wakefield and North Kirklees these footprints may extend across West and into South Yorkshire.
The MYSSOAE will replace the Mid Yorkshire System Resilience Group (SRG) and the Health and Social Care Transformation Programme Executive Group (TPEG) and will
incorporate the system requirement to create a Local A&E Delivery Board focussing on Urgent and Emergency Care.
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New models of Care – Primary Care Transformation
and Delivering the GP Forward View
Wakefield is used to taking a lead in improving patient care. This has been recognised with the Integrated Care Pioneer status NHS England awarded the district in January 2015.
There has been extensive work in the district through practice network and federation development, health and social care integration through the Connecting Care programme, the
Prime Minister’s Challenge Fund (now the General Practice Access Fund ‐ GPAF) and the Care Homes and Multispecialty Community Provider Vanguards. Our Wakefield General
Practice 2020 plan (the GP Forward View Transformation Plan for Wakefield) builds on that work to develop practice teams, improve care further and extend the benefits of
successful innovation across the whole district.
Our plan sets outs a challenge to strengthen general practice. This will be achieved by investment in training to produce a re‐modelled workforce employed by and working through
individual practices and federations of practices. This reinvention of the primary healthcare team will see patients cared for by GPs and extended role nurses working alongside
pharmacists, physician assistants, paramedics, mental health workers and physiotherapists all co‐ordinated by better supported and resourced practice and federation management.
The second challenge addressed by this plan is to mesh revitalised general practice teams with the other components of a people‐centred primary care system. This means
integration with health and social care specialists, community services and the voluntary sector to provide a joined up network of support for patients outside hospital for routine
and urgent care and more appropriate use of hospitals for emergencies and specialist treatment. It requires general practice to step up as a leader of a new integrated system – a
Connecting Care system. NHS Wakefield CCG will support general practice to operate at scale in order to meet these challenges and we plan to initiate nine transformation projects
which will contribute to the delivery of the GP Forward View.

Wakefield General Practice 2020 Transformation Projects
A Wakefield training Academy to grow a new
workforce

The Wakefield Vision: People Centred Primary Care

Clinical pharmacy in general practice

Physio First

Primary mental healthcare

Integrated primary nursing teams

Care home attachment
24/7 generalist healthcare access including care
navigation
Development of a home visiting service

Consultant attachment
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New models of care
On 15th of December, NHS England announced over £3.5 million of new funding to support and spread the work of the two New Care Model Vanguards in the Wakefield district. The
Vanguards are partnerships of NHS, local government, voluntary, community and other organisations that are implementing plans to improve the healthcare people receive, prevent ill
health and save funds. Since 2015, Wakefield has had two New Care Model Vanguards operating in the district under the Connecting Care banner. These are:
Enhanced Health in Care Homes Vanguard; which aims to tackle loneliness and fragmented care by joining up services for older people in supported living schemes and care homes, to help
people live longer, healthier lives at home and within their communities. There are currently 15 care homes and 2 extra care facilities within the Vanguard in Wakefield, and in 2017/18 this
will be expanded to take on 12 additional homes.
West Wakefield Health and Wellbeing Multispecialty Community Provider (MCP) Vanguard; this is a new type of organisation that focuses on moving specialist care out of hospitals, and
providing a wide range of health and social care services to people in their homes and communities. West Wakefield Health and Wellbeing have piloted the new MCP framework to share
their learnings with other health and social care economies. Overall, funding has been split as follows over the two Vanguards:
• Multispecialty Community Provider Vanguard – £3.15 million for 2017/18
• Enhanced Health in Care Homes Vanguard – £405,000 for 2017/18
Considerable progress has been made since the Vanguards were launched in 2015 and there is emerging evidence that they are making significant improvements at a local level. This includes
reducing pressure on busy GP and A&E services.

The Wakefield MCP
The Multi‐specialty Community Provider (MCP) model is about integration and removing historical barriers that have prevented joined‐up preventative patient care across primary,
community, mental health, social care and acute services. The MCP provides a core platform from which radical change and improvement in the ways in which communities interact with
health and social are services can be developed and sustained.
The financial template outlines the ROI that Wakefield MCP can achieve by 2020/2021:
• 85% Return on Investment;
• £22.4m of gross savings and £14.4m of net savings;
• Total estimated activity moderation savings of £17.9m;
• £4.5m in operational efficiencies savings;
• The above savings require a recurrent investment of £8m.

In 2017/18 – 19/19:
•
•
•
•
•
•
•
•
•
•
•
•
•

Our Connecting Care hubs model will be further refined and will see the launch in April 2017 of a single assessment process which will be adopted through the MDT across all partners
and the Hubs will develop e‐referral from GPs to the MDT;
We will launch a Wellbeing Service which will include a District‐wide Social Prescribing model which will be available across the whole District from April 2017;
Re‐designing how Primary Care Mental Health services, secondary care Mental Health services and the Connecting Care Hubs can work in a more integrated model;
Increased access to Pharmacy – District‐wide roll out for practices in adapting a pharmacist in general practice model;
Increased access to Physio first through a District‐wide Hub model – to encourage patients with a first episode of acute /minor injury who utilise self‐care approaches, to avoid a more
costly /unnecessary referral to physio or MSK services;
Integrating both the current re‐ablement and intermediate care models into a new model of enablement services for our community;
Expanded rollout of the model of care being tested through the Care Home Vanguard and adoption of the One GP ‐ One Care Home approach;
Wakefield will deliver access to 7 day services for General Practice through delivery of a unified offer of 24/7 extended hours to primary care.;
Improved Access to Healthchecks through a Districtwide targeted model.;
Re‐designing the current Integrated Community Equipment Service which is a key enabler for early supported discharge;
Integrated nursing teams ‐ bringing primary care and community care nursing teams together to move beyond the current adult community services specification to develop an
integrated nursing service for our District;
Pathway re‐design ‐ reviewing one pathway of care that requires integration across social care/community services/primary care;
Improved access to routine and Out of Hours Primary Care through a consistent quality clinical triage service.
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Finance and activity to deliver operational plans
Finance
The CCG’s supporting finance submission confirms that it is planning to meet both its Financial Duties and National Business Rules. In particular it is
planning as follows:
•
•
•
•
•
•
•

To deliver a 1% surplus.
To have 1% non recurrent funds of which 0.5% will remain uncommitted.
To have a minimum of 0.5% contingency.
To deliver QIPP in excess of 2%.
To contain capital expenditure within the Capital Resource Limit.
To contain Running Costs within the allowance.
To contain cash expenditure within the available cash resource.

Due to the timing of contract negotiations, detailed activity and finance plans are to be formulated and reconciled.

Activity
The CCG’s Finance Plan is aligned with our Commissioning Plan and they plan to secure the delivery of Constitutional Targets. 2016‐17 forecasted
outturn has been calculated using NHS England’s recommended FOT methodology and SUS data has been used. A local growth assumption of 1% for
2017‐18 and 2018‐19 has been allocated against all provider activity with the exception of Mid Yorkshire Hospital Trust where the 1% local growth
assumption has been applied to elective and outpatient activity only. Whilst QIPP schemes for 2017/18 have not been factored into the activity return,
0% growth has been assumed for all referral and non‐elective activity as intended transformation schemes proposed by the CCG and supported by Mid
Yorkshire Hospital are expected to reduce elective activity and non‐elective care. These are being managed via agreed governance routes with MYHT,
WCCG and NKCCG as outlined earlier in the plan.
1)
Planned Care Transformations
The contract with Mid Yorkshire Hospital Trust includes a number of approaches to improve the health systems RTT performance through demand
management and more efficient pathways. The extended use of e‐consultation by MYHT through SystmOne is expected to reduced first outpatient
activity in the 4 agreed specialties ‐ Cardio, ENT, Gastro and Pain. The number of face to face follow up appointments is also expected to reduce as
the Trust moves towards non face to face telephone consultations and active monitoring in primary care.
2)
Non‐elective Care
All parties seek to work towards a reduction in non‐elective activity, shorter lengths of stay and a reduction in excess bed days through improved
discharge processes. The contract with Mid Yorkshire Hospital Trust includes the CCG proposals in relation to delivery of more efficient ambulatory
care pathways and non‐elective care delivery across the local health system.
The CCG continues to commission for adherence to constitutional targets.
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Risks to the Wakefield Health and Wellbeing Economy
Health and Wellbeing
Gap
•Risk of a lack of understanding of
how to access appropriate health
and social care services at the
appropriate time
•Risk of reduction of public health
grant
•Risk of not successfully
implementing new MCP contract
•Lack of delivery of the Local
Digital Roadmap
•Risk of not delivering workplace
health programmes

Care and Quality Gap
•Risks of reduction of care home
provision across the district
•Risk of issues around recruitment
and retention in provision of all
health and social care
•Risk of adequate support to
deliver ambitious plans for
technology, workforce and
estates to transform services
•Risk of not successfully
implementing new MCP contract
•Lack of delivery of the Local
Digital Roadmap

Finance and Efficiency
Gap
•Risk of unmitigated growth and
demand in the existing system
•Risk of efficiency challenge being
greater than deliverable through
existing approaches including
Carter and Rightcare
•Risk of funding for policy impact
affecting system resources eg GP
Forward View, Care Act, Public
Health
•Risk of new investment
requirements not being
affordable in the current
environment
•Risk that current planning
assumptions change due to
current pace of development
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NHS Wakefield Clinical Commissioning Group
Governing Body
14 March 2017
Financial Sustainability

Overview
1.

The purpose of this paper is to update the Governing Body on the financial
planning assumptions, risks and opportunities for 2017/18 and 2018/19 in the
context of revised planning guidance.

2.

The CCG’s financial plan has been built using the agreed principles and
developed through a series of iterations including Governing Body
development session and discussion at both Executive Team and Integrated
Governance Committee.

The National Financial Context
3.

NHS growth in 2017/18 and 2018/19 is much lower than in previous years.
Actual growth is £1.4bn (1.3%) and £0.4bn (0.4%) respectively; compared to
£3.8bn in 2016/17. This growth is required to fund inflation and to invest in
sustainability and transformation in line with the Five Year Forward View.

4.

In addition, the national financial picture continues to be challenging. NHS
providers are predicting a £0.9bn deficit in 16/17 being offset nationally
through the reserves that commissioners set aside from core allocation.
Overall, the commissioning sector plans are broadly on track; although there
are 98 CCGs reporting a year-to-date overspend, 71 of which are forecasting
a year-end overspend and 27 have unplanned deficits. Also there remains
£154m of net risk in the system.

5.

The Local Authority is required to make £27m of efficiency. Social care is
currently facing severe financial pressures and the precept will only make a
partial contribution to the funds needed to meet local demand and the rising
costs of care. The precept (3%) will contribute £3.4m and reduce the impact
on the provision of care locally but the Local Authority will still have to make
significant savings in the services and commission from external providers.

6.

On 8 March 2017, the Chancellor of the Exchequer announced investment of
£2bn into adult social care over the next 3 years (of which £1.2bn will be
available in 17/18) to fund care packages for more people, support social care
providers and relieve pressure on the NHS locally. Other NHS financial
support provided was £120m into capital investment in A&E departments and
£325m capital investment in STP areas which offer the strongest case to
deliver real improvements for patients and sustainable finances.
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Financial Parameters
7.

The CCG is required to submit a budget which is both credible in that it meets
NHS England business rules (on surplus, contingency and non-recurrent
reserves) and deliverable. It must also prioritise investment into those areas
which require the greatest transformation in order to make the local health
and care system right-sized and future-proofed.


The programme allocation is £499,752k (an increase of 2.2%).



The co-commissioning allocation is £56,320k (an increase of 1%).



The running cost allocation is £7,633k (a reduction of £14k).



There are technical adjustments of -£1,150k relating to pricing
changes.



Our total in-year resources are £562,555k.



However, in order to return the CCG to a 1% surplus position, the CCG
needs to generate a further c£4.5m of efficiencies over and above its
in-year efficiency requirement. Essentially, therefore, the CCG needs
to plan to underspend against its allocation by this amount.

8.

In preparing the financial plan, the CCG has made provision for elements of
investment in the GP Forward View and the Mental Health Forward View as
well as recognising the current overspends and risks in the financial year and
appropriate levels of growth for future years. The overall efficiency target for
2017/18 is scaled at £20.5m (3.7%) and for 2018/19 at £16.1m.

9.

The CCG is also required to demonstrate an increase in mental health
investment of at least the minimum of growth in allocations (known as the
mental health investment standard), to set aside 0.5% into a non-recurrent
reserve which must be held in order to provide national financial resilience
and to identify 0.5% of non-recurrent investment areas.

10.

A table of risks and mitigations have been identified which would utilise the full
extent of contingency. Each risk has a director lead that is responsible for
managing the risk profile. This includes co-commissioning risks.

Delivering Efficiency
11.

The QIPP (Quality, Innovation, Productivity and Prevention) challenge will be
best delivered on a sustainable basis through tackling unwarranted variation,
reviewing pathways to eliminate waste and managing demand.

12.

Particular areas of focus in the coming year needs to utilise the national
RightCare dataset information which provides benchmark data for the CCG
against a peer group.
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13.

14.

The accelerated timeline for contract negotiations with providers has enabled
stakeholders to work towards planned and unplanned care transformation
ahead of the start of the financial year. These have been agreed with Mid
Yorkshire Hospitals NHS Trust and now need to be delivered in full in order to
release the benefits. Efficiency will need to be delivered across all lines of
CCG expenditure. This includes:


Continuing the journey of urgent care reform by reducing attendances
and admissions, expanding Ambulatory Emergency Care and
improving access in primary care.



Undertaking a full review of outpatient pathways (including referral
criteria); alongside acute trust discharge arrangements. This includes
e-referral and e-consultation, the use of telephone appointments and
nurse-led clinics and referral support.



Reviewing all areas of prescribing.



Implementing changes to commissioning and access polices to ensure
that elective care is delivered in a best-value manner



Reviewing the components of Primary Care



Undertaking a review of the Better Care Fund to deliver additional
efficiencies which will support the investment in the Care Act.



Expanding areas of success to deliver in-year efficiencies including
Care Home Vanguard and MCP Vanguard.



Drilling-down on further aspects of the RightCare information to tackle
unwarranted variation in other areas.



Undertaking a full review of any non-recurrent investments to ensure
that they deliver best value and system-wide efficiency including
Connecting Care, Mental Health, Tariff Premiums, Mental Health,
Transformation and Primary Care.

With regard to CCG running costs, the cash reduction along with inflationary
pressures, incremental drift, pension increases and apprenticeship levy has
meant the CCG has reviewed its overall vacancies and discretionary non-pay
spend as well as sources of income. A further running costs efficiency will be
required in year in order to live with the specified allocation.

Financial Envelopes
15.

Looking ahead, the CCG will need to build on the Single Version of the Truth
work from last year to develop a system wide financial strategy with local
partners. This review and refresh process will move us towards a single
financial envelopefor the system; where providers and commissioners live
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within our combined financial resources. This will be important in enabling the
financial strategy of both the Wakefield place and the Mid Yorkshire place to
focus on best value for the system overall.
16.

There are already some shared financial levers within the wider-system
including access to the quality premium, combined commissioner control
totals and access to STF funding. To support this approach, each system has
been invited to a regulator led discussion on system control totals. The
purpose of this process is to establish areas of risk and mitigation to reach a
shared understanding of the strategy required to reduce demand, manage
demand more effectively and reduce costs in both sectors.

17.

At a West Yorkshire place level, commissioning organisations are responsible
for a single commissioner control total and are jointly responsible for
prioritising capital investment. The CCG has a key responsibility in meeting
the West Yorkshire control total; through delivery of its plan (or better). The
West Yorkshire STP will be an increasing focus over the next year leading to
more provider alliances, more collaborative commissioning and collaborative
efficiencies driven through reducing variation and economies of scale.

18.

The move towards Accountable Care systems provides the opportunity for
more efficient pathways and integrated care for patients as well as improved
value for money. There will need to be a new financial construct to support
these arrangements. This will include whole population budgets with risk and
reward factors wrapped around them to ensure that outcomes are delivered.
This is a significant change in the way services will be commissioned and the
vanguard work which is building and testing these models (locally and
nationally) will inform their future development.

Summary
19.

The CCG is required to prepare a credible plan which meets the business
rules and links activity, service and finance. The current iteration of the
financial plan is one which delivers the above but with residual risk which
needs to be carefully managed; through ensuring that QIPP is delivered
sustainably, that non-recurrent investment delivers transformational benefits
and that risks continue to be actively managed.

20.

The system will need to develop a financial envelope approach which
recognises the shared risks and benefits of current expenditure, future
investments and allows for the movement of funds to the part of the system
best-placed to improve quality and outcomes for patients.

21.

There will be a move towards Accountable Care systems over the planning
period which will require new financial constructs to support the new
arrangements.

22.

It is recommended that the Governing Body approves the current iteration of
the financial plan, noting the areas of identified efficiency and outstanding
4

matters and that the financial planning arrangements are overseen by the
Integrated Governance Committee.

Andrew Pepper
Chief Finance Officer
8 March 2017
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Recommendation (s):
It is recommended that the Committee:
1. Note the current performance against the CCG strategic objectives and Quality
Premium
2. Approve the actions being taken to address areas of performance
3. Note the discussion points from Integrated Governance Committee
Executive Summary:
This paper provides an update on the positions in relation to Quality and Performance. The
paper provides reports against the CCG strategic objectives, quality premium and details key
exceptions and successes.
A number of changes have been made to the presentation of the Integrated Quality and
Performance Report. The first scorecard shows Wakefield CCG’s latest monthly and
cumulative performance against all constitutional targets. The second shows Mid Yorkshire
Hospitals Trust performance against all constitutional targets. The third shows the CCGs
performance against the national average and also shows where the CCG benchmarks in
comparison to our 10 Right Care peer CCGs.
Areas of attainment - November performance discussed at January’s meeting:





Diagnostics: Performance against the maximum 6 week waiting time for diagnostic
tests continues to perform above the constitutional target.
Cancer 62 day wait for first definitive treatment following a consultant’s decision
to upgrade the patient: Following a decline in performance over the last three months,
November’s performance reported at 100%. Mid Yorkshire Hospital Trust also
exceeded the 90% constitutional target in November and in their year to date
performance. If this trend stabilises the CCG will achieve the 90% target in their year to
date performance next month.
Acute Trust and Ambulance turnaround: Whilst performance is still below target it
should be noted that November’s performance against the 15 minute trust and
ambulance handover target reported at 70.5%, the highest it has been since September
2015. Performance increased by 20.5% from October and further improvement is
expected resulting from the success of the emergency care flow nurse.




Care Quality Commission: Alverthorpe have had a comprehensive inspection and
The Grange have had a re-inspection of the Effective and Responsive domains. Both
achieved an overall rating of ‘Good’.
Hospice: The Prince of Wales Hospice was rated ‘Good’ overall.

Areas of attainment – December performance discussed at February’s meeting:









Acute Trust and Ambulance turnaround: Whilst performance is still below target it
should be noted that December’s performance against the 15 minute trust and
ambulance handover target continues to show significant signs of improvement and
performance has risen by 3% to 74%. Further improvement is expected next month as
the success of the emergency care flow nurse continues.
MYHT SSNAP Indicator Scores Report: April – July 2016: Previously, MYHT had
been ranked at a Level D since January-March 2014. However, MYHT have improved
significantly to a Level C. This is their highest score achieved to date.
Yorkshire Ambulance Service (YAS): YAS is rated as Good by the CQC, which is an
improvement on the Requires Improvement rating from the previous inspection.
Care Quality Commission: Previously, The Croft House Care Home was rated
Inadequate but after a recent inspection has received an overall CQC rating of
Requires Improvement. For the Caring domain Croft House achieved Good. Similarly,
Stockingate Residential Home received a CQC rating of Requires Improvement after
previously rated as Inadequate. For the Safe, Caring and Responsive domains
Stockingate was rated Good.
GP Practices: Tieve Tara has been rated Good overall for their recent CQC inspection.
Patient Safety Walkabouts: A visit to A&E, the Elective Orthopaedic Suite and
Intermediate Tier at Pontefract Hospital identified numerous areas of good practice.

Areas for improvement - November performance discussed at January’s meeting:
 Cancer Waits: The CCG continues to under-perform against two of the cancer wait
constitutional targets:
 Cancer 62 day wait from urgent GP referral to first definitive treatment for cancer
- the CCG and MYHT continue to under-perform against the constitutional target and
STF trajectory due to rising demand and capacity issues within the Trust.
 Cancer 31 day for subsequent treatment where treatment is surgery – for the first
time in the last 5 months, performance for the CCG fell below the 94% constitutional
target and reported at 90% (breach of 3 patients).
 To address under-performance MYHT continue to maintain a Trust wide Cancer
Waiting Time (CWT) recovery plan and the action plan continues to undergo weekly
review by the Trust Lead Cancer Management Team. CWT recovery actions are
expected to start yielding improvement by the end of Q4.
 A&E Performance: MYHT has failed to meet the required contractual standard and
monthly STF trajectory, with November reporting performance of 77.7%, the lowest it
was been this year. This trend is also mirrored across this country with national
performance also experiencing a 5% reduction this month. The A&E Improvement
Group continue to focus solely on urgent and emergency care and Mid Yorkshire
Hospital Trust continues to work towards implementing the ward discharge model
across 11 wards and the ambulatory emergency care centre continues to extend its
opening hours until 10.00pm.
 18 Week RTT: The CCG has not met the required standard for the 18 week RTT
incomplete pathway and has also failed to meet the STF trajectory for November.
Under performance was reported in all specialities except rheumatology. An Action







Plan is in place to improve 18 week performance. E-consultation activity from primary
care continues to grow and established patient transfer process continues in
dermatology, ophthalmology and orthopaedics.
Yorkshire & Humberside 999 Ambulance Performance: The Acute Trust and
Ambulance turnaround targets and Ambulance response times have not met the
required standard. Performance against the 15 minute crew clearance target reported
at 78.8% this month and performance against the 8 minute RED target fell to 65.7%. A
contract performance notice was issued to YAS in respect of 8 minute RED
performance and a number of initiatives are being developed and implemented to
improve performance.
C.Diff: 11 cases of Clostridium difficile were assigned to the CCG and 4 to MYHT in
November 2016. Both organisations have already exceeded the 2016/17 target.
GP Friends and Family Test (FFT): 3 out of 40 (7.5%) GP Practices (Drs Roberts and
Wakefield, Eastmoor Health Centre and Station Lane) did not receive any FFT
responses between November 2015 and October 2016.
Patient Safety Walkabout: A Patient Safety Walkabout took place at Castleford Lodge
Care Home and there were some areas of concerns. A further walkabout has been
planned for 1 February 2017 and the Care Home Vanguard has started to work with
this home as part of Phase 2.

Areas for improvement – December performance discussed at February’s meeting:













Diagnostics: For the first time in the last five months, performance against the
maximum 6 week waiting time for diagnostic tests has fallen below the 99%
constitutional target to 98.1%. The majority of breaches were in endoscopy and this
was a result of demand exceeding capacity that the Trust was unable to resolve in the
given timescale.
Cancer Waits: The CCG continues to under-perform against two of the cancer waiting
time constitutional targets in terms of year to date performance and has failed to
achieve four of the targets during December. The majority of breaches this month were
in urology. Demand exceeding the Trusts capacity continues to be the main cause
behind the under-performance and the Trust are continuing to undergo weekly review
of the Cancer Waiting Time recovery and action plan. Under-performance this month
was against the following measures:
Cancer 31 days wait from diagnosis to first definitive treatment for all cancer has
fallen slightly below target this month to 95%.
Cancer 31 day for subsequent treatment where treatment is surgery continues to
perform under target but performance this month has increased by 2.5% to 92.5%.
Cancer 62 day wait from urgent GP referral to first definitive treatment for cancer
continues to under-perform against the constitutional target and STF trajectory.
However performance for the CCG did see a 3% increase this month with current
performance reporting at 81.4%.
Cancer 62 day wait for first definitive treatment following a consultant’s decision
to upgrade the patient has fallen significantly below target this month to 75%. This
was a result of 2 breaches and one was patient choice.
A&E performance: MYHT has failed to meet the required contractual standard and
monthly STF trajectory, with December reporting performance of 77.0%, the lowest it
was been this year. The A&E Improvement Group continues to focus solely on urgent
and emergency care and Mid Yorkshire Hospital Trust continues to work towards
implementing the ward discharge model across 11 wards.
18 Week RTT: The CCG has not met the required standard for the 18 week RTT

incomplete pathway and has also failed to meet the STF trajectory for December.
Under performance was reported in all specialities except rheumatology, general
medicine and geriatric medicine. A number of actions are in place to address underperformance. There has been an agreement on the Outpatient Improvement
Programme, which will be delivered throughout 2017/18 and monitored by the Planned
Care Improvement Group. There has been a validation exercise of the 18 week waiting
list and patient transfer for those waiting between 18 - 35 weeks.
 Yorkshire & Humberside 999 Ambulance Performance: The Acute Trust and
Ambulance turnaround targets and Ambulance response times have not met the
required standard. Performance against the 15 minute crew clearance target reported
at 76% this month and performance against the 8 minute RED continues to show signs
of deterioration and reported at 64%. A contract performance notice was issued to YAS
in respect of 8 minute RED performance and a number of initiatives are being
developed and implemented to improve performance.
 C.Diff: There were 9 cases of Clostridium Difficile assigned to Wakefield CCG and two
assigned to MYHT in December 2016. Both organisations have already exceeded their
2016/17 annual target.
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Executive Summary
Summary of items covered in the January and February IGC quality and performance reports
• CQC – Learning, candour and accountability
• Exception Report – Staff FFT (MYHT and YAS)
• Continuing Healthcare (CHC) Performance
• GP Patient NHS Choices Responses
• Complaints and Compliments
• Medicines Related Incidents Thematic Review
• CQUIN Q2 provider achievement (SWYPFT and YAS) • MYHT Urgent Care - Activity Analysis
• Early Intervention in Psychosis Audit
• NHS 111 Patient Satisfaction Survey: Q2 2016/17
• Exception Report – Maternity Dashboard
• Patient Advice and Liaison Service contacts

• Prescribing Performance
• Review of Incidents submitted by GP Practices with
WPPC 2016/17 Q2
• Serious Incidents (SI) Summary
• SSNAP 2016 Acute Organisational Audit
• SWYPFT Customer Service Report – Wakefield BDU

Summary of items discussed at Integrated Governance Committee (IGC)
The Integrated Quality and Performance Report is presented monthly at the Integrated Governance Committee (IGC). This page summarises the discussion on the items which
members identified as areas for improvement.

