PROBITY COMMITTEE
14 AUGUST 2018
3:00PM, BOARDROOM, WHITE ROSE HOUSE
AGENDA

No.

Agenda Item

Lead officer

1.

Apologies for Absence –

Richard Hindley

2.

Declarations of Interest

Richard Hindley

3.

i) Minutes of the meeting held on 29 May 2018
ii) Action sheet from the meeting held on 29 May 2018

Richard Hindley

4.

Matters Arising

Richard Hindley

5.

Proposed commissioning decisions (outpatients and
diagnostics) for contracts that expire in 2018

Simon Rowe

6

Interim Provider Policy

Chris Skelton

7.

Probity Committee Terms of Reference

8.

Late Visiting Specification Update

Katie Roebuck

9.

General Practice Forward View – Document management

Chris Skelton

10.

Wakefield Practice Premium Contract Update (including SEND
update) Quarter 1 2028/19 report

Chris Skelton

Amrit Reyat
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11.

Co Commissioning Update (Verbal)

Chris Skelton

12.

Wrenthorpe Branch Closure – communication and assurance
plan

Chris Skelton

13.

Quality and Outcomes Framework (QOF) 2017/18

Chris Skelton

14.

Matters to be referred to other committees or Governing Body

15.

Any Other Business
The Committee 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)”.

16.

Date and Time of Next Meeting
25 September 2018, 3:00pm, The Boardroom, White Rose
House

2

Richard Hindley

Agenda item: 3i
NHS Wakefield Clinical Commissioning Group
PROBITY COMMITTEE
Minutes of the Meeting held on 29 May 2018
Present:

Melanie Brown

Programme Commissioning
Director Integrated Care
Executive Clinical Advisor
Registered Nurse
Lay Member (Deputy Chair)
Lay Member (Chair)
Interim Chief Nurse
Secondary Care Specialist

Dr Greg Connor
Diane Hampshire
Stephen Hardy
Richard Hindley
Clare Linley
Mr Hany Lotfallah
In Attendance:

Jenny Beckett
Nichola Esmond
Cllr Pat Garbutt
Amrit Reyat
Chris Skelton
Pam Vaines

Urgent Care Transformation Lead (item
18/065 only)
Healthwatch Representative
Wakefield Health and Wellbeing Board
representative
Governance and Board Secretary
Head of Primary Care Co-Commissioning
Minute Taker

18/054

Apologies

18/055

Apologies were received from Sandra Cheseldine, Anna Ladd, Ruth Unwin and
Jonathan Webb.
Declarations of Interest
Cllr Pat Garbutt declared her interest as the Chair of the Wakefield Health and
Wellbeing Board.
The Chair noted the declaration and determined that Cllr Garbutt could provide
input into the discussions.

18/056

(a) Minutes of the meeting held on 27 March 2018
The minutes from the meeting held on 27 March 2018 were agreed as an accurate
record subject to the correction of minor typing errors and an amendment to the
evaluation of the Care Home Vanguard item (18/033). The paragraph relating to
reporting should be amended to read –
Lesley Carver indicated that whilst outcomes for individual patients were not yet
available, work has been undertaken and will be reported via Public Health,
through an evaluation. This will include work from Healthwatch and Niche in
relation to community anchors, and the results will be expected end of June/early
July 2018.
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Action sheet from the meeting held on 27 March 2018
The action sheet was noted.
18/057

Matters Arising
Item 18/031 – Outwood Park – branch closure application.
Melanie Brown confirmed that she and Richard Hindley are to meet with the
Overview and Scrutiny Committee on 28 June 2018 to provide assurance
regarding the decision making process for the branch closure. In preparation, a
meeting has already taken place with the Chair of that committee, two local MPs
and the Practice, in order to discuss the challenges and the proposed transport
scheme.
Local Care Direct will provide the patient transport and are currently in the process
of recruiting staff to operate the schemes. Once the transport scheme is
operational, a closure date for the Wrenthorpe branch surgery will be agreed.
This decision reflects learning from the closure of Orchard Croft which resulted in
negative feedback from patients when the transport scheme was not operational
prior to the branch closure.
Item 18/032 – Contract Merger Request.
Chris Skelton informed the Committee that progress is being made. However, the
merger is dependent on the IT system supplier confirming that the technology will
link. It is expected that this will occur at the start of July 2018.
Item 18/038 – SEND Action Point
Melanie Brown reminded the Committee that an action had been agreed for her
and Dr Connor to send a reminder letter to all under-achieving practices. However,
she and Dr Nadeem Nayyar (clinical lead) met with the relevant commissioners last
week and agreed a series of actions to progress this matter. The Quarter 4 results
will be shared during the week of 28 May 2018. All practices with less than 20%
completed will be offered peer support and training, including the sharing of case
studies. Some practices have already made progress. It was agreed that the CCG
will continue to monitor and bring future quarterly updates
Item 18/040 - Practice list closure.
Chris Skelton confirmed that Crofton and Sharlston Practice had re-opened their
practice list in April 2018. There are no outstanding concerns.

18/058

Probity Committee self-assessment work plan update
Amrit Reyat reminded the Committee that the outcome of the self-assessment
survey was shared at the 27 March 2018 meeting. The action plan presented at
that meeting has now been re-worked to identify Feedback (comments relating to
processes already in place) and Actions (where change is required).
The Action plan was discussed. Amrit Reyat assured members that minutes of
each Probity Committee, including private sessions, are shared with the Governing
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Body.
Richard Hindley confirmed that more time can be given to reviewing the minutes of
previous meetings. Any concerns can be raised before the meeting with Richard
Hindley or any member of the Governance Team. Melanie Brown offered to
provide additional background information to members, if required.
Richard Hindley confirmed that future meetings will identify whether items should
be referred to the Risk Register or the Governing Body Assurance Framework.
All members agreed that they should raise any areas of uncertainty in future
meetings or privately with the Chair.
It was agreed that the actions were now completed.
It was RESOLVED that:
i.
ii.
18/059

The Probity Committee noted the completion of the action plan
The Probity Committee noted the feedback responses.

Probity Committee Annual Report
Amrit Reyat presented the Probity Committee Annual Report. This document
provided assurance that the Probity Committee has fulfilled duties in accordance
with the Terms of Reference. The paper was presented to the Governing Body on
8 May 2018 and has been brought for information.
Diane Hampshire asked the Governing Body to note that she was a member of the
Probity Committee not ‘in attendance’.
It was RESOLVED that:
i.
ii.
iii.

18/060

The Probity Committee noted the committee annual reports
The Probity Committee noted the reappointment of the members of Probity
Committee for a further twelve month term of office
The Probity Committee noted the correction that Diane Hampshire is a
formal member of the Committee.

Maybush Medical Centre CQC report
Chris Skelton reminded the Committee that the CQC had carried out a routine
inspection at Maybush Medical Centre on 14 February 2018, following GP
contractor changes and registration changes which took place in November 2017.
The resultant report was published on 23 March 2018.
The report has an overall finding of ‘Good’. However the safety element of the
report has a finding of ‘Requires Improvement’, particularly in relation to infection
control issues.
The findings also highlighted that policies are not fully embedded within the
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Practice.
The 2017 patient survey showed some areas of low satisfaction. The new contract
holder held an engagement event in December 2017 to prompt improvements
within the Practice. The feedback from this event has proven positive.
Stephen Hardy sought clarification as to how an overall finding of ‘Good’ could be
achieved when one area ‘Requires Improvement’. Clare Linley explained that the
five domains in the CQC inspection are all equally weighted and in this case, the
other four domains were ‘Good’. Therefore the overall finding is ‘Good’. Richard
Hindley stated that a number of issues which contributed to the ‘Requires
Improvement’ finding for safety appeared to have a reasonably clear resolution.
Dr Connor stated that the CQC rating reflects work done by new partners. The
CQC report highlighted minor issues which needed more work but indicated there
were no serious risks to patient safety. He is satisfied that the overall finding of
‘Good’ is appropriate.
Cllr Pat Garbutt commented that the involvement of a local MP in the engagement
process was pleasing. Chris Skelton explained that the engagement was instigated
as a result of comments made by the MP.
It was RESOLVED that:
i.
ii.

18/061

The Probity Committee received the information in relation to Maybush
Medical Centre CQC report.
The Probity Committee received assurances about how ongoing
performance improvement will be achieved.

General Practice performance and development: draft strategic objectives
and project plan to March 2020
Dr Connor presented the update of the 2020 general practice plan at the March
Probity Committee and was asked to provide additional information, including
details of projects and funding sources.
Dr Connor acknowledged the support that Wakefield CCG provides to GP
practices.
Dr Connor explained that five strategic objectives have been proposed for general
practice performance and development. These will allow a review of the current
situation and define the desired outcome as general practice improves.
Comment is being sought from the Health and Wellbeing Board and a public
engagement is being arranged. Dr Connor will attend Membership meetings to
raise awareness and intends to bring a further paper to the July Probity Committee
to share specific details.
Diane Hampshire commented that the paper and the five objectives are very
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helpful. Diane Hampshire asked for clarification of the term ‘Primary Care Home’.
Dr Connor explained that this is a concept from National Primary Care and has
gained momentum recently. The principle is that a group of GP practices will work
together with other agencies to look after the primary care of the local population.
This is usually a population of around 30k. The agencies involved will be care
homes, pharmacies, dentists etc, as well as GPs. It was acknowledged that
Primary Care Home is the national title; however, Diane Hampshire commented
that the title is confusing as patients may think that it is the name of a care home.
Following a comment from Diane Hampshire, Dr Connor agreed to review
appendix 2 of the paper, as it was not felt to correctly reflect the focus on clinical
performance.
Clare Linley supported the five objectives and the action areas and was particularly
keen to see integrated nursing as one element. Dr Connor confirmed that
integrated nursing is a key driver in three areas – the new nursing posts in the
Academy, the Primary Care Home (which is heavily nurse dependent) and the
nursing lead requirement for each Confederation at network level.
Clare Linley assured the Committee of the links to New Models of Care and the
synergy in place between the priority areas.
It was RESOLVED that:
i.
ii.

18/062

The Probity Committee considered the proposed strategic objectives for
general practice development and the 2018/19 project plan
The Probity Committee agreed to receive a further report at its next meeting
following wider consultation.

Wakefield Practice Premium Contract (WPPC) Update
Chris Skelton provided a report on the Quarter 4 2017/18 data. The Committee
was asked to note that some of the data included in the Paper have been improved
upon.
The Committee was reminded that the focus for 2017/18 had been on performance
reports and practice visits.
All Wakefield GP practices had met the requirements of the Access Domain.
The Continuity of Care Domain showed an increase in all activity except
phlebotomy. This is due in part to a request from NHS Wakefield CCG to practices
to review the number of phlebotomy tasks carried out.
Chris Skelton highlighted that the cost of work carried out under WPPC is
continuing to grow
During 2017/18, 59,000 care-plans were developed. Nine out of 37 practices
(excluding Eastmoor) reached 100%. These practices are working with others to
develop action plans to enable them to reach this figure.
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A small number of practices achieved less than 95%. Under the terms of the
WPPC contract, any practice with an achievement figure of less than 95% at end of
June will be subject to a 15% reduction in funding. The relevant practices have
been informed of this in writing.
Chris Skelton informed the Committee that after the paper was prepared; several
practices have reported reaching 95% with only two practices remain below the
target. One practice is at 94.7% and is expected to achieve target by the end of
June.
Ashgrove Surgery is currently at 91.6% (which is an improvement from 86.1%
quoted in the paper) and it is unlikely that they will achieve 95% by the end of June
2018. The financial penalty will be a £6600 reduction in funding. Ashgrove is
currently a struggling practice and is working with the CCG to concentrate on
access issues. Chris Skelton commented that this work had contributed to the lack
of capacity to reach the care plan target. An update will be brought to the next
Probity Committee.
Diane Hampshire asked whether it would be possible for the Practice to mitigate
the financial penalty. Chris Skelton explained that as the Practice had achieved
over 90% the full penalty would not be imposed. £6600 is the reduced penalty,
against a potential penalty of £13,212.46. It was noted that the Practice had
already been given an extension of three months in which to achieve the target.
Richard Hindley acknowledged that the CCG should be seen to be as fair as
possible to the practice but also needed to demonstrate adherence to contract
terms.
Clare Linley commented that all practices have ceased to provide ear irrigation and
asked how this will free up nursing time and whether that time can be re-deployed.
Mel Brown confirmed that this would be investigated.
It was RESOLVED that:
•
•
•

•

18/063

The Probity Committee noted the update on the WPPC for the final Quarter.
The Probity Committee agreed that Practices which have achieved more
than 95% of care plans and provided sufficient assurance that the remaining
shortfall will be addressed by June, will not undergo any financial recovery.
The Probity Committee agreed that the remaining practices, which have
achieved less than 95% of care plans, will be assessed after 30 June 2018
and a financial recovery will be made in accordance with their performance
at that point.
The Probity Committee agreed that the decision on funding recovery is
delegated to the Chair of Probity Committee following advice from the
Scrutiny Panel, in order to prevent a delay until the next Probity Committee.

Estates and Technology Transformation Fund Update
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Chris Skelton explained that NHS England has asked for reassurance of the CCG’s
commitment to the Estates and Technology Transformation Fund (ETTF) as a
result of difficulties in reaching the end of the 2016 programme.
Chris Skelton explained that the scheme for premises improvements at Henry
Moore Clinic have now been subsumed into the Castleford Medical Practice
scheme.
In view of the timescales involved, Chris Skelton requested, and received,
delegated authority to decide which schemes will progress.
It was RESOLVED that:
(i) The Probity Committee noted the progress made in regards to Estates,
Technology and Transformation Fund.
(ii) The Probity Committee delegated authority to the Chair of Probity, Chief
Finance Officer and Officers of the CCG
(iii) The Probity Committee received a report back at the next Probity Committee
in regards to decisions made.
18/064

Co Commissioning Update
Chris Skelton provided a verbal update to the Committee.
It was explained that NHS England has requested that primary care teams
nationally liaise with their respective CCGs to ensure that all GP Practices adhere
to the core opening times. Chris Skelton confirmed that this was the case within
Wakefield. A half day closing for training (TARGET) is acceptable within the core
hour guidelines. There is therefore no additional action to be taken in Wakefield.
Chris Skelton confirmed that contract assurance visits are currently taking place.
As a result of learning from previous visits, relevant data is being shared with
practices prior to the visit so that they can be prepared.
Clare Linley asked for confirmation that quality domains are included in the visit,
and was assured that this was the case. Prior to a visit the primary care team will
review the data to be discussed and the CCG staff attending the meeting will be
decided as a result.
It was RESOLVED that:
i.

18/065

The Probity Committee noted the content of the verbal report.

Urgent Primary Care Re-design
Jenny Beckett delivered a presentation to the Probity Committee on the proposed
re-design of Urgent Primary Care.
The slides have been shared with New Models of Care Board and Clinical Cabinet
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and are being presented at Probity Committee for a decision because of the
possible conflict of interest for the GPs.
Jenny Beckett explained that GPs provide a lot of urgent care during normal
working hours and link with 111 services.
The 111 is procured by Greater Huddersfield CCG as the lead commissioner
across Yorkshire and Humber.
The Probity Committee was reminded that there is a national strategy for all urgent
or emergency calls into 999 or 111. The national strategy includes a requirement
for the 111 service to have an easy referral process to the relevant local provider
organisations.
The national integrated service care specification sets out a number of key targets
for transfer from 111 to GP. There is also a requirement for high levels of clinical
input. These targets and requirements must be incorporated within the local
process.
Jenny Beckett reminded the Probity Committee that the extended access and walk
in centre contracts both come to end in March 2019. This is an ideal opportunity to
merge the two processes.
Feedback from patients indicates that the current process is confusing. Evidence
shows that providers liaise with each other in order to move patients between them
to get best outcome for the patient. This is not necessarily the most effective
method of ensuring patients receive appropriate care. Currently 40% of contact are
dealth with by advice or prescription and without face to face contact.
NHS Wakefield CCG will use the national model to develop care pathways for the
future. However there will be a time gap between the current process, which ends
in March 2019, and new model of care. The gap will need to be closed to ensure
continuity.
Jenny Beckett explained that the aim is to develop a provision with a clear location
base, consistent opening times and patient access, clear KPIs and payment lines.
The expectation is that the new process will include a ‘walk-in’ facility. Discussions
are taking place with clinicians and a possible model is emerging. The proposals
for a robust urgent Primary Care scheme for March 2019 are expected to be ready
for discussion at the next Probity Committee.
Jenny Beckett suggested that a further public engagement was required in order to
identify public requirements. This engagement would potentially run from July to
September 2018.
Jenny Beckett noted that the location options for the west of the patch are very
complex whilst the east has the Urgent Treatment Centre. However, NHS England
does not support the development of an Urgent Treatment Centre (UTC) in the
west. There was concern at the lack of parity across the patch and therefore this
will be reflected in the draft service specification.
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Stephen Hardy asked whether any consideration had yet been given to possible
locations for the new service. Pat Keane has had a discussion with MYHT who
have declined to host the service. This raised the concern that patients/local
residents may defer to A&E if they think the alternative is not conveniently located.
Richard Hindley asked for confirmation that the proposed public engagement is to
obtain clarity for a proposed model. The CCG is aware that a simple, easy to
access, understandable model is required.
Clare Linley clarified that a public engagement would ensure that the proposed
service specification would be clear in relation to the required clinical services (eg
x-ray) and would allow more activities to be carried out in primary care. The new
service would need to be safely and effectively delivered for patients. The service
would also have to be financially within the capacity of the CCG.
Stephen Hardy sought clarification of why a public engagement was being
considered if it was not yet possible to put forward the CCG’s intentions. Stephen
Hardy commented that this will be the third public engagement and was concerned
that Wakefield residents may experience ‘engagement fatigue’, especially as there
are currently plans for an engagement relating to King Street.
Jenny Beckett was clear that the public engagement questions can be
appropriately worded to reflect the stage the proposal was at. Given the nature and
scale of the proposed service re-design, public engagement may be required,
which would be in line with previous re-designs. Stephen Hardy asked whether,
once the model is agreed, will there be a requirement for a further public
engagement. Melanie Brown stated that at that stage a public consultation will be
required.
Nichola Edmond asked why the Urgent Care scheme is being re-shuffled. She
enquired whether it was due to lack of clarity to patients or whether the CCG feels
that the current model is incorrect.
Jenny Becket explained there is a real wish that the CCG can easily change patient
activity. The CCG is working hard with providers to let patients know what options
are available. She believed that the two current provider models do not generate a
simple solution for patients. It is expected that the re-design will bring this about
without additional cost to the CCG.
Richard Hindley asked for clarification of timescales for a formal proposal and was
informed that if Wakefield CCG was able to extend GP Care Wakefield and the
Walk In Centre contracts for a year, it would be possible to go to procurement in
April 2019. This will result in tight timescales and there is therefore a need to
ensure that the service model is clear and accurately reflects the needs of the
population.
Richard Hindley asked what the consequences would be of declining to carry out a
public engagement at this stage. Mel Brown was uncertain and will discuss with
with Jeanette Miller.
Clare Linley asked that the Committee be informed of the proposed terms of any
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public engagement and it was agreed that the Committee would delegate authority
to Richard Hindley and Stephen Hardy to liaise with Ruth Unwin and Jeanette
Miller to see a brief report as to whether an engagement is appropriate.
Mel Brown commented that there are time concerns connected to this work. There
is a risk of a gap in care provision if any of the current providers were to give notice
before a proposal for a future specification has been developed.
It was RESOLVED that:
i.
ii.

18/066

The Probity Committee noted the content of the presentation
The Probity Committee delegated authority to Richard Hindley and Stephen
Hardy to approve or decline a public engagement.
Learning Disabilities Health Check Performance
Chris Skelton presented the Quarter 4 2017/18 data.
Compliance is now 51.7%, which is an increase on the expected figure. The
Committee were reminded that people with low-level learning disabilities are not
automatically expected to have a health check; the relevant clinician will decide
whether a check would be beneficial.
Chris Skelton explained that the figure exceeds the outcome for 2016/17 and that
NHS Wakefield CCG is expected to have moved up the rating list when the
national data is published.
The 2018/19 Wakefield Practice Premium Contract will include a requirement for
Learning Disability Health Checks to be carried out, and this will be closely
monitored.
Several practices have not engaged with the process. Dr Nadeem Nayyar is the
clinical lead for this work and he has worked with network chairs to identify the
barriers to the practices achieving the required standards. He has sought
assurance that they will be able to meet the 50% target for next year.
Chris Skelton identified and apologised for an error in the reporting of the relevant
percentages. The figure shown in the report as xxx should be yyy.
Stephen Hardy noted the improved performance but regretted that four practices
had poor results. Dr Connor confirmed that he would work with Nexus to improve
this.
Chris Skelton commented that it is possible that the practices may be conducting
the Health Checks but not reporting them correctly. This is unlikely as the reporting
for 2016/17 was accurate. However, in view of the possibility, the data is being
used as a start to a discussion with the practices. This is important as there are
funding implications to failure to complete the Health Checks.
It was confirmed that practices which have not reported compliance with the
requirement to carry out Learning Disability health checks have not been paid for
this aspect of their contract.
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Melanie Brown commented that a number of practices still have poor reporting and
work continues to improve this. Dr Connor confirmed that work is ongoing with
Network Chairs to share good practice.
The October Target event will focus on Learning Disabilities. Dr Nayyar is the new
clinical lead for this area and is very keen to raise the profile of Learning
Disabilities.
Clare Linley sought assurance that the prevalence of data is consistent across
Wakefield. Chris Skelton confirmed that this was the case as it is part of the WPPC
contract. The visits carried out by the Primary Care Team include a review of the
Learning Disability work carried out by the Practice. This included working with
Practices to ensure that the communication methods that they employ to engage
with patients are appropriate to the patient cohort.
Chris Skelton informed the Committee that the national template for health checks
was used for the Learning Disability scheme. The form covers all opportunities for
health checks so the Committee can be confident that appropriate patients are
receiving health checks for all relevant concerns.
Melanie Brown informed the Committee that Dr Nayyar is to write to practices on 1
June 2018 to remind them to carry out Learning Disability Health Checks and
request that they update their data list with a view to increasing the cohort of
Learning Disability patients.
It was RESOLVED that:
i.
ii.

18/067

The Probity Committee noted the Learning Disabilities Health Check
performance for 2017/18
The Probity Committee agreed to continue to receive quarterly updates in
relation to the progress of this action plan

Matters to be referred to other committees or Governing Body
It was agreed that the Urgent care primary care re-design (18/065) should be
reported to Governing Body. Consideration should be given as to whether this
should be in Private. Richard Hindley and Amrit Reyat will take a view on this prior
to the Governing Body agenda being agreed.
The Learning Development Update (18/066) should be considered at the
transformation board.
The minutes of this meeting will be shared with the Governing Body.

18/068

Any Other Business
No items were identified for discussion.

18/069

Date and Time of Next Meeting
11

Tuesday 14 August 2018, 3pm, Meeting Room 5a, White Rose House
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Agenda item: 3ii
NHS Wakefield Clinical Commissioning Group
ACTION POINTS FROM PROBITY COMMITTEE
HELD ON 29 MAY 2018

Minute
No
17/034

17/054
18/008

Topic

Action required

Who

Late Visiting
Specification

Provide pilot evaluation to Probity
Committee once completed and
incorporate all costs at evaluation stage
Training regarding the names and
relationships of the developing
organisations and schemes at a Board
Development Session
Review of 2 practices with low levels of
care plans for patients with heart failure
Request to discontinue the provision of
patient transport from Wrenthorpe to
Outwood Park
Update required

Katie Roebuck

External report

Understanding
schemes and
organisations which
CCG is involved with.
WPPC contract

18/031

Outwood Park Branch
Closure

18/032

Merger of Ferrybridge
and Elizabeth Court
Care Home Vanguard

18/033

18/034
18/038

18/038

Committee
Effectiveness
Joint local area Special
Education Needs and
Disabilities (SEND)
action plan
Joint local area Special
Education Needs and
Disabilities (SEND)

Date for
completion
14 August
2018

Progress

Ruth Unwin

14 August
2018

Chris Skelton

29 May 2018

To be completed by Tara
Trayler as part of a
structure mapping
exercise
Completed May 2018

Chris Skelton

When
appropriate

Chris Skelton

29 May 2018

Completed May 2018

Lesley
Carver/Paul
Jaques
Amrit Reyat

14 August
2018

Completed. Document
shared with members 3
August 2018
Completed May 2018

Update of the committee effectiveness
action plan
Quarterly updates to Probity Committee Melanie Brown
on the progress of this work and
feedback will be reported to the
Committee (transferred from Private
section of the meeting)
Formal letter from CCG under-achieving Melanie Brown
practices
and Dr Greg
Connor
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24 July 2018

Completed. Agenda item

14 August
2018

Completed. Agenda Item

29 May 2018

Completed May 2018

18/039

GP Forward View

18/058

Probity Committee selfassessment work plan
update
General Practice
performance and
development:
Wakefield Practice
Premium Contract

18/061

18/062

18/065

Urgent Primary Care
Re-design

18/067

Matters to be referred
to other committees or
Governing Body

Approval of the funding route for
Wakefield Academy is to be sought
Amend details to reflect that Diane
Hampshire is a member of the Probity
Committee
Update required and review of projects
to support he delivery of the strategic
objectives (Appendix 2)
Identify how nursing time which has
been freed up by ceasing ear irrigation
is being deployed
Examine the consequence of not
carrying out a public engagement
exercise
Should the Urgent care primary care redesign (18/065) report to the public or
private session of the Governing Body
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Dr Greg
Connor
Amrit
Reyat/Pam
Vaines
Dr Greg
Connor

29 May 2018

Completed May 2018

18 August
2018

Completed June 2018

Melanie Brown

14 August
2018

Completed. Agenda item

Melanie Brown

14 August
2018

Completed. Agenda item

Richard
Hindley/Amrit
Reyat

1 July 2018

Completed. Discussed at
private session of
Governing Body

Sept 2018

Title of
meeting:

Probity Committee

Date of
Meeting:

14 August 2018

Paper Title:

Proposed commissioning decisions
(outpatients and diagnostics) for contract
that expire in 2018

Purpose (this
paper is for):

Decision



Discussion

Agenda
Item:

Assurance

5

Public/Private Section:

Public
Private
N/A

Information

Report Author and Job Simon Rowe, Head of Analytics
Title:
Ruth Unwin, Associate Director for Corporate Affairs

Responsible Clinical
Lead:
Responsible
Governing Board
Executive Lead:
Recommendation (s):

Lorraine Chapman, Head of Contracting and Performance
Dr Clive Harries, Planned Care Lead
Pat Keane, Chief Operating Officer

It is recommended that the Committee agree:
•
•
•
•
•
•
•
•
•
•

Approve the contract expiry of all of the outpatient and diagnostic service contracts that
have an end date in 2018.
Approve the subsequent proactive re-procurement of consultant-led outpatient services for
the priority areas of: gastroenterology; non-urgent ophthalmology; urology and
general/vascular surgery.
Approve that the CCG will not formally seek the re-procurement of consultant-led
outpatient services for the non-priority areas of: Ear, Nose and Throat and gynaecology.
Note that the CCG would not be able to refuse a provider a place on its list for contracted
services, regardless of whether this is within a CCG defined priority or non-priority area.
Review and state what changes, if any, they would wish to be made to the criteria within
the provided expressions-of-interest process.
Approve that explicit quality criteria are developed and assured by the Clinical Senate;
Approve that the CCG will not formally seek the re-procurement of nurse-led microsuction;
ring pessaries and minor hand surgery.
Note that the CCG have an obligation for non-consultant led care to monitor whether
patient choice of provider would be securing the needs of its registered population.
Note that the CCG would be obliged to review this stance, if a service provider could
demonstrate that to they could deliver one or more of these procedures, as part of a
comprehensive consultant-led service.
Approve that the CCG will not re-procure ultrasound (non-obstetric), MRI, DEXA or x-ray,
and that it will not hold direct contracts with providers for direct access tests.

