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BOARD MEETING OF THE GOVERNING BODY
TO BE HELD ON TUESDAY, 14 NOVEMBER 2017
HEMSWORTH COMMUNITY CENTRE, WF9 4NE
AT 2.30 PM
AGENDA
PART 1
No.

Agenda Item

1.

Welcome and Chair’s Opening Remarks

2.

Apologies for Absence –

3.

Public Questions and Answers

4.

Declarations of interest

5.

a Minutes of the meeting held on 19 September 2017
b Action sheet from the meeting held on 19 September
2017

6.

Matters arising

7.

MYHT Care Quality Inspection Report - Presentation

David Melia (MYHT)

8.

Strategic development of urgent and emergency care
services for the Wakefield district

Dr Adam Sheppard

9.

Chief Officer Briefing

10.

Written Statement of Action for Children’s Autism, in
response to the outcome of the June 2017 Special
Educational Needs and Disability (SEND) Inspection

Melanie Brown

11.

Better Care Fund 2017/19

Melanie Brown

Lead officer

All present

Jo Webster

Safeguarding
12.

a
b
c

Wakefield and District Safeguarding Adults Board
Annual Report 2016/17
Wakefield and District Safeguarding Children Board
Annual Report 2016/17
CCG Safeguarding Children Annual Report 2016/17
1

Mandy Sheffield/
Bill Hodson/
Edwina Harrison

PDF Page No. 2

d
e

CCG Safeguarding Adults Annual Report 2016/17
The Health of Looked after Children Annual Report
2016/17

13.

NHS Wakefield CCG Committee Terms of Reference

14.

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

15.

Finance Report Month 7 - 2017/18

16.

Receipt of minutes and items for approval
a
b

c

d
e

f

g
h
i

Ruth Unwin
Andrew Pepper/
Mandy Sheffield

Andrew Pepper

Audit Committee
(i) Minutes of meeting held on 27 July 2017
Integrated Governance Committee
(i) Minutes of meeting held on 17 August 2017
(ii) Minutes of meeting held on 21 September 2017
Clinical Cabinet
(i) Minutes of meeting held on 24 August 2017
(ii) Minutes of meeting held on 28 September 2017
Connecting Care Executive
(i) Minutes of meeting held on 14 September 2017
Probity Committee
(i) Minutes of meeting held on 25 July 2017
(ii) Minutes of meeting held on 28 September 2017
West Yorkshire and Harrogate Joint Committee of
CCGs
(i) Minutes of meeting held on 4 July 2017
Joint Strategic Commissioning Board (111/999)
(i) Minutes of meeting held on 8 August 2017
Health and Well Being Board
(i) Minutes of meeting held on 20 July 2017
Decisions of the Chief Officer – verbal update

17.

Any other business

18.

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

19.

Date and time of next Public meeting:
Tuesday, 18 January 2018 at 1.00 pm in the Boardroom,
White Rose House
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Agenda item: 5a

NHS Wakefield Clinical Commissioning Group
GOVERNING BODY
BOARD MEETING
Minutes of the meeting held on 19 September 2017
Hemsworth Community Centre
Melanie Brown

Present:

Programme Commissioning Director
Integrated Care
Lay Member
CCG Chair
Head of Public Health, Wakefield
Council
GP, New Southgate Surgery
GP, Chapelthorpe Medical Centre
Lay Member
Nurse Member
Lay Member, Deputy Chair
GP, Trinity Medical Centre
Secondary Care Consultant
Chief Financial Officer
Chief of Service Delivery and Quality
Assistant Clinical Leader
Chief Operating Officer
Chief Officer

Sandra Cheseldine
Dr Phil Earnshaw
Dr Andrew Furber
Dr Deborah Hallott
Dr Clive Harries
Stephen Hardy
Diane Hampshire
Richard Hindley
Dr Pravin Jayakumar
Dr Hany Lotfallah
Andrew Pepper
Jo Pollard
Dr Adam Sheppard
Pat Keane
Jo Webster
In attendance:

Lorraine Chapman

Head of Contracting and
Performance (item 17/130)
Head of Quality and Engagement
(item 17/124)
Associate Director – Service Delivery
and Quality
Engagement Manager (item 17/124)
Associate Director of Corporate
Affairs
Interim Governance & Board
Secretary

Laura Elliott
Michele Ezro
Dasa Farmer
Ruth Unwin
Gareth Webb

17/118 Welcome and Chair’s Opening Remarks
Dr Earnshaw welcomed members to the meeting.
17/119 Apologies for Absence
Apologies were received from:
Andrew Balchin