IGC – January 2017
•

It was reported to the Committee that performance against the 6 week waiting time target for diagnostic tests continued to exceed the 99% constitutional target for both the CCG
and MYHT.
The Committee were informed that 7 of the 9 cancer waiting time targets were achieved at the end of November. Under performance continued against the 62 day GP referral
standard and the 31 day wait from diagnostic to first definitive treatment (all cancers). For the first time in the last four months, the CCG exceeded the 62 day wait target for
priority upgrade of a patient, with November performance reporting at 100%. Assurance was provided to the Committee regarding the ongoing work of the Mid Yorkshire
Hospitals Cancer Management Team. A high level action plan is in place and the Yorkshire and Humber Clinic Networks (Cancer) had organised a number of inter provider
transfers events with the aim to agreeing a collaborative approach to improving and sustaining performance in West Yorkshire.
The Committee were informed that the 4 hour A&E standard continued to under perform against the required standard and Sustainability and Transformation Fund (STF)
trajectory. The decrease in performance was also mirrored across the country, with national performance also showing a 5% reduction. Members of the Committee were
advised that the A&E Improvement Group continued to focus solely on urgent and emergency care. The Trust continued to work towards implementing the ward discharge
model across 11 wards and the ambulatory emergency care centre continued to extend its opening hours.
It was reported that performance had significantly improved for the Trust against the 15 minute ambulance and A&E turnaround target and this was a result of the success of the
emergency flow nurse at Pinderfields.
The Committee were advised that November experienced a marginal increase in performance against the 18 week referral to treatment pathway standard as significant work
continues to be undertaken to address under-performance, in particular the patient transfer process in dermatology, ophthalmology and orthopaedics.
The Committee were advised that performance against the 8 minute RED target had further deteriorated as YAS continued to experience increase and unpredicted demand.
The Committee were reassured that a contract notice had been issued to YAS and a number of initiatives were being developed to help target under-performance.
The Committee discussed 12 months data for the GP Friends and Family Test, noting that 3 practices (7.5%) did not receive any FFT responses between November 2015 and
October 2016. It was confirmed that these practices would be followed-up by the primary care and quality teams.
It was confirmed that GP practices who received any element of ‘Requires Improvement’ in their CQC inspection were being revisited to assess improvement in those areas
identified. The Grange Medical Centre had a re-inspection against the Effective and Responsive domains, with both achieving a ‘Good’ rating.
The Committee were informed about the improvement in MYHT’s Sentinel Stroke National Audit Programme (SSNAP) data for Apr-Jul 2016 to Band C overall. MYHT have been
ranked in Band D since the first SSNAP data was published for Jan-Mar 2014. It was confirmed that the full results would be included in the February IQP report.
The Committee expressed concern about the therapy input to a number of pathways, including stroke and hip fracture, and agreed to receive a more in-depth presentation on the
current therapy review at a future meeting.

•

•

•
•
•
•
•
•
•
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IGC – February 2017
• The Committee were advised that December reported under-performance against all four STF trajectories. For the first time in five months performance
against the 6 week diagnostic test waiting time standard had fallen below constitutional standard . This was mainly a result of reduced capacity for
endoscopy and would be escalated for further discussion at the next Executive Contract Board meeting.
• The Committee were advised that 4 of the cancer waiting time measures reported under target at the end of December and that the majority of breaches
were in urology. The measures reporting under performance were 31 day wait for all cancers, 62 day wait for priority upgrade of a patient, 62 day GP
referral and 62 day wait following a consultants decision to upgrade the patient. Whilst performance against the 62 day GP referral measure was under
target, performance at the end of December had shown signs of improvement for both the CCG and MYHT. The Committee asked for this to be escalated
to the next Executive Contract Board for further discussion.
• The Committee were informed that the 4 hour A&E standard continues to show signs of deterioration as monthly performance fell to its lowest rate of 77%
this year. The reasons for low performance levels continue to be multi-faceted and strongly linked to reduced patient flow through the acute trust, which
causes overcrowding and pressure in A&E. The Committee were reassured that the A&E Improvement Group continues to focus on addressing underperformance and West Yorkshire has been chosen as an Accelerator Zone to improve A&E performance across the region.
• The Committee were informed that the Referral to Treatment 18 week pathway standard continues to perform below the constitutional target . However, the
92% target was achieved in three specialities (general medicine, geriatric medicine and rheumatology) at the end of December compared to only being
achieved in rheumatology at the end of November. The Committee were advised that MYHT were working through the action place to address 18 week
under-performance. This includes waiting list validation and patient transfer was underway for those waiting over 18 weeks, but less than 35 weeks for
gastroenterology, T&O and ophthalmology.
• The Committee were advised that performance against the 15 minute ambulance to A&E handover target continued to show signs of improvement with
December reporting a further increase in performance. The driver behind this performance improvement continued to be a result of the success of the
emergency care flow nurse. However, performance against the 15 minute crew clearance target and 8 minute RED target continued to show no sign of
improvement with Decembers performance reporting a further decrease against target. The Committee were advised that a contract performance notice
had been issued to YAS in report of 8 minute RED performance and a number of initiatives were being developed and implemented to improve
performance.
• The Committee acknowledged that all GP Practices had received their initial CQC inspection and had been rated. It was confirmed that a thematic review
outlining key themes and learning would be produced for a future report.
• The Committee enquired about weekend mortality at MYHT, noting that weekend HSMR was 135.06 (Oct). Members requested an exception report
outlining key issues and actions for a future report.
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Executive Summary – NHS Wakefield CCG
Wakefield CCG Strategic Objectives Balanced Scorecard ‐ 2016/17

Dec‐16

Access to cancer diagnosis and treatment
Target

Cancer ‐ max 2 week wait
urgent GP Referral

Cancer ‐ max 2 week wait
breast symptoms

93%

93%

Mth



A step change in the productivity of elective care
Target

YTD

97.6% 96.3%

RTT 18 weeks ‐
Incomplete pathways

RTT 52 weeks ‐
Incomplete pathways

92%

0

97.9% 97.2%





96%



Diagnostic test waits ‐
95.2% 96.7% waiting less than 6
99%
weeks

Cancer ‐ max 31 days for
subsequent treatment where
that treatment is surgery

94%



Cancelled operations
92.5% 94.6% offered re‐admission
date within 28 days

94%



100.0% 100%

Cancer ‐ max 62 day wait from
urgent GP referral to first
definitive treatment for cancer
Cancer ‐ max 62 days wait from
referral from a NHS Screening
Service to first definitive
treatment
Cancer ‐ max 62 days wait for
first definitive treatment
following a consultant decision
to upgrade priority of patient
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Cancer ‐ max 31 days wait from
diagnosis to first definitive
treatment for all cancer

Cancer ‐ max 31 days for
treatment where that
treatment is a course of
radiotherapy
Cancer ‐ max 31 days for
treatment where that
treatment is an anti‐cancer
drug regime

Mth

98%



98.2% 99.8%

85%



81.4% 79.7%

90%



100.0% 93.8%

90%



75.0% 88.8%

0



Target

YTD

81.2% 84.0% Care Programme Approach

0

Improving Access to
Psychological Therapies
(Prevalent Population
Entering Treatment)
(Q3 perf)

95%



Target

YTD

98.9% 97.9%

RED 8 minute
response

Ambulance to
A&E handover

3.57% 3.29%

Improving Access to
98.1% 97.6% Psychological Therapies (RTT 75%
6 weeks)



Crew clear
97.0% 96.8%
delays

Improving Access to
Psychological Therapies (RTT 95%
18 weeks)



100.0% 99.0%

A&E waits no
more than 4 hrs

Early Intervention in
Psychosis



100.0% 93.5%

12 Hour
Breaches

1

3.75%

Mth



0

23

Access to the highest quality urgent &
emergency care

Mental health service transformation

50%

75%

100%

Mth





System wide quality measures
Target

YTD

64.2% 65.0%

73.7%

‐

100%



75.9%

95%



77.0% 84.0%

0



0

‐

Healthcare
acquired infections
‐ MRSA

0

Healthcare
acquired infections
6 / 72
– C Diff

Mixed sex
accommodation
breaches

0

Mth

Citizen participation & empowerment
Target

YTD



0

0



9

79



0

0

FFT ‐ GP

89%

Mth



YTD

90.0% 89.0%

1

Exception Reports: Page No.
Cancer Waits
15
RTT
16
Diagnostics
17
C Diff
18
IAPT
19
A&E Waits
20
Handovers
21
Crew Clearance
21
RED 8 min
22
YAS 111
23
Latest available data is reported

Executive Summary – Mid Yorkshire Hospital Trust
Mid Yorkshire Hospital Trust Strategic Objectives Balanced
Scorecard ‐ 2016/17

Dec‐16

Access to cancer diagnosis and treatment
Target

Mth

A step change in the productivity of elective care
T arget

YTD

Mth

Cancer ‐ max 2 week wait
urgent GP Referral

93%



96.8% 96.4%

RTT 18 weeks ‐
Incomplete pathways

92%



Cancer ‐ max 2 week wait
breast symptoms

93%



97.1% 97.4%

RTT ‐ 52 weeks wait
from referral to
treatment

0







Cancer ‐ max 31 days wait from
diagnosis to first definitive
96%
treatment for all cancer



95.9% 96.8%

Diagnostic test waits ‐
waiting less than 6
99%
weeks

Cancer ‐ max 31 days for
subsequent treatment where
that treatment is surgery

94%



84.2% 89.9%

Cancelled operations
offered re‐admission
date within 28 days

Cancer ‐ max 31 days for
treatment where that
treatment is an anti‐cancer
drug regime

98%



100.0% 99.8%

Cancer ‐ max 62 day wait from
urgent GP referral to first
definitive treatment for cancer

85%



83.3% 82.8%



94.4% 94.9%



81.0% 90.4%

Cancer ‐ max 62 days wait from
referral from a NHS Screening
90%
Service to first definitive
treatment
Cancer ‐ max 62 days wait for
first definitive treatment
90%
following a consultant decision
to upgrade priority of patient

6

0

Access to the highest quality urgent &
emergency care
Target

YTD

78.4% 80.9%

0

40

Mth

Ambulance to
A&E handover

100%



73.7%

‐

Crew clear
delays

100%



75.9%

‐

Healthcare acquired
infections – C Diff
2 / 27



12 Hour
Breaches



0

T arget

YTD

Healthcare acquired
infections ‐ MRSA

A&E waits no
98.2% 97.5%
95%
more than 4 hrs

0

System wide quality measures

0

77.0% 84.0%

0

1

Mixed Sex
Accommodation
(MSA) breaches

0

0

Mth

Citizen participation & empowerment
Target

YTD

Mth

YTD



0

1

FFT ‐ A&E

86%



93.0% 94.6%



2

32

FFT ‐
Inpatient

95%



97.0% 97.1%



0

0

FFT ‐
Outpatient

93%



97.0% 97.1%

FFT ‐
95%
Community



98.0% 97.6%

* Latest data available

Executive Summary - Benchmarking
Performance against the national average and Wakefield's peer CCGs
Strategic Objectives Balanced Scorecard ‐ 2016/17

Dec‐16
YTD

Access to cancer diagnosis and treatment
T arget

NAT

R ank

T arget

Cancer ‐ max 2 week wait
urgent GP Referral

93%

96.3% 94.2%

3

RTT 18 weeks ‐
Incomplete pathways

Cancer ‐ max 2 week wait
breast symptoms

93%

97.2% 93.6%

2

RTT ‐ 52 weeks wait
from referral to
treatment

Cancer ‐ max 31 days wait
from diagnosis to first
definitive treatment for all
cancer

96%

96.7% 97.5%

Cancer ‐ max 31 days for
subsequent treatment where
that treatment is surgery

94%

WC C G

NAT

Access to the highest quality urgent &
emergency care

Mental health service transformation

R ank

T arget

WC C G

NAT

R ank

T arget

11

Care Programme
95%
Approach

98% 96.5%

5

A&E waits no
more than 4 hrs

10,052

10

Early
Intervention in
Psychosis

94% 73.7%

2

12 Hour
Breaches

11

Diagnostic test waits ‐
waiting less than 6
99% 97.6% 98.5%
weeks

11

94.6% 95.4%

11

Cancelled operations
offered re‐admission
date within 28 days

Cancer ‐ max 31 days for
treatment where that treatment 94% 100.0% 97.3%
is a course of radiotherapy

1

Cancer ‐ max 31 days for
treatment where that treatment 98%
is an anti‐cancer drug regime

99.8% 99.4%

6

Cancer ‐ max 62 day wait from
urgent GP referral to first
definitive treatment for cancer

85%

79.7% 82.2%

10

Cancer ‐ max 62 days wait
from referral from a NHS
Screening Service to first
definitive treatment

90%

93.8% 92.0%

9

Cancer ‐ max 62 days wait for
first definitive treatment
following a consultant
decision to upgrade priority of
patient

7

WC C G

A step change in the productivity of elective care

92% 84.0% 89.7%

0

0

23

1

2,804

50%

WC C G

NAT

System wide quality measures

R ank

95%

84%

89.8%

‐

0

1

1,899

‐

T arget WC C G

Mixed Sex
Accommodation
(MSA) breaches

0

0

NAT

R ank

5,245

1*

* Joint ranking position

‐

This scorecard shows how the CCG performs against the national
average. It also shows where the CCG is positioned in relation to our
Right Care peer CCGs. For example, against peer CCG's Wakefield had
the 3rd highest performance against the cancer 2 week wait (GP
referral) target. All ranking scores are out of 11.
11 Right Care Peer CCG's

90%

88.8% 89.6%

6

NHS BARNSLEY CCG

NHS TAMESIDE AND GLOSSOP CCG

NHS DONCASTER CCG

NHS WAKEFIELD CCG

NHS HARTLEPOOL AND STOCKTON ON TEES CCG

NHS WARWICKSHIRE NORTH CCG

NHS ROTHERAM CCG

NHS WIGAN BOROUGH CCG

NHS ST HELENS CCG

NHS WIRRAL CCG

NHS STOCKPORT CCG

Quality Premium 2016/17
Data as at Month 8

Domain

Cancer
Diagnosed at
an early stage

Quality Premium Measure

Demonstrate a 4 percentage point improvement in the
proportion of cancers (specific cancer sites,
morphologies and behaviour*) diagnosed at stages 1
and 2 in the 2016 calendar year compared to the 2015
calendar year or;

Target

4% increase on 2015 calendar year or;
>60% in 2016 calendar year

Current
anticipated
% of
eligible QP
Potential
Current YTD
quality
Funding
value for CCG Performance
premium
based on
YTD/FOT
Performance

20%

£364,553

Awaiting
publication of
baseline

£364,553

Achieve greater than 60% of all cancers (specific cancer
sites, morphologies and behaviour*) diagnosed at stages
1 and 2 in the 2016 calendar year.

Meet a level of 80% by March 2017 (March 2017
performance only) and demonstrate a year on year
Increase in the
increase in the percentage of referrals made by
proportion of
e-referrals (or achieve 100% e-referrals), or;
GP referrals
made by eMarch 2017 performance to exceed March 2016
referral
performance by 20 percentage points.

>80% by March 2017 & year on year
increase in e-referrals
or;
20% increase on March 2016 position
at March 2017 (baseline 60%)

20%

£364,553

61%
(Aug)

£0

Achieve a level of 85% of respondents who said they
had a good experience of making an appointment, or;
Experience of
making a GP A 3 percentage point increase from July 2016 publication
appointment on the percentage of respondents who said they had a
good experience of making an appointment

Improving
antibiotic
prescribing in
primary care

8

Part a) reduction in the number of antibiotics prescribed
in primary care.
OR
Part b) number of co-amoxiclav, cephalosporins and
quinolones as a proportion of the total number of
selected antibiotics prescribed in primary care to either:
- to be equal to or lower than 10%, or
- to reduce by 20% from each CCG’s 2014/15 value

≥85% or;
3% increase from July 2016
publication (baseline 72.1%)

a) ≥4% reduction on 13/14 (baseline
1.29%) or;
≤1.161 items per STAR-PU
b) ≤10% of total antibiotic prescribing
for co-amoxiclav, cephalosporins and
quinolones or;
≥ 20% reduction from 2014/15 value
(baseline 10%)

20%

£364,553

Awaiting
publication of
baseline

£0

Progress to date / actions going forward

Earlier Diagnosis and Emergency Presentation Work
stream being developed - aims, objectives and action plan
drafted. Commissioning intentions 2017/18 submitted for
cancer.
Wakefield Premium Practice Contract – GP SEAs
(Significant Event Audits) – discussions taking place
regarding improving proforma (to be used from 1 April
2017) to improve quality of SEA reporting in Year 2. Also
Cancer SEA workshop taking place at Target Event in April
and proposing (from 1 April 2018) to broaden criteria to
include all patients diagnosed at Stage 3 or Stage 4.

Meeting held with MYHT to define how e-referral system
(ERS) utilisation may be improved;
Emerging joint approach between CCG and MYHT to
manage the number of appointment slot issues and to
prevent these being converted into paper referrals, and
thus appointments not being booked via ERS;
Directory of services available on ERS has been created
for General Practices, and how they may be referred to;
Written communication to community consultant-led
elective care providers to encourage them to offer direct
booked appointments in ERS, to increase ERS utilisation
Support and facilitation to be given at practice level for
poorer performing practices and action plans developed.
Discussed at network Practice Manager meetings;
Present at Wakefield CCG PRG Network meeting, and the
local network PRGs and suggest practices review with their
own PRG;
To be included in annual performance review meetings and
verification visits (Oct-Dec);
CCG promoting and supporting improved uptake of Patient
Online.
Antibiotic campaign to be hosted during winter months;
based on highly successful 1516 campaign

10%

£182,276.50

a)
b)

1.19%
6.30%
(Sept)

£0

Quality Premium 2016/17 (continued)

Domain

Local Measure –
Maternity; Number of
women known to be
smokers at the time
of delivery per 100
maternities

Quality
Premium
Measure

Maximum of
18% per 100
deliveries.

% of quality
premium

Target

≤18%

Local Measure Trauma and Injury:
Hospital admissions
165.5 per
caused by
10,000
≤165.5/10,000
unintentional and
population.
deliberate injury for
those aged 0-24 per
10,000 population
Local Measure Crosscutting:
Emergency
admissions for
chronic ambulatory
1,769.4/100,00 ≤1,769.4/100,00
care sensitive
0 population
0
conditions for people
of all ages per
100,000 total
population

Potential
value for
CCG

Current
anticipated
eligible QP
Funding
Current YTD Performance
based on
YTD/FOT
Performanc
e

10%

£182,276.50

20.8% @ Q2 2016/17

10%

£182,276.50

Awaiting data

10%

2016/17 QTR1 & 2 there
has been 816 admissions
for ACSC conditions.
Based on the July 2016
£182,276.5
£182,276.50 registered population, this
0
is a crude rate of 222.9
per 100,000, or an
annualised crude rate of
891.7 per 100,000.

100%

£1,822,765

£0

Progress to date / actions going forward

Ongoing joint working across the patch with WCCG/Alliance/ GP to
increase awareness.
Meet with Dr Mustafa regarding referrals route from Primary to Smoke
free Service, highlighted the need for a referral form like the IAPT
service to help increase referrals into the service. Alliance taking action
forward. Paper to ET and Network Chairs of proposals moving forward
in Feb 2017.

Meeting is to be planned with Commissioning / Contracts and Mid
£182,276.5
Yorkshire to discuss the ongoing issues around reporting and coding at
0
Mid Yorkshire.

On target to meet the required quality measure
Q3 data due next month

£729,106

Forecast Outturn (Based on CCG submitted plan
at Q4 2016/17)

Percentage of QP Deducted if target not met

Value Deducted

18 Week RTT Waiting Time Standard

92%

25%

£0

A&E 4 Hour Waiting Time Standard

95%

25%

£0

85%

25%

£0

75%

25%

£0

NHS Constitution Target

Maximum 62 day wait from GP Referral to First
Definitive Treatment
Cat A (Red 1) 8 Minute Response Time/RED 8
minute response
Total anticipated value available for CCG
9(QP measure and Constitution targets)

£0
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Sustainability and Transformation Fund Trajectories & CCG Activity Plan
Note: MYHT submission reflects all MYHT activity; CCG submission only reflects CCG portion of MYHT activity
Cancer 62 day Sustainability Trajectory
Total patients seen
> 62 days wait
MYHT (STF Submission)
Performance Plan

Wakefield CCG (Activity Return)

Apr-16
105
17
83.81%

May-16
96
15
84.38%

Jun-16
104
16
85.10%

Jul-16
124
19
85.08%

Aug-16
105
16
85.24%

Sep-16
100
15
85.00%

Oct-16
101
16
84.65%

Nov-16
116
15
87.50%

Dec-16
90
16
82.78%

Performance Actual

92.0%

86.4%

82.7%

81.0%

76.4%

81.0%

83.3%

80.9%

83.3%

Total patients seen
> 62 days wait
Performance Plan

74
63
85.1%

74
63
85.1%

74
63
85.1%

74
63
85.1%

74
63
85.1%

74
63
85.1%

74
63
85.1%

74
63
85.1%

74
63
85.1%

Performance Actual

86.8%

83.1%

82.7%

81.7%

73.2%

75.6%

78.7%

78.4%

81.4%

Apr-16
6,790

May-16
6,560

Jun-16
6,460

Jul-16
6,090

Aug-16
6,050

Sep-16
6,020

Oct-16
5,600

Nov-16
5,960

Dec-16
5,700

Diagnostics 6 week Sustainability Trajectory
Total patients waiting
Patients waiting <
6weeks
MYHT (STF Submission)
Performance Plan

Wakefield CCG (Activity Return)

Baseline
6,790

74
63
85.1%

74
63
85.1%

74
63
85.1%

Jan-17
5,610

Feb-17
5,620

Mar-17
5,590

490

420

361

294

258

203

170

120

86

55

55

55

7.22%

6.40%

5.59%

4.83%

4.26%

3.37%

3.04%

2.01%

1.51%

0.98%

0.98%

0.98%

4,311

4,311

4,311

Performance Actual

5.87%

5.46%

4.61%

1.85%

0.67%

0.38%

0.5%

0.7%

1.8%

4,311

4,311

4,311

4,311

4,311

4,311

4,311

4,311

4,311

43

43

43

43

43

43

43

43

43

43

43

43

1.0%

1.0%

1.0%

1.0%

1.0%

1.0%

1.0%

1.0%

1.0%

1.0%

1.0%

1.0%

Performance Actual

5.72%

4.84%

4.52%

1.91%

0.55%

0.31%

0.4%

0.7%

1.9%

Baseline

Apr-16

May-16

Jun-16

Jul-16

Aug-16

Sep-16

Oct-16

Nov-16

Dec-16

Jan-17

Feb-17

Mar-17

41,875

41,875

41,540

41,205

40,870

40,535

40,200

39,865

39,530

39,195

38,835

38,835

38,835

Total patients waiting
(incomplete)
Patients waiting < 18
weeks
Performance Plan

6,817

6,817

6,439

6,181

5,926

5,675

5,226

4,784

4,348

3,724

3,107

3,107

3,107

83.7%

83.7%

84.0%

84.5%

85.5%

86.0%

87.0%

88.0%

89.0%

90.5%

92.0%

92.0%

92.0%

84.0%

84.1%

82.3%

80.5%

79.7%

78.8%

79.6%

80.2%

78.4%

26,777

26,777

26,777

26,777

26,777

26,777

26,777

26,777

26,777

26,777

26,777

26,777

24,635

24,635

24,635

24,635

24,635

24,635

24,635

24,635

24,635

24,635

24,635

24,635

92.0%

92.0%

92.0%

92.0%

92.0%

92.0%

92.0%

92.0%

92.0%

92.0%

92.0%

92.0%

86.4%

86.7%

85.3%

84.1%

83.7%

82.7%

82.9%

83.2%

81.2%

Baseline

Apr-16

May-16

Jun-16

Jul-16

Aug-16

Sep-16

Oct-16

Nov-16

Dec-16

Jan-17

Feb-17

Mar-17

21,381

22,409

17,701

19,783

19,442

18,942

19,120

19,307

18,997

19,024

19,920

16,696

17,901

4,343
79.69%

4,482
80.0%

3,363
81.0%

3,561
82.0%

3,111
84.0%

2,652
86.0%

2,294
88.0%

1,931
90.0%

1,710
91.0%

1,522
92.0%

1,394
93.0%

1,002
94.0%

895
95.0%

Total patients waiting
(incomplete)
Patients waiting < 18
weeks
Performance Plan

4 Hour Urgent Care Sustainability Trajectory
Total patients seen
(attendances)
> 4 hours wait
MYHT (STF Submission)
Performance Plan
Performance Actual
Total patients seen
(attendances)
> 4 hours wait
Performance Plan
Performance Actual
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Mar-17
105
14
86.67%

490

Performance Actual

Wakefield CCG (Activity Return)

Feb-17
94
14
85.11%

7.22%

Performance Actual

Wakefield CCG (Activity Return)

Jan-17
81
14
83.33%

Total patients waiting
Patients waiting <
6weeks
Performance Plan

18 week RTT Sustainability Trajectory

MYHT (STF Submission)

Baseline
271
44
83.76%

88.4%

86.7%

85.1%

85.9%

83.8%

84.3%

80.5%

77.7%

77.0%

17,782

17,782

17,782

17,782

17,782

17,782

17,782

17,782

17,782

17,782

17,782

17,782

3,557
80.0%

3,379
81.0%

3,201
82.0%

2,845
84.0%

2,489
86.0%

2,134
88.0%

1,778
90.0%

1,600
91.0%

1,423
92.0%

1,245
93.0%

1,067
94.0%

889
95.0%

88.4%

86.7%

85.1%

85.9%

83.8%

84.3%

80.5%

77.7%

77.0%

Strategic Performance Monitoring
Maternity, children and young people transformation
MYHT
Provider

Indicator

MYHT

C-section
(Maternity Dashboard)
Post partum haemorrhage
(Maternity Dashboard)
Breastfeeding
(Maternity Dashboard)

Emergency C-section rate (%)
> 1000 ml as % of women
delivered
% of live births resulting in
Feeding initiation (Babies) –
Breast

Reporting
Period

Target

2015/16

Actual

YTD

Trend

Previous
months
score card

Nov

<15.2%

15.3%

20.2%

16.7%

Nov

7.70%

8%

8.9%

8.3%

↓
↓

••••••
••••••

Nov

60.0%

73%

71.0%

70.9%

↑

••••••

3.4%

0.0%

4.0%

1.6%

0.0%

2.9%

1.6%

0.0%

1.7%

9.8%

30.8%

10.5%

↑
↑
↔
↓

••••••
••••••
••••••
••••••

83.3%

84.6%

84.6%

↓

••••••

Exception
report

Feb
Feb

Maternity Safety Thermometer

MYHT

Proportion of women that had a maternal infection since the
onset of labour or within 10 days of birth
Proportion of women that had a 3rd/4th degree perineal
trauma
Proportion of women who reported being left alone at a time
that worried them during labour and birth
Proportion of women who reported they had concerns about
safety during labour and birth that were not taken seriously
Physical harm free care:
Infection, Perineal Trauma(3rd/4th), PPH >1000mls, Apgar<7 (term only) OR
Transfer (term only)

Nov
Nov
Nov
Nov
Nov

6.3%
(nat av)
2.8%
(nat av)
2.6%
(nat av)
5.8%
(nat av)
77.8%
(nat av)

Feb

Feb

The Safety Thermometer is a point of care survey carried out on a single day each month on all appropriate patients. In November this was 13 patients.
No new data available for Maternity Safety Thermometer and maternity dashboard at time of writing.