•
•
•

•

Note that the CCG have an obligation for diagnostic care to monitor whether patient choice
of provider would be securing the needs of its registered population.
Approve the proposed position that the CCG would review any proposed sub-contracting
arrangements that a service provider may wish to make for ultrasound (non-obstetric),
MRI, DEXA or x-ray.
Approve the approach that would monitor the implementation of the proposed
commissioning decisions. Approve that the monitoring process would be overseen by the
Integrated Governance Committee, and that quarterly updates are provided to the Probity
Committee.
Agree that a plan to mobilise the proposed commissioning decision is developed for the
approval of the Integrated Governance Committee.

Executive Summary:
At its simplest this paper describes how the CCG wishes to commission the future provision of
outpatient and diagnostic care services. The proposals recognise the national direction of
travel towards more integrated care pathways, and the current national regulations that the
CCG has to adhere to for the commissioning of services.
Through the development of a commissioning process the CCG has a guide by which to do
this, in accordance with set national regulations that are described in this paper.
Context
The context for this paper is the contracts that are due to expire in 2018, which require an
agreed commissioning decision for the future provision of services.
There are three types of service provision covered by the contracts that expire in 2018.
•
•
•

Consultant-led services provided in non-hospital settings.
Non-consultant services provided in non-hospital settings.
Direct access diagnostics (non-consultant led) provided in non-hospital settings.

A process of developing and agreeing a commissioning process has been undertaken to guide
the proposed commissioning decisions. Obtained legal advice has also supported how the
proposed commissioning decisions have been made.
The 2013 national regulations on patient choice may be informally described as the way the
CCG should be securing services that meet the needs of the CCG’s registered population in
relation to consultant-led outpatient care. This is both in terms of determining when there can
be new providers, and in terms of managing providers with whom the CCG has contracts. The
CCG has to adhere to the principle of choice for consultant-led care, supported by the ability
for Any Qualified Provider to bid to supply services.
The Proposed Commissioning Decisions
The recommendation that all of the contracts - (for outpatient and diagnostic services that
have an end-date in 2018) – are allowed to expire is not a blanket no from the CCG to the
provision of these services in non-hospital settings. Rather it is a conditional yes.

Guided by the national regulations the recommendations to the Committee for the future
provision of service concern either:
•

The CCG formally seeking to re-procure consultant-led services in priority areas, through a
developed expressions-of-interest process that is in accordance with national regulations;

•

The CCG being formally obliged, through national regulations, to review providers’
expressions-of-interest, to provide, under contract to the CCG, consultant-led care,
regardless of whether this is within a CCG defined priority or non-priority area;

•

The CCG reviewing any proposed sub-contracting arrangements existing contracted
providers may wish to propose to the CCG.

Central to each of the above is the presence of CCG-defined criteria, which details to service
providers how the CCG will manage the provision of contracted services to its registered
population. This is for determining new providers, in terms of the award of new contracts, and
for the review of providers who already hold a contract with the CCG.
Further:
•

The CCG is also obliged – but not specifically mandated - for non consultant-led
care/direct-access diagnostics to monitor whether patient choice of provider would be
securing the needs of the registered population.

The evaluation of existing service provision
The evaluation of existing service provision identified a number of key findings.
•

There is clear variation in consultant-led outpatient provision in the ratios displayed for new
to follow appointments; the conversion rate from appointments to procedures, and in the
type and volume of procedures undertaken. Where procedures were undertaken they
were focussed to a small number of specific types of procedure. Further referral patterns
are skewed towards specific Practice populations.

The subsequently drawn conclusions were that the respective consultant-led services provide
specialist advice and guidance, and that it would be likely that patients referred to these
services requiring a procedure will have to be transferred to another provider.
•

There is minimal evidence to support the extent to which consultant-led outpatient
provision supports the CCG’s statutory performance.

To be clear the evidence from each respective service does meet the statutory 18 week
performance standard. This is not in question. What has been in question, based on how the
18 week standard is monitored and calculated, is whether the volume and type of activity a
service undertakes supports the CCG’s statutory performance, which includes all consultantled activity, across all providers.
The subsequently drawn conclusion was that despite the volume of activity undertaken it
would appear, when looking at outpatient ratios and the type and volume of procedures

undertaken, that service activity has been of an insufficient clinical complexity, to contribute
significantly – when compared to other providers - to the CCG’s statutory performance. In-line
with the CCG criteria for the future provision of services there was also insufficient evidence to
support how the services could contribute to an improvement in the CCG’s statutory
performance.
Further, in-line with the CCG criteria for the future provision of services, the provided non
consultant-led services, would have a minimal impact on the CCG’s statutory performance,
even though they do not have to report on 18 weeks, as they are non-consultant-led.
•

There is stronger evidence to support the extent to which diagnostic services support the
CCG’s statutory performance.

This was specifically for ultrasound (non-obstetric), with the impact assessment and proposed
recommendations to Committee addressing this point.
•

There is limited evidence available to assess whether there is a duplication of a test/care.

The limited evidence for duplication was due to the lack of provider SUS data reporting, which
would allow, with individual pseudonymisation, to review what care patients have had at one
or more service providers. The limited evidence was also conditional – for consultant-led
services - on the limited depth and breadth of treatment that they provide.
•

There is strong evidence to show that services offer patients the ability to directly book an
appointment.

Across all services patients did have the ability to directly book an appointment, with the
strong likelihood that this would occur.
Stakeholder engagement
The CCG ran a public engagement exercise for the whole of July 2018. 539 completed
surveys were received during this time. We also received 77 incomplete surveys that could
not be counted. The engagement was public but the CCG specifically wanted to hear from
people that had used any of the outpatient and diagnostic services either via private provider
or NHS. Information was, therefore, cascaded to all partners but targeted Practice Patient
Groups and Carers Groups.
A range of engagement activities took place with the main aim of encouraging people to
complete either the online survey or the paper questionnaire.
The link to the survey was shared on:
•

Wakefield CCG Website, Facebook and Twitter

•

Wakefield CCG internal communications with staff including intranet and staff briefings

•

The CCG’s engagement database (patients, public and voluntary & community)

•

Healthwatch Wakefield

•

Carers Wakefield & District

•

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

•

Community Engagement Partnership

In addition over 136 people were engaged in face to face discussion.
87.5% of survey responses stated that they had received care from a private provider as part
of their NHS care. 73% of all respondents stated they had attended The Grange Medical
Practice.
We have also reviewed correspondence received from MPs and local elected members and
have received a petition containing 958 signatures generated by Phoenix Health Solutions
through their website.
There were common themes to the feedback received through the surveys and face to face
engagement :
People liked services being in their local area and highlighted difficulties with public transport
getting to hospital (more than 50% of respondents live in the WF9 area)
•

Shorter waiting times for first appointment was ranked most important in the survey
responses

•

How far the service was from home was ranked second

•

The skills or experience of the clinician was ranked third most important.

The feedback has been used to help shape the criteria against which potential providers would
be assessed and the proposal has been modified following consideration of the feedback. This
will mean any qualified providers will be able to express an interest in offering consultant led
services and will be awarded a contract if they meet the criteria. This includes those that the
CCG has assessed as ‘non-priority’.
Link to overarching
principles from the
strategic plan:

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

Transforming to become a sustainable financial
economy
Organising ourselves to deliver for our patients

Outcome of Integrated
Impact Assessment
completed (IIA)



The signed integrated impact assessments are included within a
separate paper, due to their size. They support the
recommendations made within the paper.
In-line with the points stated from the evaluation of service
provision the impact assessments support and evidence:
•
•

Outline public
engagement – clinical,
stakeholder and
public/patient:

The variation in the provision of consultant-led services;
The limited impact of expiry for non-consultant-led services,
with low volumes of activity being undertaken in the nurse-led
microsuction service and the ring pessary service. Minor
hand surgery is an exception to this, yet the impact
assessment details sufficient mitigations to contract expiry;
• The variation in impact of contract expiry for diagnostic test
types. The risk for MRI; DEXA and x-ray has been
determined to be lower than for ultrasound (non-obstetric).
Yet the impact assessment for ultrasound details sufficient
mitigations to contract expiry, with recommendations to
Committee in this regard.
The CCG met with service providers in both March and May
2018, and also invited them – in May 2018 – to contribute to the
CCG’s impact assessments, which they did.
In summary the CCG analysis of provider feedback for the
impact assessments identified three recurrent themes:
•

The stated belief that the services they provide of are a highquality;

•

The services provided meet the satisfaction of patients;

•

A stated belief that other services, should contracts be
allowed to expire without re-procurement, would not be able
to cope, with a deterioration in the CCG’s statutory
performance.

The service providers also highlighted to the CCG, during the
meetings in March and May 2018, that:
•

They wanted the CCG to be fair, consistent and robust in its
commissioning process for outpatient and diagnostic care.

The recommendations made within this paper directly address
the service providers point.
The CCG has discussed its commissioning process for
outpatient and diagnostic care, both with NHS Improvement and
local councillors. There have also been internal CCG clinical

meetings to review service activity, including the type and
volume of procedures undertaken by services.
The CCG commenced patient and public engagement on
outpatient and diagnostic services in July 2018, for a period of
four weeks. The basis for this engagement was for the CCG to
understand what is important to patients when they are making
informed choices on where to be referred to for their care. This
basis was chosen because:

Management of Conflicts
of Interest:

•

It would help to inform the CCG’s criteria that service
providers (for consultant-led care) would have to meet, inorder to be awarded a future contract with the CCG. (The
need for criteria as per the national NHS 2013 regulations on
patient choice, competition and procurement.)

•

It is objective. It is not influenced by any specific area of
care, or currently provided service.

This paper is being brought to the Probity Committee to manage
two conflicts of interest.
The first of these is that some of the contracts discussed within
the paper are held by a provider for whom Wakefield General
Practices are named as shareholders.

Assurance departments/
organisations who will
be affected have been
consulted:

Previously presented at
committee / governing
body:

The second of these is that providers of some of these contracts
rent premises from one or more Wakefield General Practices, so
CCG commissioning decisions may impact on the revenue that
is currently received.
This paper has been produced by the named leads and those
referenced by the end of main body of the paper. Engagement
with the CCG contracting department has been central to the
development of this paper, along with the eMBED procurement
team, and the legal advice obtained from DAC Beachcroft.
Consultation has also occurred with NHS Improvement (NHSI),
who oversee the national regulations on consultant-led services
and patient choice. Their written response to the CCG, in
response to the developed commissioning plan and expressions
of interest process (for consultant-led services) has been
positive. NHSI did reiterate the need to have stated criteria inplace to manage the market for consultant-led outpatient
services. This point is addressed throughout the paper and
within the stated recommendations.
A paper was previously presented to the Probity Committee in
January 2018, which described the proposed approach to
develop a commissioning process and propose commissioning
decisions on the provision of outpatient and diagnostic care
services, under direct contract to the CCG, in non-hospital
settings.

Reference document(s) /
enclosures:

The development of the commissioning process has been
overseen by the Finance Committee, as per the recommendation
to January’s Probity Committee.
The paper has five appendices.
Appendix A details the methods of logic used within the
commissioning process for outpatient and diagnostic care
Appendix B details how the commissioning process has been
developed, including the engagement held with service providers
Appendix C outlines the current version of the expressions-ofinterest process that the Committee are asked to review;
Appendix D details the information in support of the conclusion
drawn from the evaluation of existing service provision
Appendix E provides the report from the patient and public
engagement
Appendix F provides the Integrated Impact Assessment

Risk Assessment:

This paper outlines how the recommendation that all of the
contracts - (for outpatient and diagnostic services that have an
end-date in 2018) – are allowed to expire is not a blanket no
from the CCG to the provision of these services in non-hospital
settings.
Against the criteria stated within this paper the CCG would be
saying yes to service providers who are able to demonstrate that
they meet the criteria that the CCG is obliged to have in-place,
as per the national 2013 regulations on patient choice.
The CCG is therefore not ‘shutting the door’ on any particular
service provider, which mitigates the risk of any challenge from a
provider to the recommendations stated within this paper. The
CCG is acting in accordance with the national regulations, which
include a specific mandate on patient choice and consultant-led
outpatient services. This approach has the approval of NHS
Improvement, the applicable regulatory body in this regard.

Finance/ resource
implications:

The total financial opportunity in 2018/19 with the CCG not
seeking to formally re-procure the stated services in consultantled outpatient care; non consultant-led outpatient care, and
diagnostics is £1million.
This figure is, however, conditional on the entirety of the
recommendations to Committee. The CCG will be formally
obliged to review any provider’s expression-of-interest for
consultant-led care, and any sub-contracting arrangement that a
provider wishes to make to the CCG. The basis to manage
these will be the criteria that the Committee are asked to review
and comment on. The criteria will be further refined, in-line with

comments made, prior to publication.

Decisions on outpatient and diagnostic service contracts ending in 2018/19
A paper to the Probity Committee
14 August 2018
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Introduction
The CCG has a duty to ensure the services it commissions are safe, high
quality and make best use of taxpayers’ money. The CCG is also required to
make sure people have fair and equal access to effective services, wherever
they live in the district, and regardless of the care they require.
The CCG developed a commissioning approach for outpatient and diagnostic
care to address these points.
This paper outlines a series of proposed commissioning decisions for
outpatient and diagnostic care, regarding service contracts that have a
contractual end-date in 2018/19. These proposals are set in the context of
the national direction of travel towards more integrated care pathways.
The Governing Body has agreed terms of reference, which require that any
decision where there would be a potential conflict of interest for GP members
should be referred to the Probity Committee for decision. In this case there is
a potential conflict due to GP members of the Governing Body having a
financial interest in Novus Health, which currently provides some of the
services affected and is likely to wish to bid if the services are re-procured.
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Content of this paper
The paper details:
•
•
•

•
•
•

A summary of the background leading to the proposed commissioning
decisions including stakeholder and public engagement.
The proposed commissioning decisions.
How the potential impact of implementing the proposed commissioning
decisions has been assessed, using the integrated impact assessment
process.
What the expected impacts are of implementing the proposed decisions
How the proposal meets the four tests set out in the NHS England service
change assurance process
What the next steps would be if the proposed approach is approved.

3

Definitions

3.1

Statutory waiting time performance
Within this paper references to statutory waiting time performance concern:
1

•

•

The standard which requires that a person waits no more than 18 weeks
from referral to completion of their treatment for consultant-led outpatient
care; and,
The standard which requires that patients wait no more than six weeks
following referral for diagnostic tests directly ordered by a General
Practitioner.

4.0

Background

4.1

Revisiting the commissioning of outpatient and diagnostic care.
The commissioning proposals have been prompted by the fact that a number
of contracts – in outpatient and diagnostic care – have an end-date in
2018/19. A paper to Probity Committee in January 2018 – in advance of the
contractual end-dates - defined how this situation could be utilised as a
prompt to develop a more robust commissioning approach.
As indicated to January’s Probity Committee this was because of:
•

•

Undertaken analysis that indicated that the introduction of consultant-led
services provided in non-hospital settings has not resulted in marked
improvement in the 18 week referral to treatment time (RTT) standard for
the CCG. This is concurrent with the RTT standard not being achieved at
the local NHS acute trust.
Providers of these non-hospital services being able to report waiting times
within constitutional standards, but only for the cohorts of Wakefield and
District patients who have been referred. In relative terms these cohorts
were smaller than for other service providers.

The above points were within a context of:
•
•
•

Increasing CCG expenditure for these services;
The absence – in some cases – of a preceding procurement for these
services, and a resulting service specification;
The perceptions within the CCG that there was a clear variation – across
providers - in how comparative services meet the needs of the CCG’s
registered population. This concerned referral patterns, and the type of
activity undertaken.

In both cases – consultant-led services and direct-access diagnostics – it was
agreed at January’s Probity Committee that service capacity may be required
to meet statutory waiting time performance, yet the current configuration of
services may not optimise capacity to meet performance.
In preparing the paper to the Probity Committee in January 2018 the CCG
sought legal advice. This advice supported the CCG position of wanting to
develop an alternative commissioning approach, based on a set rationale for
2

the commissioning of outpatient and diagnostic care. The legal advice also
affirmed that this should be undertaken with the service providers who deliver
these types of care.
A draft commissioning rationale was developed to act as the basis by which
the CCG could engage with service providers, and develop an alternative
commissioning approach.
4.2

Developing the commissioning approach
At its simplest the development of the commissioning approach, which was
agreed by the Finance Committee in April 2018, has consisted of:
•
•

•
•

Identification of contracts with an end date in 2018;
Analysis of waiting time performance in each service area to assess what
the CCG needs to commission to ensure statutory performance standards
are met;
Dialogue with service providers;
Engagement with the public.

Methods of logic (as detailed in appendix A) that guide where Clinical
Commissioning Group (CCG) resource could be prioritised to achieve an
outcome of improved statutory waiting time performance for the CCG’s
registered population have been developed.
It was agreed that the CCG would undertake public engagement to ascertain
the views of people across the district to adopting an alternative
commissioning approach. This is detailed below in section 4.3.
The dialogue with existing providers of services is detailed in appendix B. In
summary by engaging with the service providers the CCG was able to gain:
•
•
•

Their views on the CCG’s outcome – for a commissioning approach in
outpatient and diagnostic care – on improving statutory performance;
Their views on how their services help the CCG to meet statutory
performance requirements; and,
Their views on how the CCG could meet its outcome on improving
statutory performance.

Such views not only informed the CCG’s intended outcome of improving
statutory performance, but how this could be achieved.
4.3

Public engagement
The engagement was public but we specifically wanted to hear from people
that had used any of the outpatient and diagnostic services commissioned by
the CCG, either via private provider or NHS. We therefore cascaded
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information to all partners but targeted Practice Patient Groups and Carers
Groups.
The intention of the engagement was for the CCG to understand what is
important to patients when they are choosing where to be referred to for their
care.
The full engagement report may be found in appendix E.
4.3.1 The engagement process
The engagement ran for the whole of July 2018. 539 completed surveys were
received during this time. We also received 77 incomplete surveys that could
not be counted.
A range of engagement activities took place with the main aim of driving
people to complete either the online survey or the paper questionnaire.
The link to the survey was shared on:
•

Wakefield CCG Website, Facebook and Twitter

•

Wakefield CCG internal communications with staff including intranet and
staff briefings

•

The CCG’s engagement database (patients, public and voluntary &
community)

•

Healthwatch Wakefield

•

Carers Wakefield & District

•

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

•

Community Engagement Partnership

In addition over 136 people were engaged in face to face discussion.
We have also reviewed correspondence received from MPs and local elected
members and have received a petition containing 958 signatures generated
by Phoenix Health Solutions through their website (link).
4.3.2 Questionnaire: the key findings for the CCG
Specifically, when individuals were asked to rank what would influence their
choice of provider, how long you have to wait for your first appointment was
most important, how far the service is from home second, and the skills or
experience of the clinician or clinical team third most important.
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The context for such a finding was that:
•

87.55% of respondents had been referred to a private provider as part of
their NHS care.

•

73.72% of responses came from people who had used the Grange;
16.29% from Phoenix Health Solutions Ltd.

•

24.77% of those who responded had used services for Diagnostic tests,
18.9% for Digestive system and 16.15% for ear, nose and throat services.

•

53.2% of respondents to the survey lived in the WF9 area. This is the
area in and around Hemsworth and South Elmsall.

Further a number of individuals who completed a questionnaire provided
further comments on what would influence their choice of provider. Of the
539 total responses 78 people made comments. 87 different comments were
made that were relevant to the engagement.
•

People like the private services because waiting times are shorter - 19

•

Travelling to Pinderfields or other hospitals is seen as a significant
problem - 13

•

People want local/community services - 13

•

People who have used the services say they like the friendly staff 12

•

Some people did not think NHS money should be spent with private
providers - 9

•

People were mainly concerned about the quality of the service, most
thought the service they received was good - 9

•

Some people felt local services were better for older people and travelling
was not easy for them - 6

•

A few people mentioned choice - 4

•

People were concerned about pressure on hospitals and thought private
providers alleviated this – 2

4.3.3 Engagement meetings: the key findings for the CCG
Of the community groups and meetings attended (list detailed within appendix
E) information and questionnaires were distributed. At 3 of the meetings notes
were taken to contribute to the engagement process. The main themes from
these meetings were:
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•

People felt the current service was quick and waiting times short.

•

They felt the quality of the service was good.

•

There was concern about travelling to the hospitals especially by public
transport which was very poor in the area.

•

People felt this would impact on older people who use the services.

•

There were comments about the area being one of the poorest in
Yorkshire.

•

This was also another reason to keep services local.

•

There were comments about if this would actually save money. People
felt there would be additional costs for patient transport etc.

•

People and providers were concerned about the impact of the decision on
the current infrastructure.

•

They were also concerned about the impact on hospitals and felt the
services helped to keep waiting times down.

•

In one meeting, where providers were present, there was a discussion
about the providers being described as private. They felt this was not
accurate.

•

There were questions and discussion about the engagement and decisionmaking process.

4.3.4 How the engagement findings have informed the CCG’s commissioning
approach
The findings from the public engagement have supported a modification to the
commissioning approach, and the subsequent proposed decisions.
As detailed in section 5 it is proposed that any provider who expresses an
interest and is able to meet the criteria set by the CCG would be eligible to
hold a contract for services that have been assessed as non-priority.
4.4

Criteria for assessing potential contractors
The CCG developed four key lines of inquiry, as detailed below, to determine
how it wishes to commission service provision to achieve improvement
against statutory waiting time standards. These criteria would be used to
assess potential providers and to monitor performance of providers with
whom the CCG establishes contracts.
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1. The extent to which a provider would have to transfer patients to other
providers for their treatment to commence.
2. The extent to which either they, or another provider, would have to
duplicate a test for a patient.
3. The extent to which additional services would contribute to improvement in
the statutory performance in waiting times for the CCG’s registered
population.
4. The extent to which the service would support patients – when they are
choosing where to have their outpatient appointment – to directly book into
an appointment.
A full account of how the commissioning approach was developed, including
the engagement held with service providers, may be found in appendix B.
5

The proposed commissioning decisions
The proposed commissioning decisions, which stem from this approach, are
detailed below.
The CCG has to adhere to the NHS 2013 regulations on procurement, patient
choice and competition. These regulations apply to all healthcare services
the CCG commissions. The purpose of them is to ensure that the CCG
commissions services to meets the needs of patients, with a view to improving
the quality and efficiency of service provision.
There is – within these regulations – a specific provision concerning
consultant-led outpatient services. This is explained in section 5.1.1.

5.1

Consultant-led outpatient care
The 2013 national regulations may be described as the way the CCG should
be securing services that meet the needs of its registered population. For
consultant-led outpatient care this is both in terms of determining when to
actively seek additional providers and in terms of assessing the quality of care
delivered by providers with whom the CCG holds a contract.

5.1.1 Eligibility of providers to bid for contracts
Within these regulations there is a requirement for a CCG to have established
criteria that define to service providers what standards they would have to
meet in-order to be awarded a contract by a CCG to deliver consultant-led
care to its registered population. These criteria would be visible to service
providers, and be part of a defined CCG process that assesses whether a
provider, who has submitted an expression-of-interest, meets the criteria or
not. In the cases where the criteria are met the CCG would award each
provider a service contract.
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An expressions-of-interest process, along with defined criteria, was agreed by
the Finance Committee in April 2018. These criteria follow the development
of the four key lines of inquiry (as detailed in section 4.4) that were used to
evaluate the existing provision of services.
For the avoidance of doubt:
•
•

The content of the four key lines of inquiry has been used to review
existing service provision;
And the content of these lines, expressed as criteria, will be used to meet
the national regulations on how a CCG manages new providers wishing to
establish contracts for consultant-led outpatient care.

A first draft of the criteria, to be used within an expressions-of-interest
process, was agreed by the Finance Committee in April 2018. The
expressions-of-interest process in detailed in appendix C.
5.1.2

Generating supply: Priority areas
The methods of logic in the commissioning approach (as detailed appendix A)
guide where the CCG may prioritise its resource to improve statutory
performance. Separate methods of logic were created for outpatient and
diagnostic care, because of the differing statutory performance requirements
for each area. For consultant-led outpatient care the following priority areas
were identified from the method:
•

Gastroenterology;

•

Urology;

•

Ophthalmology (non-urgent);

•

General and vascular surgery.