Corporate Director, Adults, Health &
Communities – Wakefield Council

17/120 Public Questions and Answers
A question was received from a member of the public in writing. The question
was in relation to DNA (Did Not Attend) letters and Dental Services. The
1

PDF Page No. 4

response to the member of the public will be included as an appendix to the
minutes of this meeting.
17/121 Declarations of Interest
Sandra Cheseldine declared a local interest in the potential closure of the
Wrenthorpe Clinic as she lives in an adjacent village and is aware of the
interest in the outcome from members of the community. Dr Earnshaw
thanked Sandra for the declaration but allowed contribution to the discussion
of this item.
17/122 a. Minutes of the meeting held on 11 July 2017
The minutes of the meeting held on 11 July 2017 were agreed.
A response to a question raised by a member of the public at the meeting
was provided in the appendix to the minutes.
b. Action sheet from the meeting held on 11 July 2017.
All actions were noted as complete.
c. Minutes of the Extraordinary Governing Body meeting in parallel with
NHS North Kirklees CCG – 3 August 2017
The minutes of the meeting held on 3 August 2017 were agreed.
17/123 Matters arising
There were no matters arising.
17/124 Engagement Annual Report 2016/17
Jo Pollard presented the Engagement Annual Report Paper and the ongoing
work of the engagement team with local communities. NHS England has
recognised the work of the CCG on engagement by publishing 2 of the CCGs
case studies in their latest guidance. Internal Audit on reviewing the work of
Engagement and the Annual Report issued a finding of ‘significant
assurance’.
For Governing Body members to hear the benefits of engagement Jo Pollard
introduced Wakefield Patient N who was a member of a Wakefield Learning
Disability and Disabled Group who had agreed to share with the Governing
Body the engagement he had been involved with as part of this group.
Involvement consisted of visiting local supermarkets in the area and seeing
how disability friendly they were; and being able to share with other small
groups like the one Patient N attends. Patient N had attended Quality Control
meetings where he had heard planning discussions and had been able to see
the plans completed.
When asked what message to give to the Governing Body Patient N wanted
to say there is no one perspective of looking at facilities from a single
disability point of view. Patient N enjoyed being able to share with others what
2
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he had learnt. Patient N wanted his group to continue and to continue
sharing.
The Governing Body thanked Patient N
The Governing Body discussed:
 The work of small groups and the connections they have in the local
community especially Patient Engagement Groups (PEGs) and the
support they need to keep motivated;
 How to engage young people and the significant contribution they can
make;
 Promoting self-care and the use of web browsers. Health care
professionals needing to come to terms with their patients researching
their own care and support professionals to have clinical confidence;
and
 The Care Navigation pilot and the need for time for patients to adjust to
the changes to get the full benefit of the pilot.
It was RESOLVED that:
(i) members noted the content of the report; and
(ii) noted that public engagement is considered and undertaken for all
commissioning intentions
17/125 Chief Officer Briefing
Jo Webster presented the Chief Officer Briefing. The Better Care Fund
submission had been submitted and it is hoped that the partnership with the
Local Authority and their data collection will provide assurance as we go
through the final stages. The CCG is increasing the funding available under
the Better Care Funding following changes in plans to pooling resources with
the Local Authority and making better joint decisions. As part of this process
and use of the funding all the providers are required to sign into the
agreement. Jo Webster confirmed that all the GP practices within Wakefield
had signed the agreement.
On 3 August 2017 both Wakefield and North Kirklees Governing Bodies had
a parallel meeting as part of ‘Meeting the Challenge’ and the final
arrangements at Pinderfields. Both Governing Bodies agreed to delegate
authority to their respective CCGs Chief Officers and Chairs (on behalf of
Wakefield CCG the Deputy Chair as the Dr Earnshaw was on annual leave)
to approve the final stage arrangements subject to agreement around any
transport issues. Jo Webster confirmed that negotiations had taken place
with Yorkshire Ambulance Service to agree additional funding to cover the
impact of transfer of patients between sites and it was agreed to cary out a
further quality impact assessment to ensure arrangements put in place are
sustainable for the future.
The Governing Body was informed that the first tranche of services of the
Extended GP Access has been launched which is part of the GP Forward
View. It should provide services from 6:00pm on week days to 10:00pm and
from 9:00am to 3:00pm on a Saturday and Sunday including Bank Holidays,
which will increase capacity during the winter months. This is to be
3
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introduced in a phased approach to identify and manage any issues. A full
phase release is expected by 10 October 2017. The Extended GP Access
has purely been developed by the GP Federation with support from Wakefield
CCG which demonstrates the CCG commitment to GP services in Wakefield.
The CCG had received a formal online petition ‘Stop the closure of local
Wrenthorpe Doctor’s surgery’ with over 400 signatures. Wrenthorpe closure
is being discussed on behalf of the Governing Body at the Probity Committee.
The CCG continues in a System Recovery period as demand grows across
Mid Yorkshire and the need for financial security with limited resources. The
CCG is in a position of working with providers across Mid Yorkshire to
consider how to continue providing high quality services of care equitably to
all with the pressures faced. Finally on behalf of Andrew Pepper the CCG
SIRO, members were asked to be aware that the CCG is running an
Information Governance (IG) Awareness week from the 25 September 2017.
It was RESOLVED that:
(i)