Citizen participation and empowerment
Data validity: All data used in the following dashboards is published nationally and / or locally by the relevant provider.
Provider

MYHT
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Indicator

FFT - Maternity

Antenatal % of patients recommending the
service
Labour Ward % of patients recommending
the service
Postnatal Ward % of patients
recommending the service
Postnatal Community % of patients
recommending service

Reporting
Period

National
Average

2015/16

Actual

Average
YTD

Nov

96%

95.3%

96.0%

95.9%

Nov

97%

98.3%

90.0%

96.5%

Nov

94%

94.4%

73.0%

92.6%

Nov

97%

99.1%

99.0%

96.8%

Trend Information
From
Previous
Exception
previous
months
Report
Month score card

↓
↓
↓
↓

••••••
••••••
••••••
••••••

Strategic Performance Monitoring
Mental Health Service Transformation
Provider - SWYPFT
Reporting
Period

Indicator
SWYPFT Staff FFT

% of staff recommending place of work

Q2

SWYPFT Staff FFT

% of staff recommending care

Q2

Target
64%
(nat av)
80%
(nat av)

2015/16
Performance

Actual

YTD

-

65%

63.0%

-

79%

77.0%

Trend Information
From
previous
Month

Previous
months
score card

↑
↑

••
••

Exception
Report

No new data available for Mental Health Safety Thermometer at time of writing.

Citizen participation and empowerment
Data validity: All data used in the following dashboards is published nationally and / or locally by the relevant provider.
Trend Information
Provider

SWYPFT

Indicator
FFT - Mental Health
Wakefield BDU
(SWYPFT Customer
Services Report)

FFT Mental Health
(Trust)
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% of patients recommending inpatient
services
% of patients recommending
community services
% of patients recommending the
service

Reporting
Period

National
Average

Actual

Average
YTD

Q2

88%

93.0%

90.0%

Q2

88%

97.0%

97.0%

Nov

88%

76.0%

71.3%

2015/16

81.0%

From
Previous
Exception
previous months score
Report
Month
card

↑
↑
↑

••
••
••••••

Mar

Strategic Performance Monitoring
Quality Measures
MYHT
Indicator
(Source: MYHT Trust Board Performance Report unless indicated)

Trend Information

Reporting
Period

Target

2015/16
Performance

Actual

YTD

Venous Thromboembolism

% patients risk assessed

Nov

>95%

95.4%

95.2%

95.2%

Harm free care

% patients receiving harm free care

Dec

>95%

94.09%

93.4%

93.3%

Harm free care

% of patients suffering new harm

Dec

<2.24%

2.52%

2.3%

2.3%

Never Events

Number of never events

Nov

0

0

0

3

Serious Incidents

Number of open serious incidents

Jan

-

-

Serious Incidents

Number of new serious incidents for
month

Jan

-

161

10

83

Patient Safety Incidents
(acute services)

Proportion of patient safety
incidents that are harmful

Dec

<29%

25.2%

21.1%

23.3%

Patient Safety Incidents
(community services)

Proportion of patient safety
incidents that are harmful

Dec

<50%

59.5%

65.8%

58.3%

Summary Hospital Mortality Indicator

SHMI score (Source: Health and
Social Care Information Centre)

Q1
16/17

<100

-

Hospital Standardised Mortality Ratio

HSMR (elective and emergency
admissions)

Oct

<100

-

92.53

106.2

Oct

<100

118.2

135.06

125.48

Hospital Standardised Mortality Ratio HSMR - weekend

67

96.06

MYHT Nurse vacancies

WTE Registered Nurse vacancies
(acute & community)

Dec

<125.7
(10%)

-

109.71 WTE
(8.7%)

MYHT Midwife vacancies

WTE Registered Midwife vacancies

Dec

<12.5
(10%)

-

3.59 WTE
(2.9%)

MYHT HealthCare Assistant
vacancies

WTE Healthcare Assistant
vacancies (acute & community)

Dec

<70.3
(10%)

-

13.95 WTE
(2.0%)

Sickness Absence

Total sickness rate

Nov

<4.0%

5.0 %

5.6%

5.0%

MYHT Staff FFT

% of staff recommending place of
work

Q2

64%

-

49%

47%

MYHT Staff FFT

% of staff recommending care

Q2

80%

-

58%

58%

Feb

95%

-

CQC Rating
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Requires improvement

Previous
From previous
months score
Month
card

↔
↓
↓
↑
↓
↑
↑
↑
↑
↑
↓
↓
↓
↑
↓
↑
↔
↔

••••••
••••••
••••••
••••••

Exception
Report

Nov
Nov
Dec
Feb
Feb

••••••
••••••
••••••
••••••
••••••
••••••
•
•
•

For March IQP

Dec
For March IQP
Dec
July
Dec
Nov
Jan
Jan
Jan-16

Strategic Performance Monitoring
Urgent and emergency care ‐ YAS
Wakefield CCG
Indicator
% of clinical call backs within 2 hours
YAS 111
Performance

YAS Out of
Hours Performance

Trend

Provider

Mth

Target

2015/16
CCG
Performance

Actual

YTD

From
previous
Month

Actual

YTD

Dec

95%

86.6%

72.0%

80.8%

↑

72.8%

81.8%

↓

p.23

94.3%

93.2%

↑

p.23
p.23

89.1%

Trend from
Exception
previous
Report
Month

% calls answered within 60 seconds

Dec

95%

% of warm transfers or clinical call backs within 10 minutes

Dec

65%

35.1%

29.9%

34.4%

↓

29.1%

33.6%

↑

% Definitive Clinical Assessments in time

Dec

95%

97.9%

100%

99.5%

↔

98.2%

98.8%

↓

% Emergency within 1 hour

Dec

95%

58.2%

38.6%

57.3%

↓

36.8%

48.7%

↓

% Urgent within 2 hours

Dec

95%

73.3%

59.8%

73.5%

↓

52.3%

62.0%

↓

% Less Urgent within 6 hours

Dec

95%

95.9%

87.9%

94.8%

↓

87.7%

93.2%

↓

Aug

79.0%
(nat av)

82.7%

89.4%

-

↑

Aug

85.9%
(nat av )

84.7%

90.2%

-

↑

% of patients with STEMI who received an appropriate care bundle
ST-elevation
YAS myocardial infarction
111 (NHS England)
% of patients receiving primary angioplasty within 150 minutes

(YAS)

Not reported at CCG Level

Cardiac arrest
(NHS England)

% of patients who were discharged from hospital alive following resuscitation by
ambulance service following a cardiac arrest

Aug

9.4%
(nat av)

10.6%

10.2%

-

↓

Stroke
NHS England)

% of FAST positive patients potentially eligible for stroke thrombolysis arriving at a
hyperacute stroke unit within 60 minutes of the call being received

Aug

56.6%
(nat av)

55.6%

43.6%

-

↓

Staff absence (YAS) Trust absence rate

Dec

<5%

5.9%

6.09%

5.4%
(12
months)

↑

Staff FFT (YAS)

% of staff recommending place of work

Q2

64%
(nat av)

-

49%

54%

↓

Staff FFT (YAS)

% of staff recommending care

Q2

80%
(nat av)

-

82%

87%

↓

Category 1 - RED 8 min (Cardiac arrest or peri-arrest )

Dec

75%

-

64.2%

65.0%

Category 2 - Resource 19 min (Life-threatening emergency)

Dec

-

-

76.5%

75.1%

Category 2 - Transport 19 min (Life-threatening emergency)
Ambulance response
YAS
times
999
Category 3 - Transport 90 min (Serious but not life-threatening emergency)

Dec

-

-

67.3%

69.0%

Dec

-

-

66.2%

68.1%

Category 3 - Resource 90 min (Serious but not life-threatening emergency)

Dec

-

-

70.8%

73.7%

Category 4 - Transport 1-4hrs (Non-emergency)

Dec

-

-

95.4%

98.0%

Category 4 - Hear and Treat 1-4hrs (Non-emergency)

Dec

-

-

81.6%

83.4%

14

Mar

Nov

Not reported at CCG Level

↓

p.22

Exception Reporting
Elective Care - Cancer
NHS Constitution Indicator
Target

CCG

Max 31 days wait from diagnosis to first
definitive treatment for all cancer

MYHT

Max 31 day wait for subsequent treatment
where treatment is surgery

CCG
MYHT

Cancer - max 62 days wait for first definitive
treatment following a consultant decision to
upgrade priority of patient
Cancer – max 62 days wait from urgent GP
referral to start of 1st treatment for suspected
cancer

CCG
MYHT
CCG
MYHT

Cancer Waits
Apr

96%
94%
90%

85%

YTD 16/17

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

97.1%

99.2%

96.4%

97.2%

95.9%

93.5%

98.0%

98.3%

95.2%↓

96.8%

97.7%

98.1%

97.1%

95.8%

96.3%

95.8%

97.4%

97.4%

95.9%↓

96.7%

93.8%

92.9%

97.4%

96.9%

94.4%

97.1%

90.0%

92.5%↑

96.8%
94.9%

95.2%

90.0%

96.3%

90.0%

81.0%

82.1%

92.0%

91.7%

84.2%↓

89.9%

100%

87.5%

100%

100%

80%

85.7%

72.7%

100%

75.0%↓

89.9%

95%

88.9%

92%

91%

90.3%

93.3%

87.5%

91.3%

81.0%↓

90.4%

86.6%

83.1%

82.7%

81.7%

73.2%

75.6%

78.7%

78.4%

81.4%↑

79.6%

92.0%

86.4%

83%

81%

76.4%

81.0%

83.3%

80.9%

83.3%↑

82.8%

Reason for Underperformance
Max 31 days wait from diagnosis to first definitive treatment for all cancer
Significant decline in performance this month for both the CCG and Trust, with performance falling below target. For WCCG, this was a result of 8 breaches, with the majority (5) being in urology with the main cause being
capacity issues within the Trust.
Max 31 day wait for subsequent treatment where treatment is surgery
An increase in performance was experienced by the CCG this month but the Trust experienced a significant reduction in performance. For WCCG, this was a result of 3 breaches.
Max 62 day wait for first definitive treatment following a consultant decision to upgrade priority of patient
Following last months increase, performance this month has fallen back below the 90% target. For the CCG, this was a result of 2 breaches in lung. One was due to a patient changing course of treatment and the other was
due to a late referral (at day 59). The CCG are still within scope to achieve the target at end year.
Maximum 62 days wait from urgent GP referral to start of 1st treatment for suspected cancer
Performance has seen an increase this month, for both the CCG and Trust. For WCCG there were 16 breaches, three less than the previous month. The majority of breaches were urological and gastrointestinal and were a
result of theatre capacity issues, complex pathways relating to patient comorbidities or to a diagnosis not following the usual pathway.

Actions taken
•
•

•

Demand continuing to exceed capacity at Mid Yorkshire Hospital Trust (across outpatient, diagnostic and treatment) and the Trust are projecting an increase of 3000 referrals for the current year compared to recent years
remains the main cause for under-performance against a number of cancer waiting time targets.
Lower GI and Urology remain as key pressure areas.
⁻
Lower GI is continuing to receive a higher number of referrals per month; the projected annual increase is expected to be a total of 900 referrals.
⁻
The manpower issues within Urology are resolved, however, this speciality, as well as receiving an increase in the number of referrals received each month, is also seeing an increase in the number of patients who
require additional biopsies/investigations.
MYHT continue to maintain a Trust wide Cancer Wait Time (CWT) recovery action plan ,as mentioned previously, and the action plan continues to undergo weekly review and updates by the Trust Lead Cancer
Management Team.
⁻
MYHT still expect, as reported last month, CWT recovery actions to start yielding improvement in Q4 with all CWT targets and SFT trajectory to be achieved at the end of March 2017.
⁻
MYHT are reporting an increase in the number of patients being treated per month; suggested actions that may be contributing include: reviewing TSSG cancer pathways, increasing clinic capacity and better
utilisation of skill-mix.
⁻
MYHT are continuing to meet with LTHT and other providers to resolve the issues that still remain with the new regional “Breach reallocation” policy which is expected imminently. This is presently expected to give
rise to an approximately 2% dip if current LTHT breaches are re-allocated to MYHT.

Cancer 62 Day - GP Referral

100.00%

62 days cancer (Urgent GP to FDT)

50.00%

Target

15

0.00%
Apr-15

May-15

Jun-15

Jul-15

Aug-15

Sep-15

Oct-15

Nov-15

Dec-15

Jan-16

Feb-16

Mar-16

Apr-16

May-16

Jun-16

Jul-16

Aug-16

Sep-16

Oct-16

Nov-16

Dec-16

Jan-17

Feb-17

Mar-17

Exception Reporting
Elective Care – 18 Week RTT
NHS Constitution Indicator

18 Week Referral to Treatment Incomplete Pathway

Indicator
18 Week RTT
Waiting Time
Standard

Reporting
Period

Target

Nov

92.0%

RTT Incomplete
Pathways

Provider/
Trust

Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

YTD 16/17

CCG

84.6%

86.7%

85.3%

84.1%

83.7%

82.7%

82.9%

83.2%

81.2%

84.4%↓

84.0%

84.1%

82.3%

80.5%

79.7%

78.8%

79.6%

80.2%

78.4%

80.9%↓

MYHT

Number of incomplete pathways over 18weeks
6,688
6,656
7,452
8,162
8,671
8,327
8,002
8,596
8,421
Reason for Underperformance
Decembers performance reported a slight decrease against the 18week referral time target for both the CCG and Trust.
Underperformance was reported in all specialities at MYHT with the exception of general medicine, geriatric medicine and rheumatology, which achieved the 92% constitutional target.
92%
Cardiology
Dermatology
ENT
Gastroenterology
General Medicine
General Surgery
Geriatric Medicine
Gynaecology
Neurology
Ophthalmology
Oral Surgery
Plastic Surgery
Rheumatology
Thoracic Medicine
Trauma & Orthopaedics
Urology
Other

Apr
93.4%
96.4%
75.0%
82.3%
86.6%
84.8%
94.2%
87.4%
77.5%
86.1%
79.6%
70.6%
94.1%
89.8%
77.6%
81.2%
89.0%

May
95.3%
96.2%
74.2%
83.8%
95.1%
84.8%
93.3%
88.4%
76.1%
85.6%
77.7%
71.4%
94.8%
87.5%
77.3%
82.1%
89.5%

Jun
92.6%
92.9%
71.0%
81.0%
91.6%
84.4%
94.9%
88.2%
74.9%
81.6%
73.2%
71.0%
94.1%
85.8%
77.1%
81.8%
88.4%

Jul
92.4%
92.1%
69.1%
78.9%
87.7%
82.5%
95.8%
86.0%
82.6%
77.1%
66.9%
71.9%
92.8%
84.3%
75.3%
79.5%
87.9%

Aug
93.6%
89.3%
67.4%
77.2%
88.3%
81.6%
91.9%
86.6%
89.0%
75.1%
63.6%
72.8%
92.5%
83.4%
74.6%
78.4%
87.6%

Sep
Oct
Nov Dec
91.9% 90.4% 87.1% 84.4%
86.0% 88.7% 83.7% 78.8%
68.1% 77.2% 74.4% 75.1%
72.6% 75.7% 71.8% 69.4%
83.5% 86.4% 90.0% 97.4%
88.2% 82.8% 78.3% 71.4%
96.3% 95.7% 91.0% 95.7%
85.3% 88.1% 84.7% 83.1%
88.2% 89.8% 83.4% 79.6%
73.6% 77.2% 78.2% 76.9%
64.4% 100.0% 72.7% 74.2%
73.6% 75.2% 76.1% 75.1%
90.2% 88.8% 93.4% 93.1%
83.9% 84.2% 83.2% 79.1%
74.0% 78.4% 72.5% 70.8%
76.9% 78.1% 79.1% 76.6%
86.7% 89.1% 87.4% 85.6%

-

18 Week RTT Incomplete Pathway
↓
↓
↑
↓

100.0%
90.0%
80.0%

↑
↓

70.0%

↑
↓

Number of Wakefield CCG patients waiting over 18 weeks at MYHT at month end

↓
↓
↑

10,000
8,000

↓
↓

6,000

↓

4,000

↓
↓
↓

2,000
‐
Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Actions taken
• System wide assurance arrangements have been finalised.
• Agreement on projects – as part of the overall outpatient improvement programme – that will be delivered throughout 2017/18 at the Planned Care Improvement Group
• Agreement on the Mid-Yorks approach – at the Planned Care Improvement Group – to manage patients waiting over 35 weeks
• Waiting list validation and patient transfer – as per monies made available from NHS England – for those waiting over 18 weeks, but less than 35 weeks for gastroenterology, T&O and
ophthalmology.
• Agreement with Mid-Yorks to implement across all Wakefield District General Practices the primary review of the follow-up appointment backlog, to ascertain those patients who could be safely
managed in primary care
• Working agreement with Mid-Yorks to look at a plan to phase out paper referrals, which can create unnecessary admin time, both for primary and secondary care, and create unnecessary waits
for patients to access care
• Mid-Yorks are now working through their action plan to improve 18 week performance
• Mid-Yorks are now working, with the community MSK service, to transfer patients who have been unable to access an appointment at Mid-Yorks. This is based on favourable findings from a
recent pilot.

16
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Exception Reporting
Elective Care – Diagnostics
NHS Constitution Indicator

Diagnostic test waiting times

Indicator

Target

Diagnostic Test
waiting times

Patients waiting for a
diagnostic test should be
waiting for less than 6 weeks

Provider/
Trust

Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

YTD 16/17

CCG

94.3%

95.2%

95.5%

98.1%

99.5%

99.7%

99.6%

99.3%

98.1%↓

97.6%

94.1%

94.5%

95.4%

98.2%

99.3%

99.6%

99.5%

99.3%

98.2%↓

97.5%

99%
MYHT

Reason for Underperformance
For the first time in five months, performance has fallen below the 99% constitutional target for both the CCG and Mid Yorkshire Hospital Trust.
There were 96 WCCG breaches during December and 6 of these had been waiting over 13 weeks. There were 124 breaches at Mid Yorkshire Hospital Trust and the majority of these were
endoscopy breaches. Wakefield CCG breaches by test for December are as follows:
Audiology
MRI
Colonoscopy
Cystoscopy
Gastroscopy
Non‐obstetric
Flexi‐sigmoidoscopy

Over 6 weeks Over 13 weeks
17
4
6
1
33
4
1
9
1
26

The main reason behind the under-performance this month was issues with capacity and the Trust were unable to resolve these issues in the short time available.

Actions taken
Whilst performance dropped dramatically this month, MYHT still aim to show recovery by the end of March 2017. The Planned Care Improvement Board are exploring possible solutions to support
the recovery of waiting time performance. This will be raised at the next ECB.

Diagnostic Test 6 week wait
101.0%
100.0%
99.0%
98.0%
97.0%
96.0%
95.0%
94.0%
93.0%
92.0%
91.0%
Apr-15

May-15

Jun-15

Jul-15

Aug-15

Sep-15

Oct-15

Nov-15

Dec-15

Diagnostic Test 6 week wait

17

Jan-16

Feb-16

Mar-16

Target

Apr-16

May-16

Jun-16

Jul-16

Aug-16

Sep-16

Oct-16

5 per. Mov. Avg. (Diagnostic Test 6 week wait)

Nov-16

Dec-16

Jan-17

Feb-17

Mar-17

Exception Report
Healthcare Associated Infections - Clostridium Difficile (CDI)
Indicator

Reporting Period

Clostridium difficile cases

Dec 16

Clostridium difficile cases

Dec-16

Target
<6 month
<72 annual
<2 month
<27 annual

Provider/Trust

Apr-16

May-16

Jun-16

Jul-16

Aug-16

Sep-16

Oct-16

Nov-16

Dec -16

YTD

CCG

13

4

9

13

8

6

6

11

9

79

MYHT

6

3

1

6

2

6

2

4

2

32

Reason for underperformance
All cases have been reviewed. 9 cases in total . 3 post 72 hour cases (2
MYHT, 1 LTHT) and 6 pre 72 hour cases, 4 of which are GP samples.
3 Post 72 hour cases
2 cases from MYHT one case deferred with a history of CDI and one case
deemed not preventable with lessons to learn Both cases were from different
GPs. 2 cases had recent antibiotics and 2 cases had a history of CDI.
6 pre 72 hour cases.
All from different GPs.. 4 cases had recent antibiotics, to determine if
appropriate. 3 on PPI and 3 had a recent in patient episode.

Number of WCCG clostridium difficile cases
18

WCCG cases
Threshold

16
14
12
10
8
6
4

Actions to be taken
Outstanding actions - Elderly Medicine Consultants to discuss a change in
antibiotic prescribing for urinary tract infections. This remains an outstanding
action due to Consultant Microbiologist capacity.
Kirklees and Wakefield Infection Prevention Control Team continue to
undertake enhanced surveillance to determine common themes to enable
targeted work.
Meeting planned to discuss the PIR process and sharing of information across
the district.
Deep Dive on C.Diff scheduled for IGC.