In each of these care areas there are currently services provided by the MidYorkshire Hospitals NHS Trust (MYHT) and additional consultant-led services
in non-hospital settings.
The subsequent proposal within this paper is that the CCG still requires
consultant-led services in these areas, and that the CCG should formally
invite service providers to express an interest to the CCG in delivering
services in one or more of these areas. The decision of the Committee in this
regard would be dependent on:
•

An approval of the undertaken impact assessments, which state that there
are insufficient mitigations to manage the risk of allowing contracts with
non-hospital services to expire, without re-procurement;
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•

•

Agreement that the use of the criteria within the expressions-of-interest
process is sufficient, within a re-procurement of services, to address the
concluding points (as detailed within this paper) from the four key lines of
inquiry for existing services (section 4.4); and,
The CCG reviewing its contracts for these areas of care, with providers
who do not have a contract end-date in 2018, to evaluate whether they
meet the CCG’s criteria, or not. In this way the CCG would ensure that it
is acting fairly towards all providers, and is not just looking at providers
who have an impending contract end-date with the CCG.

It would then only be service providers, who meet the stated criteria, that
would be awarded a contract for consultant-led care in either
gastroenterology; urology; ophthalmology (non-urgent) and general/vascular
surgery.
5.1.3 Securing services in Non-Priority areas
The same method of logic for outpatient care also identified a number of nonpriority areas, where the CCG may be guided both to let contracts expire, and
not actively seek the re-procurement of services. For consultant-led
outpatient care, where there are current contracted community services, the
following non-priority areas were identified from the method:
•
•

Ear, Nose and Throat; and,
Gynaecology.

These have been identified, in this manner, as parts of a commissioning
approach to guide CCG resource planning. They were identified as nonpriorities because:
•

There has been statutory performance improvement and a reduction in
waiting list sizes at the local acute hospital trust.

The subsequent proposal within this paper is that the contracts with existing
community services should be allowed to expire, and that the CCG will not
formally invite service providers to express an interest in being contracted with
the CCG to deliver care in either of these areas.
Under the national regulations any service provider has the right to express
an interest in providing consultant-led care to a CCG’s registered population,
regardless of whether the CCG has defined it as a priority or non-priority area
within its commissioning approach. The CCG is then obliged to review a
provider’s expression-of-interest, against its stated criteria, to determine if a
contract shall be awarded for the provision of consultant-led care to its
registered population.
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The decision of the Committee with regard to non-priority areas would be
dependent on:
•

•

•

An approval of the undertaken impact assessments, which state that there
are sufficient mitigations to manage the risk of allowing contracts with
community services to expire, without the CCG formally seeking to reprocure these services;
An agreement that within this paper there is sufficient evidence, against
the key lines of inquiry (section 4.4), that the current services would not
meet what the CCG wishes to commission, as per the criteria within the
expressions of interest process;
The CCG reviewing its contracts for these areas of care, with providers
who do not have a contract end-date in 2018, to evaluate whether they
meet the CCG’s criteria, or not. In this way the CCG would ensure that it
is acting fairly towards all providers, and is not just looking at providers
who have an impeding contract end-date with the CCG.

In this manner the CCG would not be ‘closing the door’ on any potential
provider of consultant-led ENT or gynaecology care. Rather it would be
stating – with the criteria and the expressions of interest process - the
requirements for a service provider to be able to deliver such care, under
contract to the CCG, to its registered population.
In this manner not ‘closing the door’ would support the findings from public
engagement, where services in addition to those of the MYHT were seen as
necessary.
5.2

Non consultant-led outpatient care and diagnostics
Background
Both non consultant-led outpatient care and diagnostics are not subject to
specific directive within the national regulations on patient choice and
consultant-led outpatient services. th

5.2.1 Non consultant-led outpatient care
From the same method of logic for consultant-led outpatient care (appendix A)
it is proposed that the contracts for the following services are allowed to
expire:
•
•
•

Nurse-led microsuction;
Ring pessaries;
Minor hand surgery.

This is because each of these services falls into a non-priority outpatient
speciality. For Nurse-led microsuction this is ENT; for ring pessaries,
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gynaecology; and trauma and orthopaedics for minor hand surgery. There
were no contracts for non-consultant led community services that fell into a
priority speciality.
The subsequent proposal within this paper is that the contracts with existing
community services should be allowed to expire, and that the CCG will not
formally invite service providers to express an interest in being contracted with
the CCG to deliver these specific types of care.
This is because the delivery of specific procedures is not in-line with the
criteria that the CCG has in-place for the future commissioning of outpatient
care.
The CCG is only mandated to review expressions-of-interest from providers in
consultant-led care. The listed procedures are within the specialities of ENT,
gynaecology, and trauma and orthopaedics. So whilst the CCG would be
obliged to review an expression-of-interest from a service-provider for
consultant-led care that includes either microsuction, ring pessary or minor
hand surgery, it would not be obliged to review such expressions of interest
for the existing service types. This is because they are non consultant-led.
There is no specific national mandate for patient choice in non consultant-led
care, yet the CCG has an obligation to its registered population to ensure it is
securing the ‘needs of users’. This includes patient choice.
In summary the CCG would therefore:
•

•

Have an obligation for non-consultant led care to monitor whether patient
choice of provider would be securing the needs of its registered
population.
Have a specific mandated requirement to review expressions-of-interest
for consultant-led care, against its criteria, that may include one of more of
the stated procedure types.

In these manners the CCG would not be ‘closing the door’ on contracted
community services delivering these types of care.
The decision of the Committee in this area would be dependent on:
•

•

An approval of the undertaken impact assessments, which state that there
are sufficient mitigations to manage the risk of allowing contracts with
community services to expire, without specific re-procurement of these
procedures;
Agreement that there is no immediate and overriding requirement for the
CCG to foster patient choice in non consultant-led care, and hold contracts
with community services to provide these procedures; and,
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•

5.3

Agreement that the use of the criteria within the expressions-of-interest
process is sufficient, at a speciality-level for consultant-led care, for
providers who wish to deliver any of these procedures, to demonstrate to
the CCG how this could be part of an overall care approach.

Diagnostics
The method of logic (appendix B) produced a single priority area, against the
CCG’s stated commissioning outcome: endoscopy. It is proposed that
endoscopy is part of the recommendation for gastroenterology, as detailed in
section 4.2.2. The remaining test areas, and thus where there are currently
contracted community services, are viewed within the commissioning
approach as non-priorities. This covers:
•
•
•
•

Ultrasound (non-obstetric);
MRI;
DEXA;
X-ray.

The subsequent proposal is that the contracts with existing community
services within these areas should be allowed to expire, and that the CCG
would not seek to re-procure these, and award contracts to service providers.
Rather the CCG would:
•

•

Have an obligation to review whether patient choice of provider is required.
There is no specific national mandate for patient choice in diagnostics, yet
the CCG has an obligation to its registered population to ensure it is
securing the ‘needs of users’. This includes patient choice.
Review any proposed subcontracting arrangements that a service provider
would wish to make in conjunction with other provider/s.

The decision of the Committee with regard to non-priority areas and contract
expiry would be dependent on:
•

•

•

An approval of the undertaken impact assessment, which state that there
are sufficient mitigations to manage the risk of allowing contracts with
community services to expire, without specific re-procurement of these test
types;
Agreement that the use of the criteria within the expressions-of-interest
process is sufficient to adjudge any proposed sub-contracting
arrangements that a service provider would wish to make in conjunction
with other service providers;
Agreement that there is no immediate and overriding requirement for the
CCG to foster patient choice in diagnostics, and hold contracts with
community services to provide direct access tests.
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6

The evaluation of existing service provision
This section summarises the evaluation of outpatient services and diagnostics
services, using the four key lines of inquiry (section 4.4). Appendix D contains
the information from which the below summary has been drawn from, along
with the detailed conclusions taken from the evaluation.

6.1

Variation
When attempting to analyse the extent to which the providers have had to
transfer patients to another provider for their care/treatment, there were two
overall conclusions.
•

•

The first was the inability of the CCG to be able to truly assess what
transfers had taken place, as not all services reported the data that that
they are contractually obliged to do.
The second was the differences in service activity, across service
providers.

There is clear variation between existing providers in consultant-led outpatient
provision in the ratios displayed for new to follow appointments; the
conversion rate from appointments to procedures, and in the type of volume
of procedures undertaken. Where procedures were undertaken they were
focussed to a small number of specific types of procedure. Further some
providers receive a disproportionate number of patients from specific
practices.
The subsequently drawn conclusions were that the respective consultant-led
services provide specialist advice and guidance, and that it would be likely
that patients referred to these services requiring a procedure would have to
be transferred to another provider. This is because there is no direct
evidence of the consultant-led services undertaking a range of procedures.
The information, from provider data-returns to the CCG, is that the consultantled services commonly undertake activity for 3 or less procedural types.
6.2

Contribution of consultant-led outpatient services to achievement of
waiting time performance standards
There is minimal evidence to support the extent to which consultant-led
outpatient provision supports the CCG’s statutory performance.
To be clear the evidence from each respective service does meet the
statutory 18 week performance standard. This is not in question. What has
been in question, based on how the 18 week standard is monitored and
calculated, is whether the volume and type of activity a service undertakes
supports the CCG’s statutory performance, which includes all consultant-led
activity, across all providers.
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The subsequently drawn conclusion was that despite the volume of activity
undertaken it would appear, when looking at outpatient ratios and the type
and volume of procedures undertaken, that service activity has been of an
insufficient clinical complexity, to contribute significantly – when compared to
other providers - to the CCG’s statutory performance. In-line with the CCG
criteria for the future provision of services there was also insufficient evidence
to support how the services could contribute to an improvement in the CCG’s
statutory performance.
Further, in-line with the CCG criteria for the future provision of services, the
provided non consultant-led services, would have a minimal impact on the
CCG’s statutory performance, if they were instead consultant-led. (Non
consultant-led services do not have to report on 18 weeks.)
6.3

Contribution of diagnostics to achievement of performance standards
There is stronger evidence to support the extent to which diagnostic services
support the CCG’s statutory performance.
This was specifically for ultrasound (non-obstetric), with the impact
assessment and proposed recommendations to Committee addressing this
point. This was because the CCG’s total activity rate to non-hospital
ultrasound services is very close to that for the local acute hospital trust, and
because the total activity for ultrasound is high, at 19.1 per 1,000. This is
shown in the below table.

6.4

Duplication of tests or episodes of care
There is limited evidence available to assess whether there is a duplication of
a test/care.
The limited evidence for duplication was because of the lack of provider SUS
data reporting, which would allow, with individual pseudonymisation, to review
what care patients have had at one or more service providers. The limited
evidence was also conditional – for consultant-led services - on the limited
depth and breadth of treatment that they provide.
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6.5

Ability for patients to directly book into a service
There is strong evidence to show that services offer patients the ability to
directly book an appointment.
Across all services patients did have had the ability to directly book an
appointment, with the strong likelihood that this would occur.

7

The completed impact assessments
The integrated impact assessment process has been used to assess two
matters.
The first of these is to determine the risk, to the CCG and the registered
population, of allowing a contract to expire.
The second of these is to determine for non-priority areas if there are
sufficient mitigations to support expiry and no re-procurement of service, and
if there are, for priority areas insufficient mitigations, meaning that a reprocurement of service is required.
The completed impact assessments are within a separate document due to
their respective sizes.
The impact assessments have been signed-off by the respective managerial
and clinical leads to support the proposed commissioning decisions detailed
within this paper. This means that whilst there may be favourable points with
regard to the contracted community services, there is also overall insufficient
evidence to support:
•

How the services meet the four lines of inquiry, and thus how they would
meet the criteria set by the CCG, not only to determine invitations to
potential providers, but how it wants the stated commissioning outcome of
improving statutory waiting time performance to be achieved.

The table below summarises the risk scores for the impact assessments. A
score of zero indicates that no negative impacts for contract expiry have been
identified. A score greater than zero, indicates that there is a potential
negative impact, with risk scores being categorised as per the second below
table.
7.1

Outpatients
•
•

No critical risks were identified.
Serious risks were identified in urology, ophthalmology and
gastroenterology.
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Two high risks were identified, one for gynaecology and one for minor hand
surgery. Each of these was for the category of ‘local health and care system’.
For the volumes of service activity undertaken a potential negative impact of
contract expiry was identified: the ability of other providers to undertake this
activity.
All of the scores are pre any proposed mitigations outlined within the
respective impact assessments.
•

•

•

7.2

In the areas of urology, ophthalmology and gastroenterology – which have
identified serious risks for contract expiry - insufficient mitigations were
found to lower the scored risks. In each of these areas a re-procurement
of services is recommended to Committee.
In the areas of gynaecology and minor hand surgery – which each have a
single high risk identified – the mitigations to this risk, and the overall risk
scores were adjudged to support contract expiry. In the case of minor
hand surgery a musculoskeletal (MSK) triage will be implemented in 2018,
there will be reprocurement of the community MSK in 2019, and Trauma
and Orthopaedics and Plastics are currently ‘non-priority’ specialities. At
this time these points were felt to be sufficient to not re-procure a ‘like-forlike’ minor hand surgery service.
In the areas of ear, nose and throat, and general and vascular surgery,
where no high or serious risks were identified, the impact assessments
support contract expiry.

Direct access diagnostics
For direct access diagnostics (ultrasound (non-obstetric); MRI; DEXA; x-ray)
two serious risks and two critical risks were identified, pre the impact of the
mitigating actions detailed in the impact assessment.
These risks overwhelmingly concerned ultrasound (non-obstetric), and not the
other test types. This was because of:
•
•

The higher activity share that non-hospital providers of ultrasound have, in
comparison to the providers of other test types, as detailed in section 6.3.
The potential of other contracted providers to manage the activity share of
non-hospital provider for ultrasound, should the contracts with non-hospital
services be allowed to expire.

It is felt that whilst the mitigations do support contract expiry across all test
types, the risks of this for ultrasound are greater than for the other test types.
The points from the impact assessment should therefore be read in
conjunction with the points raised within section 5.3.
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There is an opportunity, should the contracts for ultrasound be allowed to
expire, to address:
•
•

•

•

The different referral systems used by hospital and non-hospital services;
The inequity in the provision of non-hospital services, with the eastern half
of the District having 17 out of the 22 Practice locations for the provision of
this service type;
The cost effectiveness of the provision of non-hospital services, with the
current model consisting of 4 service providers, operating from a total of
22 locations;
How the clinical governance for non-hospital based ultrasound should be
managed.

Table 1:

Gynaecology
services
Ear, nose and
throat services
Urology
services
Ophthalmology
services
Gastroenterolog
y services
Minor hand
surgery
services
General and
vascular
surgery
services
Direct access
diagnostics

A summary of the risk scores from the Integrated
Impact Assessments
Patient
experience

Patient
safety

Clinical
effectiveness

Local
health
and
care
system

Workforce

6

4

0

9

6

6

4

4

4

6

6

6

0

12

6

9

6

4

16

6

12

16

9

16

12

6

4

0

9

0

6

4

0

9

6

12

12

9

16

16
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Table 2:

Risk
score
1-3
4-6
8-12
15-16
20-25
8

The risk scoring approach used in the Integrated
Impact Assessments

Category
Low risk (green)
Moderate risk (yellow)
High risk (orange)
Serious risk (red)
Critical risk (black)

Summary
The detail presented in section 5 (the proposed commissioning decisions)
may be summarised as four points.
The first of these is that all contracts with an end-date in 2018 would be
allowed to expire.
The second of these is that, in-line with the priorities stated within the
commissioning approach, is that some services would be subject to reprocurement. This would require these processes to be undertaken.
The third of these is that for the stated non-priority areas there would need to
be a service exit plan undertaken.
The fourth of these is that, regardless of the priority and non-priority areas, the
CCG would be obliged, for consultant-led care, to review providers’
expressions-of-interest to deliver care. Whilst not obliged under national
regulations, the CCG would review potential sub-contracting arrangements
between the Mid-Yorkshire Hospitals NHS Trust and other providers for direct
access tests. In each of these cases the CCG would still have to let the
existing contracts, with an end-date in 2018, expire.
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Proposed next steps
The proposed steps, subject to Committee approval, follow the four points
made within the Summary.
Firstly, to communicate to all service providers that their contracts will expire.
Secondly, to prepare for re-procurement exercises to be undertaken in
advance of contractual end-dates, noting that these may require further
contract extensions to be undertaken correctly.
Thirdly, to undertake service exit plans, noting that these may require further
contract extensions to be undertaken correctly.
18

Fourthly, for the CCG to be prepared to review either provider expressions of
interest or proposed sub-contracting arrangements. The former will require
the CCG to be assured that the criteria within the expressions of interest
process are both fair and robust.
Should the Committee support the recommendations detailed within this
paper then the implementation of them would be monitored through the
diagram presented in appendix B. It is proposed that this process is overseen
by the Finance Committee, with quarterly updates to the Probity Committee.
10

Conclusion & Assurance
The proposed commissioning decisions on service contracts - which have an
end-date in 2018 - centre on how the CCG wants to commission outpatient
and diagnostic care in the future.
For outpatient care, guided by the national regulations on patient choice and
consultant-led services, the presence of criteria would be used to both
determine the providers who get a contract with the CCG to deliver care, and
to review providers, who do not have a contractual end-date in 2018, to
evaluate whether they meet the criteria.
For diagnostic care - which is not part of the national regulations on patient
choice, as they are non consultant-led services - the proposed commissioning
decision is for the CCG to no longer hold direct contracts with community
providers to deliver these test types. The CCG would, though, assess any
proposed sub-contracting arrangement on its merits.
Assurance on the four tests for service change
Test
Public engagement

Assurance
The CCG has a statutory duty to engage, involve or
otherwise inform where changes to services are being
proposed. Proposals that may affect the location of
where services are provided is one such circumstance.
Engagement should be proportionate to the nature of
the change, the number of people affected and impact
of the change.
In spring 2018, the CCG undertook engagement with
the public to establish the principles that should inform
commissioning decisions. The objective was to gather
views on what people consider to be most important
when making decisions about whether to commission
new services or make changes to existing services.
Based on evidence gained through the Integrated
Impact Assessment for the diagnostic and outpatient
procedures under consideration in this proposal, the
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CCG undertook a further focused engagement exercise
throughout July 2018 to ascertain views specifically on
what influences people’s choice when referred for
diagnostic and outpatient services. The CCG has also
reviewed feedback generated through the providers’
own petition and via elected members and MPs. Details
of the engagement exercise and feedback received are
provided in appendix E.
As outlined in section 4.3.3 above, the proposal has
been modified as a result of patient and public feedback
and the criteria which will be applied to services will be
informed by feedback from public engagement. In
summary:
•

Patient choice
Clinical evidence
base

Clinical
Commissioner
Support

Waiting time to first appointment was ranked
highest for people responding to the CCG-led
survey, with waiting time to starting treatment
ranked fifth. Waiting times have been used as
a determinant in establishing the priority
rating of services and waiting time for
treatment start where it contributes to
achievement of the 18 week standard (or 6
week standard for diagnostic tests) waiting
time.
• Skills or experience of the clinician was
ranked second most important: this will be
incorporated into the criteria against which
potential providers are measured and
monitored
• Being able to access services which are near
to home is important to people: the proposal
is that – as a minimum - all services will
continue to be available within the district and
where there are multiple providers, there will
be opportunities to bid for contracts or
express an interest in providing services.
The approach has been designed to comply with the
legal duty to offer patients a choice of provider.
There is clinical evidence that people have better
outcomes if they receive treatment in a timely way and
if care is delivered by appropriately skilled clinicians.
The proposal is designed to support achievement of
shorter waiting times for treatment, with priority given to
proactively inviting additional providers where there is
currently insufficient capacity to meet the national
performance standards
The proposed approach has been developed by the
CCG with input from clinicians, including GP members.
GP members are excluded from the final decision so as
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to mitigate the risk of any potential conflict of interest.
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Recommendations
The Probity Committee are asked to:
•
•
•
•
•
•
•
•
•
•
•
•
•

•

Approve the contract expiry of all of the outpatient and diagnostic service
contracts that have an end date in 2018.
Approve the subsequent proactive re-procurement of consultant-led
outpatient services for the priority areas of: gastroenterology; non-urgent
ophthalmology; urology and general/vascular surgery.
Approve that the CCG will not formally seek the re-procurement of
consultant-led outpatient services for the non-priority areas of: Ear, Nose
and Throat and gynaecology.
Note that the CCG would not be able to refuse a provider a place on its list
for contracted services, regardless of whether this is within a CCG defined
priority or non-priority area.
Review and state what changes, if any, they would wish to be made to the
criteria within the provided expressions-of-interest process.
Approve that explicit quality criteria are developed and assured by the
Clinical Senate;
Approve that the CCG will not formally seek the re-procurement of nurseled microsuction; ring pessaries and minor hand surgery.
Note that the CCG have an obligation for non-consultant led care to
monitor whether patient choice of provider would be securing the needs of
its registered population.
Note that the CCG would be obliged to review this stance, if a service
provider could demonstrate that to they could deliver one or more of these
procedures, as part of a comprehensive consultant-led service.
Approve that the CCG will not re-procure ultrasound (non-obstetric), MRI,
DEXA or x-ray, and that it will not hold direct contracts with providers for
direct access tests.
Note that the CCG have an obligation for diagnostic care to monitor
whether patient choice of provider would be securing the needs of its
registered population.
Approve the proposed position that the CCG would review any proposed
sub-contracting arrangements that a service provider may wish to make
for ultrasound (non-obstetric), MRI, DEXA or x-ray.
Approve the approach that would monitor the implementation of the
proposed commissioning decisions. Approve that the monitoring process
would be overseen by the Integrated Governance Committee, and that
quarterly updates are provided to the Probity Committee.
Agree that a plan to mobilise the proposed commissioning decision is
developed for the approval of the Integrated Governance Committee.

Simon Rowe
Head of Analytics

Ruth Unwin
Associate director for
corporate affairs

Lorraine Chapman
Head of contracting and
performance

7 August 2018
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Appendix A: Commissioning approach methodology
Outpatients
Outpatient specialities –
within a preceding 12-month
period...

Has statutory performance
been met at both the WCCGlevel and the MYHT-level?

Yes

No

Non-priority
For the specialities at MYHT,
where statutory performance
has not been met, has there
been a reduction in waiting
list size?

Further, has there been
performance improvement at
either the WCCG-level or the
MYHT-level?

Yes

No

Yes

No

Non-priority

Priority

Non-priority

Priority
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Diagnostics
Diagnostic tests – within a
preceding 12-month period...

Has statutory performance
been met at both the WCCGlevel and the MYHT-level?

Include as a
priority

No

Yes

For the diagnostic tests at
MYHT, where statutory
performance has not been
met, has there been a
reduction in waiting list size?

Has there been performance improvement at either the
WCCG-level or the MYHT-level?

Include as a
priority

No

Yes

Yes

No

Priority

23

Appendix B: A summary of the development of the agreed
commissioning approach
Creating a draft commissioning rationale
Statutory waiting time performance was chosen as the focus for the draft
commissioning rationale. This was chosen for the following reasons:
•

•

•

•

It is a consistent factor across all areas of care, and thus all commissioned
consultant-led outpatient services and diagnostic services. (Non
consultant-led outpatient services are not subject to statutory performance
requirements.) It treats all areas of care consistently, and all service
providers on equal terms.
It is both open and transparent to the CCG’s stakeholders. What
constitutes the CCG’s statutory duty on waiting time performance, and
how waiting time performance is calculated, are both within the public
domain.
As a CCG statutory duty, the CCG’s approach to achieving it,
demonstrates how it is securing the needs of its registered population.
Patients have a right – across the CCG’s registered population, regardless
of their reason for referral, to have their care delivered within statutory
determined timescales.
It can be used as an indicator for the CCG to adjudge, across its
registered population, how the quality and efficiency of services it
commissioned may be improved to meet the statutory duty on waiting
times. To do this, the CCG was able to distinguish between:
o Actual statutory performance trends, both by service and by overall
area of care;
o An assessment of the efficiency and effectiveness of commissioned
services. Is there an efficiency of service provision that supports
the CCG to be able to improve its performance against statutory
targets? Further, is service provision effective? Does it deliver a
quality of service that the CCG wishes to commission against the
needs of its registered population?

The draft centred on an outcome to improve statutory waiting times for the
CCG’s registered population.
Four key lines of inquiry were then developed to inform a review of outpatient
and diagnostic services. For each service these were:
1. The extent to which they have had to transfer patients to other providers
for their treatment to commence.
2. The extent to which either they, or another provider, have had to duplicate
a test for a patient.
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3. The extent to which they have contributed to achievement of the statutory
performance in waiting times for the CCG’s registered population.
4. The extent to which they support patients – when they are choosing where
to have their outpatient appointment – to directly book into an
appointment.
Engaging with service providers
The CCG met with service providers in March 2018, where providers had the
opportunity to:
•
•

•

•

Detail to the CCG what they thought worked well, and not so well, in the
CCG’s commissioning of outpatient and diagnostic care.
To review an information pack, produced by the CCG, showing the overall
statutory performance trends for the CCG’s registered population, and
those specific to the areas of care that they are contracted to the CCG for.
(Particular attention was given to the areas of care that have contractual
end-dates in 2018/19.)
To comment on specific CCG observations regarding statutory
performance:
o Outpatients - that there is too great a variation in statutory
performance, by speciality area of care.
o Outpatients – that the overall trend in statutory performance for the
CCG’s population showed a marked increase in December 2016 –
in-line with that of the Mid-Yorkshire Hospitals NHS Trust (MYHT) –
and has been on an upward trend since, also in-line with that of
MYHT.
o Diagnostics – that there is variable achievement, by test type, in
statutory performance.
To comment on the four key lines of inquiry developed by the CCG with
regard to the delivery and effectiveness of their services.

Service provider feedback
Service providers understood - during their meetings with the CCG – that the
CCG should be seeking to improve waiting time performance, and that this
could be achieved by reducing the variation, by area of care, in statutory
waiting times. They also understood that the CCG should be seeking to
achieve statutory waiting time targets. What was a point of challenge, though,
from service providers, both pre and post the production of the commissioning
approach was the stated CCG outcome to:
•

Improve statutory waiting time performance, by reducing – across the
CCG registered population – the variation in waiting times for treatment
and tests
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During meetings with the CCG service providers highlighted that:
•

•

They have short waiting times. This was either for first appointment, in the
case of outpatient services, or for the referred to test, in the case of
diagnostic services.
And that they achieve statutory performance targets for the patients from
the CCG population referred to them.