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

17/126 Pontefract Urgent Care progress report
Jo Pollard presented the progress report. There has been extensive
engagement with individuals and local groups by a variety of means to reach
a wide as possible cross section of the community. This provided useful
feedback from over 3000 people regarding how services are being used for
planning going forward.
At the beginning of August 2017 a number of Members of the Governing Body
were part of a Clinical Senate Meeting. External scrutiny had been received
about Pontefract which supported the need for change. A meeting had also
taken place at the Town Hall where concerns were raised not only about
Pontefract but both Pinderfields and Dewsbury hospitals. Further learning
was taken from this meeting and included into the consultation. During the
previous week there had been a meeting with the Overview and Scrutiny
Committee (OSC). There was also a 2nd check point meeting with NHS
England which was due to take place.
An Extraordinary Board meeting has been arranged for the 12 October 2017
to bring the business case and the options for the consultation due to start in
October 2017. At the Overview and Scrutiny Committee delegated authority
had been given to commence with the consultation following the agreement at
the Extraordinary meeting.
To ensure that the appropriate level and timescale for consultation takes
place the Consultation Institute in advising us on the level of consultation
advice on what is appropriate so that there is independent advice and
assurance the Governing Body will see when it comes back for agreement.
Dr Earnshaw reminded the Governing Body that when going out to
consultation this is just one element of the work on the Urgent and
Emergency Care.
4
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It was RESOLVED that:
(i)

members noted the progress report

17/127 Annual Audit Letter 2016/17
Andrew Pepper presented the Annual Audit Letter 2016/17 this was the
important final sign off for the accounting period 2016/17 and the final
summary of the audit of the accounts. Andrew Pepper reported that the
annual accounts were unqualified with no irregularities and with nothing
further to report. Karen Parkin has already met with KPMG our External
Auditors as part of preparing the plan for the next financial year. Sandra
Cheseldine as Chair of the Audit Committee stated that the accounts had
been well scrutinised in the Audit Committee and congratulated the finance
team for all the hard work in what has been a challenging year.
It was RESOLVED that:
(i)

members noted the Annual Audit Letter for 2016/17

17/128 NHS Wakefield CCG Governing Body Assurance Framework (GBAF)
Ruth Unwin, the Associate Director of Corporate Affairs presented the GBAF
paper. In January 2017 the Governing Body received the last GBAF which
aims to provide assurance around the management of the CCG’s Strategic
objectives. As there was a great deal of detail in the report the Executive
Summary provided a brief. It shows the 5 main areas of change with 1 target
having being met and the risk on finance having increased this is due to the
limitation on the ability to control the risk. In October 2017 as part of the
Governing Body development there will be a session with our Internal
Auditors on understanding the GBAF and how as a Governing Body we can
make the most of it.
It was RESOLVED that:
(i)

Members approve the updated 2017/18 Governing Body Assurance
Framework for NHS Wakefield CCG

17/129 NHS Wakefield CCG Risk Register
Ruth Unwin presented the Risk Register. The Executive Summary focussed
on those risks which are rated 16 and above. Where there were risks about
performance and safety the risks are shown twice i.e. 1) waiting targets where
performance is not being met and 2) recording the impact on the quality of
service. As part of a future process in the next round of assessment there is a
need to look at how as the CCG moderates risks to provide consistency of
reporting.
It was RESOLVED that:
(i)