2
0

Number of MYHT Clostridium Difficile Cases
8
7
6
5
4
3
2
1
0

18

MYHT cases
Threshold

Exception Reporting
Mental Health Transformation Scheme
NHS Constitution Indicator

Improving Access to Psychological Therapies

Indicator

Improving Access to
Psychological Therapies

Reporting Period

Target

2015/16 CCG
Performance

Actual

Q1

3.75% per/q

2.25%

3.12%

Q2

3.75% per/q

2.71%

3.18%

Q3

3.75% per/q

2.58%

3.57%

Q4

3.75% per/q

3.26%

-

People entering
psychological therapies
from prevalent population

YTD

3.29%

Reason for Underperformance
Underperformance has occurred due to the following reasons:
•
•

Significant staff shortages in particular Psychological Wellbeing Practioner vacancies
Delays in the development of the new model “Talking Shops” being made available across Wakefield

Actions taken
The following mitigating actions have been put in place:
•
As part of a Contract Performance Notice (CPN) being issued to the Provider on 30th December 2016, a Remedial Action Plan (RAP) is currently being agreed with completion dates to address
improvements in Access Rate performance and additional wider issues.
• Turning Point looking into recruitment and retention of IAPT workforce – exploring avenues of a salary uplift making the service more attractive
• CCG has completed an action to explore the correlation between access rates, recovery rates and deployment of non IAPT qualified workers. The results of the paper will be shared with the
provider as an approach in dealing with the workforce supply issues
• The Kirkgate Talking Shop in Wakefield is now open and running 7 days a week and further community locations are to be identified.
• New KPI Activity Report to be finalised in its new format.
• New Service delivery and online model in place from 1st September 2016 which gives financial incentives to achieve the target

30

Cumulative IAPT ‐ Entering Treatment

4

25

3

20
Performance

15

Target

10

Performance

2

Target

1

5

0

0
Q1 1516 Q1‐2 1516Q1‐3 1516Q1‐4 1516 Q1 1617 Q2 1617 Q3 1617
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IAPT ‐ Entering Treatment (By Quarter)

Q1 1516 Q2 1516 Q3 1516 Q4 1516 Q1 1617 Q2 1617 Q3 1617

Exception Reporting
Urgent and emergency care – A&E
NHS Constitution Indicator

A&E 4 hour waiting time standard - % Patients who spent 4 hours or less in A&E
Apr

May

Jun

Jul

Aug

Sept

Oct

Nov

Dec

2016/17
YTD

MYHT

88.4%

86.7%

85.1%

85.9%

83.8%

84.3%

80.5%

77.7%

77.0%↓

84.0%

National

90.0%

90.3%

90.5%

90.3%

91.0%

90.6%

89.0%

84.4%↓

86.2%↑

89.8%

No. of A&E attendances (MYHT – All CCG’s)

19,118

21,016

20,267

21,039

19,201

19,679

20,172

19,295

19,596

179,383

Indicator

Target

% Patients who
A&E 4 hour
spent 4 hours
waiting time
95%
or less in
standard
A&E

Reason for Underperformance
• During December 2016, 77% of patients attending the Trust’s ED services were admitted, transferred or discharged within 4 hours of arrival. Performance was therefore below
the ≥95% standard mandated nationally and the Trust’s agreed Sustainability and Transformation Fund (STF) trajectory for the period of ≥90.0%. This was a marginal
decrease in performance from the previous month.
• The reasons for low performance levels continue to be multi-faceted and strongly linked to reduced patient flow through the acute trust, which causes overcrowding and
pressure in A&E. MYHT continues to be one of the busiest type 1 ED in England. Of those requiring admission the most common reason for breach of the 4 hour standard is
'waiting for a bed'.
• Bed pressures are increasing during the winter months, reflected by the Trust escalating to OPEL 3 (severe pressure) on five separate occasions since 1 November 2016. It is
therefore unlikely that performance will improve over the next few months. Over the winter months MYHT has consistently had over 100 additional beds open.
• The conversion rate from ED attendance to emergency admission was 22.0% in December 2016, which was a small increase from 21.9% the previous month. This took the
conversion rate for FYTD to 21.1% compared to the national average of 27.1% for Type 1 ED attendances in 2016/17.
• The Pinderfields site has the lowest performance against the 4 hour standard. Some breaches at Dewsbury and Pontefract can also be attributable to pressures at the
Pinderfields site.
• MYHT had to implement and progress initiatives at a time of increased pressure both locally and nationally, when staffing resources are stretched and focussed on reducing
the Trust’s escalation status.
Actions taken
West Yorkshire has been chosen as an Accelerator Site to improve A&E performance across the region.
Progress against actions – February 2017
A&E Improvement Group : Implementation of the A&E Improvement Plan continues to be monitored at the A&E Improvement Group.
th
Ward Based Discharge Model: On the 12 December MYHT implemented a Ward Based Discharge Model which involves a dedicated discharge nurse, discharge officer and
health and social care discharge facilitator being based on each of the five wards. There will be a discharge nurse presence 7 days per week to support discharges and all ward
teams will work in collaboration. The intention of this model is to increase the number of discharges taking place each day, which will subsequently improve patient flow out of
ED. There is an Executive Discharge Group which meets weekly and is focused on improving discharge processes. This is attended by executives from MYHT Wakefield CCG
and Wakefield Council.
Ambulatory Care: The Trust expanded ambulatory care opening hours at PGH to 10pm and is working towards delivering a 24/7 service by the end of March 2017. This is
intended to support flow out of ED.
A&E attendances at MYHT v 4hr performance
ED streaming: Primary care streaming is now in place at Dewsbury and Pinderfields EDs.
90.00%
22,000
System support: Partners continue to work together to discharge patients as promptly as possible from hospital.
A&E ‐ 4 Hour Standard
100.0%

85.00%

21,000

80.00%

20,000

75.00%

19,000

70.00%

18,000

50.0%

Mar

Feb

Jan

Dec

Nov

Oct

Sep

Aug

Jul

Jun

May
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Apr

0.0%

Exception Reporting
Urgent and emergency care – Ambulance handovers & Crew Clearance
NHS Constitution Indicator

Acute Trust - Turnaround Time - All handovers between ambulance and A&E should take place within 15 mins
Ambulance - Turnaround Time - All crews should be ready to accept new calls within 15 mins

Indicator

Target

Apr

May

Jun

Jul

Aug

Sept

Oct

Nov

Dec

100%

68.3%

56.1%

53%

57%

53.7%

53%

49.0%

70.5%

73.7%↑

Dewsbury

74.3%

71.6%

73.4%

72.7%

70.0%

71.2%

70.2%

73.8%

75.6%↑

Pinderfields

58.6%

49.2%

45.0%

50.0%

46.8%

46.6%

40.7%

69.1%

72.9%↑

Pontefract

90.9%

83.8%

80.0%

90.0%

91.7%

93.8%

93.2%

96.9%

88.9%↓

83.4%

84.1%

84.1%

83.3%

83.1%

81.8%

79.9%

78.8%

75.9%↓

Dewsbury

80.2%

82.8%

79.1%

78.5%

76.3%

79.6%

79.6%

76.6%

73.1%↓

Pinderfields

84.5%

84.6%

82.3%

82.3%

83.2%

82.5%

80.9%

79.7%

76.8%↓

Pontefract

95.5%

89.2%

82.5%

87.5%

77.8%

84.8%

81.8%

71.9%

77.8%↑

All handovers
between
ambulance and
A&E should take
place
within 15 mins
Acute Trust Turnaround
Time

MYHT

MYHT
All crews should
be ready to
accept new calls
within 15 mins

100%

Reason for Underperformance
Handovers: Performance improved again at MYHT during December 2016. The main cause for under-performance continues to be:
• Reduced patient flow, causing crowding in ED and affecting the availability of staff to take handover or accept responsibility for patient care.
• No available cubicles (specifically in Pinderfields and Dewsbury)
Crew Clearance: Although the target was not achieved, 98% of crews are on average able to accept new calls within 30 minutes.
Actions taken
During November 2016 MYHT started using an emergency care flow nurse at Pinderfields to specifically take ambulance handovers. The nurse carries out observations until the
patient moves to triage. The nurse has a mobile computer, which is enabling more accurate recording of handover times.
MYHT are continuing to staff this role from 10am to 10pm 7 days per week at Pinderfields.
Ambulance to A&E Handovers within 15 mins
100.0%
80.0%
60.0%
40.0%
20.0%
0.0%

Ambulance Crew Clearance within 15 mins
120.0%
100.0%
80.0%
60.0%
40.0%
20.0%
0.0%

21

Exception Reporting
Urgent and emergency care – Ambulance Response Times
NHS Constitution Indicator
Indicator
RED 8 mIn
Ambulance
(life
response times
threatening)

Ambulance response times – RED 8 min (life threatening) response time
Target

Apr

May

Jun

Jul

Aug

Sept

Oct

Nov

Dec

2016/17
YTD

75%

73.1%

71.1%

68%

66.5%

70.7%

68.8%

70.7%

65.7%

64.2%↓

65.0%

Reason for Underperformance
The Trust continues to experience increased, unpredicted demand as the main reason for the underperformance against this standard.
YAS have experienced spikes in demand over 1 to 2 hour periods rather than sustained over longer periods.
Poor turnaround achievement is delaying crew clearance and availability time which is impacting on performance further.
•
•

Actions taken
Phase 2.2 of the NHS England-led Ambulance Response Programme went live from Thursday 20th October 2016. Yorkshire Ambulance Service (YAS) are one of two ambulances services
nationally to belong to the trial. The pilot will run for 3 months initially with evidence reviewed on a bi -weekly basis by NHS England. They will assess the impact on the patients both in terms
of quality and performance. There has been a further review of the clinical codes within both NHS Pathways and AMPDS to ensure the most appropriate clinical response is made to every
call and will see significant changes to the way YAS deliver their service and respond to patients. It will also enable YAS to decide on the most appropriate response for patients’ needs. The
aim is to examine whether the current system was appropriate in an environment where a longer time period was given to categorise the nature of the call and only those patients that were in
cardiac arrest or at risk of cardiac arrest should receive an immediate response. It should improve the management of demand and allocation of a clinically-appropriate response and
therefore deliver the right care, in the right place, at the right time. It will help to inform potential future changes in national performance standards.
• A Contract Performance Notice (CPN) was issued to YAS in respect of red 8min performance for the months of April – July 2016 against the Schedule 4A Quality Requirements. The following
initiatives are being developed and implemented:
YAS are working on the following initiatives to improve performance.
• 1 – Improving Hear and Treat rates by expanding the number of jobs in the clinical queue which in turn reduces the demands on ambulance staff.
• 2 – Reducing vehicle ratio per incident by reviewing allocation procedures. This will free up ambulances for other jobs.
• 3 – Improving allocation times will speed up the response and reduce the tail of performance. Ambulance computer aided dispatch (CAD ) development ongoing to introduce auto allocation
to improve allocation for high priority incidents.
• 4 –Improving hours on the road by introducing new rotas and putting staff on the road at the right times of day to cope with demand.
• 5– Working with hospitals to improve turnaround which will free up more ambulance hours to respond to increasing demand.
• 6- Working with NHS England to review ARP pilot and implement agreed actions
• 7 – Options appraisal ongoing to review the nature of received calls to improve early red predict by 35%.

RED 8 min response time
80.00%
78.00%
76.00%
74.00%
72.00%

RED 8 min response time

70.00%
68.00%

Target

66.00%
64.00%
62.00%
60.00%

Apr‐16
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May‐16

Jun‐16

Jul‐16

Aug‐16

Sep‐16

Oct‐16

Nov‐16

Dec‐16

Jan‐17

Feb‐17

Mar‐17

Exception Report
Urgent and Emergency Care - YAS 111
Indicator

Reporting
YAS
Target
period
2015/16

Apr
16

May
16

Jun
16

Jul
16

Aug
16

Sep
16

Oct
16

Nov
16

Dec
16

% of clinical call backs within 2 hours (Wakefield
CCG)

Dec

95%

86.6%

84.9%

-

86.6% 80.7% 87.7% 81.8% 80.9%

-

72.0%

% calls answered within 60 seconds (YAS)

Dec

95%

89.1%

93.5%

-

94.4% 90.5% 95.8% 89.1% 92.2%

-

94.3%

% of warm transfers or clinical call backs within 10
minutes (Wakefield CCG)

Dec

65%

35.1%

30.6%

-

43.8% 37.0% 40.8% 35.0% 34.1%

-

29.9%

Trend

Previous
months
score card

↓
↑
↓

••••••
••••••
••••••

Description of underperformance: The targets pertaining to warm transfers and clinical call backs are locally agreed between the provider and
commissioner. The target for answering calls within 60 seconds is a national target. A warm transfer is when a 111 call handler transfers the call directly to a
111 clinician; the performance targets are not being achieved and performance is fluctuating. 2016/17 performance at YAS for % calls answered within 60
seconds has been above the national average as pictured below from March 2016 with the exception of July 2016. National data for December is yet to be
published. When calls are not answered within 60 seconds, the call abandonment rate increases, which means patients may choose to access other services;
call abandonment rate at YAS in December 2016 was 0.8% against a ≤ 5% target demonstrating access remains good.
Reason for underperformance
NHS 111: December 2016 represented the highest volume of calls answered by the
service since launch in March 2013. Challenges remain in relation to successfully warm
transferring 95% of calls to an NHS111 Clinical Advisor due to clinical staffing
pressures. The failure to meet this target also impacts on the KPI target to complete a
call back to patients within 10 minutes for those who could not be warm transferred.
LCD: Patient demand levels for WYUC in Dec 16 in comparison to Dec 15 increased by
9.8%. The acuity profile demonstrated that 46.1% of cases in Dec 16 required a 1hr
(emergency) or 2hr (urgent response). Despite the provision of some extended
schemes on certain dates over Christmas, capacity in PCC was still insufficient when
looking across the entire month.
Actions to be taken
YAS has an ongoing recruitment campaign for clinical and non-clinical call centre staff
and are looking at ways to record clinical intervention by floor walkers where calls are
not warm transferred to complete. The clinical queue continues to be managed by a
Clinical Team Leader in order to ensure that call backs are clinically prioritised.
LCD are looking at ways to increase rota fill whilst controlling costs. The Pharmacy
Urgent Repeat Medicine (PURM) scheme had a positive impact.
Discussions continue at the 111/WYUC West Yorkshire Quality Group and 111/999 Joint
Quality Board (JQB). The independent evaluation of the WYUC model is ongoing.
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Care
Audits,
Quality
Reports
Commission
and Walkabouts
(CQC)
Care Quality Commission (CQC) Yorkshire Ambulance Service (YAS) inspection
summary for Clinical
summary
Commissioning Groups
The CQC carried out a focussed follow up inspection of the trust from 13-16 September 2016 in response to the previous inspection as part of their comprehensive inspection programme of Yorkshire
Ambulance Service NHS Trust in January 2015. The CQC also inspected the NHS 111 service provided by Yorkshire Ambulance Service NHS Trust (YAS) on 10,11 and 12 October 2016. The CQC
carried out this announced inspection as part of their comprehensive approach to inspecting NHS111 services. Overall YAS is rated as “Good”, which is an improvement on the ‘Requires Improvement’
rating from the previous inspection.
Overview of ratings published 01 February 2017:
Services
Emergency and urgent care
Patient transport services (PTS)
Emergency operations centre (EOC)
Resilience planning
NHS 111
Overall

Domains
Safe
Good
Requires improvement
Good
Good
Good
N/A

Effective
Good
Good
N/A
Outstanding
Good
N/A

Caring
N/A
N/A
N/A
N/A
Good
N/A

Responsive
Good
Requires improvement
N/A
N/A
Good
N/A

Well-led
Good
Requires improvement
Good
Good
Good
N/A

Overall
Good
Requires improvement
Good
Good
Good
Good

Part 1: Emergency operations centres, Urgent and emergency care, Patient transport services and Resilience services including the hazardous area response team
Key findings
• Staffing levels throughout the trust were planned and monitored. The trust had challenges due to national shortages however; it was addressing this through a range of initiatives.
• At this inspection we found the trust had put in place a system to ensure equipment and stock was suitable to use.
• In most of the core services we found infection control procedures were followed and the ambulance stations and vehicles we observed were generally clean.
• There were high levels of compliance with safeguarding training at levels.
• Within the NHS 111 service, call abandonment rate was 2%, compared to the national average of 3%. 89% of calls were answered within 60 seconds, compared to the national average of 87%.
Areas of outstanding practice identified by the CQC:
• The restart a heart team was commended for its CPR work with school children. More than 31,000 children were trained in hands-only CPR in conjunction with the British Heart Foundation.
• Community first responders were trained volunteers who were available to attend emergency calls and to provide initial care before the arrival of an ambulance. More than 300 community first
responder schemes worked closely with the ambulance service.
• The NHS 111 service had implemented access to palliative care nurses on weekends and bank holidays, who were able to provide support to patients approaching the end of life.
However, there were also areas of poor practice where the trust needs to make improvements. Importantly, the trust must:
• The trust must ensure at all times there are sufficient numbers of suitably skilled, qualified and experienced staff.
• Within patient transport services (PTS) the trust must ensure that all ambulances and equipment are appropriately cleaned and infection control procedures are followed.
• The trust must ensure secure seating for children is routinely available in ambulance vehicles.
In addition the trust should:
• The trust should review the training requirements for operational staff in the PTS service for vulnerable groups such as patients living with dementia or patients experiencing mental health concerns.
• The trust should review the audit procedures for reviewing the recording of controlled medicines.
• The trust should continue to ensure that equipment and medical supplies are checked and are fit for purpose.
Action required:
The provider must send CQC a report that says what action they are going to take to meet these fundamental standards. Regulations breeched:
Regulation 12 HSCA (RA) Regulations 2014 Safe care and treatment:
Regulation 12 (1) Care and treatment must be provided in a safe way for service users.
Regulation 17 HSCA (RA) Regulations 2014 Good governance:
Regulation 17 (1) Systems and processes must be established and operated effectively.
Regulation 18 HSCA (RA) Regulations 2014 Staffing
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Reg. 18 (1) There must be sufficient numbers of suitably qualified, competent, skilled and experienced staff on duty.

Care Quality Commission (CQC)
Care Quality Commission (CQC) Yorkshire Ambulance Service (YAS) inspection
summary
Part 2: NHS 111
Key findings
• The YAS NHS 111 had systems in place to mitigate safety risks. Incidents and significant events were identified, investigated and reported.
• YAS NHS 111 worked closely with the 23 Clinical Commissioning Groups (CCGs) in the Yorkshire and Humber Region, who commissioned the service. Greater Huddersfield CCG acted as lead
commissioner for the associate CCGs.
• Staff were trained and monitored to ensure they used the NHS Pathways safely and effectively. We saw that regular call audits were carried out; however not all staff received face to face
feedback on call audits.
• The provider had responded to reported episodes of bullying and harassment within the service. In line with the national mandate the provider had appointed a ‘Freedom to Speak Up’ Guardian
to enable staff to raise concerns safely.
• We saw patients contacting the service were supported effectively during the telephone triage process. Their consent was sought, and their decisions respected.
• The service proactively sought staff and patient feedback, and responded to issues identified.
• The provider had a clear leadership structure in place. However, we saw that processes for staff supervision and support at team leader level were variable.
• We saw evidence that staff were able to access career development and secondment opportunities.
• The service had a clear vision and strategy to deliver high quality, safe and effective healthcare and provide good outcomes for patients.
Areas of outstanding practice identified by the CQC:
• The provider was part of the West Yorkshire Vanguard and had been part of several pilot schemes to improve access to care and treatment. One of these involved improving access to
pharmacist support. They had contributed to the development of a Pharmacy Urgent Repeat Medication Scheme (PURM) across the locality which enabled patients to access essential
medicines from participating pharmacists out of hours. This scheme is supported by the NHS111 Pharmacy Team who had won a ‘Pharmacy Innovation’ award.
• The provider made use of a comprehensive 'Workforce Management Tool' to forecast anticipated call levels and deploy staff accordingly. The development of this tool and the transformation of
planning within the organisation was recognised by a National Planning Award from the Professional Planning Forum.
However there were areas where the provider should make improvements. The provider should:
• Regularly review the changes recently implemented in the management and leadership structure for call handlers, in order to ensure that all staff receive regular face to face feedback on their
performance and call audits via the 1:1 process.
• Continue with steps to improve the access for call handlers to clinical advisors through an active recruitment programme.
• Maintain processes and systems which enable staff to safely raise concerns in relation to working relationships.
Part 3: Next steps
• Date pending for the post publication Quality Summit.
• A summary paper is to be discussed at the Yorkshire Ambulance Service 999 Contract Management Board (CMB) on 15 February 2017 and the 999/111 Joint Quality Board (JQB) on 21 March
2017 where YAS will provide relevant updates on progress made since the inspection.
• The YAS action plan submitted to the CQC will be received at the next possible JQB with regular updates through to full implementation. Subsequently CCGs will be updated via their lead CCG.
• Three Yorkshire and Humber Quality Surveillance groups will be updated.
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Care Quality Commission (CQC)
GP Practices
Provider
Date of Inspection
Review Type
Link to Report

Provider
Date of Inspection
Review Type
Link to Report

Alverthorpe Surgery
Comprehensive Inspection
28 June 2016
Alverthorpe

Tieve Tara Medical Centre
13 December 2016
Announced comprehensive
Tieve Tara Medical Centre

Provider
The Grange Surgery
Date of Inspection
Comprehensive Inspection
Review Type
12 December 2016
Link to Report
The Grange Re-Inspection Report
CQC History: Previously the service was rated ‘Good’ overall but ‘Required Improvement’ for Effective and
Responsive domain.
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Outcomes

Current Status

Safe
Effective
Caring
Responsive
Well-led
Overall rating

Good

Domains
Safe
Effective
Caring
Responsive
Well-led
Overall rating

Current Status
Good
Good
Good
Good
Good
Good

Outcomes
Safe
Effective
Caring
Responsive
Well-led
Overall rating

Current Status
Not inspected
Good
Not inspected
Good
Not inspected
Good

Good
Good
Good
Good
Good

Care Quality Commission (CQC)
Wakefield Providers
Provider
The Prince of Wales Hospice, Pontefract
Date of Inspection
3 and 4 October 2016
Review Type
Unannounced
Link to Report
The Prince of Wales Hospice Report
CQC history: The hospice was last inspected in October 2013 and was compliant in all the aspects of
care CQC inspected at that time.
Type of home: The Prince of Wales Hospice provides specialist palliative care, including symptom
control, respite, and end of life care for people with life limiting diseases and other progressive
illnesses.

Outcomes
Safe
Effective
Caring
Responsive
Well-led

Provider
Star House, Wakefield
Date of Inspection
5, 6, 13 and 19 October 2016
Review Type
Announced
Link to Report
Star House Report
CQC history: The last inspection was carried out on 21 November 2013. The service met the
regulations we inspected at that time.
Type of home: Star House is a short break service for children and young people up to the age of 18
who have learning disabilities, physical disabilities and/or complex health needs who require nursing or
personal care.

Domains
Safe
Effective
Caring
Responsive
Well-led

Overall rating

Overall rating

Provider

Domains

Date of Inspection
Review Type

Safe
Effective

BMI The Huddersfield Hospital
09, 10 and 18/02/2016 (Published 16/12/2016)
Announced and unannounced (Routine planned
inspection)
Link to Report
BMI Huddersfield Report
Type of hospital: The BMI Huddersfield hospital was owned by BMI Healthcare, a company which
has a nationwide network of private hospitals. The hospital is registered with the CQC for 29 beds.

Caring
Responsive
Well-led
Overall rating

Current Status
Good
Good
Good
Good
Requires Improvement
Good
Current Status
Good
Good
Good
Outstanding
Good
Good

Current Status
Requires improvement
Requires Improvement
Good
Requires Improvement
Requires Improvement
Requires Improvement

Action
• The hospital has already put a number of improvements in place (as the report was published 10 months after the inspection). The CQC held a Quality
Summit on the 20 January 2017 where the hospital reported progress against their action plan. The lead commissioner was present at the summit.
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Care Quality Commission (CQC)
Wakefield Care Homes
Stockingate Residential Home
Date of Inspection
16 November 2016
Review Type
Unannounced
Link to Report
Stockingate Report
CQC history: The service was previously inspected in July 2016 and was placed into
special measures.
Type of home: The service provides residential care for up to 25 people, some of
whom are living with dementia.

Domains
Safe
Effective
Caring
Responsive
Well-led
Overall rating

Previous Rating
Inadequate
Inadequate
Inadequate
Inadequate
Inadequate

Current Status
Good
Requires Improvement
Good
Good
Requires Improvement

Inadequate

Requires Improvement

Action: The CQC has requested the provider submits an action plan and the CQC will monitor implementation. The report stated regulations were not being
met.
• Stockingate has been identified as a potential phase 2 home from April 2017 for the Care Home Vanguard.
The Croft House Care Home
Date of Inspection
19 and 20 October and 02 November 2016
Review Type
Announced and unannounced
Link to Report
The Croft House Report
CQC history: The service was previously inspected on 08 and 22 February 2016 and 17
March 2016. CQC rated the home as inadequate overall and placed it in special
measures.
Type of home: The home provides accommodation for up to 29 older people, some of
whom are living with dementia.

Domains
Safe
Effective
Caring
Responsive
Well-led
Overall rating

Previous Rating
Inadequate
Inadequate
Inadequate
Inadequate
Inadequate

Current Status
Requires Improvement
Requires Improvement
Good
Requires Improvement
Requires Improvement

Inadequate

Requires Improvement

Action: The CQC has requested the provider submits an action plan and the CQC will monitor implementation. The report stated regulations were breached:
• Previously the CCG has undertaken two patient safety walkabouts (during March and May 2016) to support their re-inspection. Croft House has been
identified as a potential phase 2 home from April 2017 for the Care Home Vanguard.
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Audits, Reports and Walkabouts
MYHT SSNAP Indicator Scores: April – July 2016
Background: SSNAP reports have been provided nationally for all NHS Stroke Services since July 2013 on a quarterly basis. However, reporting structures have now changed,
resulting in SSNAP reports being provided every 4 months. This is a summary update on the results of the quarterly SSNAP reports for April to July 2016. Trusts are ranked
between levels A to E across a range of domains covering the entire inpatient stroke pathway. The ranking is based on a SSNAP score out of 100.
July-Sep 2015

Oct-Dec 2015

Jan-Mar 2016

Apr-Jul 2016

SSNAP Level

D

D

D

C

SSNAP Score

54

54

55

69

1) Scanning

D

C

B

A

2) Stoke unit

C

C

C

B

3) Thrombolysis

D

D

D

C

4) Specialist Assessments

D

D

C

C

5) Occupational therapy

B

C

C

B

6) Physiotherapy

C

C

D

B

7) Speech and Language therapy

E

E

E

E

8) MDT working

D

D

E

D

9) Standards by discharge

B

B

B

B

10) Discharge processes

B

B

B

A

Team-centred Key Indicators Levels

Key messages
• Previously, MYHT had been ranked at a Level D since January - March 2014. However, MYHT have improved significantly to a Level C result, their highest score achieved to
date.
• Improvements had been made in Domains: 1, 2, 3, 5, 6, 8 and 10 but performance has remained static in domains: 4, 7 and 9.
• Within Yorkshire and Humber, MYHT scored tenth from twenty hospitals, this is above Leeds Teaching Hospitals NHS Trust and Sheffield Teaching Hospitals NHS
Foundation Trust.
• Within West Yorkshire, MYHT scored second, behind Calderdale Royal Hospital, who is only 0.3 points ahead of MYHT.
• Despite this quarter report being very positive, the MYHT stroke service continues to be at risk due to different contributory factors:
o Five Consultant Neurologists have left the Trust.
o MYHT face external pressure from the instability at Barnsley Hospitals NHS Foundation Trust. The closure of the thrombolysis service at Barnsley has led to
increased demand at MYHT, due to patients being transferred to MYHT to achieve timescales for thrombolysis.
o There has been a slight decrease in the score for Speech and Language Therapy indicators, the decrease is a difference of -0.8 points from January – March 2016
to April – July 2016. This reflects the present staffing pressures and skill mix within the service.
o The “Working Together” review of stroke services in South Yorkshire may remove the entire HASU service at Barnsley permanently, which would result in additional
admissions of all stroke patients from the north Barnsley area, not just those eligible for thrombolysis. The time critical nature of HASU makes it vulnerable to
unplanned increases in demand.
Actions
• Discussed at EQB in January 2017 and the Trust were congratulated on the improvements made.
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• Issue of availability of Speech and Language therapist has been raised with Health Education England.