There was therefore the potential for service providers to feel that the nonachievement of statutory performance targets for the CCG’s population was
despite the services they provide on behalf of the CCG. They felt that the
variation in waiting times was because of a failure of others – either because
they had not received enough referrals from the CCG population, or because
other providers were unable either to offer a short waiting time for first
appointment/test, or meet statutory performance targets.
Developing the commissioning approach
The development of the commissioning approach did note the points made by
service providers. In designing the commissioning rationale a speciality level
of focus was decided upon, rather than a direct analysis of services. This was
chosen for the CCG to be able to assess both the performance within
speciality areas of care against statutory waiting times, and what may have
contributed to this.
The assessment of specialities found that each fell into one of the following
three categories.
•
•
•

Statutory waiting time performance for the CCG registered population is
being met.
Statutory waiting time performance for the registered population is not
being met, despite performance improvement.
There has either been deterioration in statutory waiting time performance,
or the variable achievement of statutory performance.

Subsequently a method was created (as per the flow-charts in appendix A) to
define the speciality areas of care that could be prioritised by the CCG to
support the achievement of the CCG’s outcome on improving waiting times.
The rationale within the commissioning approach – as signed-off by the
finance committee in April 2018 – was one of guiding how a CCG may seek to
prioritise its resources, with it producing the commissioning decisions
proposed within this paper.
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Implementing the commissioning approach for 2018/19
Having noted service providers’ comments from meetings held in March 2018
it was decided by the CCG that there must be a distinction made between:
•

•
•

The consistent logic used to create the commissioning approach, which
treats all speciality areas of care the same, whether or not there are
contracted community services;
The CCG evaluation of existing service provision, service-by-service,
against the stated key lines of inquiry; and,
The impact assessments used by the CCG to assess, within each
speciality, whether the applicable contracts with community services could
be allowed to expire, without a formal re-procurement of services.

Further service provider feedback
In May 2018 the CCG invited service providers to both contribute to the
completion of the impact assessments, and to review the agreed
commissioning approach, which they helped inform during meetings held in
March 2018. The CCG received written information from all service providers
to inform the completion of the impact assessments. This information
detailed, from the providers’ perspectives the value, and benefit, their
service/s has provided to patients.
In summary the CCG analysis of provider feedback, identified three recurrent
themes:
•
•
•

The stated belief that the services they provide of are a high-quality;
The services provided meet the satisfaction of patients;
A stated belief that other services, should contracts be allowed to expire
without re-procurement, would not be able to cope, with a deterioration in
the CCG’s statutory performance.

It should be noted that the provider feedback did not assess their services
against the four lines of inquiry (section 3.4), which has been subsequently
adapted by the CCG to provide the criteria by which it will commission
services in the future. Providers were not given a specific directive by the
CCG to do this either.
Patient and public engagement
The CCG commenced patient and public engagement on outpatient and
diagnostic services in July 2018, for a period of four weeks. The chosen basis
for this engagement was for the CCG to understand what is important to
patients when they are choosing where to be referred to for their care. This
basis was chosen because:
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•

•

It would help to inform the CCG’s criteria that service providers (for
consultant-led care) would have to meet, in-order to be awarded contract
with the CCG. (The need for criteria is as per the national NHS 2013
regulations on patient choice, competition and procurement.)
It is objective. It is not influenced by any specific area of care, or currently
provided service.

Monitoring the implementation of the commissioning approach
The diagram that is shown below details the proposed monitoring approach
for the implementation of the commissioning approach.
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Appendix C: the current Expressions of Interest process
Expressions of Interest process
Outpatient and diagnostic care
2018/19
1

Introduction
This document describes – for outpatient and diagnostic care - where the
NHS Wakefield Clinical Commissioning Group (WCCG) may be seeking from
service providers their expression of interest in providing a service to its
registered population.
This process is in accordance with the WCCG’s rationale for the
commissioning of outpatient and diagnostic care, which describes the
approachned approach of the WCCG, throughout 2018/19, to:
•
•

2

The review of current outpatient and diagnostic services, in accordance
with contract end-dates; and,
Determining where new commissioning investment is required.

The commissioning rationale for outpatient and diagnostic care
The NHS Wakefield Clinical Commissioning Group (WCCG) has developed a
rationale for the commissioning of outpatient and diagnostic care. This
rationale specifically describes for 2018/19 the planned approach of WCCG
to:
•
•

The setting of yearly commissioning work priorities for outpatient and
diagnostic care; and,
To the monitoring and review of outpatient and diagnostic care.

The planned approach centres on a specified outcome: for the WCCG to
improve the overall waiting times for treatment for the Wakefield registered
population.
To be able to make the greatest improvements against the stated outcome
the WCCG has defined, for 2018/19, the following priority work-areas:
Outpatients
•
•
•
•
•

Ophthalmology;
Gastroenterology;
Thoracic medicine;
Urology; and,
General surgery.
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Diagnostics
•
•
•
•

Colonoscopy;
Flexi sigmoidoscopy;
Cystoscopy; and,
Gastroscopy.

Collectively these are described as endoscopy.
These priority work-areas define where the WCCG shall be looking at the
opportunities to commission care differently in 2018/19. Any expression of
interest process – for these priority work-areas - will open and conclude
before quarter 3 of the 2018/18 financial year.
3

Service criteria
To inform service providers on how the WCCG is seeking to achieve its stated
outcome it has detailed the requirements for a service provider to be
contracted to the WCCG to deliver either outpatient or diagnostic care to the
WCCG’s registered population. These criteria are informed by specific
commissioning statements on ‘efficiency’; ‘effectiveness’ and ‘equity’, which
are detailed in the WCCG’s commissioning rationale for outpatient and
diagnostic care.
In any expression of interest, a service provider should be aware that these
criteria will be used by the WCCG, within any procurement process to
determine if a provider shall be accredited to deliver a contracted service to
the WCCG’s registered population.
Service-specific criteria
•
•

The proposed service has to be in at least one of the stated priority workareas for the WCCG in 2018/19;
The service provider(s) would have to be able to demonstrate:
o A scale and nature of service provision to address the stated
commissioning outcome: to improve waiting times for treatment for
the entire WCCG registered population. This may be intra service
efficiency, where a single service provider is able to demonstrate to
the WCCG a scale of service delivery, in accordance with the
commissioning outcome, or inter service efficiency. Inter service
efficiency is when more than one service provider can demonstrate
a formalised arrangement to define how they will collectively work
together to pool their capacities, and create a scale of delivery that
meets the description of the commissioning outcome.
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•

o Their experience of effectiveness in being able to achieve statutory
performance standards, and how this can be provided at a scale to
address the stated commissioning outcome.
The service provider(s) would also have to detail:
o A proposed care pathway for the delivery of the service that
prevents the need for onward referral/transfer of patients to
complete their care.
o A proposed care pathway that prevents the unnecessary duplication
of care that patients receive.
o A proposed care pathway that complements the existing pathways
of the WCCG, which may be found at - https://my-oscar.nhs.uk/ - or
can be used be create a new pathway to complement those that
already exist.
o Their consideration of the content of the CCG’s commissioning
policy -https://my-oscar.nhs.uk/documents/Commissioing-PolicyNKWCCG-V11.0-Final-1.pdf – and how it applies, or not to the
proposed service.

General commissioning criteria
•

•

•
•

4

The service provider(s) would have to demonstrate how they included the
entirety of cost for the delivery of the proposed service, including, but not
limited to, access to pathology and diagnostics.
The service provider(s) would have to evidence how they can meet the full
national reporting requirements for statutory performance and activity.
This includes, but is not limited to: the NHS England standard activity and
performance return, and reporting to the Secondary Users Service (SUS).
The service provider(s) would demonstrate how they can code and record
the service activity undertaken in accordance with national standards.
The service provider(s) would be able to evidence how they can meet the
local data reporting requirements of the WCCG to record and report
service activity.

Expression of interest process
The formal expression of interest process – for the detailed priority work-areas
- will open and conclude before quarter 3 of the 2018/18 financial year.
The WCCG will publicise on its website https://www.wakefieldccg.nhs.uk/home/work-with-us/procurement/ - when this
process is open and how service provider(s) can apply to it.
The WCCG will accept any expression of interest for non-priority areas
throughout the year, with the WCCG publicising on its website how this may
be done. The WCCG reserves the right to only consider expressions of
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interest, against its defined priority work-areas, with these priorities being
reviewed annually. Further – through the monthly monitoring of statutory
performance – the WCCG reserves the right to review and revise its work
priorities, with any changes in these priorities being publicised by the WCCG
on its website.
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Appendix D: Information to support the evaluation of existing service
provision
This appendix is split between outpatients and diagnostics. It provides the
detailed analysis from the evaluation of existing service provision against the
key lines of inquiry stated within the paper.
Outpatients
The three embedded documents detail the analysis that has been undertaken.

Performance

Referrals and market Service level data
share

Mid Yorks
performance

Service performance

The extent to which they have had to transfer patients to other providers
for their treatment to commence.
The services part of the contract review fall into one of three categories in this
regard.
•

The consultant-led outpatient service does not deliver a wide-range
treatment.

For the providers of the consultant-led gynaecology, urology and ENT
services there are few recorded procedures that they undertake. This
conclusion can be drawn from looking at all of the following data sources, both
separately and collectively:
o SUS data, for the providers who have commenced – in-line with
their NHS standard contract obligations – submitting this data.
o Non-SUS data, of the local activity monitoring report data, sent by
providers to the CCG.
o The CCG’s contract monitoring statement data, which is agreed
between provider and commissioner, and is used by the CCG to
validate and pay provider activity invoices.
For the respective services the few recorded procedures concern:
•
•
•

The insertion or removal of ring pessaries, for gynaecology;
Either hearing assessments, or microsuction, for ENT;
Urodynamic studies, for urology.

From this one of two conclusions have been drawn by the CCG:
•
•

The respective consultant-led services provide specialist advice and
guidance, and medication treatments;
Patients referred to these services requiring a procedure will have to be
transferred to another provider.
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In relation to the providers of these consultant-led services – Phoenix Health
Solutions and the Grange Medical Centre – there are no approved processes
in-place with the CCG for the transfer of patients to other providers for
treatment, and nor are there agreed care pathways in-place with these
providers and the CCG.
The three consultant-led services do not offer a service that is comparable to
what a consultant-led service, even outside of a hospital environment, can
deliver. This may in-part be about how these services came into being,
without procurement or the formal specification of a service. Even so, this
does not justify what the services have delivered, with the variation shown
being representative of their differential approaches to securing the needs of
the CCG’s registered population. The integrated impact assessments each
detail the type and volume of procedures providers have invoiced the CCG for
in support of these statements.
•

The service delivers required treatment, with some patients being
transferred onto another provider

For General and Vascular surgery the CCG is aware of the arrangements
contracted providers have with other providers for the transfer of cases that
are too clinically complex for them to undertake. Against the criteria of
effectiveness and efficiency, detailed within the commissioning approach,
there would be benefit if there was an agreed care pathway for general and
vascular surgery to guide and inform when transfers both should, and will,
take place.
Minor hand surgery forms a similar case to that of general and vascular
surgery.
Gastroenterology is an area where there is qualitative information available to
the CCG to indicate that patients have to be transferred from the contracted
community services to the local acute NHS hospital trust. In itself there is
nothing negative about such occurrences. It can become problematic,
however, when such transfers are not part of clinically agreed care
pathways. Service providers, involved in the contract review, have been part
of a local working group to address such issues.
•

The service delivers a minor treatment/procedure that does not
require the transfer of patients to another provider

Nurse-led microsuction and the specific ring pessary service fall into this
category. In these cases there is not clinical need for the providers of these
services to transfer patients to other services. Rather these services have not
been commissioned to offer a wide-range of treatment.
The extent to which either they, or another provider, have had to
duplicate a test for a patient
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It has been difficult for the CCG to be able to assess the occurrence of test
duplication for patients, when looking across providers.
For outpatient services, the concerned providers within the review have not all
started to submit to SUS, and for those that have, it is a fairly recent
occurrence, within commencement in 2018. Within SUS data it is possible for
the CCG, using individual pseudonymisation, to review what care patients
have had at one or more service providers. The concerned providers have
therefore not met their contractual obligations, in this regard, with the CCG.
This has then hampered the ability of the CCG to assess the occurrence of
test duplication.
So whilst there may be qualitative evidence available to CCG on the
occurrence of duplication, there is a limited potential to use SUS data in a
systematic way to quantify occurrence of duplication. Against the points made
under (1) it should be reiterated that:
•

Services from provider-reported data do not deliver a breath or depth of
treatment. The potential need therefore either for the duplication of care,
within the provider, or when another provider has to duplicate their care, is
limited.

The limited evidence for duplication is therefore conditional, either on the lack
of provider SUS data reporting, or on the limited depth and breadth of
treatment that they provide.
In gastroenterology, two of the three contracted community providers, do not
report SUS data for the activity they undertake for the CCG’s registered
population. This is therefore a particular example of an area of care where
the CCG is hampered in its ability to identify and quantify duplication of care
or tests.
The extent to which they have contributed to achievement of the
statutory performance in waiting times for the CCG’s registered
population
In a similar vein to the limited SUS data uploaded by service providers,
providers delivering consultant-led outpatient care started reporting their
statutory performance at different times, and not in accordance with contract
start-dates. The result of this was that the CCG could not compare the full
contribution of contracted service providers at the start of the 2017/18
financial year, to the end of it. Despite this, the analysis of waiting list change,
and the contribution of contracted services to the CCG’s statutory
performance is minimal. This is because of 3 factors.
•

The first is how 18 week statutory performance is calculated. 18 week
performance only concerns, at each month-end, the number of patients
remaining on a provider’s waiting list, and of this total, how many are
within an 18 week timeframe, from referral, to a decision on whether
treatment is needed. The contracted services, within the review, each in
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•

•

their respective manner, have relatively small waiting lists. In one respect
this is a positive impact: it shows that the patients referred to these
services receive either treatment, or a decision on whether treatment is
needed, within 18 weeks of referral. (It does not include, though, any case
when a provider transfers a patient to another patient for the
commencement of their first treatment, as the CCG would only be able to
track this if all providers submit to SUS, which is not the case.)
In another respect, however, it is not positive. When performance data is
considered against service activity data, the contracted services have not
grown in a sufficient manner to impact on the CCG’s statutory
performance.
o Analysis of service activity for a number of consultant-led services –
urology; ENT and gynaecology – is skewed towards specific
Practice populations. Against the criteria within the commissioning
approach these services are of an insufficient scale for the entire
CCG registered population to support CCG performance
improvement.
o This is not just about absolute activity volumes, though, but in the
type of activity undertaken. So whilst the CCG has looked at the
‘activity-share’ contracted providers have, both in terms of activity
delivered and appointment bookings, the CCG would draw the
conclusion, (from the data analysed), that the activity undertaken is
of a low clinical complexity, towards specialist advice and guidance,
rather than undertaken procedures.
o So whilst there may be activity growth shown by these service
providers – and increased financial expenditure for the CCG - the
CCG would conclude that it is not of a sufficient level of clinical
complexity, to both provide value-for-money for the CCG’s payment
of a consultant-led service, or to support treatment decisions
needing to be reached in timescales greater than a month, i.e. 4
weeks. In timescales greater than 4 weeks, but less than 18
weeks, there is then the potential for contracted service providers to
impact on the CCG’s statutory performance. This is not suggesting
that service providers should deliberately ‘slow-down’ to increase
waiting list size and for this to then ‘improve’ CCG
performance. Rather it is proposed that the reason why contracted
service providers have a minimal impact on the CCG’s performance
is because the relatively low clinical complexity of patients seen
means that a decision on treatment, (and its commencement), can
easily occur –within the service model of a provider – in timescales
less than 18 weeks. This subsequently means waiting list sizes do
not grow, despite whether or not there has been increased service
activity that the CCG is invoiced for.
The third factor is the performance change at other providers who treat
patients within the CCG’s registered population. Both at the Mid-Yorkshire
Hospitals Trust, and providers other than the contracted community
services, there have been significant performance improvements and
reductions in their waiting list sizes. These changes – in addition to the
relatively static waiting list sizes for contracted community services – have
actually reduced the contribution the services, as part of the contract
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review, made in the 2017/18 to the CCG’s statutory performance. This is
even with the required adjustment – given providers differing start-dates
for reporting performance in 2017/18 –to make a fair comparison between
the start and end of the 2017/18 financial year.
In assessing the potential impact of contract expiry for the consultant-led
services of ENT and gynaecology, (it is proposed that the consultant-led
urology service is re-procured), a distinction should be made between the
volume and type of activity undertaken. So whilst one can point to the share
of activity for these services, in comparison to that of all providers, or indeed
the analysis of General Practice usage, the overriding conclusion is one
where the activity undertaken is of an insufficient clinical complexity. This
does have an impact of the ability of these services to contribute to the CCG’s
outcome of improving statutory performance, and also on the impact of the
proposed contract expiry. With a limited clinical complexity, the potential for
this activity to be managed in different ways increases.
The impact assessment process has looked at the potential for service activity
to be managed by providers other than the current contracted community
services. In addition to this, there is also the potential for advice and guidance
approaches to exist between primary and specialist care clinicians.
The extent to which they support patients – when they are choosing
where to have their outpatient appointment – to directly book into an
appointment.
Across all services that have been part of the contract review, patients have
had the ability to directly book an appointment. Considered on its own this is
part of the criteria where the service providers have a positive impact on
patients. It does, though, have to be considered also against the three other
points of service efficiency and effectiveness.
Diagnostics
The embedded documents support the analysis undertaken in this area.

Service level and
market share

CCG performance

Provider
Performance

Practice analysis

Summary

age_sex

The extent to which they have had to transfer patients to other providers
for their treatment to commence.
This is not directly applicable in the case of the direct access diagnostic tests.
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The extent to which either they, or another provider, have had to
duplicate a test for a patient
This has been difficult to analyse as only one of the commissioned providers
has been reporting to SUS, making the identification of duplicate tests, either
within a provider, or across providers, difficult to analyse.
The extent to which they have contributed to achievement of the
statutory performance in waiting times for the CCG’s registered
population
Within the provided analysis there would appear to be a variable impact on
the CCG’s statutory performance, where 99% of GP requested tests should
be completed within 6 weeks of the referral date. In this manner the provision
of non-hospital services for ultrasound forms nearly 50% of the market share
locally, and meets the required performance standard. (The majority of this
non-hospital market share was found to be with a single commissioned
provider.) This is not shown in any of the other studied test types.
The extent to which they support patients – when they are choosing
where to have their test – to directly book into an appointment.
Across all services that have been part of the contract review, patients have
had the ability to directly book an appointment.

Appendix E: Report from the held patient and public engagement

Outpatient
Diagnostics engageme

Appendix F: Integrated Impact Assessments

Direct access
ENT & Micros AQP Gastro AQP IIA.xlsm General & Vascular
diagnostics AQP IIA.x
IIA.xlsm
IIA.xlsm

Minor Hand Surgery
AQP IIA.xlsm

Ophthal IIA.xlsm

Gynae & RP AQP
IIA.xlsm

Urology PMS
IIA.xlsm
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1. Purpose
NHS Wakefield Clinical Commissioning Group (CCG) is committed to improving
Primary Care Medical Services for the benefit of patients and local communities.
The purpose of this document is to outline NHS Wakefield Clinical Commissioning
Group’s approach to appointing an interim provider for primary care medical services
in situations where time limits do not allow for a comprehensive procurement
exercise to be undertaken. This would allow for alternative options to be considered
and contracted services to be secured appropriately, with no impact upon patient
safety or continuity of care.

2. Background
Delegated Commissioning requirements (Co-Commissioning) from 1st April 2015
have meant that NHS Wakefield Clinical Commissioning Group is responsible for the
commissioning of Primary Care Medical Services. However, NHS England remains
legally responsible for GMS/PMS and APMS core contract requirements. NHS
Wakefield Clinical Commissioning Group is still required to work within NHS England
policies and procedures for managing core contract requirements.
Within Wakefield, situations may arise where a single handed practice has to close
and emergency cover is required for a GP practice. For example, the death of a
single handed GP whilst still in service. In addition, a number of other scenarios may
occur which require intervening action by NHS Wakefield Clinical Commissioning
Group.

3. Requirements for an interim provider
This policy outlines the approach that will be taken by NHS Wakefield Clinical
Commissioning Group should a situation arise that requires the appointment of an
interim provider to maintain GMS/PMS/APMS service delivery on a short term basis.
This may include, but is not limited to, the following circumstances:
a) Death of a single handed GP whilst still being the named core contract holder.
The contract should be terminated within 7 days of notification of the contractor’s
death or 28 days after the end of the seven-day period if agreed. NHS Wakefield
Clinical Commissioning Group has to provide GP services until a decision is
reached to either disperse the list or procurement can be completed to appoint an
alternative provider.
b) Single Handed Practice informs the CCG they wish to terminate their contract,
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c) Commissioners terminate the contract. Commissioner terminations can arise in
the following cases (without limitation):
i.
ii.

iii.
iv.
v.
vi.
vii.
viii.
ix.

x.
xi.

Breach of core conditions
Where there is a serious risk to the safety of the contractor’s patients or risk
of material financial loss to NHS England or NHS Wakefield Clinical
Commissioning Group
For the provision of untrue information
On fitness grounds
For unlawful sub-contracting
Failure to comply with a Remedial Notice or repetition of a breach that has
already been the subject of a Remedial Notice or Breach Notice
Upon agreement of NHS England or NHS Wakefield Clinical Commissioning
Group and the Contractor in writing
On notice from the contractor
If in its reasonable opinion, NHS England or NHS Wakefield Clinical
Commissioning Group considers that a change in membership of the
partnership is likely to have a serious adverse impact on the ability of the
contractor or NHS England or NHS Wakefield Clinical Commissioning Group
to perform its obligations under the contract
The end of time limited contract periods
Failure of practices to comply with CQC requirements if they have been
placed into special measures

4. Service Provision
Each emergency situation will be reviewed dependent upon the individual
circumstance that present at that time.
It is essential that there is high quality, consistent Primary Medical Care services in
the district therefore NHS Wakefield Clinical Commissioning Group will need to
decide how best to serve the population of the practice during the interim period.
In the majority of circumstances, the CCG would look to appoint an interim provider
to deliver services with regard to the scale listed below:
1. Provision of core contract services only
2. Provision of core contract plus public health initiatives e.g. vaccinations and
immunisations
3. Provision of core contract, Wakefield Practice Premium Contract (WPPC) and
public health initiatives
4. Provision of core contract, WPPC, public health initiatives and enhanced services
Option 4 is the preferred option as this will ensure that patients are not
disadvantaged in comparison with patients who are registered with another practice.

5. Process and criteria for selection
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5.1 If a situation should occur where an interim provider is required and the period of
service provision will not exceed 18 months, NHS Wakefield Clinical
Commissioning Group will write to all NHS Wakefield Clinical Commissioning
Group member practices only and will invite expressions of interest to provide the
service under emergency provision arrangements.
5.2 This will be done by taking into consideration a number of essential and desirable
criteria. These are shown in more detail in Appendix 1 and will include an
assessment of both the applicant and the plans for service delivery. Expressions
of interest will be assessed on:
a) Capacity (the practice list must be open)
b) Contractual Compliance with the core contract
c) Service Delivery (Including GPOS and GPHLI Indicators) of their own service
and plans for covering the interim service
d) Quality & Clinical Effectiveness
e) Financial viability (credible financial plan and current practice financial
viability)
In addition, practices will also be asked to set out plans and timescales for
mobilisation.
5.3 Capacity
The provider must be able to demonstrate that they are able to secure sufficient
capacity and capability to meet the contractual requirements of the interim
service. These include, but are not limited to:
•

•

•

A full complement of clinical and support staff, with consideration being given
to annual leave arrangements and the appropriate levels of cover, such that
they would have the capacity to cope with the additional workload.
A telephone system with the capacity to cope with the additional demand
generated by the increase in patients, without any detriment to the current
level of service on offer.
There is a significant risk around TUPE to any caretaking arrangements.
Therefore HR advice must be sought for each individual circumstance.

5.4 Financial Viability
The interim provider must be able to demonstrate financial viability and readiness
to be responsive to the immediate requirements for service provision, and to
maintain such service delivery for the duration of the anticipated timescale.
This will include, but not be limited to:
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•
•

Consideration of the management of the provider’s finances where there are
known areas of concern;
Any declaration of fraudulent activity

These criteria will be applied to each expression of interest sought. However it
may be necessary to tailor the requirements of the practice to the situation which
has arisen.
For the avoidance of doubt, only holders of GMS/PMS or APMS contracts with
the NHS Wakefield Clinical Commissioning Group will be initially entitled to be
invited to submit an expression of interest in respect of such practices where
required.
5.5 Service delivery considerations
It is key, under any temporary or longer term commissioning arrangement, that
continuity of service is maintained at levels previously provided to patients, to ensure
that any detriment to patients is minimised. In particular interim providers must
consider the following pre-requisites:
•
•

•

Hours – the interim provider must be able to demonstrate the ability to offer a
reasonable range of hours to meet the needs of patients;
Distance – if applicable the distance on foot, by car, and via public transport
for patients to the alternative premises would be considered. Additionally,
parking facilities would be taken in to consideration.
Premises - the interim provider’s premises would be assessed to determine
whether an increase in patients could be accommodated, considering such
factors as the reception size, number of consultation rooms, car parking etc.