Audits, Reports and Walkabouts
Patient Safety Walkabouts
This summarises the findings from the Patient Safety Walkabouts that took place at Pontefract Hospital on the 12 January 2017. Walkabouts involve a small
team of clinical and non-clinical staff walking into the home to note their first impressions and talk to residents and staff to identify areas of good practice and
areas for improvement.
A&E, Pontefract
The initial impression on entering the unit was that it was quiet, extremely calm, very clean tidy. The unit had its full complement of medical staff on duty on the
day of the visit. All staff who the team spoke to were welcoming, friendly and helpful. The Sluice was clean, tidy, organised and clutter free. There was a clear
board listing staff members. Actual nurse staffing levels were in line with planned levels. The Ward Manager stated that staff from the unit are regularly relocated
to Pinderfields during times of shortage and are often deployed within wards not A&E. This often leads to low staff morale and nurses leaving the unit. The Ward
Manager also indicated that as a consequence they feel unable to give the support required to newly qualified staff members. No issues with privacy and dignity
were identified by the walkabout team.
Elective Orthopaedic Suite, Pontefract
The ward was calm, tidy, well-organised and welcoming. The ward, treatment rooms and bathrooms were visibly clean and tidy. Staff members were seen
washing their hands between areas and using protective equipment. The crash trolley was organised, well stocked and regularly checked. The ward had a
number of unused beds and appeared underutilised. However, staff were enthusiastic about the opportunity to increase appropriate workload on the unit. The
sister was observed escorting a patient who had just been discharged to the ward entrance and saying a warm goodbye. Patients spoken to stated that staff
were kind and caring and staff spoke positively about the team: good morale and strong leadership.
Intermediate Tier, Pontefract
The unit appeared calm, orderly and welcoming. This was a good reflection on the staff given the current pressure on the unit. Patients were complimentary,
stating that staff were friendly, helpful and welcoming. The area appeared clean and staff were observed using appropriate personal protective equipment (PPE).
Privacy was observed and all call bells answered quickly. The sisters appeared to be working hard to maintain team morale. Staff spoken to stated that rotas
were sometimes late and that they had not been a team meeting for sometime. Patients did not appear to be aware of their care plan or plans for discharge.
Key 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 and an MYHT Director. The full report and MYHT’s response are shared at a future MYHT Executive Quality Board.

30

Audits, Reports and Walkabouts
Patient Safety Walkabouts – Care Homes
This summarises the findings from the Patient Safety Walkabouts that took place at The Chestnuts Care Home on the 10 January 2017 and at Castleford
Lodge on the 2 November 2016. Walkabouts involve a small team of clinical and non-clinical staff walking into the home to note their first impressions and talk
to residents and staff to identify areas of good practice and areas for improvement.
The Chestnuts Care Home (follow up visit)
There was a calm and relaxed atmosphere throughout the home and call bells were answered quickly. The home had developed a strong leadership approach
and the home manager had undertaken considerable work with the staff. The home appeared much tidier compared to the previous walkabout; residents
rooms were personalised and homely. Despite there being some furniture damage, the home felt warm and friendly. During the walkabout medications were
being administered, however neither staff were wearing red tabards. It was clear that activities take place in the home, for example, there was art work in the
dining room.
Key Actions: All immediate issues were raised with the manager on the day of the Patient Safety Walkabout. A debrief takes place immediately after the
Walkabout with the registered manager. The full report is then shared with the care home.
Castleford Lodge Care Home, Castleford
The entrance to the home was welcoming. All staff except one member were bare below the elbow. One set of care records was reviewed and care plans were
detailed and had been reviewed along with risk assessments. However, no resident was able to articulate what was in their care plan and reported that they
had not been involved in any care planning. Staff were calm and call bells were answered within a few minutes. But staff were observed using a poor moving
and handling technique on both floors (using the underarm technique to raise from a chair).
Key Actions: All immediate issues were raised with the manager on the day of the Patient Safety Walkabout. A debrief takes place immediately after the
Walkabout with the registered manager. The full report is then shared with the care home.
CCG staff have since met with the local and regional managers on two occasions. Findings have been shared with the CQC who visited in December 2016.
A further walkabout took place on 1 February 2017.
A detailed action plan has been submitted to the CQC.
The Care Home Vanguard have started work with the home as part of Phase 2.
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Citizen Participation and Empowerment
Quality Intelligence Group – December 2016
Quality Intelligence Group: 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.
77 items of intelligence gathered at 13 December meeting.

Theme Identified

Discharge letters

1.
2.

Update on discharge communication workstream.
If medication related passed to Medicines Safety Officer (MSO)
at MYHT.

Referrals rejected by
providers

1.
2.

Check Access Policy for consultant to consultant referrals.
Send examples to relevant commissioning managers.

Access to GPs

1.
2.
3.

All have additional capacity plans in place.
Recognise increased demand for appointments.
Promote triage through practice Access Policies.

1.

Continue to visit Patient Reference Groups and engagement
events.
Share individual feedback with Medicines Optimisation Team.
Increase in number of patients online ordering.
Continue to provide proactive support from PALS.
Provide information to Healthwatch.

Prescribing
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Key actions

2.
3.
4.
5.

Compliment regarding MYHT maternity service.

Grove – patient waiting for hernia surgery
breached 18 weeks target.

Positive patient feedback for Orchard Croft. Given
back patient control on prescription – stopped
repeats.

Citizen Participation and Empowerment
Quality Intelligence Group – January 2017
78 items of intelligence gathered at 10 January meeting.

Theme Identified

A&E

Ferrybridge Medical Centre – very thorough
and good treatment.

1. Healthwatch report to A&E Improvement Board.
2. Targeted resource through WY Accelerator Zone.
3. Continue implementation of A&E Improvement Plan.

GP access

1. Follow up patient access policy.
2. Feedback to individual practices – check responses.
3. Healthwatch report on care navigation (end of March 2017).

Maternity

1. Feedback to Maternity Quality Partnership.

Poor discharge to care
homes
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Key actions

1. Social Care Direct (SCD) feed into MYHT safeguarding team if
meets safeguarding criteria.

Long wait to get through to reception at the
Grove Surgery – over 5 minutes.

A&E - “Can't fault Pinderfields they helped
me so quickly.”

Citizen Participation and Empowerment
GP Friends and Family Test – Update as requested at December IGC (1 of 3)
Indicator
GP FFT - Response Rate

GP FFT - Response Rate

Average Response Rate
220

1000

900

800

Total Response Rate

700

600
500

400

300

200

100

0

Extremely Likely
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Likely

Neither

GP Practice
Unlikely
Extremely Unlikely

Don't Know

Average

*Data and results are based on the amount of patients who responded with all choices over the 12 month reporting period: November 2015 – October 2016.

Reporting period
Nov 15 – Oct 16

Citizen Participation and Empowerment
GP Friends and Family Test – Update as requested at December IGC (2 of 3)
Indicator
GP FFT - % Recommended

Average % Recommendation Reporting period
89%
Nov 15 – Oct 16

GP FFT - % Recommended
100%
90%
80%

% Recommended

70%
60%
50%
40%
30%
20%
10%
0%

% Recommended

Average

GP Practice
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*Data and results are based on a 12 month average amount of patients who recommended their GP to friends and family.

Citizen Participation and Empowerment
GP Friends and Family Test – Update as requested at December IGC (3 of 3)
Reason for underperformance
From analysing 12 months of data 17 out of 40 (43%) Wakefield GP Practices received feedback from patients that would recommend their GP to friends and family
within the reporting period.
It should be highlighted that Warrengate Medical Centre received 100% recommendation. However, during the reporting period this practice received a low
response rate of only 8 patients for one month out of the year, that were Extremely Likely or Likely to recommend this practice to friends and family.
Between November 2015 – October 2016 the graph highlights that 3 out of 40 (7.5%) GP practices did not receive any FFT responses.
The top three GP Practices that received the highest patient response rate for recommending their GP were: Chapelthorpe, Ash Grove and Dr S Singh and
Partners.
Actions to be taken
• Review monthly report which shows the practices that have submitted their data.
• Discuss in monthly Practice Manager meetings.
• Monitor in Post Payment Verification visits undertaken by the Primary Care team in GP practices.
• Ad hoc contact with practices where needed.
• Updates are included in the Primary Care Newsletter.
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Indicator Clinical & Commissioning Leads
Indicator(s)

Commissioning Lead

Clinical Lead

CCG Assurance

Risk Register ID

Constitutional Cancer Waiting Time measures

Michelle Ashbridge

Dr Abdul Mustafa

MYHT Executive Contract Board
Planned Care Improvement Group

492

Referral to Treatment 18 & 52 week waits

Pat Keane

Dr Patrick Wynn

MYHT Executive Contract Board
Planned Care Improvement Group

685

Diagnostic 6 week waits

Pat Keane

Dr Patrick Wynn

MYHT Executive Contract Board
Planned Care Improvement Group

734

A&E 4 hr waits

Jason Storey

Dr Adam Sheppard

MYHT Executive Contract Board
A&E Improvement Group

758

Healthcare Associated Infections

Laura Elliott

Dr Andrew Furber

MYHT Executive Quality Board

862

Urgent and Emergency Care – YAS 111

Simon Rowe

Dr Adam Sheppard

111 West Yorkshire Quality Group

172/323

Urgent and Emergency Care – YAS 999

Michela James

Dr Adam Sheppard

YAS Contract Management Board

426/427

Mental Health Service Transformation

Michele Ezro

Dr Clive Harries

Turning Point Contract Meetings
SWYPFT Quality Board

456

FFT

Laura Elliott

Dr Patrick Wynn
Dr Debbie Hallott
Dr Clive Harries

Provider-specific Quality Boards

N/A

NHS Wakefield Complaints

Katherine Bryant

Dr Adam Sheppard

Integrated Governance Committee

N/A

Patient Advice and Liaison Service

Laura Elliott

Dr David Brown

Quality Intelligence Group

N/A
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Agenda item : 15a (i)
NHS Wakefield Clinical Commissioning Group
AUDIT COMMITTEE
Minutes of the meeting held on 8 December 2016

Present:

In
Attendance:

Sandra Cheseldine
(Chair)
Dr Deborah Hallott
Dr Clive Harries
Rhod Mitchell

Lay Member

Sharron Blackburn

Deputy Head of Internal Audit, Audit
Yorkshire
Governance and Board Secretary
Head of Contracting and Performance (item
16/146)
Interim Head of Finance
KMPG
Counter Fraud Manager, Audit Yorkshire
Local Counter Fraud and Security Specialist,
Audit Yorkshire
Associate Director Finance, Governance &
Contracting
KPMG
Minute Taker
Senior Governance Officer (item 16/143)

Katherine Bryant
Lorraine Chapman
Kieran Lappin
Matthew Moore
Steve Moss
Steve Nicholls
Karen Parkin
Clare Partridge
Angela Peatfield
Gemma Reed

Nominated Clinical Member
Nominated Clinical Member
Lay Member

16/135 Welcome and Chair’s opening remarks
Sandra Cheseldine welcomed everyone to the meeting.
Sandra informed the Audit Committee that following the recent Audit
Procurement process it is confirmed that KPMG have been appointed and
will continue as the External Auditors for NHS Wakefield CCG.
16/136 Apologies for absence
Apologies for absence were received from Dr Adam Sheppard, Andrew
Pepper, Leanne Sobratee, Alison Ormston, Eamonn May.
It was noted that Dr Clive Harries will be late to the meeting.
16/137 Declarations of interest
Sandra Cheseldine invited members to declare conflicts of interest.
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16/146 – Register of Procurement Decisions Update
Dr Deborah Hallott declared an interest in respect of this item due to Dr
Hallott’s practice being involved in the Premium Practice Contract and the
Out of Hours service. The Chair noted this declaration. As this is not a
“decision making” item and due to the nature of the interest, the Chair
determined Dr Hallott could provide input into the debate.
16/151 – Internal Audit Progress Report
Sandra Cheseldine declared an interest advising that she is the CCG
representative on the Board of Audit Yorkshire.
16/138 Minutes of meetings held on 29 September 2016
The minutes of the meeting held on 29 September 2016 were agreed as a
correct record.
16/139 Matters arising
16/07 – Audit Committee Self-Assessment
Sandra Cheseldine referred to 16/07 Audit Committee Self-Assessment and
the consideration of a presentation regarding the Role of the Audit
Committee. Sandra advised that Internal Audit are developing an induction
pack for Audit Committee members which will be in modular form and
available on line. It will include details of the role of both Internal and
External Audit.
It has also been suggested that staff from External Audit attend a future
Governing Body meeting to explain their roles and responsibilities.
Katherine Bryant agreed to check with Dr Clive Harries and Dr Adam
Sheppard to ascertain whether they still wished Internal and External
Auditors to give a presentation to Audit Committee.
16/140 NHS Wakefield Committee Work-plans update
Katherine Bryant presented this paper explaining that following presentation
of the mid-year summary report detailing the activities of NHS Wakefield
Committees, it was agreed that updated work-plans for Clinical Cabinet,
Connecting Care Executive and Integrated Governance Committee would
be presented providing additional assurance of business discussed. The
updated work-plans were noted, significant progress was evident.
Katherine referred to the Procurement Policy and confirmed that whilst the
policy is currently being reviewed following receipt of NHS England
guidance, all procurements still align with the current rules and procurement
advice is sought from eMBED the CCG’s Commissioning Support Service.
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It was RESOLVED that:
i. the Committee noted the amended work-plans and the progress made
since August 2016
16/141 Governance Exceptions Report
Katherine Bryant presented this regular report advising that there have
been 11 declarations under the CCG’s Standards of Business Conduct all
relating to sponsorship and four tender waivers and one quotation waiver.
Katherine referred to the recent changes regarding the approval of
sponsorship requests from the Senior Management Team, noting that these
are now to be signed by the Chief Officer. If the Chief Officer is unable the
CCG Chair can sign.
It was noted that the tender waiver in respect of West Yorkshire Urgent
Care Vanguard/Healthy Futures PMO cost is shared across 11 CCGS.
It was RESOLVED that:
i.

the Committee noted the paper and the governance control exceptions
detailed.

16/142 Policy Update
Katherine Bryant presented this update providing details of the current
position regarding CCG policies and procedures which aims to provide
assurance that the CCG has a robust management and review process in
place.
Sandra Cheseldine queried when the Social Media and Digital Handling
Policy will be reviewed. Katherine confirmed that the policy was currently
being reviewed by the Communications Team and will be presented to the
February Integrated Governance Committee for approval.
It was RESOLVED that:
i.

the Committee noted the CCG register of policies and procedures
update

16/143 Management of Conflicts of Interest Update
Gemma Reed attended the meeting to present this update providing details
of the formal record of declared interests for members of the NHS
Wakefield CCG Governing Body, Clinical Leads and Employees as at 25
November 2016.
Gemma highlighted that there has been one breach of the standards of
business conduct policy. Following investigation by the Governance Team
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no areas of concern were established. Those involved have been
reminded of the process to follow regarding sponsorship.
It was noted that on 20 September 2016 NHS England published a crossNHS consultation about managing conflicts of interest. Aspects of this
consultation do differ from the recommended practice for CCGs. The
CCG’s governance team responded to this consultation following
discussion with the Chair of the Audit Committee.
The CCG are awaiting release of online e-learning from NHS England
which is expected to be available in March 2017. Internal Audit will be
undertaking a mandatory audit of the Conflicts of Interest policy.
Rhod Mitchell queried whether GPs should be declaring that they are
members of the British Medical Association? Katherine Bryant agreed to
seek clarification of this issue.
With regard to declarations of interest from GP practices, Katherine advised
that she would be attending the Local Medical Committee meeting this
evening and will feedback on the discussion to Sandra Cheseldine.
Clare Partridge commented that this was a challenging area and NHS
Wakefield CCG is showing best practice in the work they are undertaking.
Katherine Bryant extended her thanks to Gemma Reed and Pam Vaines for
the completion of this register.
It was RESOLVED that:
i. the Committee noted the update;
ii. the progress made to implement the CCG action plan; and
iii. noted the declared interests of members of NHS Wakefield CCG
Governing Body, Clinical Leads and Employees as at 25 November
2016.
16/144

External Audit Update
Claire Partridge presented this update which highlights the main technical
issues which are currently having an impact on the health sector.
Claire advised that cyber attack is currently a high level issue. Katherine
Bryant commented that this was a key focus as part of the Information
Governance Toolkit and Business Continuity Plan but the CCG is
dependant on the health informatics service.
It was RESOLVED that:
i.

the Committee noted the update
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16/145 Audit Plan 2016/17
Matthew Moore presented this paper explaining that the annual audit
process focuses on two key responsibilities. First to provide an opinion on
whether the CCG’s financial statements are appropriately prepared and
second to consider the value for money opinion.
Meetings between External Audit and the Finance staff will take place in
early January and will include discussions on legacy issues. It was noted
that planning will be in place to try and front end as much of the work as
possible to ensure a smooth process. Clare Partridge advised that External
Audit have a statutory obligation to report on any financial performance
breach. A discussion followed and it was requested that the Chair of the
Audit Committee is advised prior to a breach being reported.
It was RESOLVED that:
i.

the Committee noted the update

Clare Partridge left the meeting
16/146 Register of Procurement Decisions Update
Dr Deborah Hallott declared an interest in respect of this item due to Dr
Hallott’s practice being involved in the Premium Practice Contract and the
Out of Hours service. The Chair noted this declaration. As this is not a
“decision making” item and due to the nature of the interest, the Chair
determined Dr Hallott could provide input into the debate.
Lorraine Chapman attended the meeting to present this regular report which
provides an update on the Procurement Decisions undertaken by the CCG.
Lorraine advised that no Healthcare or Non-Healthcare contracts have been
awarded via the Procurement process since the last report presented to the
Audit Committee in September 2016.
Sandra Cheseldine queried the progress of the contract signing process
and Lorraine advised that this was a challenging time and daily
conversations were being held with Mid Yorkshire Hospitals NHS Trust
(MYHT). Discussions on the smaller contracts would start in the New Year
noting that the CQUINs would also be available in the New Year.
Lorraine advised that CAPITA are currently working with MYHT to agree an
activity plan and agree figures for demand. It was acknowledged that the
demand and activity issue at MYHT is reflected nationally.
Lorraine advised that the final national tariff would not be available until the
end of December so negotiations are continuing using the prices stated as
part of the consultation. It was acknowledged that there is also currently a
gap on the legacy and transition costs.
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It was RESOLVED that:
i. the Committee received the Register of Procurement Decisions and
approved the publication on the CCG website
Dr Clive Harries joined the meeting
16/147 Debtor/Creditor Analysis
Kieran Lappin presented this paper advising that the Finance Department
undertake an analysis of debtors and creditors to ensure that all monies
owed to the CCG are received promptly and that payments made by the
CCG are made in a timely manner.
It was noted that the CCG applies both the Prompt Payment Code and the
Better Payments Practice Code.
A discussion took place regarding the increase of £968k for NHS Property
Services (NHSPS) arising from both NHSPS late billing and queries on void
charges noting this is an ongoing concern. The CCG are responsible for
meeting the cost of void space where applicable.
It was RESOLVED that:
i. the Committee noted this paper
16/148 Financial Control and Environmental Assessment
Kieran Lappin presented this paper explaining that in 2015/16 NHS England
undertook an assessment of the Financial Control Environment within
CCGs. As part of delivering internal best practice and continuous
improvement, the team have undertaken a further review.
Using the initial assessment criteria this highlights that in three of the 18
areas the CCG has improved. In one area the CCG has deteriorated from
excellent to moderate, this being alignment with activity and provider
contracts.
Sandra Cheseldine commented that it was a good opportunity to see the
progression and where improvements can be made.
It was RESOLVED that:
i.

the Committee noted the update

16/149 Accounts Planning 2016/17
Kieran Lappin presented this paper detailing the 2016/17 Accounts
Timetable advising that the first version of the Department of Health Group
Manual for Accounts has now been published. The CCG draft accounts
submission will be 26 April 2017 with a CCG audited accounts submission
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date of 31 May 2017.
Karen Parkin advised that she had attended the NHS England workshop
where the account timetable was presented and discussed. It was noted
that there are no major changes to the templates.
Karen referred to the 1% uncommitted resource and advised that
discussions will take place as to the presentation of the cash statement. It
was noted that the cash position can be changed from month nine until the
end of the year.
It was RESOLVED that:
i.

the Committee noted the processes outlined to deliver the year end
accounts in a robust, timely and accurate manner

16/150 Continuing Health Care Provision Update
Kieran Lappin gave a verbal update on Continuing Health Care advising
that reconciled figures are still being worked through. When they are
available they will be shared with the members of the Audit Committee.
Sandra Cheseldine commented that the CCG do not know whether a fine
could be incurred as the September deadline has not been met.
It was RESOLVED that:
i. the Committee noted the verbal update
16/151 Internal Audit Progress Report
Sandra Cheseldine declared an interest advising that she is the CCG
representative on the Board of Audit Yorkshire. As this is not a “decision
making” item and due to the nature of the interest, it was determined that
Sandra Cheseldine could provide input into the debate.
Sharron Blackburn presented this report providing a summary of the work
completed since the last Audit Committee meeting. Sharron referred to the
merger of West Yorkshire Audit Consortium and North Yorkshire Audit
Services and advised that an Internal Audit Charter has been drafted for
Audit Yorkshire. It was confirmed that the Audit Committee approved the
draft Charter.
Three final reports were shared in respect of the Vanguard Project
Governance Arrangements, Lead Commissioning and Information
Governance Toolkit part one. The key findings from the final reports were
included in the report. Sharron also advised that some assurance work has
been completed for the CCG in respect of the implementation of a
Government Procurement Card and Internal Audit has provided feedback to
the CCG in respect of this work.
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Sandra Cheseldine commented that she was pleased with the full opinion in
respect of the Vanguard Project Governance Arrangements and
acknowledged the work from the Governance Team and the Programme
Commissioning Director Integrated Care.
Katherine Bryant commented that the recommendations to strengthen the
evidence in respect of the IG Toolkit were very helpful.
It was RESOLVED that:
i. the Committee noted the progress against the Internal Audit Plan
16/152 Anti-Crime Progress Report
Steve Moss and Steve Nicholls presented this report providing details of
proactive and reactive work in respect of Local Counter Fraud and Local
Security Management and updates on circulars issued by NHS Protect.
Following a request by the Governance and Board Secretary a review of the
Conflicts of Interest Policy had been undertaken and it was suggested that
a section on reporting arrangements for suspicions of fraud and bribery be
included. This has been added to the policy.
Steve Moss advised that in November 2016 NHS Protect issued a circular
confirming that the new self review tool submission deadline dates were to
be changed to 1 April 2017 for fraud, bribery and corruption submission and
30 September 2017 for security submissions. Sandra Cheseldine
requested that she received sight of the completed self review tool in time to
be able to consider prior to the deadline date.
Steve Nicolls referred to the outcomes of the review of NHS Protect’s
functions and services and advised that NHS Protect will no longer provide
any training to Local Counter Fraud Specialists or Local Security
Management Specialists. They will maintain their Quality and Compliance
Team and health bodies will be still required to document their compliance
against the fraud, bribery and corruption standards and will be subject to
inspection.
Karen Parkin referred to employment guidance in respect of agency staff
and queried whether there was any national work ongoing in this area and if
the framework is changing. Steve Moss agreed to clarify and report back.
It was RESOLVED that:
i.

the Committee noted the update
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16/153 Any other business
Sandra Cheseldine wished everyone a Happy Christmas and New Year.
16/154 Date and time of next meeting
Thursday, 9 February 2017, 9.30 to 11.30 am, Boardroom, White Rose
House.
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Agenda item: 15b(i)
NHS Wakefield Clinical Commissioning Group
INTEGRATED GOVERNANCE COMMITTEE
Minutes of the Meeting held on 15 December 2016
Present:

Rhod Mitchell (Chair)
Dr David Brown
Stephen Hardy
Dr Pravin Jayakumar
Andrew Pepper
Jo Pollard

Lay Member
Nominated Clinical Member
Lay Member
Nominated Clinical Member
Chief Finance Officer
Chief of Service Delivery & Quality

In Attendance:

Katherine Bryant
Lorraine Chapman

Governance & Board Secretary
Head of Contracting & Performance (item
16/343)
Lay Member
Head of Quality & Engagement (items
16/338 & 16/339)
Senior HR & OD Advisor (item 16/344)
Minute taker
Business Manager
Head of Safeguarding (item 16/340)
Senior Information Governance Officer
(item 16/337)
Information Governance Manager (item
16/337)
Performance & Intelligence Manager (item
16/388)

Sandra Cheseldine
Laura Elliott
Lisa Elliott
Angela Peatfield
Nicola Reynolds
Mandy Sheffield
James Siddall
Caroline Squires
Natalie Tolson

16/330

Apologies for Absence
Apologies were received from Dr Phil Earnshaw, Jo Webster, Sharon Fox, Pat Keane,
Alison Sugarman, Karen Parkin.

16/331

Declarations of Interest
16/343 – Contract, Governance and Assurance Report
Dr David Brown and Dr Pravin Jayakumar declared an interest in this paper as their GP
practices provide some of the services referred to in this paper. The Chair noted this
declaration. As this is not a “decision making” item and due to the nature of the
interest, the Chair determined that Dr Brown and Dr Jayakumar could provide input
into the debate of this item.

16/332

Minutes of the Meeting held on 17 November 2016
The minutes of the meeting held on 17 November 2016 were approved as an accurate
record subject to a typographical amendment on page 10.
Page 1 of 8

16/333

Action Sheet from the Meeting held on 17 November 2016
All actions were noted.
16/277 – Complaints Procedure
Following the action to seek assurance that providers commissioned by the CCG have
appropriate complaints processes in place. Gemma Reed gave a verbal update
confirming that all providers who are Care Quality Commission registered must have a
complaints policy in place. In relation to major contracts i.e. MYHT and SWYPFT the
complaints procedures are monitored through the relevant quality boards. Any
concerns raised regarding other contractors e.g. optometrists would be resolved by
the commissioning manager.

16/334

Matters Arising
There were no matters arising.

16/335

Governing Body Assurance Framework
Gemma Reed attended the meeting to present the new Assurance Framework which
has been built to reflect the strategic objectives included within the new Wakefield
Health and Wellbeing Plan approved by the Governing Body in November 2016. In
early December 2016 lead directors and managers have been involved in the process
to further strengthen the Assurance Framework, this included consideration of
comments and feedback received from the Governing Body.
A discussion took place as to whether the scoring was appropriate noting the key
issues around A&E, Referral to Treatment, Cancer, Mortality and Medical staffing. It
was agreed that the governance team will review the risk scores with the Executive
Team. The revised assurance framework will be presented to the January 2017
Governing Body meeting.
It was RESOLVED that:
i)

ii)

16/336

the Committee noted the development of the new Governing Body
Assurance Framework to support the Wakefield Health and Wellbeing Plan;
and;
considered the updated 2016/17 Assurance Framework for NHS Wakefield
Clinical Commissioning Group.

Health and Safety Update Report
Roland Webb and Susan Allan‐Kirk attended the meeting to present this paper
providing an overview of the operational health and safety activity and identified risks
during quarter two. There were nine health and safety related issues reported, no
themes or trends have been identified.
It was noted that NHS Property Services have not renewed the fire alarm monitoring
contract as yet. As an interim measure the Fire Advisor undertook a visual inspection
of all equipment and identified no areas of concern. Staff have been asked to ensure
all electrical equipment is switched off at the end of the day. Domestic staff have also
been asked not to use the lift outside of office hours.
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The issue regarding the crack in the basement wall was discussed and it was noted
that no immediate concerns were identified by the structural engineer who came to
undertake the inspection and the building is safe to occupy. This issue continues to be
monitored.
It was RESOLVED that:
i)

ii)
16/337

the Committee noted the actions taken in Quarter 2 to ensure compliance with
relevant Health and Safety Executive legislation, national priorities and guidance;
and
noted the programme of work and issues identified for consideration.

Information Governance Policies
Caroline Squires and James Siddall attended the meeting to present the following
revised strategy and policies noting that they had been discussed at the Integrated
Governance Committee Policy Working Group on 8 December 2016:





Information Governance Strategy and Strategic Vision
Information Governance Policy and Framework
Confidentiality and Data Protection
Records Management and Information Lifecycle

It was noted that the Confidentiality and Data Protection Policy and the Records
Management and Information Lifecycle Policy incorporate a number of procedures
which were previously stand‐alone documents.
It was RESOLVED that:
i)
16/338

the Committee approved all the above named policies and strategy

Integrated Quality and Performance Report
Laura Elliott and Natalie Tolson attended the meeting to provide reports against the
CCG strategic objectives, quality premium and details of key exceptions and successes.
Laura highlighted the key issues from the quality section of the report:






Registered nurse staffing vacancies across the Trust fell by a further 17.59 whole
time equivalent in October. The vacancy position in community nursing has
significantly improved to ‐4.8%;
Orchard Croft Medical Centre and Patience Lane surgery achieved an overall rating
of ‘Good’ following their Care Quality Commission inspection;
In September 2016 100% patients (who responded) from five GP practices were
‘extremely likely’ or ‘likely’ to recommend the practice to friends and family;
In October 2016 an MRSA bacteraemia case was identified at MYHT. This is the
first case since May 2015. The post‐infection review identified learning for staff
and the patient flow team;
The 2015 National Diabetes Inpatient Audit shows deterioration in the quality of
care for inpatients compared to previous audits. Potential patient harms have
increased and management of diabetic foot has deteriorated. However, the
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majority of inpatients reported that staff knew enough about diabetes to meet
their needs and they were satisfied with their diabetes care.
A discussion took place and it was suggested that future reports include a graph based
on the 12 month rolling average in respect of the GP Friends and Family Test.
Concerns were raised regarding the increase in the mortality rate at MYHT. Laura
Elliott advised that MYHT has a Mortality Steering Group led by the Deputy Medical
Director which reviews outliers and case note reviews on a case by case basis. The
group reports into the MYHT Quality Committee. It was noted that the increase in the
mortality rate at MYHT is being discussed by the Executive Improvement Board and
the MYHT Executive Quality Board in order to seek assurance that improvement plans
are in place.
Dr David Brown queried what criteria is used by NHS England to develop the graph in
respect of the Friends and Family Test information. Laura Elliott agreed to clarify this
with NHSE.
Natalie Tolson highlighted the key issues from the performance section of the report:








The CCG continues to under‐perform against two of the cancer wait constitutional
targets; Cancer 62 day wait from urgent GP referral to first definitive treatment for
cancer and Cancer 62 day wait for first definitive treatment following a
consultant’s decision to upgrade the patient. To address under performance
MYHT continue to maintain a Trust wide Cancer Waiting Time recovery plan and
the action plan continues to undergo weekly review by the Trust Lead Cancer
Management Team. Cancer Waiting Time recovery actions are expected to start
yielding improvement during Q4;
MYHT has failed to meet the required A&E performance contractual standard and
monthly STF trajectory, with performance showing a 4% decrease in comparison
to the previous month. A number of actions are in place to address under
performance;
The CCG has not met the required standard for the 18 week Referral to Treatment
incomplete pathway and has also failed to meet the STF trajectory for October.
An action plan is in place to improve performance. E‐consultation activity from
primary care continues to grow and established patient transfer process continues
in dermatology and ophthalmology;
The Acute Trust and Ambulance turnaround targets and Ambulance response
times have not met the required standard with performance showing a slight
decrease in comparison to the previous month. The CCG continues to monitor
performance and discussions are ongoing regarding actions with both MYHT and
YAS regarding turnaround.

It was noted that from November 2016 MYHT started using an emergency care flow
nurse at Pinderfields to specifically deal with ambulance handovers. November
provisional data shows that this is showing an improvement in the Yorkshire &
Humberside 999 Ambulance Performance target.
A discussion took place regarding the Ambulance Response Times target noting that
from April 2016 the Yorkshire Ambulance Service have been participating in an NHS
England sponsored pilot to test revised clinical coding and response times. Work is
ongoing with NHS England to review the pilot and implement agreed actions.
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It was RESOLVED that:
i)
ii)
16/339

the Committee noted the current performance against the CCG strategic
objectives and Quality Premium; and
approved the actions being taken to address areas of performance.

Amendment to Individual Funding Request Policy
Laura Elliott and Jayne Heley presented this paper highlighting three proposed
revisions to the Individual Funding Request Policy:




To include a separate triage process for IFR referrals in relation to mental health
issues.
Now that the IFR team are fully established and based at NHS Greater
Huddersfield CCG some contact details in the policy require amendment.
Strengthened wording in section 12 to remove ambiguity of communication with
the patient.

A discussion followed regarding the adult autism referrals process and the pilot
pathway currently being developed for referrals to be undertaken by South West
Yorkshire Partnership Foundation Trust. It was suggested that a deep dive on adult
autism should be presented at a future meeting to fully understand the service and
what should be commissioned in line with NICE Guidance.
It was RESOLVED that:
i)
16/340

the Committee approved the proposed revisions to the IFR policy.

Briefing regarding Modern Day Slavery
Mandy Sheffield attended the meeting to present this briefing explaining that Section
52 of the Modern Slavery Act 2015 places a ‘duty to notify’ cases of actual or
suspected Modern Day Slavery (MDS). Whilst the NHS is currently not included in the
list of organisations that this applies to, there is a significant drive from the
Government for all sectors to take responsibility for the identification of individuals
who may be slaves, and taking action to protect them.
GP practices within the Wakefield District need to be aware of the issues in relation to
MDS and the mechanism for reporting and for referral for support and protection. It
was noted that all GP practices will receive information and ‘waiting room’ posters to
display in their surgeries and a briefing will be given at the CCG Safeguarding Lead GP
meeting in December 2016.
It was RESOLVED that:
i)

16/341

the Committee noted the content of the briefing

Finance Report Month 8
Andrew Pepper presented the Month 8 Finance Report advising that the CCG is
forecasting to meet its financial targets with the exception of QIPP albeit with a high
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level of financial risk shown in the risks and mitigations schedule. The MYHT
overtrade, reduction in QIPP, overtrades on other acute contracts and Care Act costs
continue to present a significant financial pressure to the CCG.
Andrew commented that the year to date overtrade (month 7 flex) on MYHT has been
included in the financial position and the 2017/18 contracted negotiations have been
based on this forecast out‐turn. The net value of risks has reduced by £6.6m, this
relates mainly to the updated position on MYHT Transition and Legacy. Following a
five way discussion with regulators and stakeholders during November the risk has
been removed.
The CCG Clinical Cabinet is working to ensure that the remaining non‐elective
transacted QIPP schemes are on track to achieve and work is completed on the
commissioning policies.
Andrew re‐iterated that the financial position remains a considerable challenge.
Members of the Committee noted this position.
It was RESOLVED that:
i)
16/342

the Committee noted the content of the report

Finance Plan 2017/19
Andrew Pepper gave a verbal update noting that a good discussion regarding the
2017/19 Finance Plan had taken place at the Governing Body Development Session on
13 December 2016 which would inform the finance plan submission later in the week.
Following discussion it was noted that an updated copy of the “bridge slide” which
detailed the risk assessment information shared at the Governing Body Development
Session in December will be presented at the January Integrated Governance
Committee meeting.
It was RESOLVED that:
i)

16/343

the Committee noted the verbal update

Contract, Governance and Assurance Report
Dr David Brown and Dr Pravin Jayakumar declared an interest in this paper as their GP
practices provide some of the services referred to in the report. The Chair noted this
declaration. As this is not a “decision making” item and due to the nature of the
interest, the Chair determined that Dr Brown and Dr Jayakumar could provide input
into the debate of this item.
Lorraine Chapman attended the meeting to present this report providing an update on
contracts awarded, varied and notices served in relation to the 2016/17 contracting
round.
Lorraine advised that the National Tariff prices should be available before the end of
December following the closure of the consultation on 6 December 2016.
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Dr Pravin Jayakumar referred to the tender waiver in respect of King Street Local Care
Direct asking whether this should be until September 2017 not March 2017. Lorraine
Chapman agreed to clarify and update the Committee.
Post meeting note:
Contract referred to in the report was in relation to the King Street Local Care Direct
contract for primary care services in respect of the registered list contract for GP
service provision and this contract has been extended to the end of March 2017.
It was RESOLVED that:
i)
16/344

the Committee noted the content of the report

Workforce Policies
Lisa Elliott attended the meeting to present the final versions of the following policies
for approval:




Flexible working
Sickness Absence Management
Freedom to Speak Up (Whistleblowing)

It was noted that these policies were presented and discussed at the IGC Policy
working group on 17 November 2016 and were approved.
Lisa referred to the Freedom to Speak Up policy and asked if any members of the
Committee would like to put themselves forward as a freedom to speak up guardian?
Andrew Pepper requested that the Freedom to Speak Up policy is shared for comment
with the Local Counter Fraud Specialist. Andrew also volunteered to be a freedom to
speak up guardian.
It was RESOLVED that:
i)
16/345

the Committee approve the above named policies

Minutes of meetings
The minutes of the following meetings were shared and noted for information.
Steven Hardy raised a query regarding the Joint Advisory Group on Gastro Intestinal
Endoscopy Accreditation referred to in the MYHT Executive Quality Board minutes and
queried whether MYHT have this accreditation. Jo Pollard confirmed that it was not a
statutory obligation that MYHT have this quality accreditation but it was noted that
they were currently working towards accreditation.
i)

Mid Yorkshire Hospitals NHS Trust Executive Quality Board – minutes of meeting
held on 20 October 2016
ii) Mid Yorkshire Hospitals NHS Trust Executive Contract Board – minutes of meeting
held on 20 October 2016
iii) NHS111 West Yorkshire Clinical Quality Group – minutes of meeting held on
19 October 2016
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iv) Quality Intelligence Group – minutes of meeting held on 8 November 2016
v) Public Involvement and Patient Experience Committee – minutes of meeting
held on 22 September 2016
v) MYHT System Resilience Group – minutes of meeting held on 25 August 2016
It was RESOLVED that:
i)
16/346

the Committee noted the minutes of meetings

Consider future topics for Deep Dive


Adult Autism

Discussions will take place with the appropriate individuals to review the deep dive
topics and remove any that are no longer required.
16/347

Any other business
MYHT Hospital Re‐set process
Jo Pollard gave a verbal update regarding the MYHT Hospital Re‐set process which
went live on Monday, 12 December. Jo advised that the discharge team has been
revised and a Hospital Ambulance Liaison Officer (HALO) is in place to improve the
ambulance turnaround time and this is working well.
Jo Pollard and Andrew Balchin, Corporate Director, Adults, Health & Communities –
Wakefield Council meet on a weekly basis with the Operations Director at MYHT to
discuss discharge issues and discussion will take place on plans for the following
weeks. Following the improvements seen in the discharge process discussions will
take place with MYHT on how this can be implemented as a sustainable change with
support to improve ward leadership to continue the improvement in timely discharge.
Dr David Brown commented that there is good practice in some areas of MYHT with
wards already planning their capacity for the Christmas holiday period. It was
acknowledged that any future planning needs to be in line with community services to
ensure plans are in place across the whole of the healthcare system.
MYHT Moving on Policy
Jo Pollard referred to this policy which was presented for information to the
November 2015 IGC with an agreement that an update would be provided to a future
meeting on how the policy was being implemented. Jo Pollard suggested that the
update is included in the Integrated Quality and Performance Report. This was agreed
by Committee members.

16/348

Date and time of next meeting:
Thursday, 19 January 2017, 9.00 am to 12 noon in the Seminar Room, White Rose
House.
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Agenda item: 15b(ii)
NHS Wakefield Clinical Commissioning Group
INTEGRATED GOVERNANCE COMMITTEE
Minutes of the Meeting held on 19 January 2017
Present:

Rhod Mitchell (Chair)
Dr David Brown
Dr Phil Earnshaw
Stephen Hardy
Dr Pravin Jayakumar
Jo Pollard

In Attendance:

Katherine Bryant
Paul Carder
Sandra Cheseldine
Laura Elliott

Lay Member
Nominated Clinical Member
Nominated Clinical Member
Lay Member
Nominated Clinical Member
Chief of Service Delivery & Quality

Elizabeth Goodson
Alix Jeavons
Stella Johnson
Sarah McKenzie-Cooper
Karen Parkin
Angela Peatfield
James Siddall
Natalie Tolson

17/01

Governance & Board Secretary
Research Manager (item 17/14)
Lay Member
Head of Quality & Engagement
(items 17/09 & 17/10)
Commissioning Accountant (items
17/06 & 17/07))
Senior Commissioning Manager
(item 17/08)
Research Manager (item 17/14)
Equality Manager (item 17/10)
Associate Director Finance,
Governance & Contracting
Minute taker
Senior Information Governance
Officer (items 17/11 & 17/12)
Performance & Intelligence Manager
(item 17/09)

Apologies for Absence
Apologies were received from Jo Webster, Andrew Pepper, Pat Keane,
Alison Sugarman, Sharon Fox.

17/02

Declarations of Interest
No declarations of interest received.

17/03

Minutes of the Meeting held on 15 December 2016
The minutes of the meeting held on 15 December 2016 were approved
as an accurate record.

17/04

Action Sheet from the Meeting held on 15 December 2016
All actions were noted.
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17/05

Matters Arising
There were no matters arising.

17/06

Finance Report Month 9
Liz Goodson presented the month 9 Finance Report advising that the
CCG is forecasting to meet its financial targets with the exception of
QIPP. The MYHT overtrade, reduction in QIPP, overtrades on other
acute contracts and Care Act costs continue to present a significant
financial risk to the CCG.
The CCG needs to deliver additional schemes to ensure financial
balance and the remaining three months are crucial in identifying and
delivering additional savings along with crystallising those already
planned.
Liz explained that the CCG is showing an adverse net risk position and
have been advised by NHS England to include 50% of the MYHT Legacy
and Transition payment in risks. However this position does not
constitute a commitment to incur the expenditure.
The MYHT trading position continues to present a financial risk.
Although the forecast outturn is £8.4m, it is planned that reductions of
£2.1m will take effect in the last part of the financial year. Data received
to month 8 is also showing overtrades on some of the other acute
contracts such as Barnsley Hospital, for example in Trauma and
Orthopaedic services and is due to MYHT moving patients to other
providers to reduce waiting lists and reduce waiting times for patients.
It was noted that all the above risks and mitigations are discussed
regularly in detail at the Executive Team weekly meeting.
A discussion followed with a request that clarification is sought that the
CCG are not paying twice or paying extra regarding the activity picked up
by Barnsley. Karen Parkin commented that she would expect the activity
at Barnsley to be picked up at tariff and this would avoid double payment
but agreed to seek clarification regarding payment.
Post meeting note:
The transfer of patients to Barnsley is a direct agreement between MYHT and
Barnsley Trust. Patients have their outpatient appointment at MYHT and if a
decision is reached for surgery then MYHT will transfer some of these patients
to Barnsley for their surgery.
The CCG is therefore charged for the outpatient attendance via the MYHT
contract and is charged for the inpatient episode via the Barnsley contract.
There is therefore little risk in the CCG being charged twice. As a precautionary
measure, eMBED Business Intelligence team have been asked to complete
necessary checks.
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Stephen Hardy queried the assumption that as part of the MYHT
overtrade risk the delivery of recent changes to commissioning policies
will support the delivery of a reduction of £2.1m. Liz Goodson agreed to
seek clarification from Pat Keane, Interim Chief Operating Officer that the
policies can support the reduction.
Post Meeting Note:
The Risks and Mitigations table of the Month 9 Finance Report to
Integrated Governance Committee included a potential saving on
‘Commissioning policy changes’ £500k. Members of the committee
asked if this was achievable in 2016/17. The position on this scheme is
that:
 Paper to Clinical Cabinet in September 2016 recommending the
implementation of a number of commissioning policies which would
restrict access to a list of procedures based upon national guidance
regarding cost effectiveness
 This was agreed in principle there has been an ongoing clinical
debate about the interpretation and enactment of the policies to
secure consensus and agreement on implementation
 Engagement with Trust indicated willingness to move forward with
evidence of primary/secondary care engagement
 Recent discussion at Clinical Cabinet remains divided with some
concerns on ‘decommissioning’ some procedures
 A workstream established by Planned Care Improvement Group in
November 2016 to support this challenge remains in place to build
clinical consensus and deliver for 2017/18. There is a need to advise
the Trust of unilateral decision to ‘decommission’ a list of procedures
based on NICE guidance. Clinical buy-in is required (primary and
secondary) to deliver the policy change.
Dr David Brown suggested that Federation Chairs are made aware of the
current financial situation. It was agreed that Dr Phil Earnshaw would
write to Federation Chairs to explain the current financial position and the
unavailability of additional funds at this time.
It was RESOLVED that:
i)
17/07

the Committee noted the contents of the report

Budget Book
Karen Parkin gave a verbal update advising that the Budget Book had
been discussed by the Executive Team and was currently being
finalised. It was noted that there will be a presentation of the Budget
Book at the Integrated Governance Committee meeting in February
2017.
It was RESOLVED that:
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i)
17/08

the Committee noted the verbal update

NHS England Transformation Funding for Mental Health
Alix Jeavons attended the meeting to give a presentation on delivering
the Mental Health Five Year Forward View detailing the nine ‘must dos’
for the 2017/18 – 2018/19 period. Alix advised that actions plans for all
nine will be in place by the end of March 2017.
Alix Jeavons advised that NHS England have allocated some nonrecurrent funding to support the delivery of the Mental Health Five Year
Forward View. Work is currently underway to identify how this extra
funding can be used to support the integration of services across primary
care and other organisations e.g. hospital.
A discussion took place regarding one of the ‘must dos’ relating to
eliminating out of area treatments for non-specialist acute care by
2020/21. Alix advised that there is currently a risk sharing agreement in
place between the CCG and South West Yorkshire Partnership
Foundation Trust (SWYPFT). A bed review is currently being completed
and review of funding across CQUIN will also take place to support the
quality of the service.
Dr Phil Earnshaw commented that other work is also on going through
the Multi-speciality Community Provider (MCP) and consideration of the
wider Mental Health Service needs to take place. Rhod Mitchell referred
to the additional non-recurrent funding and queried how the service will
be funded in the future.
Alix Jeavons advised that the Mental Health dashboard will be included
as part of future Integrated Quality and Performance Reports to provide
updates on progress.
It was agreed that Alix Jeavons would attend a future IGC meeting to
provide a further update on the progress to deliver the Mental Health
Five Year Forward View.
It was RESOLVED that:
i)

17/09

the Committee noted the presentation

Integrated Quality and Performance Report
Laura Elliott and Natalie Tolson attended the meeting to provide reports
against the CCG strategic objectives, quality premium and details of key
exceptions and successes.
Laura Elliott highlighted the following from the quality section of the
report:


The Care Quality Commission has now inspected 39 GP practices
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and details of the latest inspections are Alverthorpe had a
comprehensive inspection and The Grange had a re-inspection of the
Effective and Responsive domains. Both achieved an overall rating
of ’Good’.
Further details regarding the Friends and Family Test information
were included in the report as requested by the members last month.
From analysis of the 12 months data 17 out of 40 (43%) of Wakefield
GP practices received feedback from patients that would recommend
their GP to friends and family within the reporting period. GP
practices will be encouraged and supported by the Quality Team to
be pro-active in seeking completion of the Friends and Family test.
The initial results of the MYHT’s Sentinel Stroke National Audit
Programme 2016 were included in the report noting that further data
will be included in the Integrated Quality and Performance Report at
the February meeting.

A detailed discussion took place with concerns highlighted regarding the
results of the Stroke Audit. It was agreed that a deep dive of Therapy
Services should be presented to a future meeting to include both acute
and community providers.
Stephen Hardy referred to the strategic direction of MYHT and
suggested that a follow up of the Meeting the Challenge work would be
helpful. It was noted that the MYHT Executive Improvement Board are
the new group looking at the MYHT Strategy and the follow up work from
the Meeting the Challenge.
Natalie Tolson highlighted the following from the Performance section of
the report:





At the end of November 2016 the CCG achieved seven of the nine
cancer waiting time targets.
Acute Trust and Ambulance turnaround – whilst performance is still
below target it should be noted that November’s performance against
the 15 minute trust and ambulance handover target reported at
70.5%, the highest since September 2015. Performance increased
by 20.5% from October and further improvement is expected resulting
from the success of the emergency care flow nurse.
The CCG has not met the required standard for the 18 Week Referral
to Treatment incomplete pathway and has also failed to meet the
Sustainability Transformation Fund trajectory for November.

A discussion followed where concerns were raised regarding MYHT’s
position in relation to 18 Week Referral to Treatment and a question was
raised where MYHT align with the rest of the country regarding this
target. Jo Pollard confirmed that the Executive Improvement Board
would be discussing clinical risk of the 18 week delays at their meeting
next week.
Members expressed concern that MYHT was not going to achieve this
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target which has been an issue for some considerable time.
It was agreed that discussions need to be held as to how this issue could
be escalated and it was noted that this would take place at the Executive
Improvement Board meeting next week.
A deep dive on MYHT future strategy to include an update on Meeting
the Challenge will take place at the February Integrated Governance
Committee to fully understand the latest position.
Following the in-depth discussion on MYHT performance against the 18
week referral to treatment constitutional target, Natalie Tolson agreed to
send an updated summary to members following the meeting. The
update will include MYHT’s performance against the national average
and the number of patients waiting for treatment at the end of November.
Post meeting note: At the end of November MYHT’s performance was
the 4th lowest across the country (against other Trusts). National
performance at the end of November reported at 90.5% and MYHT
reported performance of 80.2%.
It was RESOLVED that:
i)
ii)
17/10

the Committee noted the current performance against the CCG
strategic objectives and Quality Premium; and
approved the actions being taken to address areas of performance.