5.6 Exclusions
An individual practice, partnership, consortium or other legal entity meeting this
requirement within NHS Wakefield Clinical Commissioning Group will be
automatically excluded from consideration if the organisation:
•

•
•

•
•

has received its most recent CQC report which has been determined as “requires
improvement” or “inadequate.” This is regardless of whether a review of one or
more of the ratings has been requested and the outcome of that review may
result in a change in rating; or
has had warning letters, a contract breach or remedial notice served at any time
within the previous twelve (12) months; or
has funding reclaimed for under performance (Network Development Framework
or Wakefield Practice Premium Contract) at any time within the previous twelve
(12) months;, or (for APMS contracts only) has had a KPI financial penalty
applied in the last contract year ending 31st March.
Is subject to any fitness to practice process
Is subject to any investigation for fraud
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For the avoidance of doubt, the 12 month period referred to above will start
immediately prior to the date the CCG invites expressions of interest.
5.7 Evaluation and contract term
An evaluation panel of suitably qualified NHS Wakefield CCG staff, (inclusive of
representation from NHS England) will independently score each bid submission
following which a moderation meeting will be held to agree a final score in respect of
each submission. The scores will then be weighted as advised in the published
criteria and the highest scoring submission will be the preferred provider to deliver
the interim service.
To allow the CCG’s to secure an alternative contracted service, following the formal
tender process, it is envisaged that the temporary contract would be for a minimum
period of 9 months and extended thereafter on a month by month basis.
This recommendation will be presented to Probity Committee for approval.
5.8 Failure to Appoint an Interim Provider
If an interim provider is not appointed via the process set out above, the scope of the
invitation may be extended to a wider geography. This is likely to include
neighbouring CGGs. This will be achieved with assistance and facilitation from
colleagues in NHS England’s Primary Care Team.
If this process fails to appoint an interim provider OR where continuation of the
service is not possible due to ownership and the continued use of the original
premises, the following options will be explored:
a) dispersal of the registered list of patients to a practice of their choice
b) allocation of patients to neighbouring practices using performance data to inform
this process, subsequently patients can exercise their choice of practice. (This
option does not meet the requirements of NHS patient constitution)
This is an emergency policy and due to time constraints there will be no appeals
process.

6. Communications
Once the preferred interim provider has been chosen and has accepted, the CCG will
inform all unsuccessful applicants of its decision in writing.
6.2 All patients on the registered list will be informed of the interim arrangements by first
class post, and all relevant departments and teams within the CCG will be notified in
order to deal with any patient enquiries.
6.3 Communications will be sent advising of the interim arrangements to:

Page 6 of 9

•
•
•
•
•
•
•
•

All GP practices
NHS England
CCG Staff
LMC
Local Council
Scrutiny Committee
MYHT
Local Pharmacy

This process will be led by the Head of Primary Care Co-Commissioning with support from
the Primary Care Performance Group and Executive Clinical Advisor.
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Appendix 1 – Framework for review
of Quality and Clinical Effectiveness
(Interim Provider)
Fully Compliant

Partially Compliant

Not Compliant

Quality and Clinical Effectiveness
Financial Viability

Provide up to date accounts (previous 3 years)
that demonstrate their viability and profitability

Below Total National Average for antibiotics per STAR PU

more than 95% of points
and >1 patients added
back into cohorts or less
than 95% of points
achieved and 0 patients
added back in
Some warning letters or
breach notices issued or
action plans in
place/approaching review
same as national average

Outstanding

Good

more than 95% of available points achieved and 0
patients added back to cohorts due to exception
reporting
QOF
no warning letters or breach notices issued and
no remedial action plans in place/achieving
Contractual Compliance
Prescribing
CQC Compliance (if not visit use NHSE
indicators
Childhood Imms
Seasonal Flu
Cytology
No of GP's/ANP ratio to 1000 pts
Access and Patient Satisfaction

=>90%
=>75%
=>80%
.55 wte (based on 1800 pts per wte)
Using GP National survey data - above the CCG
average

equal to or within 5% of
CCG average

less than 95% of available
points achieved and 1 or
more patients added back to
cohorts due to exception
reporting
warning letters and breach
notices issued and remedial
action plans in place/ under
review
above national average
requires
improvement/inadequate
<90%
<75%
<80%

below 5% of CCG average
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Public/Private Section:

Public
Private
N/A
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Report Author and Job Amrit Reyat, Governance & Board Secretary
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Lead:
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Ruth Unwin, Associate Director Corporate Affairs
Governing Board
Executive Lead:
Recommendation:
Members of the committee are invited to:
i.

Consider the proposed amendments to the Probity Committee Terms of Reference;

ii. Discuss whether any further amendments to the Terms of Reference are required; in
particular:
a. membership of Probity Committee
b. ‘responsibilities’ section
iii. Recommend the approval of the amendments to the Terms of Reference to the
Governing Body.
Executive Summary:
It is good governance practice for Committee Terms of Reference to be reviewed on a regular
basis, this will help to ensure that they are up-to-date and fit for purpose. All CCG committee
terms of reference are therefore being reviewed during August 2018.
A small number of amendments are proposed (highlighted as tracked changes in Appendix A)
which further describes the Committee’s responsibilities in approving policies, seeking
assurance and monitoring.
In addition the Committee are also invited to consider:
a) Does the ‘role and function’ section and also the ‘responsibilities’ section reflect the
items considered by Probity Committee.
b) Is the committee’s membership still appropriate?
In accordance with the CCGs Scheme of Delegation changes to the Terms of Reference of
Committees require approval by the Board of the Governing Body. Therefore a copy of the

Terms of Reference will be presented to the Governing Body for approval in September 2018.
Link to overarching
principles from the
strategic plan:

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



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

None required.

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

All Committees will be consulted about their terms of reference
during August and September 2018.

Reference document(s) /
enclosures:

Terms of Reference for Probity Committee including proposed
amendments

Risk Assessment:

A primary function of the Governing Body is to ensure that the
CCG has made appropriate arrangements for ensuring that it
complies with principles of good governance. This assurance
that all committees are operating in accordance with terms of
reference.

Probity/ resource
implications:

None identified.

Not applicable.

None identified.

Not applicable

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

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

Relationship
and reporting

The Probity Committee is a sub-committee of the Governing Body
for NHS Wakefield CCG. Minutes of meetings will be presented to
the Governing Body. Reports on specific issues will also be
prepared when necessary for consideration by the Governing
Body.
Other committees of the Governing Body for NHS Wakefield CCG
will refer items to the Probity Committee if they identify that the
issue presents a conflict of interest for all or the majority of GP
members of the Governing Body.
The Probity Committee may establish groups to support it in its

NHS Wakefield CCG Probity Committee Terms of Reference
Approved
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role (on an ongoing or short term basis). The scope and
membership of those groups will be determined by the Probity
Committee.
Role and
function

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

Responsibilities Conflicts of Interest for GPs
•
•

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

•
Commissioning of primary medical services
•

seek to increase quality, efficiency, productivity and value for
money and to remove administrative barriers in primary
medical services in Wakefield district;

NHS Wakefield CCG Probity Committee Terms of Reference
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•
•
•
•
•
•

•
•
•
•
•
•
•
•
•
•
•
•
•
•

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

consider the outcome of programmes of post payment
verification.

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

•

•

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

Multispecialty Community Provider (MCP)
•

Make decisions in relation to procurement of the MCP model;

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

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

Chair of the Committee (the nominated lay member who is
also the Deputy Chair of the Governing Body);
Lay Member – Audit
Lay Member – Patient and Public Involvement (Deputy
Chair);
Programme Commissioning Director – Integrated Care
Chief Financial Officer;
Chief Nurse and Chief of Service Delivery & Quality;
Registered Nurse;
Secondary Care Specialist;
Executive Clinical Advisor (a GP).

All members of the Committee have one vote. In the event of a
tied vote the Chair will hold a second and casting vote.
The Chief Officer of the CCG will not be a member of the
committee but will have an open invitation to attend.
Nominated appropriate equivalent deputies can attend in
extenuating circumstances. Nominated deputies will only be in
attendance and cannot vote.
Any director or senior managers may be invited to attend,
particularly when the Committee is discussing areas of risk or
operation that are the responsibility of that director. Other officers
may be requested to attend in an advisory capacity.
In Attendance

•
•
•
•
•
•
•

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

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

Quoracy

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

Frequency of
meetings

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

Frequency of
attendance

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

Conduct

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

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

Administration

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

Urgent matters
arising between
meetings

•
•
•

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

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

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

Date agreed
Review date
and
Monitoring

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

It is recommended that the Probity Committee:
•
•

Review and consider the late visiting service evaluation
Approve the revised service specification

Executive Summary:
The late visiting service is a nurse led model of care which responds to the acute and ongoing
care needs of housebound adults in conjunction with their general practitioners. The purpose
of the service is to provide a comprehensive and accessible service to patients who are either
temporarily or permanently housebound or who reside in a care home. Delivering, safer,
faster and better care means ensuring the right person is in the right place at the right time. A
same day intervention pathway will facilitate a rapid response to a small number of patients
who require an urgent visit, and in cases where the Duty Doctor feels a Community Matron
can assess a patient to avoid unnecessary admissions to secondary care.
A pilot was funded as part of the Multi-Speciality Community Provider Vanguard.
The pilot commenced on 1August 2017 for an 8 months period, covering a population of
92,200 registered at ten practices including those most under workload and staffing pressure
at a cost of £106,000 funded through the NHSE Vanguard monies.
This paper highlights the findings of the pilot project and the transformational plans to develop
the model in line with the national frameworks to deliver integrated person centred coordinated
care.
The service supports a seamless approach to system resilience with the underpinning

principles of care closer to home, avoidance of unnecessary admission to hospital under the
ethos of right time, right place, and right intervention. The service provides high quality
nursing assessment, prevention and treatment, including care pathway planning, medication
management, disease prevention and the management of either acute or long term chronic
conditions.
In this report, we will detail the preliminary findings of the pilot late visiting service.
The late visiting service pilot has received positive feedback from the Community Matrons,
General Practice GP’s and patients and carers. The service has also showed an impact on
the three objectives which were initially set out in the service specification and detail of this
can be found in the report.
In particular, of the 388 accepted referrals into the service, 212 were identified as admission
avoidance (55%), thus the service has enabled more patients to be seen and treated at home,
and delivering person centred care.
As a result of the success of the pilot, it has been agreed by the New Models of Care Board
and the Connecting Care Health and Social Care Partnership that the service will rolled out
across the whole district in a phased rolled out approach. This will continue to be led by the
Community Nursing Division at MYHT. The roll out has completed phase 4 of the roll out with
27 practices now live. The final roll out is anticipated to be completed by October 2018.
Therefore, a new specification has been developed and is also attached to this paper.

Link to overarching
principles from the
strategic plan:

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

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









Not Applicable

Clinical Engagement from GP Clinical Network Chair, Clinical
Advisor and Community Matrons

Management of Conflicts
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Assurance departments/
organisations who will
be affected have been
consulted:
Previously presented at
committee / governing
body:
Reference document(s) /
enclosures:
Risk Assessment:
Finance/ resource
implications:

Not Applicable
Finance - Strategic Projects Accountant
Commissioning - New Models of Care Programme Manager
Contracting - Head of Contracting and P
Clinical leads – Clinical Advisor and GP Clinical network Chair
MYHT – Community Services
Community Contract Board 24 July – approved
New Models of Care Board 10 January 2018
Late Visiting Service Evaluation
Late Visiting Service Specification
NA
This service is costing £258,903 which has been agreed with
finance and contracting teams. It has also been agreed by the
New Models of care Board
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1.

Brief description of action/changes

Population Needs

1.1 Background and context
This service development links with the wider scope of the new model of care that Wakefield are
mobilising as part of the Multi-Specialty Community Provider investment by NHS England. This document
describes a development to the Community Matron led model of care to enhance a visiting service for
housebound patients and outlines the aims and objectives of the pilot.
The registered patient population of Wakefield is estimated to be around 366,000 with a resident
population of approximately 325,000 and is in the top 20% of deprived districts nationally with a life
expectancy below the national average. Wakefield’s health generally is worse than the England average
with an ageing population and unhealthy habits; contributing to increasing prevalence of long-term
condition and contributing to a higher level of attendances at Accident and Emergency than the national
average.
The health and social care structure has one Clinical Commissioning Group (Wakefield CCG) and one Local
Authority (Wakefield Metropolitan District Council), which are almost co- terminus and an acute Hospital
Trust that spans 3 sites with one site crossing boundaries into North Kirklees. There are currently 38 GP
practices across 5 federations and 6 clinical commissioning networks, aligned to 3 community-integrated
hubs. The Acute Trust in the District Mid-Yorkshire NHS Hospital Trust provides adult community nursing,
intermediate care beds, and community therapy and care services at home.
The aim of this document is to outline the service expectations local commissioners wish to see delivered
by the Community Matron service supporting an urgent visiting function for Housebound patients to work
in partnership with GP’s.
The purpose of the service will be to provide a comprehensive and accessible service to patients who are
either temporarily or permanently housebound or who reside in a care home. For the purposes of this
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service, housebound is an individual who is : “unable (at the time care is required) to leave their home
environment due to a physical or psychological illness and to whom a GP would normally offer home visits
as the only practical means of enabling face to face consultation”. Delivering safer, faster, and better care
means ensuring the right person is in the right place at the right time. A same day intervention pathway,
will facilitate a rapid response to a small number of patients who require an urgent visit, and in cases
where the Duty Doctor feels a Community Matron can assess a patient to avoid unnecessary admissions to
secondary care.
This service will support a seamless approach to system resilience with the underpinning principles of care
closer to home, avoidance of unnecessary admission to hospital under the ethos of right time, right place,
and right intervention. The service will provide high quality nursing assessment, prevention and treatment,
to include care pathway planning, medication management, disease prevention and the management of
either acute or long term chronic conditions.
The service will be provided Monday – Friday 13.00 – 18.00 and will be supported by the Community
Matrons (CM) to enact an urgent response GP practices. The service will align and integrate in to agreed
‘locality working arrangements/ Connecting Hubs and other Services which are not in the Hub.
1.2 Evidence Base
The service will look to the following policy and guidance;
• NHSE Five Year Forward View.’ Time to Deliver’ 2015
• NMC Code of Conduct and professional guidelines and standards
• Health and Social Care Act 2012
• NHS Core principles
• NHS Constitution
• Equality and Excellence: Liberating the NHS. DH 2012
• NHS Outcomes Framework 2015-16
• Everyone Counts: Planning for Patients 2014/15 to 2018/19
• Clinical effectiveness guidance (NICE, Quality Standards etc.)
• Best practice evidence from professional bodies
• Commissioning Guidance and Commissioning Guides
• Delivering Care Closer to Home 2008
• Care Act 2014 Legislative Framework- Care Standards
• Mental Capacity Act 2005
• National Service Framework for Long term Conditions – DOH 2005
• National Service Framework for Older People – DOH 2001
• Delivering Care Closer to Home: Meeting the Challenge (2008)
This guidance is not an exhaustive list; Providers will be expected to work to new and emerging policy
guidance, which relates to and links to the delivery of the service and the wellbeing of the population of
the Wakefield District.
1.3 General Overview
The Community Matron service will provide appropriate care closer to home for housebound patients
They will provide a same day response for patient’s pre-triaged by a GP practice as appropriate for
Community Matron assessment.
1.4 Objectives
The overarching objectives expected of the service Pilot are:
•

To support the role of the duty doctor in ensuring appropriate patients who have been triaged as
appropriate are responded to urgently and within an agreed timeframe.

•

To provide a same day response for patients who are housebound, requiring an urgent response,
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and /or at imminent risk of hospital admission.
•

Patients deemed unsafe to be managed at home would be required to transfer to an alternative
bed base dependent on medical need.

1.5 Expected Outcomes
Expected outcomes including improving prevention Outcomes Framework Domains & Indicators;
Domain 1
Domain 2
Domain 3
Domain 4
Domain 5

Domain 1
Domain 2
Domain 3
Domain 4

NHS Outcomes Framework
Preventing people from dying prematurely
Enhancing quality of life for people with long-term
conditions
Helping people to recover from episodes of ill-health or
following injury
Ensuring people have a positive experience of care
Treating and caring for people in safe environment and
protecting them from avoidable harm
Adult Social Care Outcomes Framework
Enhancing quality of life for people with care and support
needs
Delaying and reducing the needs for care and support
Ensuring people have a positive experience of care
Safeguarding people whose circumstances make them
vulnerable and protecting them from avoidable harm












Service Deliverable Outcomes
• A reduction in emergency admissions by general practices.
• Delivering Patient Centered Care.
• Independence will be promoted following illness or injury without the need for admission to
hospital.
• Medical and nursing (including diagnosing and prescribing) needs are delivered and met in a
coordinated way.
• There is evidence to demonstrate effective governance arrangements.
• All healthcare records and documentation are of a high quality standard and safe record keeping is
maintained using agile working.
• Data will be recorded in order to demonstrate the effectiveness of the service.
• Monitoring of Patients and relatives satisfaction.
• Increase of referrals for non-urgent GP visits appropriate for Community Matrons
The service will contribute to the delivery of the 6 strategic outcomes of the Multi-specialty Community
Provider model;
•
•
•
•
•
•

Outcome 1: People can access information and advice that is clear, up to date.
Outcome 2: Care and Support is responsive, timely and joined up.
Outcome 3: Support is provided by caring, considerate people with right skills.
Outcome 4: People live in safe and positive communities.
Outcome 5: People are encouraged and supported to be healthy (and independent).
Outcome 6: People are assured service and resources are efficient.
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2.

Scope

2.1 Service Description
Objectives
a) To provide a Community Matron response Monday – Friday 13.00 – 18.00 to support GP’s to
carryout appropriate urgent visits, the last visit being at 5pm.
b) To reduce avoidable admissions to MYHT by delivering this service.
The service will be accessible for appropriate referrals meeting the criteria detailed in section 4.
Mapping objectives.
2.2 Whole System Relationships and Interdependencies
It is essential that strong links are developed and maintained with a range of external providers and
agencies who may contribute to the assessment and care planning process, treatment/interventions and
aftercare who make up the 'whole system'.
These will include:
• Other Community Health Services; MY Therapy, Community Nursing, Integrated Care Teams
• LD & Mental Health Services
• Primary Care General Practice
• Acute General Hospitals
• Yorkshire Ambulance Service
• Prison Service
• Drug and Alcohol Service
• Adult Social Care
• Housing
• Benefits Agency
• Voluntary Sector and Charitable Organisations
• Residential and Nursing Homes
• Independent Care Providers
• Police
• West Yorkshire Fire and Rescue
These lists are not exhaustive and can include other organisations both within Wakefield District and
within neighbouring Districts.
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3.

Service Delivery

3.1 Service Model
• The service will be led by a Community Matron (CM),
• The Community Matron will provide urgent response for housebound patients pre-triaged by a GP.
• The Community Matron will refer to other services as appropriate.
• Admission avoidance: to prevent emergency admissions for housebound individuals by providing a
comprehensive and urgent assessment support service.
• The service will ensure that there is sufficient staff to provide a safe and effective urgent response
service between the hours of 13:00hrs and 17:30hrs with the last appointment at 5:00pm.
Medical and nursing (including diagnosing and prescribing) needs are delivered and met in a
coordinated way.
• The provider will need to be competent at collating and analysing data and responding to any
issues affecting service delivery.
• The provider will be required to collect data in line with the agreed KPI’s.
• The workforce will record information on SystmOne and information sharing protocols will
facilitate the sharing of information appropriately in order to deliver timely and quality care.
• Self-care and independence will be promoted and encouraged.

Management and Leadership
This service will sit as part of Care Closer to Homes’ organisational structure that clearly identifies
responsibilities and accountabilities in the following areas:
•
•
•
•
•
•

Operational leadership
Professional leadership
Clinical leadership
Clinical governance
Corporate governance
Education and Training

The service should be provided in line with the patient and public rights and the values set out within the
NHS Constitution outlined below;
https://www.gov.uk/government/publications/the-nhs-constitution-for-england
The NHS Constitution (March 2013)
Managers and Leaders will:
•
•
•
•

Collect and interpret data to inform strategic decisions.
Support technological improvements and innovation with mobile and agile working.
Ensure a solid working relationship is in place between Community Nurse Leaders, GP Practice
Managers, Vanguards and the CCG so that the respective staff are working in partnership
To be accountable for care provided to assure the quality of care is of a consistent quality and
meets CQC standards.

3.2 Care Pathway(s)
The service will receive referrals from the identified GP practice for same day assessment. All patients will
be discharged back to the referring GP upon completion of visit from the Community Matron.
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Care will be evidence based and will be required to improve efficiency, effectiveness and value for money,
reduce duplication and provide better partnership working and outcomes for the patients.
Many patients have complex needs with the involvement of multiple health and social care professionals
and require collaborative working particularly those patients with ongoing long term conditions.
The care pathway should demonstrate that it:
• Delivers the most recent best practice models throughout the patients care pathway
• Facilitates and improves joint working between agencies
• Promotes social inclusion and recovery
• Is needs led with patient consent
The pilot will need to ensure that there are clear protocols and processes in place around the following
components of the service and that these are adhered to:
• Eligibility Criteria to access the service
• Exclusions
• Referral process
• Initial assessment and screening process
• Treatment and continual assessment
• Care Planning and goal setting
• Care Coordination
• Seamless transfer pathways
Service response times
The service will operate 13.00-18.00 Monday to Friday, excluding weekends and bank holidays. Urgent
Referrals are responded to on the same day.
Equipment and resources
The service provider will ensure the workforce delivering the service will be provided with all necessary
clinical equipment and resources to ensure nursing workforce can deliver safe and effective service within
the expectation of mobile and agile working.
Mental Health
Patients will need to consent to assessment and treatment including timely referral to Mental Health
Services.
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4.

Referral, Access and Acceptance Criteria
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Referrals are made via telephone to Single Point of Contact.
The patient is 18yrs and over.
The patient agrees to accept the service.
The patient is registered with a Wakefield GP Practice.
The patient has been triaged by the Duty Doctor.
The patient requires urgent same day response
The GP must have undertaken a telephone triage with the patient to ascertain the appropriateness
The GP remains ultimately responsible for the patient.
The GP will provide a full patient history, and the Community Matron has the opportunity to
accept / decline the referral in line with the service criteria.
Inappropriate referrals will remain the responsibility of the GP
Any medication required by the patient is discussed with the Duty GP before a prescription is
raised.
Both Community Matron and the GP have access to the Care of the Elderly Consultants for advice.
The episode of care is passed back to the GP and any appropriate follow up can be completed by
the patient’s own practise.
The patient episode is recorded on SystmOne as soon after the visit as possible- through agile
mobile working.
All outcomes from the visit are coded appropriately onto SystmOne including referrals to other
Hub Services.
The Community Matron will make a telephone call to the GP, prior to leaving the patient’s
residence. The referring GP must be available to take a call from the Community Matron to discuss
the patient, and must be prepared to carry out a visit if required.
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Late Home Visiting Flow Chart
Duty Doctor triages patient and gains consent for visit to be
conducted by Community Matron

Duty Doctor Telephone’s Community Matron via SPOC (SPOC to
transfer Duty Doctor to Community Matron immediately) with
patient history & information for visit. Community Matron has
access to SystmOne during the telephone referral enabling any
questions to be answered before the visit is agreed. Duty Doctor
leaves mobile number for clinical discussion once Matron has

Community Matron can ask GP to conduct the visit if it falls out of
their scope of practice: or if there is no capacity in the system to
conduct the visit.

Community Matron accepts the referral and registers patient on
SystmOne gaining full access to the patients’ medical record

Community Matron visits, contacting Duty Doctor before leaving the
patients home to discuss and agree clinical management plan /any
prescribing activity. At this point the care is passed back to the GP
practice for any follow up reviews

Community Matron records visit on SystmOne and tasks Duty Doctor
the consultation. All hub based services are referred to which are
required to support patients at home and documented in the patient
record
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Community Matrons will provide assessment, specialist support, treatment and care planning for
housebound people over the age of 18 who have the following deteriorating Conditions:
•

Patients who have a deteriorating condition including but not exclusively :

o

confusion due to UTI

o

unstable diabetes

o

heart failure

o

complex health needs (e.g. diabetes (infection))

o

asthma

o

COPD

o

chest infections

o

palliative care

o

infected wounds

Conditions which are excluded, unless determined appropriate due to patient’s history: These
conditions are provided by other Hub services including Adult Community Nurses, Social Workers and
Physio.
•

Social care

5.

Discharge Criteria and Planning

Discharge from the service will take place after the assessment and intervention, at this point the episode
of care is passed back to the GP and any appropriate follow up can be completed by the patient’s own GP
practice.
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6.

Patient experience

6. Patient Experience
This service will sit as part of Connecting Care+ organisational structure incorporating responsibilities and
accountabilities in line with Clinical governance and Corporate governance including a complaints
procedure in line with existing NHS Complaints standards, and shall promote this to patients, providing
clear details of who to contact and how to escalate.
The Community Matron service complies with national policies and local arrangements for notification and
investigation of Serious Incidents (SIs) and Never Events as set out in the body of the contract.
6.1 Equality & Diversity
Wakefield CCG are committed to commissioning services which embrace diversity and that promote
equality of opportunity, as set out in The Equality Act 2010. This reinforces many of the values and
principles of equality and fairness included in the NHS Constitution.
Publishing equality information, setting equality objectives, equality monitoring and adopting evidence
based approaches to service design and development is part of the CCGs commitment to the Equality Act
(2010) and in meeting its Public Sector Equality Duties.
The Equality Act requires that services must address any disproportionate differences within certain
protected characteristics or between local populations.
Protected characteristics are defined as:
•
•
•
•
•
•
•
•
•

Age
Sex
Disability
Gender Reassignment (Transgender)
Race
Religion or Belief
Sexual Orientation
Pregnancy and maternity
Marriage and civil partnership

Data collected for monitoring purposes should be used to inform and influence service design. By engaging
with patients, staff and stakeholders, the service can identify accessible, inclusive and proportionate
methods of delivery.

7.

Continual Service Improvement/Innovation Plan

7 Quality Improvement
The service will contribute to the CCG evaluation of the service development to identify, implement and
demonstrate continuous improvements to the quality of the service, as part of their quality framework to
reflect; safety, clinical effectiveness and patient experience 1.
7.5 Service Specific Quality Standards Clinical Effectiveness
7.5.1 Clinical Effectiveness
The service will ensure that care is compliant with all relevant NICE guidance and other sources of
1

Department of Health (2008) High Quality Care for All: NHS Next Stage Review Final Report.
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evidence based practice.
7.5.2 Infection Prevention and Control
The service will ensure that care is compliant with all relevant IPC policies / requirements as part of the
Trusts’ monitoring.
7.5.3 Safeguarding Children & Adults
The service will ensure that care is compliant with all relevant policies / procedures in line with
Safeguarding as part of the Trusts monitoring.
7.5.4 Safety
The provider shall have a framework that assures patient and staff safety and is supported by a range of
policies and strategies including as a minimum:
•
•
•
•
•
•
•
•
•
•
•

8.

Incident and serious incident reporting (including duty of candour);
Risk management;
Clinical (or quality)governance strategy;
Health and safety policy;
Chaperone policy;
Multi agency policies for children and adults;
Emergency and contingency procedure policies;
Infection Control;
Medicine Management;
Whistle Blowing;
Safeguarding policy, including management of allegations against staff.