Public Sector Equality Duty
Sarah Mackenzie-Cooper attended the meeting to present the Public
Sector Equality Duty report explaining that the purpose of the report is to
assure the people of Wakefield that the Clinical Commissioning Group
(CCG) is compliant with the Public Sector Equality Duty and committed
to equality and inclusion.
It was noted that in November 2016 an Equality Panel was established
with membership from a range of community and voluntary sector
organisations. The Panel will grade the CCG and local NHS providers
against specific Equality Delivery System goals. The data will support
the development of a new set of equality objectives.
Dr Phil Earnshaw queried how this work will be communicated to the
organisation’s providers? Sarah commented that she is working with the
Local Authority to progress this.
It was RESOLVED that:
i)

17/11

the Committee approved the draft Public Sector Equality Duty report
for the publishing deadline of 31 January 2017

Information Governance Update
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James Siddall attended the meeting to present this update on progress
with the annual information governance work programme.
James updated on the following:








Update on Information Governance Toolkit. To ensure that the CCG
remains compliant with the NHS requirement for 95% of all staff to
complete information governance training on an annual basis further
class room based sessions are planned for early 2017. The
Governing Body also has a class room based session planned for
February 2017 to ensure that all members of staff are compliant with
their annual Information Governance training. An email reminder will
be sent to individual staff to request that they book on to the planned
sessions as there is no on-line information governance training
available at present.
Information Security and Asset Risk Management Plan 2016/17. The
Information Governance team have been supporting Information
Asset Owners and details on the progress are included as an
appendix to the report.
Freedom of Information (FOI) – From October 2016 to December
2016 the CCG responded to all FOI requests within the statutory
deadline of 20 working days. Common themes for this period
included requests regarding commissioning and prescribing.
Subject Access Requests - An audit of compliance with statutory
requirements for subject access requests and best practice as set out
in the Subject Access Code of Practice has been undertaken and the
key findings are summarised in the report.

It was RESOLVED that:
i)
ii)

17/12

the Committee noted the contents of the Information Governance
update; and
received an update on the Information Security and Asset Risk
Management Work Plan 2016/17.

Information Security Policy (incorporating Network Security)
Review
James Siddall presented the revised Information Security Policy for
approval advising that the amendments are highlighted as track changes
for ease of reference. It was noted that the revised policy now
incorporates Network Security.
It was RESOLVED that:
i)

17/13

the Committee approved the Information Security Policy

Business Continuity Plan Update
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Katherine Bryant presented the updated Business Continuity Plan which
now reflects the latest changes to the policy and implementation of
additional actions taken to further support the organisations business
continuity arrangements.
Katherine informed the Committee that the CCGs of Calderdale, Greater
Huddersfield, North Kirklees and Wakefield are holding a joint live
exercise during Spring 2017 to test their respective business continuity
plans.
It was noted that a follow-up audit of the CCG’s BCP arrangements will
be undertaken by Internal Audit during February/March 2017.
It was RESOLVED that:
i)
ii)

17/14

the Committee approved the revised Business Continuity Plan; and
noted the updates on implementation of Business Continuity
arrangements.

Research Activity 2016/17 Q2 Update
Stella Johnson and Paul Carder attended the meeting to present this
paper providing a summary of research activities for quarter two 2016/17.
Paul highlighted two items from the report:




Work the West Yorkshire Research and Development team (WY
R&D) were supporting to deliver the Campaign to Reduce Opioid
Prescribing (CROP) project including working with the Heads of
Medicines Management across the West Yorkshire CCGs. Over the
next 12 months the WY R&D team will be sending each CCG
member practice bi-monthly updates on the prescribing of opioids (for
non-cancer pain). Baseline reports have been shared with the Head
of Medicines Optimisation and all Wakefield CCG member practices.
The R&D team are hopeful that the audit and feedback reports will
help practices to deliver a better quality of care.
Work with the University of Bradford on the Improving the Safety &
Continuity of Medicines Management at Transitions of Care
(ISCOMAT) programme. This programme is about understanding
transitions of care through making the use of medicines as safe and
effective as possible. The aim is to improve the use of prescribed
medicines when patients move from one setting to another.

It was noted that there is a Cancer and Palliative Care Knowledge
Transfer event to be held on Thursday, 2 February 2017 at the Holiday
Inn, Wakefield. Representatives from all 10 CCGs will be attending and
currently three staff from Wakefield CCG have registered to attend.
It was RESOLVED that:
i)

the Committee accepted the report as a summary of research
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ii)

17/15

activities for quarter two 2016/17; and
noted that three staff from Wakefield CCG have registered to attend
the Cancer and Palliative Care Knowledge Transfer event on 2
February 2017 at the Holiday Inn, Wakefield.

Minutes of meetings
The minutes of the following meetings were shared and noted for
information.
i)
ii)
iii)
iv)
v)

Mid Yorkshire Hospitals NHS Trust Executive Quality Board –
minutes of meeting held on 17 November 2016
NHS111 West Yorkshire Clinical Quality Group – minutes of
meetings held on 16 November and 21 December 2016
Quality Intelligence Group – minutes of meeting held on 13
December 2016
MYHT System Resilience Group – minutes of meeting held on
25 August 2016
South West Yorkshire Partnership Foundation Trust Quality Board
- minutes of meeting held on 7 October 2016

It was RESOLVED that:
i)
17/16

Consider future topics for Deep Dive




17/17

the Committee noted the minutes of meetings

Mental Health Service
MYHT Therapy Strategy
MYHT future strategy (including Meeting the Challenge)

Any other business
None
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17/18

Date and time of next meeting:
Thursday, 16 February 2017, 9.00 am to 12 noon in the Seminar Room,
White Rose House.
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Agenda item : 15c(i)
NHS Wakefield Clinical Commissioning Group

CLINICAL CABINET
Thursday, 22 December 2016
9.00 am – 12.30 pm, Seminar Room, White Rose House

APPROVED MINUTES
PRESENT:
Members:
Dr Adam Sheppard
Dr David Brown
Dr Aly Damji
Dr Tim Dean
Dr Debbie Hallott
Dr Colin Speers
Michele Ezro
Stephen Hardy
Jo Pollard
Non Members:
Dr Chris Barraclough
Dr Andrew Furber
Valerie Aguirregoicoa
Karen Parkin
Simon Dale
Phil Smedley
Dena Coe

Chair, GP, WCCG
GP. WCCG
GP, WCCG
GP, WCCG
GP, WCCG
GP, WCCG, Network 4 Chair
Associate Director, Commissioning & Integration, WCCG
WCCG Board Member
Chief of Service Delivery & Quality (Part attendance)

GP, WCCG
Director of Public Health, WMDC
Quality Manager
Associate Director of Finance, Governance & Contracting
System Wide Planned Care Improvement Lead, NHSE RightCare
Operational Lead
Senior Commissioning Manager, Integration (Connecting Care)
Minutes, WCCG

1 APOLOGIES FOR ABSENCE
Apologies were received from Dr Avijit Biswas, Dr Clive Harries, Dr Nadim Nayyar, Dr Pravin
Jayakumar, Dr Phil Earnshaw, Pat Keane, Andrew Pepper, Andrea Hezelgrave and Dr Patrick
Wynn
2 DECLARATIONS OF INTEREST
Item 6 – QIPP It was noted during discussion that all GPs had a potential Conflict of Interest on
the financial implications with regard to the GP Five Year Forward View (in particular the £3 per
head element) therefore this specific area was not discussed.
Item 13: Stephen Hardy declared a conflict of interest regarding the CWT CAIC Case for Change
document during discussion.
3 MINUTES OF MEETING HELD ON 24 November 2016 and matters arising
Michele Ezro outlined the caveat from Ros Roughton provided subsequent to the meeting in
November, this was noted.
ACTION: Dr David Brown requested contact details for Ros Roughton’s colleague, Rachel Souter.
4 ACTION LOG

There were no matters regarding the Action Log to report.

5 IIA Work‐Plan
Valerie Aguirregoicoa attended to give a presentation on Integrated Impact Assessments (IIAs)
and what the IIA process aims to achieve. In essence the aim is to provide a comprehensive tool
which considers any change in service or policy with regard to quality, equality, privacy
(information governance), system, reputation and workforce. The intention is for the IIA to be a
“live” document which is embedded into the process of all governance and project methodology.
A good/correct IIA will in addition enable the CCG to perform its statutory duties, allow proactive
consideration of impacts, risk and potential mitigation, inform design of services and content of
policy and inform engagement and communications.
In terms of input from Clinical Cabinet it was requested that members take an active role in both
development and review by providing feedback as well as timely clinical sign‐off.
The format and documentation was discussed, including an example from North Kirklees CCG. It
was suggested that both negative and positive impacts should be included in the documentation.
It was highlighted that the IIA documentation/template is available on Skyline and it was also
noted that completed IIAs are published via Skyline.
It was also noted that Wakefield MDC have an additional “Rapid Impact Assessment” section
which formed a brief two page overview and enabled a quick and simple analysis.
It was agreed that the process should be fully incorporated into Clinical Cabinet procedure and
that any papers which did not include an IIA would be rejected.
IT WAS RESOLVED: That the presentation on Integrated Impact Assessments was noted and that
the process would be adopted for Clinical Cabinet papers going forward.
6 QIPP Discussion
DECLARATION OF INTEREST: It was noted during discussion that all GPs had a potential Conflict
of Interest on the financial implications with regard to the GP Five Year Forward View (in
particular the £3 per head element) therefore this specific area was not discussed.
Karen Parkin attended to outline the current financial situation in terms of 2016/17 and also
plans for submission for 2017/18. The risks and mitigations were outlined, including the
components of the 17/18 financial plan.
Detailed discussion took place on how funding was allocated including which elements were
defined and apportioned nationally by NHSE and which could be decided and agreed at WCCG
level, this included details of contingency and surplus monies as well as non‐recurrent
submissions. Discussion also included clarification on anticipated overtrade and PbR. It was
noted that the Vanguard funding was separate.
It was noted that going forward MYHT had agreed to quarterly contract variation reviews.
It was highlighted that under the current Governance Terms of Reference Clinical Cabinet was
responsible for ensuring agreed QIPP initiatives were in place.
It was agreed that an update on QIPP and the financial position would be included on the January
2017 meeting agenda.
IT WAS RESOLVED: That the presentation on the current financial position was noted and that a
further update would be provided at the January 2017 meeting.

7 RightCare – Agree three key areas of focus
Phil Smedley and Simon Dale attended to present. The RightCare background was briefly
outlined including the Wave 2 status of WCCG and the reiteration that the comparison/variation
is not against a national figure but against a cluster of 10 which have a similar demographic.
Discussion took place on the overall objectives of RightCare and QIPP, including maximising value
and efficiency savings.
The areas of opportunity suggested by the allocated RightCare Delivery Partner /National Helper
were outlined and further discussion took place around the three priority areas:
Priority 1 ‐ Trauma and Injuries/MSK
Priority 2 ‐ Cancer
Priority 3 ‐ Endocrine
Simon Dale outlined the proposed methodology including the high level plan and clinical decision
tree and also role of the Better Value Group. It was suggested that a core team of clinical leads
were agreed to take the work forward, including volunteer leads for specific areas.
It was noted that workshops on the priority areas would be arranged for January 2017 and dates
circulated as soon as possible.
ACTION: Circulation of documents (RightCare NHSE mandate, RightCare Mobilisation Team,
RightCare Work Flow Approval, RightCare WCCG High Level Timing Plan) discussed to Clinical
Cabinet members
IT WAS RESOLVED: That the RightCare presentation was noted and the three priority areas
agreed; Trauma and Injuries/MSK, Cancer and Endocrine.
8 Discussion re areas of interest for Mini Pillay (Clinical Lead), CAMHS update
Dr Debbie Hallott requested suggestions for subject areas for discussion/presentation with
CAMHS perspective. Suggestions included :
 Rejected referrals
 Clinical risk
 Definition of “urgent” / services available prior to crisis intervention
 Performance and comparators with other areas
9 Programme of work to improve the physical health of people with serious mental illness – Best
Practice Guidance
This item was deferred.

10 ANY ITEMS FOR ESCALATION TO PROBITY COMMITTEE
There were no items for escalation to Probity Committee.

11 CHAIR’S ACTION:
The amendments to the FES Policy previously ratified at Clinical Cabinet 25 August 2016 were
agreed. Dr David Brown requested further information on the decision regarding wireless FES.
ACTION: Nyesha Mareya to be asked to supply further details to Dr David Brown regarding the
wireless FES decision.

12 Clinical Networks
There were no items to report from Networks.

13 FOR INFORMATION:
DECLARATION OF INTEREST: Stephen Hardy declared a conflict of interest regarding the CWT
CAIC Case for Change document of interest during discussion.


The Medicines Optimisation Group minutes dated 20 October 2016 were noted.



The CWT CAIC Case for Change documents were noted.
Stephen Hardy declared a conflict of interest and requested clarification of the inclusion
of WCCG in this element of work, as this did not meet his understanding on what had
been previously agreed.
ACTION: Michele Ezro to clarify and confirm details with Pat Keane.

14 ANY OTHER BUSINESS
Dr David Brown requested suggestions for topics for discussion and workshops at the Target
event on 26 April 2017.
Suggestions included: The three priorities identified in the RightCare discussion, the Nine Tasks
from the Integration Agreement, End of Life/Palliative Care, Pathologies, The GP Forward View
(as a workshop) and Prescribing (as a workshop).
DATE AND TIME OF THE NEXT MEETING:
Informal Clinical Cabinet: Thursday, 12 January 2017
1.00 – 2.30 pm, Boardroom, WRH
Clinical Cabinet:
Thursday, 26 January 2017
09.00– 12.30, Seminar Room, WRH.
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NHS Wakefield Clinical Commissioning Group

CLINICAL CABINET
Thursday, 26 January 2017
9.00 am – 12.30 pm
Seminar Room, White Rose House

APPROVED MINUTES
PRESENT:
Members:
Dr Adam Sheppard
Dr Avijit Biswas
Dr David Brown
Dr Phil Earnshaw
Dr Tim Dean
Dr Debbie Hallott
Dr Clive Harries
Dr Pravin Jayakumar
Dr Nadeem Nayyar
Dr Colin Speers
Michele Ezro
Stephen Hardy
Andrew Pepper
Jo Pollard

Chair, GP, WCCG
GP, WCCG
GP. WCCG
GP, WCCG
GP, WCCG, Network Chair
GP, WCCG
GP, WCCG
GP, WCCG, Network Chair
GP, WCCG, Network Chair
GP, WCCG, Network
Associate Director, Commissioning & Integration, WCCG
WCCG Board Member
WCCG, Chief Finance Officer
Chief of Service Delivery & Quality (Part attendance)

Non Members:
Cllr Richard Forster
Morna Cooke
Cllr Maureen Cummings
Linda Driver
Andrea Hezelgrave
Pam Sheppard
Dena Coe

Wakefield MDC
WCCG, Senior Commissioning Manager
Wakefield MDC
WCCG, Head of Service Development & Transformation
Nurse Practitioner, Lupset Health Centre
WCCG, Project Manager, Connecting Care
WCC, Minutes

1 APOLOGIES FOR ABSENCE
Dr Chris Barraclough, Dr Aly Damji, Dr Andrew Furber, Dr Patrick Wynn, Dr Omar Alisha, Jo
Webster, Pat Keane
2 DECLARATIONS OF INTEREST
Item 9 – Agreed amendment made at the Clinical Cabinet meeting on 23 February 2017:
Pharmacy in General Practice, all GPs had an interest in this paper as in future they may have
Vanguard funded pharmacists in their practices. As this was not a decision making agenda item,
the Chair determined GPs could provide input into the debate.
3 MINUTES OF MEETING HELD ON 22 December 2016 and matters arising
The minutes of the meeting held on 22 December 2016 were agreed as a true record.
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4 ACTION LOG
Michele Ezro updated on the Action Log.
5 Awareness of initiatives and support for victims of domestic violence – Wakefield Council

Cllr Richard Forster and Cllr Maureen Cummings attended to present details of the
initiatives and support Wakefield Council were able to offer victims and the perpetrators
of domestic violence.
It was highlighted that Wakefield was currently 2% above the average of recorded
incidents of domestic violence and incidents were generally on the increase overall. It
was explained that there were three levels of incidence and available support aimed to
target repeat incidence.
Details were given of the support offered and also the communications strategy
undertaken to date. This included details of partnership working and dissemination of
support contact details via various outlets such as nail bars and hairdressers. It was also
noted that support was available to perpetrators of domestic violence via Anger
Management support provided by TurningPoint .
It was emphasised that data sharing played a key role in improving support and
Wakefield Council had found that the majority of victims of domestic violence would give
consent to relevant data/information sharing of their personal details. Discussion took
place on how to share information more effectively, particularly within GP.
Detailed discussion took place including details of the process of reporting incidents (i.e.
MARAC) and the different information governance arrangements for adult and child data
sharing. Discussion also took place on the statistical information available and
recognised “hotspots” in order to potentially implement targeted interventions. It was
reported that data was available categorised into the 7 police areas (not individual GP
areas).
ACTION: It was agreed to form a small task and finish group to review the processes
whereby information is shared by the Police, MARAC and GPs. The group to include Dr
David Brown, Dr Debbie Hallott, Dr Clive Harries, Jo Pollard, the Chair of MARAC and a
Police representative, Mandy Sheffield to co‐ordinate. (It was requested that this would
utilise SystmOne and EMIS protocols).
IT WAS RESOLVED: that the information on initiatives and support for victims of
domestic violence provided by Wakefield Council were noted. It was agreed that Dr
Debbie Hallott would be the clinical lead/link between the Council and Clinical Cabinet.
6 Mid Yorkshire Therapy Draft Specification
Morna Cooke attended to outline the draft specification for the Mid Yorkshire Therapy
specification. It was noted that this was intended as the first step in service transformation and
utilised current available funding to build on existing investment. It was highlighted that the
principal differences proposed were; further development to existing collaborative working, 7‐
day services, single point of access, improved skills mix. It was highlighted that funding was via
Connecting Care and the final draft would be presented at the Connecting Care Executive.
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Detailed discussion took place regarding current service provision, capacity and increase in
demand. It was also noted that discussion had taken place at Integrated Governance Committee
and it was recognised that this was an excellent opportunity to innovate although it was also
recognised that the specification would need to change on a phased basis as was the case for the
Adult Community Nursing Service. Clarification was requested and questions were raised on
various details, including the following :
 It was requested that use of Digital records to be included, i.e. effective use of SystmOne,
e‐consultation etc. be included in the specification;
 Questions were raised regarding capacity within the service, particularly around frailty
and overall increasing demand on the service;
 It was clarified that the specification is for community services;
 Mid Yorkshire had agreed to draft service specifications, including capacity;
 It was noted that there were no new changes in acceptance criteria, the last change had
been Summer 2016;
 There was a query on performance targets and whether the statistical information/data
available backed up the proposals. E.g. Percentage who are not accepted into the
service, has a baseline been ascertained and targets agreed. A staff survey?;
 It was noted that monitoring of the service would be undertaken as part of the MCP
virtual contract in April 2017;
 Is there the potential to offer of a digital service/users digital rehabilitation service?;
 Is there a forum/peer/self‐appraisal for improvement?
The Chair requested that the feedback and suggestions discussed be incorporated and brought
back to Clinical Cabinet in February in order to reach Clinical Cabinet approval.
ACTION: Morna Cooke to incorporate suggestions and bring back to Clinical Cabinet in February
2017 for further discussion/approval.
ACTION: Governance arrangements to be checked to confirm if acceptable to defer until after
February 2017 Clinical Cabinet meeting.
IT WAS RESOLVED: That Clinical Cabinet commented on the draft service specification, with the
request that the decision be deferred until comments and feedback had been incorporated into
the draft specification.

7 NHS England Maternal Smoking – Offer of Support
Morna Cooke outlined the proposal highlighting the fact that the Wakefield area has above both
the national and regional average percentage of maternal smoking and also of the financial
benefits to the health sector by targeted interventions.
The voucher system was discussed in detail including expected effectiveness post cessation of
financial incentives. Discussion took place on the need to tackle social change, particularly
around young female smokers.
Dissemination of information and support to midwives was discussed.
In depth discussion took place on the use of health funding for Public Health activity.
ACTION: Morna Cooke to check specific details of Public Health funding.
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ACTION: Information on the initiative published in Primary Care News to be indexed on Skyline.
IT WAS RESOLVED: That Clinical Cabinet noted the proposal for use of the funding and it was
agreed to move forward as proposed on the offer of support.
8 Update on Weight Management Framework & Pathway
Linda Driver attended to give an update on the weight management framework and pathway.
It was highlighted that the commissioning policy was the responsibility of the local authority and
confirmed that local authority colleagues were meeting week commencing 30 January 2017 and
no delays were anticipated. It was noted that a weight management programme for young
people had been commissioned.
The following was noted with regard to Tier 4 service developments:
 West Yorkshire and Harrogate CCGs had been asked to commission 2017/18 contracts in line
with the 2015/16 baseline
 The West Yorkshire and Harrogate Bariatric Tier 4 group met on 13 January 2017 and agreed
that Public Health colleagues would review the NICE guidance and report back at the end of
February 2017. It was confirmed that the outcome of this work would inform wider
discussions across West Yorkshire and Harrogate with CCG/LA Public Health and
commissioner colleagues regarding changes to criteria and policy with wider stakeholders.
 It was noted that any emerging proposals would need to include patients and public views
from across the West Yorkshire and Harrogate footprint and would need to be aligned with
the work being undertaken at place based level (CCG and LA colleagues/public health
colleagues) to review clinical thresholds and also aligned with the clinical threshold work
taking place across the West Yorkshire and Harrogate footprint
 Regarding Risk share Tier 4 it was confirmed that the West Yorkshire and Harrogate Director
of Finance supporting the STP work would be working with the CCG DOFs to develop a risk
sharing agreement for Tier 4 and highlighted the governance arrangements in relation to this
would also need to be agreed by individual CCGs and include discussion regarding CCG roles
and responsibilities re Tier 4 CCG contracting/monitoring who/what/and by when etc.
It was noted that clinical colleagues would like further information on how to refer to existing
services, including promotion through to rehabilitation and would like further communications to
raise awareness to be provided via GP newsletter, website links etc. Members would also
welcome further updates on changes to procurement timelines, specification and service model
developments as appropriate.
IT WAS RESOLVED: That Clinical Cabinet noted the update provided.
9 Pharmacy in GP Practice
DECLARATION OF CONFLICT OF INTEREST: All GPs had an interest in this paper as in future they
may have Vanguard funded pharmacists in their practices. As this was not a decision making
agenda item, the Chair determined GPs could provide input into the debate.
Pam Sheppard attended to outline the details of report on Pharmacy in General Practice. It was
highlighted that the proposed model would utilise the current available funding effectively and
the envisaged return on investment would be for each £1 spent the return would be £3.
Feedback was positive from those who already had Vanguard funded Pharmacists in post and
discussion took place on tackling variation and statutory functions going forward.
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Discussion also took place on the contractual arrangements for the posts, including the need for
NHS contracts, indemnity etc. It was noted that the proposals suggested the post were fixed‐
term recruited and employed by the Federations with direct support by the Medicines
Optimisation team.
ACTION: It was requested that some of the terminology within the report was updated
accordingly.
IT WAS RESOLVED: That Clinical Cabinet reviewed the paper and supported the proposals going
forward, with the proviso to look at statutory functions going forward.

10 QIPP & Finance Update
The Chair briefly outlined Clinical Cabinet responsibilities, including ownership, commitment and
accountability.
Andrew Pepper outlined the current financial status with regard to the Control Totals explaining
the consequences which would result from not achieving agreed targets, including restrictions to
access of funding and constraints to the autonomy of the CCG. It was emphasised that
demonstrated clinical leadership was critical to agreed funding proposals.
Detailed discussion took place on the current financial risk level including possible contractual
controls, the potential to enforce a blanket IFR policy and the need for a consistent list of referral
options. It was noted that OSCAR is still under development.
It was suggested that the relevant leads from West Yorkshire be invited to attend the next
Clinical Cabinet meeting (23 February 2017).
ACTION: It was agreed to identify the top 10 opportunities for savings from existing proposals,
allocate clinical leads and agree implementation methodology prior the next Clinical Cabinet
meeting on 23 February 2017.