Key Performance Indicators

Please see Appendix A for Key Performance Indicators applicable to this service.

9.

Activity

Following the success of the pilot, the late visiting service will be rolled out in a phased approach across
the Wakefield district.
From taking the learning and data from the pilot late visiting services, which took place from August 2017
– March 2018, it has been calculated that the late visiting service will accept 192 referrals/month by Phase
6 which is expected to be completed by September 2018. This will be achieved as the phasing is rolled out
as described below:
Phase 2 – 76 referrals/month
Phase 3 – 103 referrals/month
Phase 4 – 132 referrals/month
Phase 5 – 160 referrals/month
Phase 6 – 192 referrals/month
A 5% confidence indicator will be applied to the activity data.
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10. Currency & Price
Providers will be expected to provide Wakefield CCG a quote for the delivery of the service of the late
visiting service. As this is a nurse led service providers are expected to provide a breakdown in their
costing formulas that reflects this model of care.
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Appendix A.

1

Key Performance Indicators

Indicator

Threshold

Target Measure

Responsive Nursing
Patient response times agreed between the
referrer and the Community Matron.

Referrals in the patient
community deemed to require
a response within a specific
time are responded to within
the timeframe.

95% service response times:

SystmOne

95% acceptance rate and
acceptance reporting for
anything declined to establish
cause and learning
10%
An exception report to be
completed for learning
purposes
At least 95%

SystmOne

Monthly

GP records

Monthly

95% (i.e. nearly all patients who
could be managed without
admission are managed without
admission and the remainder
are reported for learning
purposes

SystmOne
Hospital admissions
by GP Practice data

This should include patients seen within 2 hours
of referral for those considered most urgent.

2

Patients not accepted to the service, code for
reason not to accept to be inputted onto
SystmOne

3

Percentage of patients who receive a late visit
from the service and end up requiring a late GP
visit as well.

4

Percentage of patients/ relatives that rate the
satisfaction of the service as high
Prevention of admission to hospital.
To compare admission rates in hours between
1pm and 6pm for GP Practices not in Pilot with
same size populations with the Practices in the
Pilot.

5

Frequency
of
Monitoring
Monthly
Reporting
by
exception
with action
plan.

Outcome

Bands of urgency:
Within 2 hours
Within 4 hours

Patients who are safe to be
managed in the community,
who otherwise without
nursing intervention would be
admitted to hospital, are
supported to have their
intervention delivered in

Monthly
Monthly

community.

Appendix D. Model and Costings- to be provided by the provider
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£
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Recommendation (s):
Is it recommended that Probity Committee;
•

Note the progress made to date in regards to Care Navigation training across Wakefield

•

Agree the next steps of this Care Redesign programme including the direct contract
award for training services in regards to Correspondence management by clerical staff
in GP Practices.

Executive Summary:
As part of the General Practice Forward View, a new five year £45 million fund has been
created to contribute towards the costs for practices of training reception and clerical staff to
undertake enhanced roles in active signposting and management of clinical correspondence.
The West Wakefield Care Navigation programme has been delivered to all practices in the
district. Our next steps to delivering our plans are to deliver correspondence management
training to clerical staff within GP practices.
A service specification for this work has been developed and a provider has been identified. It
is therefore proposed to award a two year contract to deliver this work programme as set out
in our GP 2020 Plan for Wakefield.
Link to overarching
principles from the
strategic plan:

Reduction in hospital admissions where appropriate
leading to reinvesting in prevention
New Accountable Care Systems to deliver new
models of care
Collective prevention resource across the health and
social care sector and wider social determinant
partners

Expanded Health and Wellbeing board membership
to represent wider determinants
A strong ambitious co-owned strategy for ensuring
safe and healthy futures for children
A shift towards allocation of resources based upon
primary and secondary prevention and social
determinants of ill health
Transforming to become a sustainable financial
economy
Organising ourselves to deliver for our patients
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NHS WAKEFIELD CCG
PROBITY COMMITTEE
GP FORWARD VIEW – CARE REDESIGN
Background and Context
As part of the General Practice Forward View, a new five year £45 million fund has been
created to contribute towards the costs for practices of training reception and clerical staff to
undertake enhanced roles in active signposting and management of clinical correspondence,
as part of the Time for Care programme.
In the past 2-3 years, a number of practices, most notably through the GP Access Fund,
have taken a more systematic approach to identifying the most impactful ways of deploying
reception and clerical staff, and have developed formal approaches to processes and
training.
Active signposting by reception staff
Following on from the Prime Ministers Challenge fund, the West Wakefield Care Navigation
programme has been delivered to all practices in the district provided by ‘West Wakefield
Health and Wellbeing’. This provides patients with a first point of contact which directs them
to the most appropriate source of help. Web and app-based portals can provide self-help
and self-management resources as well as signposting to the most appropriate professional.
Receptionists acting as care navigators can ensure the patient is booked with the right
person first time.
Reception staff are given training and access to a directory of information about services, in
order to help them direct patients to the most appropriate source of help or advice. This may
include services in the community as well as within the practice.
Benefits for practices: This innovation frees up GP time, releasing about 5 per cent of
demand for GP consultations in most practices. It makes more appropriate use of each team
member’s skills and increases job satisfaction for receptionists.
Benefits for patients: It is easier for patients to get an appointment with the GP when they
need it, and shortens the wait to get the right help.
Overall, we have 36 practices who utilise care navigation as part of their everyday processes
and 310 staff who have undergone training to deliver this.
Correspondence management by clerical staff
Our next steps to delivering our plans are to deliver correspondence management training to
clerical staff within GP practices.
Correspondence management is where a member of clerical staff in the practice is given
additional training and relevant protocols in order to support the GP in clinical administration
tasks. All incoming correspondence about patients from hospitals is processed by a member
of the clerical team. They have received training to deal with most letters themselves.
Working against standard protocols developed in-house and refined through continuous
improvement, the member of the team reads the letter, enters details into the patient’s
record and takes appropriate follow-on action. In some cases this involves other members of
the team, or booking the patient an appointment.

Benefits for practices: Using this system, 80-90 per cent of letters can be processed without
the involvement of a GP, freeing up approximately 40 minutes per day per GP. For the
clerical team, job satisfaction is often increased as well.
Benefits for patients: Practices report they are often able to take speedier action on some
issues. More detailed coding of clinical information in the GP record results in improved
monitoring and management of certain conditions.
Whilst some practices are already utilising clerical staff to process clinical correspondence,
this training will provide a robust and evidence based approach to ensuring consistence and
standards across the district.
Service Specification
A service specification (appendix A) for the Management of Clinical Correspondence training
has been developed based on our CCG requirements and in consultation with GP practices
and requirements of NHS England.
As part of this work, we have undertaken a scoping exercise with our practices to assess the
level of interest in this programme. We have had an overwhelming response from practices
who are keen to undertake this training programme immanently and can see the benefits
that this provides.
Funding
Central funding is allocated to clinical commissioning groups (CCGs) on a per-head-ofpopulation basis to fund the delivery of care redesign programmes. For Wakefield, an
allocation of £63,000 per annum has been made since 2017/18 and will continue until
2020/21. So far, this income has been invested with West Wakefield Health and Wellbeing to
deliver care navigation.
The provider has delivered care navigation training in a number of CCGs across the country
in the same way that West Wakefield Care Navigation has and has also provided
testimonies to the CCG.
Contract and Procurement
The training is specialist as it not only has to meet the requirements of the NHS England GP
Forward View, the provider must also have experience of working with General Practice and
understand their process and systems. For the CCG’s reporting purposes, the provider must
be able to demonstrate quantifiable GP time savings to support workforce planning, which
requires a front end data portal which is capable of interoperating with the GP’s clinical
system, SystmOne and EMIS. The provider must also have proven robust governance
processes which can be embedded in practice to ensure administrators can safely and
efficiently process clinical correspondence.
The provider must be able to deliver the training within 2018/19 and 2019/2020 as per NHS
England’s funding allocation, which will require 50% of practices to have undertaken the
training by March 2019 to ensure 100% of this year’s allocation is utilised. The provider must
therefore be live and established in the market place, and not in development, to meet these
timescales.
An extensive review of the marketplace has been undertaken involving our member
practices, taking the above requirements into consideration and those defined within the
service specification (Appendix A). There is currently only one provider, Practice Unbound,
who are able to deliver Correspondence Management training as per the requirements set

out in the service specification within the set timeframe. As such it is proposed to directly
award a 2-year contract to the provider. The contract value is the same as the allocation
provided by NHS England to the CCG.
The proposed total contract value is £126,000 over two years (2018/19 and 2019/20). In line
with the CCG’s Standing Financial Instructions a formal procurement is normally required for a
contract of this value.
However, section 6.5 of the Operating Scheme of Delegation permits that in exceptional
circumstances the Chief Officer, in conjunction with a Lay Member, may waive the requirement
for tendering procedures.
In this case, an exception occurs as specialist expertise/service/works/goods are required and
these are available from only one source. Therefore a tender waiver will be completed for this
contract award.
Recommendations
It is recommended that the Probity Committee;
•
•

Note the progress made to date in regards to Care Navigation training across
Wakefield
Agree the next steps of this Care Redesign programme including the direct contract
award for training services in regards to Correspondence management by clerical
staff in GP Practices.

Chris Skelton
16 July 2018

Appendix A - Service Specification
Management of Clinical Correspondence
The Need
As part of the GP Forward View, NHS England have assigned a pot of funding to contribute towards
the costs for practices of training reception and clerical staff to undertake enhanced roles in active
signposting and management of clinical correspondence. Practices in Wakefield are already
underway in active signposting, through the Care Navigation programme. The CCG would now like to
support practices in training reception and clerical staff in the management of clinical
correspondence.
Overview
A member of clerical staff in the practice is given additional training and relevant protocols in order to
support the GP in clinical administration tasks. All incoming correspondence about patients from
hospitals is processed by members of the clerical team. They read the letter; enter details into the
patient’s record and take appropriate follow-on action. In some cases this involves other members of
the team, or booking the patient an appointment.
It requires the staff member to be skilled and confident to make decisions about how to code a letter
and its contents in the patient record, how to use an approved protocol for deciding which letters need
to be sent to a GP and with what level of urgency, and when to ask for help.
As well as training staff, funding will also support the practice in establishing its own internal systems,
implementing a system of supervision and regular audits of safety and effectiveness.
Benefits for the practice
•
•
•
•
•
•

80-90% of letters can be processed without the involvement of a GP, freeing up approximately
40 minutes per day per GP.
Reduced turn-around time of actions for patients as the GP is more accurately targeted and
letters are processed and actioned in a timely way.
Enhanced skills and job satisfaction within your practice.
More detailed coding of clinical information in the GP record results in improved monitoring
and management of certain conditions.
Improved ease of QOF collection and accuracy of submission through the consistent and
accurate application of Read codes and collection of numerical values, e.g. blood pressures.
Enhanced communication within the practice team.

Chair: Dr Phillip Earnshaw

Chief Officer: Jo Webster

Requirements of the Training Provider
•
•
•
•

•

Clear understanding of the requirements of NHS England and the context of Document
Management within national strategy, the GP Forward View.
To support all practice staff in completing the training programme which will allow them to
manage clinical correspondence in practice, providing additional support where required.
Provide exemplar governance procedures to embed in practice.
Provide a data portal which can demonstrate the time savings made in practice through
document management. This must be linked to the clinical system to allow data to be
extracted which can demonstrate the impact of the programme.
To be flexible in accommodating for pressures in practice, for example online training as
opposed to off-site training on a set date.

Costs
NHS England have awarded Wakefield CCG £63,000 per annum for 2018/19 and 2019/20 to deliver
document management. Total £126,000

Chair: Dr Phillip Earnshaw

Chief Officer: Jo Webster
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Information

Report Author and Job Chris Skelton, Head of Primary Care Co-Commissioning
Title:
Responsible Clinical
Dr Greg Connor, Executive Clinical Lead
Lead:
Responsible
Mel Brown, Director of Integrated Care
Governing Board
Executive Lead:
Recommendation (s):
It is recommended that Probity Committee;
•
•

Note the progress in regards to performance against the Wakefield Practice Premium
contract up to Quarter 1.
Agree the KPI payments in regard to the Access 3 indicator for Quarter 1.

Executive Summary:
The purpose of this report is to set out the progress made since this contract was agreed and
the performance of practices to date, to provide assurances in regards to KPI delivery and
contract monitoring.
The papers sets out the progress made so far during the first quarter of implementation of the
Wakefield Practice Premium contract and set a number of baselines for quarterly review
through the year. The report also discusses the approach to monitoring the KPI performance
for Access 3.
In addition the paper explains how the Wakefield Practice Premium Contract is a key part of
the practice assurance visits during 2018/19, and how this provides further assurance in
regards to contract delivery.
Link to overarching
principles from the
strategic plan:

Reduction in hospital admissions where appropriate
leading to reinvesting in prevention
New Accountable Care Systems to deliver new
models of care
Collective prevention resource across the health and
social care sector and wider social determinant
partners

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

Outcome of Integrated
Impact Assessment
completed (IIA)

Not applicable

Outline public
engagement – clinical,
stakeholder and
public/patient:
Management of Conflicts
of Interest:

Not applicable



Not applicable

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

Jess Weatherill, Primary Care Contracts Manager

Reference document(s) /
enclosures:

Not applicable

Risk Assessment:

Not applicable

Finance/ resource
implications:

Payments made under this contract total £1.62 million funded
from the nationally mandated equitable funding review.

Probity Committee – January 2018

NHS WAKEFIELD CCG
PROBITY COMMITTEE
WAKEFIELD PRACTICE PREMIUM CONTRACT 2018/19
Q1 PERFORMANCE

Introduction & Context
In January 2018, the Probity Committee agreed to the terms of the Wakefield Practice
Premium Contract for 2018/19 following an extensive review of the previous contract. Given
the financial context and feedback from commissioners and providers a new contract was
agreed with the aims of;
•
•
•
•
•

focus on improving patient care
exceed core contract requirements and national achievement levels
build on what works
minimise bureaucracy for practices and the CCG
make workload proportional to available funding

The total investment under this contract is £1.62m for a 12 month period, reduced from
£3.2m in 2016-18.
Purpose
The purpose of this report is to set out the progress made since this contract was agreed
and the performance of practices to date, to provide assurance in regards to KPI delivery
and contract monitoring.
Contractual Performance
Access Domain
All practices are working towards the requirements under this domain. The CCG has
reviewed the standard access policy which practice are required to upload to their practice
website. The results of the national patient survey are due to be published in August 2018.
Once published, the CCG will work with those practices that are required to complete an
action plan. The requirements to delivery specific nursing services have also been met and
performance will be reviewed at year-end.
Medicines Domain
All practices continue to deliver the shared care drugs service with secondary care. In
regards to performance in relation to Medicines 2, 37% of patients who are taking repeat
medications are registered to order prescriptions online. The CCG was unable to obtain a
baseline at year-end 2017/18, therefore the Q1 performance will be used for this contractual
measure. Practices are performing well in regards to electronic prescribing with 66% of
prescriptions being issued electronically of which 7% of were issued as repeat dispensing at
the end of Q1.

Learning Disabilities Domain
In regards to learning disabilities, practices approach this in different ways. In most cases,
much of practices activity is undertaken in Q3/4. Therefore, there are only a small number of
health checks which have been completed in the Q1 period. The CCG is confident, following
previous year’s performance that the 50% target of health checks in patients with learning
disabilities will be achieved. The contract also requires that all practice achieve a minimum
of 50% of health checks completed. This forms part of the year-end KPI for this area. In Q2,
practices are required to complete an assurance template describing their approach to the
learning disabilities health check scheme.
Cancer Domain
Practices are being supported by the Cancer champions in regards to sharing good practice
with regards to following up patients who do not respond to the national screening
programme. By Q1 29.72% of patients who had not responded had been sent a subsequent
invite from their registered GP practice. This will be a rolling programme based on the
responses received by practices from the screening programme.
Diabetes Domain
The requirements in the diabetes domain focus on prevention. In Wakefield there are
currently 10,220 patients classified as at high risk of developing diabetes. Practices are
required to offer these patients onward referral to the national prevention programme of
which 48% of patients have been referred. Practices will also be required to keep a register
of these patients and ensure that monitoring continues on an annual basis.
Heart Domain
77% of male patients in Wakefield who are at increased risk of strokes are now being treated
with anticoagulant therapies to reduce their risk of stroke; we expect this to increase to 95%
by year end. As a consequence, evidence shows that this will reduce the number of strokes.
It is important to note that female patients at increased risk of strokes are already treated
through the quality and outcomes framework.
48% of newly diagnosed hypertensive patients have had an assessment of risk in regards to
cardiovascular disease, of those patients with a risk score of >10% over the next 10 years,
46% of patients have been treated with a statin. Our aim is to increase this uptake to 80%
consequently reducing cardiovascular disease.
Respiratory Domain
The CCG is working closely with Public Health Colleagues in regards to consistency of
Spirometry diagnosis. For this indicator, those practices with spirometry results which
required further assessment have been contacted and given additional support in
conjunction with a Respiratory consultant from Mid-Yorkshire Hospital Trust.

KPI Management
Under the terms of the contract there are three KPIs which make up 10% of the contract
value. These are;
KPI

KPI001 - A3

KPI002 LD1

KPI003 LD2

Requirement
The practice completes an audit tool
provided by the CCG as evidence of
achieving the 4 hour triage standard
for patients who request same day
care.
The practice provides a learning
disabilities health check to 50% of
patients on the learning disabilities
register.
The practice completes a selfdeclaration template, which provides
commissioner with evidence and
assurance, that the terms under the
requirements have been met.

Value

Submission

5%

July 2018

(2.5% - Audit Q1 &
2.5% - Audit Q3)

January 2019

2.5%

April 2019

2.5%

October 2018

For payment for the delivery of KPIs, practices will be required to demonstrate that each KPI
has been achieved by the submission dates listed above. Each KPI has a weighted value
which will correspond to the payment received where practices successfully achieve the
KPIs as shown above. The Probity Committee will make a decision where a practice has not
met the necessary KPI, but can demonstrate implementation.
KPI001 – Access 3
In regards to this access KPI practices were asked to complete a template requesting the
contact time and consultation time of 40 triage calls on a number of different days during Q1.
This provided evidence that the practices were achieving the required standard. Where the
practices average contact time was less than four hours as per the requirements of the
contract, it is recommended that payment under this KPI as set out in Appendix A. The KPI
is worth 2.5% of the overall contract value.
Practices have submitted evidence of achievement under this KPI and have met the
requirements of that KPI.
A small number of practices did not have a triage list and therefore were unable to complete
the audit tool. The primary care team is working with these practices to ensure appropriate
and safe mechanisms are in place with regards to urgent same day contacts with practices.
In regards to their KPI payments, these practices have provided written information in
regards to their appointment system.
Contract Management
In addition to the reporting and KPIs the standards under the Wakefield Practice Premium
Contract are discussed during our Practice Assurance visits. This includes those areas of
the contract where practices are performing well and areas for further development. Where

necessary, the primary care team will agree with providers an action plan to ensure
improved performance.
As part of this year’s contract, we have promoted the use of subcontracting for the elements
of the contract which some practices maybe unable to deliver. These patients may
previously have been referred to secondary care. To support this, the CCG has engaged
with practices who have declared they are seeking a subcontractor and engaged with
practices who have agreed to provide services on behalf of others. In the main, this has
purely related to Intra-uterine system services where clinicians are required to complete a
specific number of procedures in order to comply with quality and safety requirements.
So far, 8 practices have agreed to subcontract services to other practices and the CCG is
supporting them by providing contracting templates. In addition the CCG has agreed to
facilitate a task and finish group to establish the mechanisms for subcontracting between
practices.
Recommendations
It is recommended that Probity Committee;
•
•

Note the progress in regards to performance against the Wakefield Practice Premium
contract up to Quarter 1.
Agree the KPI payments in regard to the Access 3 for Quarter 1.

Chris Skelton
20 July 2018

Appendix A – KPI Payments for Access 3 – Q1

Code

KPI001 Q1

COLLEGE LANE SURGERY

GP Practice

B87003

£2,204.19

NEW SOUTHGATE SURGERY

B87027

£2,744.26

PATIENCE LANE SURGERY

B87602

£489.49

ORCHARD CROFT MEDICAL CENTRE

B87002

£2,333.74

KINGS MEDICAL PRACTICE

B87039

£3,007.57

CROFTON HEALTH CENTRE

B87028

£2,258.78

CHURCH STREET SURGERY

B87031

£2,561.84

PROSPECT SURGERY

B87040

£1,544.83

MIDDLESTOWN MEDICAL CENTRE

B87001

£1,660.64

HENRY MOORE CLINIC

B87018

£2,323.98

STUART ROAD SURGERY

B87015

£1,950.83

ALVERTHORPE SURGERY

B87044

£588.86

STANLEY HEALTH CENTRE

B87019

£1,491.75

OUTWOOD PARK MEDICAL CENTRE

B87013

£2,725.50

QUEEN STREET SURGERY

B87600

£539.11

FERRYBRIDGE MEDICAL CENTRE

B87030

£2,542.89

MAYBUSH MEDICAL CENTRE

B87012

£1,854.63

RIVERSIDE MEDICAL CENTRE

B87005

£2,498.31

FRIARWOOD SURGERY

B87011

£2,935.59

Dr SINGH AND PARTNERS

B87006

£2,449.73

CASTLEFORD MEDICAL PRACTICE

B87025

£1,353.43

CHAPELTHORPE MEDICAL CENTRE

B87020

£2,673.54

St. THOMAS ROAD

B87009

£1,515.57

STATION LANE MEDICAL CENTRE

B87032

£1,601.15

NEWLAND LANE SURGERY

B87033

£836.66

Drs DIGGLE & PHILLIPS

B87036

£991.02

WHITE ROSE SURGERY

B87016

£5,227.00

THE GRANGE SURGERY

B87026

£3,800.80

ASH GROVE SURGERY

B87021

£2,926.94

HOMESTEAD CLINIC

B87022

£1,465.20

TIEVE TARA MEDICAL CENTRE

B87042

£1,056.19

NORTHGATE SURGERY

B87007

£2,569.26

PINFOLD SURGERY

B87023

£3,255.91

TRINITY MEDICAL CENTRE

B87017

£4,992.90

WARRENGATE MEDICAL CENTRE

B87004

£2,113.71

LUPSET HEALTH CENTRE

B87008

£3,007.71
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NHS WAKEFIELD CCG
PROBITY COMMITTEE
WRENTHORPE BRANCH CLOSURE
COMMUNICATIONS AND ASSURANCE PLAN
Purpose

The purpose of this report is to provide the committee with an update in relation to
the Wrenthorpe Branch closure, provide information following a review by Overview
and Scrutiny committee and for the Probity Committee to agree the communications
and engagement plan. This report also sets out how the probity committee will
continue to receive oversight over the branch closure.
Background & Context
Following the committee’s decision in March 2018 to agree the closure of
Wrenthorpe, Officers of the CCG along with representatives Probity Committee have
been requested to attend Overview and Scrutiny Committee in regards to the
decision made. Following the CCG and practices s attendance on the 28 June 2018
the committee requested further assurances in regards to;
Access and capacity – supporting evidence in relation to the proposed
additional face-to-face GP appointments – including the number of GPs
available on any given day
Triage – additional information and reassurance regarding the streamlining of
telephone calls to improve access to appointments
Practice Boundary – written assurance that no patient will be removed from
the practice list as a result of any boundary changes
Details of how the practice will advertise and implement transport for frail
elderly and vulnerable patients and a commitment to evaluate uptake
throughout the initial period of operation
Details of how the Probity Committee will retain oversight of the
implementation process.
A detailed response was provided to the Overview and Scrutiny Committee on the
10th July 2018, a copy of which is included as appendix A.
Communication
Following the decision, representatives of the practice and the CCG have met with
local councillors to explain the decision and to discuss arrangements for
communicating the closure decision to the public. There was support from local
elected members to support the practice with this communications.

To support the branch closure the CCGs Communications team have in conjunction
with the practice developed a communications plan which includes
•
•
•
•
•
•

Writing to all households where there are registered patients
A public information session hosted by the local councillors
Posters and leaflets alerting people to the closure and advertising the
transport service
Social media
Frequently asked questions guide for staff
Promotion of the transport service to all patients.

A copy of this communications plan is included as Appendix B.
Next Steps and Assurance Process
A branch closure date of Friday 14 September 2018 has been agreed between the
CCG and the Practice to allow sufficient time to communicate with patients. In
addition, the Probity Committee will receive regular updates in relation to the branch
closure and progress report.
An outline plan for the oversight by Probity Committee is below;
Probity Committee Meeting
14 August 2018

25 September 2018

27 November 2018

22 January 2018

26 March 2018

Committee to review and agree branch closure
mobilisation plan and sign-off communications
plan.
Formally agree a closure date Friday 14
September 2018.
Receive an update in relation to the
mobilisation plan and communications
completed.

th

Review of access arrangements in place to
date and review future developments.
Review of access arrangements and waiting
times for appointments.
Report on the uptake of transport
arrangements.
Review of access arrangements and waiting
times for appointments.
Report on the uptake of transport
arrangements.
Receive assurance the access arrangements
are in line with contractual requirements.
Receive an evaluation of the transport service.

Recommendations
It is recommended that Probity Committee;

•
•
•

Approve the communications plan for the branch closure
Approves the timetable and contents of Probity Committee oversight of the
branch closure
Acknowledges the feedback from the Overview and Scrutiny Committee and
the response provided by the CCG

Appendix A – Response to Overview and Scrutiny Committee
Briefing paper on arrangements to support the branch closure of Wrenthorpe
Health Centre
Representatives of NHS Wakefield CCG attended the Adult Services, Public Health
and the NHS Overview and Scrutiny Committee (OSC) on 28 June 2018 to discuss
the planned closure by Dr Putman and Partners (Outwood Park Medical Centre) of
the branch surgery at Wrenthorpe Health Centre. The CCG was asked to attend a
further meeting to provide additional assurance. The resolution and the areas where
additional assurance was required are detailed in italics below. The CCG’s response
is provided for each area.
“The Committee were asked to decide whether or not sufficient assurance had been
provided by the CCG to support the decision to close the branch surgery at
Wrenthorpe.
On the basis of the information presented and further discussion and questions at
the meeting, the Committee requested additional assurance that the decision to
close Wrenthorpe branch surgery is in the best interests of the local population.
Resolved
That the CCG, in conjunction with the practice, is asked to provide additional
assurance, together with supporting evidence, to support the Probity Committee’s
decision to close Wrenthorpe Branch Surgery, specifically:
a)

b)
c)
d)

e)

Access and capacity – supporting evidence in relation to the proposed
additional face-to-face GP appointments – including the number of GPs
available on any given day
Triage – additional information and reassurance regarding the streamlining
of telephone calls to improve access to appointments
Practice Boundary – written assurance that no patient will be removed from
the practice list as a result of any boundary changes
Details of how the practice will advertise and implement transport for frail
elderly and vulnerable patients and a commitment to evaluate uptake
throughout the initial period of operation.
Details of how the Probity Committee will retain oversight of the
implementation process.

In order to avoid undue delay and uncertainty regarding the proposals, this further
assurance and supporting evidence is presented to the July meeting of the OSC”.
a) Access and capacity – supporting evidence in relation to the proposed
additional face-to-face GP appointments – including the number of GPs
available on any given day
When Wrenthorpe surgery closes, the doctor and receptionist who work there will be
based at Outwood Park Medical Centre. Currently there is 1 GP clinic a week at

Wrenthorpe offering 16 routine (non-urgent) appointments and these 16 GP
appointments will move from Wrenthorpe to Outwood Park Medical Centre.
Outwood Park Medical Centre recruited an additional receptionist who started on 4
April 2018 increasing the number of receptionists permanently based at Outwood
Park Medical Centre to four. Working as a team of four will enable quicker call
handling for patients and more responsive access for patients.
A salaried GP, who had been on maternity leave for 12 months returned to Outwood
Park Medical Centre at the end of May. A GP was recruited to cover this maternity
leave but is continuing to work at the practice. This GP works six sessions a week (3
full days) which has further increased GP capacity (90 appointments).
The practice has employed a Clinical Pharmacist who starts on 7 August and a
senior pharmacy technician who started with the practice on 4 June 2018. The
Clinical Pharmacist will see patients for medication reviews and the senior technician
will handle medication queries which would have otherwise used a GP appointment.
This will increase GP appointments by 44 per week.
Outwood Park Medical Centre have employed a full time Advanced Nurse
Practitioner (ANP) who will start at the practice in September (exact date to be
agreed as working notice currently) and are currently advertising on NHS jobs for a
second ANP. They will triage patients calling the surgery, run their own clinics and
carry out home visits for those patients who would otherwise have seen a GP
increasing the number of GP appointments available by 60 each week.
The total number of additional appointments as a result of these changes is 194 per
week.
On Monday, Wednesday, Thursday and Friday there are seven GPs working and
eight GPs on a Tuesday.
The practice has provided the CCG with evidence of recruitment to these posts
which has been verified.
b) Triage – additional information and reassurance regarding the streamlining
of telephone calls to improve access to appointments
Triage is a term used for the clinical assessment of a patient to determine the next
steps of their care. In GP practices, patients with urgent medical problems are
triaged to determine which clinician is most appropriate to deliver the patient’s care
in the most effective way possible.
Currently at Outwood Park Medical Centre, GPs undertake triage but in many
practices this is delivered by Advanced Nurse Practitioners (ANP) who have
additional training and skills to diagnose and treat patients. ANP’s can treat illnesses
and conditions such as infections and minor health complaints.

As indicated above, recruiting two ANPs will release 60 GP appointments improving
access to services.
c) Practice Boundary – written assurance that no patient will be removed
from the practice list as a result of any boundary changes
Outwood Park Medical Centre has not proposed to change its current practice
boundary through this branch closure application therefore no approval to a
boundary change has been agreed by the Probity Committee.
The CCG provides written assurance to the Overview and Scrutiny Committee that in
the future event that the practice applied and was granted a boundary change,
patients who subsequently fall outside of the new agreed area would not be removed
from the practice.
However, the practice may subsequently remove a patient if they move to an
address outside of the practices area or for other legitimate reasons such as an act
violence or aggression against a member of staff or a breakdown in patient/practice
relationship.
d) Details of how the practice will advertise and implement transport for frail
elderly and vulnerable patients and a commitment to evaluate uptake
throughout the initial period of operation.
A comprehensive communications plan has been developed and is appended to this
report. This will include a letter to all households with registered patients about the
branch closure, which will include information about the transport service. There will
also be posters and leaflets distributed locally and in the surgery.
The practice has committed to undertaking an evaluation of the transportation
service that will be presented to the Probity Committee in November 2018 and
March 2019. This final evaluation will include but not limited to;
The number of patients who;
•

have requested a home visit in the period

•

have been offered transport services

•

who received the transport services

•

A demographic breakdown of those patients who use the transport service

•

Feedback from patients who have used this service

•

An assessment of how patients would have travelled to the practice if the
transport service was not in place.

In November, the Probity Committee will receive an interim report on the transport
service to ensure that benefits are realised and may advise the practice of further
amendments to ensure positive uptake.
e) Details of how the Probity Committee will retain oversight of the
implementation process.
The Probity Committee will oversee the mobilisation and implementation of the
branch closure which will include progress against plan and ensure that all
necessary steps are completed. The following sets out the timetable for reporting to
the Probity Committee.

Probity Committee Meeting
14 August 2018

25 September 2018

27 November 2018

22 January 2018

26 March 2018

Committee to review and agree branch
closure mobilisation plan and sign-off
communications plan.
Formally agree a closure date of Friday
14th September 2018.
Receive an update in relation to the
mobilisation plan and communications
completed.
Review of access arrangements in place to
date and review future developments.
Review of access arrangements and
waiting times for appointments.
Report on the uptake of transport
arrangements.
Review of access arrangements and
waiting times for appointments.
Report on the uptake of transport
arrangements.
Receive assurance the access
arrangements are in line with contractual
requirements.
Receive an evaluation of the transport
service.

In addition, CCG Officers will work closely with the practice to ensure that the
benefits outlined from this branch closure are realised and that the arrangements
described are implemented.

Appendix B – Communications Plan
Communications Plan
Wrenthorpe Branch Closure
Aim:

To provide a consistent set of messages over an extended period of time to ensure
people registered with the Outwood Park Medical Centre are aware of the service
offering and feel secure in that offering.
Objectives:
•
•
•
•
•

To communicate the change to residents of Wrenthorpe who are registered
with the practice
To communicate the range of services on offer at Outwood Park Medical
Centre
To communicate the quality of services on offer at Outwood Park Medical
Centre (CQC rating of “Good”)
To assure stakeholders, including local elected members and the OSC of the
arrangements for making the changes
To make all people registered with the practice aware of the transport service
and how to access it.

Key Messages:

•
•

•
•
•
•
•
•

From 14 September 2018, the weekly half day GP surgery (Friday morning) at
Wrenthorpe Health Centre will cease. All appointments will be offered at
Outwood Park Medical Centre instead
Outwood Park Medical centre is a modern, fully equipped medical centre. As
well as being able to see a GP at Outwood Park Medical Centre, there are a
wide range of other clinical services including: heart disease checks, child
health vaccinations, diabetic clinic, asthma reviews, a respiratory clinic,
antenatal care and minor surgery. This means that Outwood Park is able to
provide better, more comprehensive care for people
Extra staff have been employed to make it easier to get through on the
telephone and get an appointment with the right clinician
There will be a free transport service for any registered patient who is
vulnerable and who would otherwise be unable to get to Outwood Park
Medical Centre for their appointment
Outwood Park Medical Centre has enough space to accommodate patients
from both Wrenthorpe and Outwood even with the new housing development
in the area
People will still be able to collect prescriptions from the pharmacy in
Wrenthorpe. The practice will arrange repeat prescriptions at Wrenthorpe if
people ask for this
Outwood Park Medical Centre has excellent access for disabled people and
ample parking
These changes do not affect any other services at Wrenthorpe Health Centre.

Chair: Dr Phillip Earnshaw

Chief Officer: Jo Webster

Audience:
Registered list of 13,282
Local media: Wakefield Express Series/ Riding FM/ BBC Leeds/ YTV.
Local councillors

Chair: Dr Phillip Earnshaw

Chief Officer: Jo Webster

Action matrix:
Action

Lead

Audience/ Stakeholders

Details/ Content

Costs/
Distribution

Medium

Outcome

Time

Letter to all
households
with
registered
patients

Practice

All registered patients

Detailing the change.
Accompanying leaflet promoting
services

Postage
costs tbc

Letter

Patients informed of
change and
transport service

1 week of August

Draft enclosed

Leaflet
design

CCG/
Practice

Information to
patients affected

To be distributed by
st
the practice from 1
week of August with
the letter

Draft text
enclosed

Draft enclosed

Copy to Elected
Members

Patients and families

Web content

Status

st

Design time
for leaflet
Promotion of the services available
at Outwood Park Medical Centre.

Design time
& print costs

CC to Elected Members

Issued to
patients with the
letter.
Distribution face
to face by
practice staff at
Outwood

Distributed in Wrenthorpe/ Outwood
area. Target: branch surgery/
schools/ business/ shops/
pharmacy/ dentist/homes.

Proactive
media
release

CCG

All

Closure date/ implications/ services/
mitigations

None

Print and
broadcast

Inform people of
changes

30 July to ensure
publication that week

Poster

CCG/
Practice

Patients and families/
community

Promotional poster (or enlarged
leaflet) for vacant branch building
and general promotion

Design time

Poster

Information to
patients

Distribution 1 week
August

Print cost
TBC Poster
for local
shops
businesses,
schools, post
office

distribution by
practice staff

N/A

Email/ text

CC to Elected Members

Email and
phone data
capture

Practice

All

Chair: Dr Phillip Earnshaw

List creation for marketing/
communication use

Chief Officer: Jo Webster

st

Draft enclosed

Pending approval

Information follow
up channels

Ongoing

Practice to update

Action

Lead

Audience/ Stakeholders

Details/ Content

Costs/
Distribution

Medium

Outcome

Time

Status

Patient
information
fact sheet

Practice and
CCG

Staff/patients

Focusing on the change

None

Information
paper

Staff able and
confident to answer
public queries

To be ready by 2nd
week of August

Drafts enclosed

Discussions
needed with the
practice

Web content
Patients receive
feedback on how
successful the
changes are

Key
performance
data

Chair: Dr Phillip Earnshaw

Chief Officer: Jo Webster

Ongoing monthly,
data to be displayed
in house/ TV screen

Fact sheet
Method: Over the counter at Outwood Park Medical Centre and Wrenthorpe Branch Surgery
pre the closure date with the leaflet.
Making local services better for all our patients
From 14 September the Friday morning surgery at Wrenthorpe Health Centre will cease. All
appointments will be offered at Outwood Park Medical Centre instead.
Outwood Park is a modern, fully equipped medical centre. As well as being able to see a GP
at Outwood Park Medical Centre, there are a wide range of other clinical services including
heart disease checks, child health vaccinations, diabetic clinic, asthma reviews, a respiratory
clinic, antenatal care and finally minor surgery. This means that the Outwood Park site is
able to provide better, more comprehensive care for our patients. Outwood Park also has
excellent access for people with disabilities and ample parking.
We are aware that some patients who previously chose to have their appointments at
Wrenthorpe Health Centre may find it more difficult to get to Outwood Park. To help
overcome this, we are setting up a dedicated, free patient transport service. This service will
be available on request for frail and vulnerable patients across the Outwood and Wrenthorpe
area, who would otherwise be unable to get to Outwood Park for their appointment. If you
need access to this please call the practice.
We have recently welcomed new members of staff to our clinical team and have taken on
additional reception staff to make it easier for people to get an appointment.
People will still be able to collect prescriptions from the pharmacy at Wrenthorpe and the
practice can arrange for repeat prescriptions to be issued form there without the need to
attend the surgery.
The changes to the branch surgery do not affect any other services provided at Wrenthorpe
Health Centre.
We want all patients who use our services to feel valued and cared for. If you are interested
in learning more about the services at Outwood Park Medical Centre, please contact the
Practice Manager on 01924 822626, or visit www.outwoodpark.gpsurgery.net

Draft proactive statement: To be issued end of July to local media.
Outwood Park Medical Centre offers greater support to local patients
From 14 September the Friday morning surgery at Wrenthorpe Health Centre will cease. All
appointments will be offered at Outwood Park Medical Centre instead.
On average only 15 patients a week have used the service at Wrenthorpe.
The practice asked NHS Wakefield CCG to support the closure because the health centre at
Wrenthorpe does not have good access for people with mobility problems and is unable to
offer the same standard of facilities, equipment or clinical care that can be offered at
Outwood.
By agreeing to close the branch surgery and centralise services to the larger, purpose built
Outwood Park Medical Centre, patients will benefit from more comprehensive care, better
access to same day consultations and a wider range of services.
The practice is setting up a dedicated, free patient transport service for frail and vulnerable
patients across the Wrenthorpe and Outwood area, who would otherwise be unable to get to
their appointment.
The practice has recently recruited additional clinical and reception staff to make it easier for
people to get an appointment.
People will still be able to collect prescriptions from the pharmacy at Wrenthorpe and the
practice will arrange for repeat prescriptions to be issued from there without the need to
attend the surgery.
The changes to the branch surgery do not affect any other services provided at Wrenthorpe
Health Centre.
Dr Phillip Earnshaw, Clinical Chair for NHS Wakefield CCG said;
“The CCG is confident that the changes will ensure a higher quality of care and service
which will benefit the local population”.
Any queries about the closure of the branch surgery should be directed to the Practice
Manager at Outwood Park Medical Centre.
ENDS

Draft Letter (approved by Head of Primary Care and Practice Manager, to be finalised with
the practice partners). To be issued to all practice patients.

Dear Patient,
Outwood Park Medical Centre is committed to delivering the best services to our patients. As
part of our continuing development and service improvement, we have been looking at ways
in which we could provide greater continuity of care to patients and support greater access
to appointments, specifically to patients in the Wrenthorpe area.
To support this, we submitted a proposal to NHS Wakefield Clinical Commissioning Group
(CCG), who commission local healthcare, to close the branch surgery at Wrenthorpe. This
had followed a lot of patient discussions and engagement undertaken by us.
The proposal was based on our findings, that we believe a more comprehensive and safer
service could be offered to all our patients, including residents of Wrenthorpe, by centralising
and expanding services at the Outwood site. The CCG has now agreed to support this
proposal.
From 14 September the Friday morning surgery at Wrenthorpe Health Centre will cease. All
appointments will be offered at Outwood Park Medical Centre instead. All Outwood Park
Medical Centres services and resources will be located at one site, as we closure the branch
surgery at Wrenthorpe.
Outwood Park is a modern, fully equipped medical centre. As well as being able to see a GP
at Outwood Park Medical Centre, there are a wide range of other clinical services including:
heart disease checks, child health vaccinations, diabetic clinic, asthma reviews, a respiratory
clinic, antenatal care and finally minor surgery. This means that the Outwood Park site is
able to provide better, more comprehensive care for our patients. Outwood Park also has
excellent access for people with disabilities and ample parking.
We are aware that some patients who previously chose to have their appointments at
Wrenthorpe Health Centre may find it more difficult to get to Outwood Park. The closure of
the Wrenthorpe branch may in a few cases cause some transport issues to patients. To
support those who have a transport issue, we are setting up a dedicated, bespoke free
patient transport service. This service will be available on request for (specifically for frail and
vulnerable patients across the Outwood and Wrenthorpe area), who would otherwise be
unable to get to Outwood Park for their appointment. If you need access to this please call
the practice.
We have recently welcomed new members of staff to our clinical team and have taken on
additional reception staff to make it easier for people to get an appointment.
People will still be able to collect prescriptions from the pharmacy at Wrenthorpe and the
practice can arrange for repeat prescriptions to be issued form there without the need to
attend the surgery.

The changes to the branch surgery do not affect any other services provided at Wrenthorpe
Health Centre. We want all patients to feel valued and cared for, and to make the best use of
the services we have on offer. To support this, you will find enclosed with this letter a leaflet
detailing the many services we can deliver.
If you are interested in learning more about the services at Outwood Park Medical Centre,
please contact the Practice Manager on 01924 822626, or visit
www.outwoodpark.gpsurgery.net
Kind Regards

Leaflet: A4

Draft Promotional Poster: A3 print out
To be placed in the Wrenthorpe building in preparation for closure.

Evaluation:
Complaints and compliments
Patient Reference Group (PRG) feedback
Performance metrics from the practice.

Title of
meeting:

Probity Committee

Date of
Meeting:

14 August 2018

Paper Title:

Quality and Outcomes Framework 2017/18

Purpose (this
paper is for):

Decision

Discussion

Agenda
Item:

Assurance

13

Public/Private Section:

Public
Private
N/A


Information



Report Author and Job Chris Skelton, Head of Primary Care Co-Commissioning
Title:
Responsible Clinical
Dr Greg Connor, Executive Clinical Lead
Lead:
Responsible
Mel Brown, Director of Integrated Care
Governing Board
Executive Lead:
Recommendation (s):
It is recommended that Probity Committee;
•
•

Notes the Wakefield GP practice performance against the Quality and Outcomes
Framework for 2017/18
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Executive Summary:
This paper sets out the performance of Wakefield GP practices in regards to the Quality and
Outcomes Framework for 2017/18. The average performance of practices under this
framework was 96.5%. The paper also explains the post verification process undertaken by
NHS England.
Additionally, the paper explains that a national review of the Quality and Outcomes framework
is currently underway and sets out the vision for the future.
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NHS WAKEFIELD CCG
PROBITY COMMITTEE
QUALITY AND OUTCOMES FRAMEWORK 2017/18 AND BEYOND
Context and Background
The quality and outcomes framework (QOF) is part of the GP contract for general practices
and was introduced on 1 April 2004. The QOF rewards practices for the provision of 'quality
care' and helps to fund further improvements in the delivery of clinical care.
The Quality and Outcomes Framework is a nationally agreed element of the GP contract and
is optional for practices to participate.
Purpose
The purpose of this report is to provide the Probity Committee with performance information
in relation to the Quality and Outcomes Framework Performance for 2017/18. In addition this
report also sets out the future direction for QOF currently under consultation by NHS
England.
As a delegated CCG the Quality and Outcomes framework is managed jointly between NHS
England and NHS Wakefield CCG. All GP practices in Wakefield participate in this
programme and whilst an incentive scheme it has been in existence for some time and
provides a significant proportion of practice income.
Contractual requirements and Standards
The Quality and Outcomes framework consists of a number of indicators across both clinical
and public health domains. Practices are set standards to achieve which enables them to
achieve a maximum number of 559 points. Each point has a financial value which is
adjusted dependant on the size of the practice and the prevalence of disease. The
standards under this contract are included as Appendix A.
As a CCG our QOF expenditure under this service was £4,797,033.25.
Performance
QOF performance remains broadly consistent over the last few years, this is as a result of
little change to the national requirements of this contract recognising the strain that general
practice is under given the workload and workforce challenges that it faces.
In 2017/18 the average achievement for Wakefield CCG was 96.5% with 6 practices
achieving 100%.
QOF performance data forms a core part of our assurance and assessment of GP practices
which we use to identify practices who may require additional support or where performance
concerns have been identified through other means. In Wakefield, QOF performance is
discuss with those practices with unexplained negative variation. In addition, it also forms
part of the Care Quality Commissions assessment for inspections.
A table of performance by practice is included as Appendix B.

Post Payment Verification and Exception Reporting
NHS England retains responsibility for post payment verification and exception reporting. For
2017/18, intelligence from previous years was used as a basis for this. Practices in the 5%
for exception report for the following domains were asked to provide the reasons why
patients had been exemption reported within this area.
CHD007
OSP005
MH002
RA002
DM018
DEP003

Coronary Heart Disease
Osteoporosis
Mental Health
Rheumatoid Arthritis
Diabetes Mellitus
Depression

Future Direction
NHS England has made a number of commitments to review QOF, both publicly through the
General Practice Forward View, Next Steps on the NHS Forward View, and also as part of
negotiations with the BMA GPC. And so NHS England has conducted a formal review
process, which started in September 2017.
Three overarching objectives for a reformed scheme are that it:
•
•
•

delivers better patient care, particularly by enabling more holistic person-centred care
and incentivising on-going quality improvement;
supports practices to move into a role in which they can optimally impact demand on
the wider system, and so optimise the use of finite NHS resources; and
supports stability and sustainability in general practice, at a time when workload is
high and the profession is reporting high levels of stress and concern.

Following extensive preliminary engagement NHS England have published a report on the
Review of the QOF in July 2018.
In short, the Review proposes five main changes, subject to further engagement and
negotiations:
(i)

(ii)

(iii)

to modify indicators to improve efficacy and impact where there is good evidence
(for example through a more targeted approach to population segments) accounting for up to half the scheme
to update and rebrand exception reporting, to be termed the personalised care
adjustment for all indicators. This would operate at the individual indicator level
rather than the domain level, which would bring it into closer alignment with the
way in which clinical decisions are taken and patient choice is expressed. It
would also improve data quality and reduce scepticism around the use of the
mechanism;
to include a new quality improvement (QI) domain, applying quality improvement
cycles to address around 3 priority areas each year. This would utilise points
freed up through indicator retirement as below;

(iv)

(v)

to undertake moderate retirement of indicators, identified through a transparent
indicator assessment methodology. A case could be made for up to a quarter of
current indicators;
whilst the Review concluded that wide-scale implementation of a network QOF
may be premature, it proposes to run a national trial of a network level QOF, with
a select number of sites. Whilst it is likely to take a number of years to phase in
all of the reforms to QOF described in the report, and to learn from evaluations of
new components (particularly the QI domain and network trial), there was
consensus amongst the advisory groups that this was the likely direction of travel,
and well aligned with current strategic priorities. NHS England and the GPC will
remain mindful of the workload implications and the views of GPs once the report
is public.

Recommendations
It is recommended that Probity Committee;
•
•

Notes the Wakefield GP practice performance against the Quality and Outcomes
Framework for 2017/18
Notes the future direction of the Quality and Outcomes Framework.

Chris Skelton
20 July 2018

Appendix A – Quality and Outcomes Framework Requirements

Appendix B – QOF Performance 2017/18
Service Provider ID
B87001
B87002
B87003
B87004
B87005
B87006
B87007
B87008
B87009
B87011
B87012
B87013
B87015
B87016
B87017
B87018
B87019
B87020
B87021
B87022
B87023
B87025
B87026
B87027
B87028
B87030
B87031
B87032
B87033
B87036
B87039
B87040
B87041
B87042
B87044
B87600
B87602
B87604

Service Provider Name
DR T GAIR & PARTNERS
DR S J DE SILVA & PARTNERS
DR K L NEEDHAM & PARTNERS
DR O'CONNELL P F
DR N A NAYYAR & PARTNERS
DR S P SINGH & PARTNERS
DR DAVENPORT & PARTNERS
DR A P SHEPPARD & PARTNERS
DRS ROBERTS AND WAKEFIELD
DR D B WATSON & PARTNERS
DR S MCALINDON & PARTNERS
DR HR PUTMAN & PARTNERS
DR PERKINS & PARTNERS
DR R G S QUARTLEY
TRINITY MEDICAL CENTRE
DR M J BLACKAMORE
DR D C BRIGHTMAN
DR J L SCHINDLER & PARTNERS
DR S DUTTA & PARTNERS
DR O A IRELEWUYI
DR H R BANCE & PARTNERS
CASTLEFORD MEDICAL
DR KAMAL L R M & PARTNERS
DR DR FYFE & PARTNERS
DR C J HALL & PARTNERS
DR P EARNSHAW & PARTNERS
DR M J LANGTON & PARTNERS
DR SHUTKEVER M P
newlands
DR D P DIGGLE
DR D W BROWN & PARTNERS
DR G COLE & PARTNERS
PARK VIEW SURGERY
DR GODRIDGE AC & PARTNERS
DR S L D BARNSLEY
DR DEWHIRST P
DR G ARUNA PRASAD
DR E A OKINE

List Size
8,187
11,525
9,582
9,821
11,185
10,001
12,130
14,096
6,308
13,146
9,088
13,210
8,805
22,301
23,262
10,438
7,550
12,949
12,443
7,384
15,222
5,874
14,920
12,739
10,383
11,166
12,789
7,158
3,816
4,163
14,558
7,974
2,750
5,158
2,761
2,353
2,375
2,647

Clinical Points
424
431
435
430
429
435
435
410
410
421
417
428
407
431
433
422
390
427
369
423
435
432
427
423
431
416
435
431
434
435
435
435
420
398
429
423
337
343
419

Public Health
123
123
124
113
124
123
124
122
113
123
124
119
121
124
124
122
124
124
123
121
124
121
116
120
124
123
123
124
120
124
124
124
111
122
124
123
97
99
121

Total Points
547
554
559
543
553
558
559
532
523
544
541
547
529
555
557
545
514
551
491
544
559
554
543
543
554
539
558
555
554
559
559
559
531
519
553
546
434
442
540

% Achievement
97.9%
99.1%
100.0%
97.1%
98.9%
99.8%
100.0%
95.1%
93.6%
97.3%
96.7%
97.9%
94.6%
99.3%
99.6%
97.5%
92.0%
98.5%
87.9%
97.3%
100.0%
99.0%
97.1%
97.1%
99.2%
96.4%
99.9%
99.3%
99.1%
100.0%
100.0%
100.0%
95.0%
92.9%
98.9%
97.7%
77.7%
79.1%
96.5%

Exception Rate
5.27%
4.00%
8.51%
7.89%
8.47%
4.72%
4.20%
4.52%
5.57%
5.89%
6.65%
8.24%
6.22%
8.07%
8.58%
6.76%
5.04%
5.60%
6.44%
3.77%
6.75%
5.04%
7.64%
3.02%
6.17%
7.96%
8.31%
7.42%
4.51%
8.24%
7.10%
7.42%
9.03%
6.50%
5.18%
10.01%
3.10%
4.27%
6.37%

SUMMARY OF CHANGES TO QOF 2017/18 - ENGLAND
KEY
No change
Retired/replaced
Wording and/or timeframe change
Point or threshold change
Indicator ID change