11 ANY ITEMS FOR ESCALATION TO PROBITY COMMITTEE
There were no items for escalation to Probity Committee.

12 ITEMS FOR INFORMATION AND MINUTES FROM SUB COMMITTEE TO NOTE



Medicines Optimisation Group minutes dated November 2016
NHS Health Checks Summary Report

13 ANY OTHER BUSINESS
There were no further items to discuss.
DATE AND TIME OF THE NEXT MEETING:
Informal Clinical Cabinet: Thursday, 9 February 2017
1.00 – 2.30 pm, Boardroom, WRH
Clinical Cabinet:
Thursday, 23 February 2017
09.00 – 12.30, Seminar Room, White Rose House
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Agenda item: 15d(i)

Connecting Care Executive meeting
Thursday 8 December 2016
9.00am to 11.00am
Seminar Room, White Rose House, Wakefield
Present:
Andrew Balchin (Chair)
Melanie Brown (MB)
Jo Webster (JoW)
Nichola Esmond (NE)
John Wilson (JW)
Michele Ezro (ME)
Andrew Furber (AF)
Dr Adam Sheppard (DrS)
Jo Pollard (JoP)
Angela Nixon (AN)

Corporate Director for Adults and Health Communities, WMDC
Director of Commissioning for Integrated Care, WCCG
Chief Officer, WCCG
Chief Executive, Healthwatch
Corporate Director for Children and Young People, WMDC
Associate Director Commissioning and Integration, WCCG
Director of Public Health, WMDC
Assistant Clinical Chair, WCCG
Chief of Service Delivery and Quality, WCCG
Group Finance Manager, WMDC

In attendance:
Jon Parnaby (JP)
Rob Hurren (RH)
Hameda Lane (HL)
Martin Smith (MS)
Adam Robertshaw (AR)
Michelle Domoney (md)
Megan Larkin (ml)

Project Manager, WCCG
Director Integrated Care, WMDC
Associate Director of Pharmacy Patient Care, MYHT
Programme Manager Integrated Car, WCCG
Interim Head of Strategic Finance, WCCG
Minute Taker
Minute Taker

Meeting Minutes:
1.

Welcome and Apologies:
Kevin Dodd, Jill Holbert and Andrew Pepper submitted their apologies.

2.

Declarations of Interest:
As a practising GP within a Wakefield Surgery with its own contracts, DrS
declared an interest in discussing BCF funding and planning for next year.

3.

Minutes from 10th November 2016:
The minutes were approved as an accurate record.

4.

Action Log:
Reviewing the action log, the CCE noted the updates provided, adding:
 20161110‐049: Meetings have now been arranged with individual
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finance leads to discuss the OBC and implications. These meetings
were arranged at the request of the leads.
 20161110‐047: AF provided an update on Weight Management
proposals, advising draft proposals have been forwarded to Linda
Driver, however some data is still pending to finalise the business
case, though work is well underway.
 20161110‐048: Regarding the staff wellness checks, AF confirmed
there is a referral route into a wider set of services (including weight
management) if required.
5.

Connecting Care Team (CCT) Pharmacy Service:
HL talked the CCE through the supporting paper; highlighting the
progress made based on 6 months of data.
Noting future aims for consideration moving forward, HL advised:
 A wish for the Pharmacy CCT to consider how improvements can
continue if the service is to continue next year recurrently; noting the
100% adherence from discharge and service;
 The demand for medicines related information for patients and carers
has seen an increase in activity. HL added patients requiring this
information are usually those with more specific needs who may not
have been able to access information or services in the way others
have been able to.
HL also highlighted ‘blister packs’; advising historically these packs have
been hard to manage though they should help facilitate compliance for
patients. HL explained when patients have been admitted to hospital
with these packs, it is often found that:
 No assessment has been carried out;
 The patient did not always want them and it was therefore almost
offered in force;
 It was not appropriate or there was no need for the patient to receive
these packs;
 The use of the packs took away ownership from patients in terms of
managing self‐care and their own medicines.
As a result of these instances, specific data has been collected to
measure how many blister pack requests were being received and how
many were appropriate after a formal assessment. The results showed
the number of inappropriate requests has significantly reduced this year
although the number approved following assessment is similar
proportionally to last year.
HL added as a result of all the work the Pharmacy CCT have done over
the last 12 months, the team feel they have been able to change the
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culture and mind set when issuing these pack i.e. increasing awareness
to when it is/is not appropriate to issue and not automatically believe the
packs will provide a solution to all patients. HL felt it was a positive result
to show the number of inappropriate requests has reduced even though
the number of referrals has increased; adding this demonstrates the
team are helping to build knowledge and education on how patients
should be supported to make decisions about how they want to manage
their own medicines.
HL added:
 In terms of other interventions and outcomes, these were on par to
last year’s figures;
 All medication incidents the team pick up are recorded therefore
WCCG Medicine Optimisation Team can see the detail of
interventions and share learning;
 The Pharmacy CCT have and continue to make a positive contribution
and this is expected to grow as the service develops;
 One of the significant challenges faced has been the ability to sustain
the service due to recruitment issues due to the ability to confirm
future funding of the service and posts.
HL asked the CCE to support the service going forward to enable it to
maximise the efficiencies of the service and to be able to recruit to posts
in the future.
The CCE discussed the service noting the links it has made to pharmacists
within GP practices, however asked if links have been made to the
pharmacists working within practices and within the Vanguard,
particularly in West Wakefield. HL advised conversations have taken
place from the beginning; liaising with those individuals to ensure work
did not overlap and ensure there were clear boundaries to avoid
duplication. There has been the odd issue, however these have been
resolved and referrals are now being made between each other rather
than other healthcare professionals.
In terms of the team itself, MB advised ongoing contract negotiations are
taking place currently, however once they have been completed, MB
advised she would contact HL to advise on the position.
Regarding the year‐end report, CCE members noted the benefit of being
able to see that report and the opportunity to discuss this service further
in order to consider how the lessons are shaping/re‐shaping services and
how the service is being embedded within Primary Care etc. and agreed
the CCT Pharmacy end of year report should be presented at a future
meeting. ACTION: CCT Pharmacy update to be given at future CCE
meeting.

3

6.

FOR DISCUSSION: Intermediate Care Beds Specification:
Referencing the supporting paper, JP presented the first draft of the
Intermediate Care Bed Service Specification; advising the specification
has been developed with himself, Sharon Wallis (SW) and various
partners. JP talked the CCE through the supporting paper highlighting
the recommendation to provide any feedback to JP or SW by 16
December 2016, adding:
 The specification is currently out for consultation with a number of
partners including MYHT, WMDC and North Kirklees;
 One area which needs further development within the specification is
KPIs. The intention is to align the KPIs for this specification with those
already in place for the Adult Community Nursing specification and
the Therapy specification which are both in development.
In discussion, DrS advised the Intermediate Care Service Specification is
to be presented at Informal Clinical Cabinet later today, however advised
the specification looks good overall with the ethos being the ‘Home First
Model’ and ensuring MYHT use the correct criteria for the remaining 26
beds.
MB noted the importance of ensuring the KPIs are firm so that they can
be included as part of the MYHT contract schedule, therefore they need
to be confirmed as soon as possible. MB suggested JP speaks to Phil
Godfrey (WCCG Contracting) for details on timescales.
Discussing timescales, JP advised a consultation process will take place
with patients and public and consideration is currently being given to
how that will take place.
Acknowledging comments are still to be received, AB noted the
importance of considering interdependencies within a whole system
change; both the change colleagues are trying to make within the
hospital in terms of patient flow, patient experience and discharge
arrangements, but also the relationship between that and what is taking
place within the community to support patients. JP confirmed the
specification will support the work taking place within the hospital and
community.
The CCE discussed out of area Intermediate Care patients and if those
patients are being transferred back to their own area. MB advised a
‘spot purchase’ would take place if beds were unavailable in their own
area. JP added during an audit of the service, this was identified as one
of the blockages in terms of using intermediate care beds as normal
beds. It is only when beds become available in the patients home area,
are they transferred into Intermediate Care beds.
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It was agreed that the revised service specification would come back to
the committee once stakeholder engagement had been completed.
7.

Joint Operational Delivery Group (JODG) Connecting Care Redesign and
Terms of Reference:
Referencing the supporting paper, RH advised the JODG were tasked by
the Provider Alliance to:
 Improve arrangements across the Connecting Care Hubs;
 Improve access arrangements to care for Adult Health and Social
Care;
 Improve existing hospital integrated discharge arrangements.
RH updated the CCE on the work which has and is still to taking place
including:
 The McChrystal Group have helped the JODG develop a framework to
take the work forward, re‐aligning the JODG objectives etc.;
 4 key task and finish groups are to commence in the new year:
o Connecting Care Integration; lead by Julie Chapman. Plans are
being drawn up to reduce the number of hubs from 3 to 2; noting
there is not the economies of scale or resources to support 3 hubs
o Redesign of Multi‐disciplinary Connecting Care Teams;
o Low‐level Care Cohesion;
o Hub Performance and Management.
 Estates need to be considered.
The CCE discussed estates within the district noting the earlier
conversations. In discussion, ME advised the estates strategy was raised
as a discussion topic at a recent Working Together workshop and
suggested the feedback from that session is obtained to inform future
estate discussions. AB added there is also some other work taking place
in terms of public estates; advising each area has been specifically asked
by the Government to start considering Health and Social Care and
estate planning to support integration plans and therefore suggested the
timing was right for an estate discussion to take place.
The CCE continued to discuss estates. MB advised a capital bid has been
submitted and if successful consideration would need to be given to
where that investment should be placed. RH advised viewings of more
modern buildings have taken place based on the costs to renovate
existing estates and suggested it was not beyond hope that newer
premises could be obtained.
Referencing the supporting paper, RH suggested the paper will
significantly change future ways of working in Wakefield and
acknowledged the work which has already taken place and the additional
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work which is still to be done; advising:
 Pilots will begin in the new year on the new ways of working;
 The system will be self‐populating therefore the GP will only need to
focus on the reason why patients are being referred on; adding
conversations with GPs would be welcomed to ensure the right
process is in place and who will benefit etc. noting that the system
will not be suitable for everyone.
In discussion, communications was raised in terms of the connecting care
hubs, how the service redesign will help GPs manager their patients and
what should GPs be doing to ensure it works. Some concern was raised
that these messages were not yet available within Wakefield. RH
advised once the service redesign has been completed, tested etc.,
communications will be released.
Discussing the work the work the Hubs are already doing, RH advised a
large proportion of referrals received have been self‐referrals. In
addition, there has been a significant development in the voluntary
sector due to the funding which has been put into place by WCCG. RH
added, there has to be some level of caution to ensure the system is not
swamped and unable to cope with demand; particularly whilst the
redesign is taking place, however RH acknowledged the importance of
ensuring the right service is in place for the right people and that it adds
value.
DrS noted the first quick win would be those patients who need
assistance at 6pm on a Friday; having the right referral system in place
within the hubs to help avoid unnecessary admissions into hospital. AB
noted the importance of developing a system which prevents
unnecessary admissions and communicates the service and protocols
widely; all which are expected to happen in the new year.
The CCE discussed prevention and if links will be made with local
communities including Community Anchors. RH noted one of the biggest
gaps is in neighbourhood support; advising there is no good provision in
this area. RH advised cohesion planning is taking place to address this
with the development of the right strategy; perhaps by giving social
workers and year 3 degree nurses and OT’s the right tools to be available
to provide assistance or a point of contact for those who may need it;
however adding there will be a requirement to fund this.
In terms of current position, RH provided an update which included the
following areas:
 Single Assessment is making good progress;
 McChrystal fusion cells: this is where the care co‐ordination will be in
the 2 hubs and work continues to progress this;
 The plan is to bring Social Care Direct together with The Single Point
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of Contact from MYHT. In bringing these 2 services together, co‐
location is likely to be the first step, prior to a fully integrated service,
however good practical steps are being taken to move this work
forward;
IT: Richard Main has and continues to do a fantastic job in
introducing what is required;
Workforce Development: A common assessment needs to take place
particularly when considering personalised technology and
equipment for example;
Low Care Cohesion: PB is leading on this piece of work;
Own performance targets need to be set; not just in Delayed
Transfers, A&E numbers but also supporting more people in the
community without introducing lots of expensive services in place.

RH talked the CCE through the proposed Connecting Care Re‐design
structure adding:
 The re‐designed Social Care Direct and Single Point of Contact will
operate 24 hours, 7 days a week, with established joint working
arrangements and referral templates/documentation in place;
 Primary Care staff will receive a lot of information include information
on their patients who have been admitted to hospital beyond
planned appointments;
 Hospital Integrated Discharge team will become a team which no
longer looks out from the hospital, but will become a Community
Team which is looking into the hospital and pulling people out. The
biggest impact will be on the voluntary sector and steps will need to
be taken to ensure resources are put into this sector.
The CCE noted the strong engagement across the JODG, noting
membership has been extended to include WDH and more Voluntary
Sector colleagues. RH advised the membership of the JODG has
extended greatly; adding there is good engagement from all.
The CCE discussed connections with the Yorkshire Ambulance Service
(YAS). JoP advised YAS are part of the West Yorkshire A&E Acceleration
Zone and have resources to develop their Clinical Advice Service and,
noting the clinical advice service needs to connect with the Connecting
Care Re‐design, JoP suggested Daniel Mason or Jason Storey talk to RH
regarding making those connections.
8.

FOR ASSURANCE: Vanguard Delivery Board Audit Report:
MB advised following a recent audit of the Vanguard Delivery Board
(VDB) full assurance has been received from the auditor. MB noted the
importance of the positive outcome of the audit; particularly considering
the recent discussions regarding the McChrystal Group and governance
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concerns raised during those discussions.
MB referenced the Independent Auditors report provided and advised
the CCE should have confidence controls are in place around governance
for the VDB. JoW added an internal report would not normally be
presented to CCE, however wished the paper to be shared; noting that
full assurance has been given on all areas and is a fantastic achievement.
9.

FOR ASSURANCE: Adult Community Nursing:
The CCE noted the supporting paper for assurance and information.

10.

FOR ASSURANCE: Better Care Fund Quarterly Progress/Reports Q2:
MS talked the CCE through the supporting paper highlighting all national
conditions continue to be achieved. MS added:
 An increase in care home admissions has been attributed to the
number of former self funders which are now being counted,
however targets are still anticipated to be met;
 Non‐elective performance data has improved including better
Ambulatory Care data; however patients coded as Ambulatory Care
patients are still being coded as an admission even if they are not
admitted. If Ambulatory Care patient numbers were not included
within the numbers, the BCF stretch target and SUS plan would be on
target to be met.
The CCE discussed Ambulatory Care, noting this is a key gateway to the
hospital. DrS added all GP admissions are supposed to talk to
Ambulatory Care and A&E are supposed to send patients through
Ambulatory Care initially if thought to be appropriate and suggested this
needed further investigation; adding Ambulatory Care patients should
not be counted as an admission. Discussing these figures further, DrS
advised from a clinical and anecdotal perspective, if there is any risk of
admission, those patients do not sit within Ambulatory Care and
recommended work continues to investigate this area.
Continuing his updated, MS advised NHSE have issued instruction for
Wakefield District to begin planning for next year’s BCF. Initial guidance
advised a draft plan needed to be submitted by 5 January 2017, however
considering other NHSE requests and contract rounds being brought
forward, the deadline for the first draft of the BCF has been extended to
26 January 2017. MS advised in terms of next year’s plan, the intention
is to describe what is happening in terms of the Multi‐Speciality
Community Provider (MCP) model and how the BCF will be part of that
model; adding the BCF has all the elements to move into a MCP contract.
The CCE discussed next year’s BCF, noting the BCF will be much bigger.
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MS added Wakefield are one of the few areas progressing at pace,
therefore a different ‘story’ needs to be written for the BCF moving
forwards; linking it to Wakefield’s Outline Business Case and all the
additional things Wakefield want to achieve as a district.
MB added communication has been received from Yorkshire and
Humber NHSE team that Wakefield and Sheffield are to be nominated to
‘graduate’ from the BCF, though it is not clear what this means
Discussing the value of the BCF, MB advised discussions will need to take
place between WCCG and WMDC, however a possible proposal would be
to keep most of what is in scope this year (£58.5m), in scope for next
year, however given the sensitivities, consideration will need to be given
to include the non‐discretionary primary core contracts (though there is
no rationale behind it in terms of a pooled budget) which would increase
the BCF to £74m.
As a practising GP within a Wakefield Surgery with its own contracts, DrS
declared an interest in discussion BCF funding and planning for next year.
Continuing to discuss BCF timescales, MS advised the anticipated
deadlines dates are:
 26 January 2017: first initial draft plan;
 10 February 2017: feedback should be received from NHSE;
 10 March 2017: final version to be resubmitted to NHSE.
However, MS noted a caveat regarding these dates, advising the dates
have been provided unofficially therefore are subject to change. MS also
confirmed the same process will be followed as in previous years; noting
discussions will need to take place with Provider organisations in terms
of sharing the plan and sign off.
Discussing Governance arrangements for the BCF, MB confirmed
discussions are usually Commissioner to Commissioner therefore as long
as WCCG and WMDC sign off the BCF and it is presented via the CCE,
Governance requirements should be met.
11.

FOR ASSURANCE: BCF Pooled Financial Monitoring Report:
AR talked the CCE through the key points of the supporting report;
highlighting:
 Increased spending in the pool is now at £447k, which is slightly less
than last month following an adjustment to the disabled facilities
grant;
 There is no pressure from the BCF.
AR asked for clarity on the Well Woman Service; noting this was not
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included when the BCF was first pulled together. AR asked if this was
being commissioned via Turning Point now and suggested this could be
the reason behind an increase in Mental Health spend. ME confirmed
that was the case; advising the IAPT service, up until 1 September 2016
was provided through 3 contracts: Turning Point, Right Steps and Well
Woman Centre. These 3 previous contracts have now been combined
into one new contract. Noting this change, the CCE agreed an
adjustment should be made.
12.

FOR INFORMATION: Better Care Fund Plan 2017/18:
This agenda item was discussed under agenda item 10.

13.

FOR INFORMATION: Legacy Resources Update:
The CCE noted the supporting paper for information.

14.

FOR INFORMATION: Connecting Care Project Management
Documents:
The CCE noted both the Risk Log and Highlight report for information.

15.

FOR INFORMATION: Domestic Abuse Targeted Inspection:
The CCE noted this inspection was being considered in other forums.

16.

Any other Business:
The CCE briefly discussed Ambulatory Care further. JoW confirmed
Wakefield is achieving its reduction in overall non‐elective reduction.
No other items of business were raised.

17.

Date and Time of Next Meeting:
Thursday 12 January 2017 from 9.00 to 11.00am in the Seminar Room,
White Rose House.
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Agenda item: 15e(i)
NHS Wakefield Clinical Commissioning Group
PROBITY COMMITTEE
Minutes of the Meeting held on 13 December 2016

Present:

Sandra Cheseldine
Melanie Brown

Lay Member
Programme Commissioning
Director
Executive Clinical Advisor
Lay Member
Lay Member (Chair)
Independent Nurse
Chief Finance Officer
Chief Operating Officer

Dr Greg Connor
Stephen Hardy
Rhod Mitchell
Sharon Fox
Andrew Pepper
Jo Pollard
In Attendance:

16/85

Nichola Esmond
Katherine Bryant
Anna Ladd
Catherine Wormstone
Gemma Reed
Tim Johns

Healthwatch Representative
Governance and Board Secretary
NHS England Representative
Programme Manager
Minute Taker
Practice Manager, (Item 16/93)

Apologies
Apologies were received from Cllr Pat Garbutt, Hany Lotfallah, Pat
Keane and Jo Webster.

16/86

Declarations of Interest
The Chair asked for any declarations of interest, Sharon Fox declared
an interest in relation to item 16/93 as she is a patient at Ferrybridge
Medical Centre; the Chair determined that Sharon could participate in
the discussion and decision.

16/87

Minutes from meeting held on 20 October 2016
The minutes were agreed as an accurate record.

16/88

Actions from meeting held on 20 October 2016
All actions are complete.

16/89

Matters Arising
There were no matters arising.

16/90

GP Forward View
1

Dr Connor informed members that the CCG are required to submit a
plan to NHS England which outlines how the CCG will implement the
GP forward view across the district, this is a subset of the 5 year
Forward View. It is aligned with the Wakefield Health and Wellbeing
Plan and the West Yorkshire Sustainability and Transformation Plans.
Between now and 2020 an additional recurrent £2.4bn will be
invested annually in general practice.
The Wakefield draft plan addresses two challenges for general
practice locally:
 Changing to survive by expanding primary healthcare teams;
 Integrating with other services to provide people-centred
primary care.
An initial draft of the plan was submitted to NHS England in October
2016, following this the plan has been shared with Governing Body,
Health and Wellbeing Board, practices, LMC and Public Involvement
and Patient Engagement Committee (PIPEC). Feedback has been
received, however concerns were raised by the LMC regarding the
direction of travel and the CCG has responded to these concerns. A
final submission of the plan to NHS England is due on 23 December
2016.
It was noted that work is taking place with partners to deliver a system
transformation programme and the CCG is confident that it will deliver
the transformation projects outlined within the Health and Wellbeing
plan.
It was noted that the co commissioning financial allocation is above
target and minimal growth of 1% is applied and additional money will
be coming into the system in 2017/18.
Nichola Esmond confirmed that HealthWatch undertake patient
evaluation within West Wakefield Health and Wellbeing regarding
care navigation which they are currently providing across the district.
It was RESOLVED that the Probity Committee:
(i) that a revised plan should be submitted to NHS England based
on the first draft and the response to consultation;
(ii) That delegated authority is granted to Sandra Cheseldine, Lay
Member and Jo Webster, Chief Officer for final sign off of the
Wakefield 2020 General Practice Plan in time for submission to
NHS England by 23 December 2016.
16/91

Community Primary Care Services Contract Review
Dr Connor updated members outlining that the five Community
Primary Care Services Contracts (CPCS) are due to end on 31 March
2017. NHS planning guidance requires contracts for 2017-18 to be
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finalised by 23 December 2016.
The five services are:
 Anticoagulation
 Prostate disease monitoring in primary care
 Diabetes management in primary care
 Disease modifying anti-rheumatic drug (DMARD) monitoring in
primary care
 Intra Uterine System for heavy menstrual bleeding
The anticoagulation contract is part of a wider service review but for
2017-18 the CCG has received procurement advice to commission all
five under a direct contract award. Minor amendments to the
specifications for three of the contracts offer opportunities for
improving care and cost-effectiveness. A one year contract allows
the CCG to complete the anticoagulation service review and explore
the option of merging diabetes management, prostate disease
monitoring and shared care drugs monitoring with the Wakefield
Premium Practice Contract when this comes to an end in March 2018
to form a Practice Plus Contract.
Following procurement advice from eMBED, it is recommended that
services are directly awarded and a draft specification has been
shared with LMC and this needs to be worked through with finance
and to streamline services where possible.
It was RESOLVED that the Probity Committee:
(i) all the Community Primary Care Services are offered in 201718 using the recommended procurement route and
incorporating changing to the specifications and funding to
increase benefits to patients and cost effectiveness;
(ii) these services are included together with a review of the
Wakefield Premium Practice Contract with a view to
developing a single Practice Plus contract from April 2018.
Co Commissioning Update
16/92
Catherine Wormstone updated members, highlighting:






Post payment verification visits are taking place with practices,
it is anticipated that these will be all complete by the end of
December 2016.
Work is taking place with practices to confirm Christmas
opening hours and to approve any change of extended hours.
Each practice is required to advertise this and inform patients
well in advance.
The contract is now signed with West Wakefield for the GP
Access Fund (£6 per head contract).
Progress is being made with ETTF bids. Two bids have
progressed to the due diligence stage. These are bids
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submitted by College Lane and Northgate regarding internal
reconfiguration.
King Street engagement is underway, political interest and
article in Wakefield Express. This will be discussed at
January’s Probity Committee.
The Grove and Almshouse merger is progressing well. The
contract will merge from 1 April 2017 but the clinical system will
merge in May 2017.
Interpreting and translating service – the CCG is working with
NHS England regarding the re-procurement of this service.
Practices will access this service from January 2017.
Concerns were raised regarding any financial consequences,
Anna Ladd agreed to establish if this can be subsidised by
NHS England.
Safe Haven – work taking place across West Yorkshire to
standardise the service and negotiations locally will look to
reflect these for consistency.
Vulnerable Practice Fund – four practices will receive limited
non-recurrent funding direct from NHS England and locality
managers are working to develop a local plan.
Orchard Croft branch closure at Netherton– this will be
discussed further at January’s Probity Committee. The CCG
recently visited the practice and issues previously identified are
being addressed. Options regarding transport are being
explore by the practice.

it was RESOLVED that the Probity Committee:
(i) noted the update provided
16/93

Park View Relocation of Services on to Queen Street Surgery
Site
Sharon Fox declared an interest in relation to this item as she is a
patient at Ferrybridge Medical Centre. The Chair determined that
Sharon could participate in the discussion and decision.
Catherine Wormstone and Tim Johns outlined the process
undertaken by the practice which initially was around a merger but
had subsequently requested a premises relocation as part of a longer
term phased strategy. The Partners of Park View and Queen Street
surgery, which are jointly owned by the same Partners, are proposing
to merge the operations of Park View Surgery on to the site of Queen
Street surgery from April 1 2017. This would involve closing the Park
View site.
By relocating services a number of benefits were identified:
 Improvements in access for patients
 Financial savings by reducing to one site
 Working at scale as promoted by GP Forward View and 5 Year
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Forward View
Improved utilisation of clinical and administrative workforce
Streamlined use of the clinical system
Better quality of premises at the Queen Street Site

It was noted that Park View and Queen Street will retain their
separate contracts in the short term. A number of patient
engagement sessions have taken place to ensure that patient
feedback is captured regarding any location of services.
Concerns were raised regarding the parking facilities available and
the PRG has contacted Normanton Town Council regarding this. Tim
Johns also confirmed that there is potential to develop additional
consulting rooms at the Queen Street site.
it was RESOLVED that the Probity Committee:
a) Considered the request by Park View (B87041) and Queen
Street Surgeries (B87600) to relocate services from 1 April
2017
b) Noted the engagement activity and Integrated Impact
Assessment which has been undertaken by the practice
c) Approved the relocation of primary medical services from Park
View to Queen Street Surgery.
16/94

Any other Business
Nothing further discussed.

16/96

Date and Time of Next Meeting
Tuesday 31 January 2017, 3pm, White Rose House
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