16/17
QOF ID

17/18
QOF ID

NICE ID Indicator wording

Changes

16/17
Points

16/17
Threshold

17//18
Points

17/18
Threshold

Indicator
wording
timeframe
(months)

Business
Rules
timeframe
(months)

Exception
code
timeframe
(months)

NO CHANGE

5

-

5

-

-

-

-

NO CHANGE

12

40-90

12

40-90

12

12

12 (EXC)
3 (REG/DIAG)

NO CHANGE

12

40-70

12

40-70

6 (currently
treated)

6 (drugs)

12 (EXC)
3 (REG/DIAG)

Changes

16/17 Pts

16/17 TH

17/18 Pts

17/18 TH

Wdg t'frame

BR t'frame

ER t'frame

NO CHANGE

4

-

4

-

-

-

-

NO CHANGE

17

53-93

17

53-93

12

12

12 (EXC)
9 (REG/DIAG)

NO CHANGE

7

56-96

7

56-96

12

12

12 (EXC)
3 (REG/DIAG)

NO CHANGE

7

56-96

7

56-96

1 Aug to 31
Mar

1 Aug to 31 Mar

12 (EXC)
3 (REG/DIAG)

CLINICAL
Atrial Fibrillation (AF)
AF001

AF001

AF006

AF006

AF007

AF007

-

The contractor establishes and maintains a register of patients
with atrial fibrillation

The percentage of patients with atrial fibrillation in whom stroke
risk has been assessed using the CHA2DS2-VASc score risk
NM81 stratification scoring system in the preceding 12 months
(excluding those patients with a previous CHADS2 or
CHA2DS2-VASc score of 2 or more)
In those patients with atrial fibrillation with a record of a
CHA2DS2-VASc score of 2 or more, the percentage of patients
NM82
who are currently treated with anticoagulation drug therapy

Secondary prevention of coronary heart disease (CHD)
CHD001

CHD001

CHD002

CHD002

CHD005

CHD005

CHD007

CHD007

The contractor establishes and maintains a register of patients
with coronary heart disease
The percentage of patients with coronary heart disease in
NM86 whom the last blood pressure reading (measured in the
preceding 12 months) is 150/90 mmHg or less
The percentage of patients with coronary heart disease with a
record in the preceding 12 months that aspirin, an alternative
NM88
anti-platelet therapy, or an anti-coagulant is being taken
The percentage of patients with coronary heart disease who
NM88 have had influenza immunisation in the preceding 1 August to
31 March

Heart failure (HF)
HF001

HF001

HF002

HF002

HF003

HF003

HF004

HF004

The contractor establishes and maintains a register of patients
with heart failure
The percentage of patients with a diagnosis of heart failure
(diagnosed on or after 1 April 2006) which has been confirmed
NM116 by an echocardiogram or by specialist assessment 3 months
before or 12 months after entering on to the register
In those patients with a current diagnosis of heart failure due to
NM89 left ventricular systolic dysfunction, the percentage of patients
who are currently treated with an ACE-I or ARB
In those patients with a current diagnosis of heart failure due to
left ventricular systolic dysfunction who are currently treated
NM90 with an ACE-I or ARB, the percentage of patients who are
additionally currently treated with a beta-blocker licensed for
heart failure

Hypertension (HYP)
HYP001
HYP006

HYP001
HYP006

-

The contractor establishes and maintains a register of patients
with established hypertension

The percentage of patients with hypertension in whom the last
NM91 blood pressure reading (measured in the preceding 12 months)
is 150/90 mmHg or less

Peripheral arterial disease (PAD)
PAD001

PAD001

PAD002

PAD002

PAD004

PAD004

The contractor establishes and maintains a register of patients
NM32 with peripheral arterial disease
The percentage of patients with peripheral arterial disease in
NM34 whom the last blood pressure reading (measured in the
preceding 12 months) is 150/90 mmHg or less
The percentage of patients with peripheral arterial disease with
NM33 a record in the preceding 12 months that aspirin or an
alternative anti-platelet is being taken

Stroke and transient ischaemic attack (STIA)
STIA001

STIA001

-

STIA008

STIA008

NM92

STIA003

STIA003

NM93

STIA007

STIA007

NM94

STIA009

STIA009

NM140

The contractor establishes and maintains a register of patients
with stroke or TIA
The percentage of patients with a stroke or TIA (diagnosed on
or after 1 April 2014) who have a record of a referral for further
investigation between 3 months before or 1 month after the
date of the latest recorded stroke or the first TIA
The percentage of patients with a history of stroke or TIA in
whom the last blood pressure reading (measured in the
preceding 12 months) is 150/90 mmHg or less
The percentage of patients with a stroke shown to be nonhaemorrhagic, or a history of TIA, who have a record in the
preceding 12 months that an anti-platelet agent, or an anticoagulant is being taken
The percentage of patients with stroke or TIA who have had
influenza immunisation in the preceding 1 August to 31 March

Changes

16/17 Pts

16/17 TH

17/18 Pts

17/18 TH

Wdg t'frame

BR t'frame

ER t'frame

NO CHANGE

4

-

4

-

-

-

-

NO CHANGE

6

50-90

6

50-90

From 1 April
2006

From 1 April
2006

12 (EXC)
3 (REG/DIAG)
+12 (ECEXC)

NO CHANGE

10

60-100

10

60-100

6
(currently
treated)

6
(drugs)

12 (EXC)
3 (REG/DIAG)

NO CHANGE

9

40-65

9

40-65

6
(currently
treated)

6
(drugs)

12 (EXC)
3 (REG/DIAG)

Changes

16/17 Pts

16/17 TH

17/18 Pts

17/18 TH

Wdg t'frame

BR t'frame

ER t'frame

NO CHANGE

6

-

6

-

-

-

-

NO CHANGE

20

45-80

20

45-80

12

12

12 (EXC)
9 (REG/DIAG)

Changes

16/17 Pts

16/17 TH

17/18 Pts

17/18 TH

Wdg t'frame

BR t'frame

ER t'frame

NO CHANGE

2

-

2

-

-

-

-

NO CHANGE

2

40-90

2

40-90

12

12

12 (EXC)
9 (REG/DIAG)

NO CHANGE

2

40-90

2

40-90

12
12 (being
taken)

12
12 (drugs)

12 (EXC)
3 (REG/DIAG)

Changes

16/17 Pts

16/17 TH

17/18 Pts

17/18 TH

Wdg t'frame

BR t'frame

ER t'frame

NO CHANGE

2

-

2

-

-

-

-

NO CHANGE

2

45-80

2

45-80

-

From 1 April
2014
+1
(SCAN_DAT)

12 (EXC)
3 (REG/DIAG)

NO CHANGE

5

40-75

5

40-75

12

12

12 (EXC)
9 (REG/DIAG)

NO CHANGE

4

57-97

4

57-97

12 (being
taken)

12 (drugs)

12 (EXC)
3 (REG/DIAG)

NO CHANGE

2

55-95

2

55-95

1 Aug to 31 Mar

1 Aug to 31
Mar

12 (EXC)
3 (REG/DIAG)

Diabetes mellitus (DM)
DM017

DM017

DM002

DM002

DM003

DM003

DM004

DM004

DM006

DM006

DM007

DM007

DM008

DM008

DM009

DM009

DM012

DM012

DM014

DM014

DM018

DM018

The contractor establishes and maintains a register of all
patients aged 17 or over with diabetes mellitus, which specifies
NM41
the type of diabetes where a diagnosis has been confirmed
The percentage of patients with diabetes, on the register, in
NM01 whom the last blood pressure reading (measured in the
preceding 12 months) is 150/90 mmHg or less
The percentage of patients with diabetes, on the register, in
NM02 whom the last blood pressure reading (measured in the
preceding 12 months) is 140/80 mmHg or less
The percentage of patients with diabetes, on the register,
whose last measured total cholesterol (measured within the
preceding 12 months) is 5 mmol/l or less
The percentage of patients with diabetes, on the register, with a
NM95 diagnosis of nephropathy (clinical proteinuria) or microalbuminuria who are currently treated with ACE-I (or ARBs)
The percentage of patients with diabetes, on the register, in
NM14 whom the last IFCC-HbA1c is 59 mmol/mol or less in the
preceding 12 months
The percentage of patients with diabetes, on the register, in
NM96 whom the last IFCC-HbA1c is 64 mmol/mol or less in the
preceding 12 months
The percentage of patients with diabetes, on the register, in
NM97 whom the last IFCC-HbA1c is 75 mmol/mol or less in the
preceding 12 months
The percentage of patients with diabetes, on the register, with a
record of a foot examination and risk classification: 1) low risk
(normal sensation, palpable pulses), 2) increased risk
NM13
(neuropathy or absent pulses), 3) high risk (neuropathy or
absent pulses plus deformity or skin changes in previous ulcer)
or 4) ulcerated foot within the preceding 12 months
The percentage of patients newly diagnosed with diabetes, on
the register, in the preceding 1 April to 31 March who have a
NM27 record of being referred to a structured education programme
within 9 months after entry on to the diabetes register
The percentage of patients with diabetes, on the register, who
NM139 have had influenza immunisation in the preceding 1 August to
31 March

Changes

16/17 Pts

16/17 TH

17/18 Pts

17/18 TH

Wdg t'frame

BR t'frame

ER t'frame

NO CHANGE

6

-

6

-

-

-

-

NO CHANGE

8

53-93

8

53-93

12 (the last)

12

12 (EXC)
9 (REG/DIAG)

NO CHANGE

10

38-78

10

38-78

12 (the last)

12

12 (EXC)
9 (REG/DIAG)

NO CHANGE

6

40-75

6

40-75

12

12

12 (EXC)
9 (REG/DIAG)

NO CHANGE

3

57-97

3

57-97

-

6

12 (EXC)
3 (REG/DIAG)

NO CHANGE

17

35-75

17

35-75

12

12

12 (EXC)
9 (REG/DIAG)

NO CHANGE

8

43-83

8

43-83

12

12

12 (EXC)
9 (REG/DIAG)

NO CHANGE

10

52-92

10

52-92

12

12

12 (EXC)
9 (REG/DIAG)

NO CHANGE

4

50-90

4

50-90

12

12

12 (EXC)
3 (REG/DIAG)

NO CHANGE

11

40-90

11

40-90

1 April to 31
March
9

21
(12+9)

12 (EXC)
3 (REG/DIAG)

NO CHANGE

3

55-95

3

55-95

1 Aug to 31
Mar

1 Aug to 31
Mar

12 (EXC)
3 (REG/DIAG)

Asthma (AST)
AST001

AST001

AST002

AST002

AST003

AST003

AST004

AST004

-

-

The contractor establishes and maintains a register of patients
with asthma, excluding patients with asthma who have been
prescribed no asthma-related drugs in the preceding 12
The percentage of patients aged 8 or over with asthma
(diagnosed on or after 1 April 2006), on the register, with
measures of variability or reversibility recorded between 3
months before or anytime after diagnosis

The percentage of patients with asthma, on the register, who
NM23 have had an asthma review in the preceding 12 months that
includes an assessment of asthma control using the 3 RCP
The percentage of patients with asthma aged 14 or over and
who have not attained the age of 20, on the register, in whom
there is a record of smoking status in the preceding 12 months

Chronic obstructive pulmonary disease (COPD)
COPD001 COPD001

COPD002 COPD002

COPD004 COPD004

NM105

The percentage of patients with COPD with a record of FEV1 in
the preceding 12 months
The percentage of patients with COPD and Medical Research
Council dyspnoea grade ≥3 at any time in the preceding 12
NM63
months, with a record of oxygen saturation value within the
preceding 12 months
The percentage of patients with COPD who have had influenza
NM106 immunisation in the preceding 1 August to 31 March

Dementia (DEM)
DEM001

DEM001

DEM004

DEM004

DEM005

DEM005

Depression (DEP)

16/17 TH

17/18 Pts

17/18 TH

Wdg t'frame

BR t'frame

ER t'frame

NO CHANGE

4

-

4

-

-

-

-

-

The contractor establishes and maintains a register of patients
diagnosed with dementia

The percentage of patients diagnosed with dementia whose
NM107 care plan has been reviewed in a face-to-face review in the
preceding 12 months
The percentage of patients with a new diagnosis of dementia
recorded in the preceding 1 April to 31 March with a record of
Based
FBC, calcium, glucose, renal and liver function, thyroid function
on
tests, serum vitamin B12 and folate levels recorded between
NM09
12 months before or 6 months after entering on to the register

From 1 April
2006
12 (EXC)
3
3 (REG/DIAG)
(ASTSPIR/PEF
R)

NO CHANGE

15

45-80

15

45-80

From 1 April
2006

NO CHANGE

20

45-70

20

45-70

12

12

12 (EXC)
3 (REG/DIAG)

NO CHANGE

6

45-80

6

45-80

12

12

12 (EXC)
3 (REG/DIAG)

Changes

16/17 Pts

16/17 TH

17/18 Pts

17/18 TH

Wdg t'frame

BR t'frame

ER t'frame

3

-

3

-

-

-

-

The contractor establishes and maintains a register of patients
NO CHANGE
with COPD
The percentage of patients with COPD (diagnosed on or after 1
April 2011) in whom the diagnosis has been confirmed by post
NM103 bronchodilator spirometry between 3 months before and 12
NO CHANGE
months after entering on to the register
The percentage of patients with COPD who have had a review,
undertaken by a healthcare professional, including an
NM104 assessment of breathlessness using the Medical Research
Council dyspnoea scale in the preceding 12 months

COPD007 COPD007

16/17 Pts

-

COPD003 COPD003

COPD005 COPD005

Changes

From 1 April
2011
12 (EXC)
COPDSPIR -3
3 (REG/DIAG)
COPDSPIR
+12

5

45-80

5

45-80

From 1 April
2011

NO CHANGE

9

50-90

9

50-90

12

12

12 (EXC)
3 (REG/DIAG)

NO CHANGE

7

40-75

7

40-75

12

12

12 (EXC)
3 (REG/DIAG)

NO CHANGE

5

40-90

5

40-90

12

12

12 (EXC)
3 (REG/DIAG)

NO CHANGE

6

57-97

6

57-97

1 Aug to 31
Mar

1 Aug to 31
Mar

12 (EXC)
3 (REG/DIAG)

Changes

16/17 Pts

16/17 TH

17/18 Pts

17/18 TH

Wdg t'frame

BR t'frame

ER t'frame

NO CHANGE

5

-

5

-

-

-

-

NO CHANGE

39

35-70

39

35-70

12

12

12 (EXC)
3 (REG/DIAG)

18
12 and 6
18 (tests)

12 (EXC)
3 (REG/DIAG)

BR t'frame

ER t'frame

NO CHANGE

6

45-80

6

45-80

1 April to 31
March
12 months
before/6
months after

Changes

16/17 Pts

16/17 TH

17/18 Pts

17/18 TH

Wdg t'frame

DEP003

DEP003

NM50

The percentage of patients aged 18 or over with a new
diagnosis of depression in the preceding 1 April to 31 March,
who have been reviewed not earlier than 10 days after and not
later than 56 days after the date of diagnosis

Mental Health (MH)
MH001

MH001

-

MH002

MH002

NM108

MH003

MH003

NM17

MH007

MH007

NM15

MH008

MH008

NM20

MH009

MH009

MH010

MH010

The contractor establishes and maintains a register of patients
with schizophrenia, bipolar affective disorder and other
psychoses and other patients on lithium therapy
The percentage of patients with schizophrenia, bipolar affective
disorder and other psychoses who have a comprehensive care
plan documented in the record, in the preceding 12 months,
agreed between individuals, their family and/or carers as
appropriate
The percentage of patients with schizophrenia, bipolar affective
disorder and other psychoses who have a record of blood
pressure in the preceding 12 months
The percentage of patients with schizophrenia, bipolar affective
disorder and other psychoses who have a record of alcohol
consumption in the preceding 12 months
The percentage of women aged 25 or over and who have not
attained the age of 65 with schizophrenia, bipolar affective
disorder and other psychoses whose notes record that a
cervical screening test has been performed in the preceding 5
years

The percentage of patients on lithium therapy with a record of
serum creatinine and TSH in the preceding 9 months
The percentage of patients on lithium therapy with a record of
NM22 lithium levels in the therapeutic range in the preceding 4
months
NM21

Cancer (CAN)
CAN001

CAN001

CAN003

CAN003

The contractor establishes and maintains a register of all
cancer patients defined as a ‘register of patients with a
diagnosis of cancer excluding non-melanotic skin cancers
diagnosed on or after 1 April 2003’
The percentage of patients with cancer, diagnosed within the
NM62 preceding 15 months, who have a patient review recorded as
occurring within 6 months of the date of diagnosis

Chronic kidney disease (CKD)
CKD001

CKD005

Based The contractor establishes and maintains a register of patients
on
aged 18 or over with CKD with classification of categories G3a
NM83 to G5 (previously stage 3 to 5)

Epilepsy (EP)
EP001

EP001

-

The contractor establishes and maintains a register of patients
aged 18 or over receiving drug treatment for epilepsy

Learning disability (LD)
LD001

LD003

The contractor establishes and maintains a register of patients
NM73 with learning disabilities

15
DEPRVW + 1012 (EXC)
56 days (from 3 (REG/DIAG)
DEPR)

NO CHANGE

10

45-80

10

45-80

1 April to 31
March
10-56 days

Changes

16/17 Pts

16/17 TH

17/18 Pts

17/18 TH

Wdg t'frame

BR t'frame

ER t'frame

NO CHANGE

4

-

4

-

-

-

-

NO CHANGE

6

40-90

6

40-90

12

12

12 (EXC)
3 (REG/DIAG)

NO CHANGE

4

50-90

4

50-90

12

12

12 (EXC)
3 (REG/DIAG)

NO CHANGE

4

50-90

4

50-90

12

12

12 (EXC)
3 (REG/DIAG)

NO CHANGE

5

45-80

5

45-80

5 years

5 years

5 years
(CYTEXC)
12 (MHEXC)
3 (REG/DIAG)

NO CHANGE

1

50-90

1

50-90

9

6 (LIT_DAT)
9

12 (EXC)
3 (REG/DIAG)

NO CHANGE

2

50-90

2

50-90

4

6 (LIT_DAT)
4

12 (EXC)
9 (REG/DIAG)

Changes

16/17 Pts

16/17 TH

17/18 Pts

17/18 TH

Wdg t'frame

BR t'frame

ER t'frame

NO CHANGE

5

-

5

-

From 1 April
2003

-

-

NO CHANGE

6

50-90

6

50-90

15
6

15
6

12 (EXC)
3 (REG/DIAG)

Changes

16/17 Pts

16/17 TH

17/18 Pts

17/18 TH

Wdg t'frame

BR t'frame

ER t'frame

NO CHANGE

6

-

6

-

-

-

-

Changes

16/17 Pts

16/17 TH

17/18 Pts

17/18 TH

Wdg t'frame

BR t'frame

ER t'frame

NO CHANGE

1

-

1

-

-

-

-

Changes

16/17 Pts

16/17 TH

17/18 Pts

17/18 TH

Wdg t'frame

BR t'frame

ER t'frame

NO CHANGE

4

-

4

-

-

-

-

Osteoporosis: secondary prevention of fragility fractures (OST)

OST004

OST004

OST002

OST002

OST005

OST005

The percentage of patients aged 50 or over and who have not
attained the age of 75, with a fragility fracture on or after 1 April
NM30 2012, in whom osteoporosis is confirmed on DXA scan, who
are currently treated with an appropriate bone-sparing agent
The percentage of patients aged 75 or over with a record of a
fragility fracture on or after 1 April 2014 and a diagnosis of
NM31 osteoporosis, who are currently treated with an appropriate
bone-sparing agent

Rheumatoid arthritis (RA)
RA001
RA002

Changes

16/17 Pts

16/17 TH

17/18 Pts

17/18 TH

Wdg t'frame

BR t'frame

ER t'frame

3

-

3

-

From 1 April
2012

-

-

NO CHANGE

3

30-60

3

30-60

Currently
treated (6)

6 (drugs)

12 (EXC)
3 (REG/DIAG)

NO CHANGE

3

30-60

3

30-60

Currently
treated (6)

6 (drugs)

12 (EXC)
3 (REG/DIAG)

The contractor establishes and maintains a register of patients:
1. Aged 50 or over and who have not attained the age of 75
with a record of a fragility fracture on or after 1 April 2012 and a
NO CHANGE
NM29 diagnosis of osteoporosis confirmed on DXA scan, and
2. Aged 75 or over with a record of a fragility fracture on or after
1 April 2014 and a diagnosis of osteoporosis

Changes

16/17 Pts

16/17 TH

17/18 Pts

17/18 TH

Wdg t'frame

BR t'frame

ER t'frame

RA001

The contractor establishes and maintains a register of patients
NM55 aged 16 or over with rheumatoid arthritis

NO CHANGE

1

-

1

-

-

-

-

RA002

The percentage of patients with rheumatoid arthritis, on the
NM58 register, who have had a face-to-face review in the preceding
12 months

NO CHANGE

5

40-90

5

40-90

12

12

12 (EXC)
3 (REG/DIAG)

Changes

16/17 Pts

16/17 TH

17/18 Pts

17/18 TH

Wdg t'frame

BR t'frame

ER t'frame

NO CHANGE

3

-

3

-

-

-

-

NO CHANGE

3

-

3

-

-

-

-

Changes

16/17 Pts

16/17 TH

17/18 Pts

17/18 TH

Wdg t'frame

BR t'frame

ER t'frame

12
6 (drugs)

12 (EXC)
3 (REG/DIAG)

Palliative care (PC)
PC001

PC001

PC002

PC002

-

The contractor establishes and maintains a register of all
patients in need of palliative care/support irrespective of age

The contractor has regular (at least 3 monthly) multidisciplinary
NM111 case review meetings where all patients on the palliative care
register are discussed

PUBLIC HEALTH DOMAIN
Cardiovascular disease - primary prevention (CVD-PP)

CVDPP001

CVDPP001

In those patients with a new diagnosis of hypertension aged 30
or over and who have not attained the age of 75, recorded
between the preceding 1 April to 31 March (excluding those
NM26 with pre-existing CHD, diabetes, stroke and/or TIA), who have
a recorded CVD risk assessment score (using an assessment
tool agreed with the NHS CB) of ≥20% in the preceding 12
months: the percentage who are currently treated with statins

NO CHANGE

10

40-90

10

40-90

1 April to 31
March
12
Currently
treated (6)

Changes

16/17 Pts

16/17 TH

17/18 Pts

17/18 TH

Wdg t'frame

BR t'frame

ER t'frame

The percentage of patients aged 45 or over who have a record
of blood pressure in the preceding 5 years

NO CHANGE

15

50-90

15

50-90

5 years

5 years

3 (REG)

Changes

16/17 Pts

16/17 TH

17/18 Pts

17/18 TH

Wdg t'frame

BR t'frame

ER t'frame

NO CHANGE

8

-

8

-

12

12

-

Blood pressure (BP)
BP002

BP002

NM61

Obesity (OB)
OB001

OB002

The contractor establishes and maintains a register of patients
NM85 aged 18 years or over with a BMI ≥30 in the preceding 12
months

Smoking (SMOK)

Changes
The percentage of patients with any or any combination of the
following conditions: CHD, PAD, stroke or TIA, hypertension,
SMOK002 SMOK002 NM38 diabetes, COPD, CKD, asthma, schizophrenia, bipolar affective NO CHANGE
disorder or other psychoses whose notes record smoking
status in the preceding 12 months
The contractor supports patients who smoke in stopping
NO CHANGE
SMOK003 SMOK003 NM113 smoking by a strategy which includes providing literature and
offering appropriate therapy

16/17 Pts

16/17 TH

17/18 Pts

17/18 TH

Wdg t'frame

BR t'frame
12
Non-smoker
rules
Ex-smoker
rules

ER t'frame

25

50-90

25

50-90

12

2

-

2

-

-

-

-

12 (EXC)
3 (REG/DIAG)

SMOK004 SMOK004

The percentage of patients aged 15 or over who are recorded
NM40 as current smokers who have a record of an offer of support
and treatment within the preceding 24 months

NO CHANGE

12

40-90

12

40-90

24

24

12 (EXC)
3 (REG)

SMOK005 SMOK005

The percentage of patients with any or any combination of the
following conditions: CHD, PAD, stroke or TIA, hypertension,
diabetes, COPD, CKD, asthma, schizophrenia, bipolar affective
NO CHANGE
NM39
disorder or other psychoses who are recorded as current
smokers who have a record of an offer of support and
treatment within the preceding 12 months

25

56-96

25

56-96

12

12

12 (EXC)
3 (REG/DIAG)

Changes

16/17 Pts

16/17 TH

17/18 Pts

17/18 TH

Wdg t'frame

BR t'frame

ER t'frame

NO CHANGE

7

-

7

-

‐

‐

‐

NO CHANGE

11

45-80

11

45-80

5 years

5 years

5 years
(CYTEXC)
3 (REG)

The contractor has a policy for auditing its cervical screening
service, and performs an audit of inadequate cervical screening
NO CHANGE
tests in relation to individual sample takers at least every 2
years

2

-

2

-

‐

‐

‐

Changes

16/17 Pts

16/17 TH

17/18 Pts

17/18 TH

Wdg t'frame

BR t'frame

ER t'frame

NO CHANGE

4

-

4

-

5 years

Appropriate
interval

‐

NO CHANGE

3

50-90

3

50-90

12
1 month

13
12
+1

12 (EXC)
3 (REG)

Cervical Screening (CS)
CS001

CS001

-

CS002

CS002

-

CS004

CS004

-

The contractor has a protocol that is in line with national
guidance agreed with the NHS CB for the management of
cervical screening, which includes staff training, management
of patient call/recall, exception reporting and the regular
monitoring of inadequate sample rates
The percentage of women aged 25 or over and who have not
attained the age of 65 whose notes record that a cervical
screening test has been performed in the preceding 5 years

Contraception (CON)
CON001

CON001

CON003

CON003

The contractor establishes and maintains a register of women
aged 54 or under who have been prescribed any method of
contraception at least once in the last year, or other clinically
appropriate interval e.g. last 5 years for an IUS
The percentage of women, on the register, prescribed
emergency hormonal contraception one or more times in the
NM115 preceding 12 months by the contractor who have received
information from the contractor about long acting reversible
methods of contraception at the time of or within 1 month of the