Members noted the Risk Register as of 11 August 2017
5
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17/130 Integrated Quality and Performance Report
Lorraine Chapman Head of Contracting and Performance presented the
highlights of the Integrated Quality and Performance Paper. All reported
figures were for the qualified June 2017 data.
For June 2017 the CCG achieved 8 of the 9 cancer standards. The CCG
failed to achieve the 62 days for first treatment following a consultant decision
to upgrade. Similarly the trust failed one standard for 62 day wait from urgent
GP referral. However performance narrowly missed the target.
The quarterly target showed a more accurate position due to small numbers
of patients for the cancer measures.
Quarter 1 the CCG failed 2 standards:
 31 days for subsequent treatment of surgery. This was due to theatre
capacity issues at Mid Yorkshire; and
 Under performance against 62 days treatment following consultant
decision to upgrade majority being shared pathways for lung cancer.
Mid Yorkshire have a trust wide cancer wait time recovery action plan which is
working to increase capacity available for path ways.
Elective Care 18 weeks
Performance has shown a further improvement for both the CCG and Trust.
Three specialities with the highest number of patients waiting over 18 weeks
are general surgery, thoracic medicine and ophthalmology. However
consistent progress is being made to both improve performance and reduce
the number of patients waiting.
Further actions and system wide assurance arrangements are in place to aid
recovery including waiting list validation and patient transfers, plus speciality
level plans to minimise demand and capacity imbalances at Mid Yorkshire
Health Trust.
6 weeks
The number of patients waiting over 6 weeks for a diagnostic test at Mid
Yorkshire has halved resulting in a significant improvement to 6 weeks
diagnostic performance. This has led directly to improved performance at
CCG level. The majority of breaches were patients waiting for endoscopy
services. The Trust addressed this by transferring patients who can be
scoped into the community and increasing capacity through additional
resources. In addition a recent demand trend for performance in
echocardiography has been expanded. This is due to a workforce shortage
across the region and the trust has been working with Universities to develop
training opportunities for the technicians required for sustainable recovery.
52 weeks
The Governing Body was made aware that there has been a 52 week breach
which was reported by One Health in May 2017 however this was due to a
system reporting error.
6
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12 hour breaches
The Governing Body should be aware that a 12 hour breach took place in
May 2017 for a patient at Dewsbury Emergency Department awaiting
ambulance transport to Pinderfield. Mid Yorkshire assured the CCG that the
patient was cared for at all times and there was no harm to the patient.
4 hour A&E target
Lorraine Chapman was pleased to report that performance showed a 1%
improvement for the month of June 2017, due to significant improvement in
the timelines of patients admitted from A&E. The A&E care of the frailty units
opened at the Pinderfields and Dewsbury Hospital sites to help prevent
admissions and reduce length of stay. Primary Care Streaming will be
strengthened at both Dewsbury and Pinderfields Emergency Department from
September 2017. Planned improvements at Pinderfields including a 24/7
discharge hub.
Handover & Crew Clear
Validated performance data against the 15 minute handover target showed
signs of further improvement and at the end of June it was the highest it had
been over the last 12 months.
Performance against the 15 minute crew clear target had shown a
performance reduction. Ambulance response times for category 1 calls
experienced a decline in performance for June, which is the first performance
decline for 6 months. YAS is however working towards implementation of the
Ambulance Response Programme, following their involvement in ARP pilots.
This introduces new response times for all patients and for the most urgent
patients YAS will collect mean response time in addition to the 90th Percentile.
Mental Health
Mental Health was the most positive performance domain for the CCG, with
the target mostly showing green in the scorecard. The latest IAPT referral to
treatment data against both the 6 and 18 week targets reported at 100% for
June. June’s performance against the early intervention in psychosis target
also reported above the national target at 90%. Performance against the
dementia diagnosis rate target reported slightly below the 67% target at
66.2%. which was due to a change in the performance measure methodology.
The CCG is working closely with GP practices with the lowest performance
rates to improve performance against the dementia diagnosis measure.
It was RESOLVED that:
(i)

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

7
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17/131 Finance Report Month 5 2017/18
Andrew Pepper provided the month 5 finance update stating that at the start
of the year the CCG had a £562m financial allocation but have to repay £4.5m
then the CCG received a ‘technical’ surplus from the previous year which the
CCG were informed they could not spend. Also a large additional allocation
which included financing the GP extended hours and what was received for
funding the Healthy Futures. Therefore the current allocation stood at £581m
but need to keep into account the £4.5m repayment which is the CCG’s in
year control total.
The report provided a balance year report to date. Some of the mitigation
which was planned had come in year to date and part of future plans in the
CCG forecast position but the risks remain high. This month there was
£18.6m of risk which reduced from last month’s £20.9m. This was because
one of these risks which has now crystallised was part of the tariff premium
costs of Pontefract A&E and its mitigation. Mid Yorkshires over trading which
moved favourably by £1.1m to £8.8m. Risks are still high with 3.5% risk of the
CCGs allocation which is the highest reported risk in West Yorkshire so far.
Current risks include:
 Mid Yorkshire overtrade
 QIP delivery
 Overtrade on non-acute and AQP delivery
Off-setting these risks in mitigations are:
 Co-commissioning
 Right Care Packs
 A number of other mitigations which require prioritisation.
Regionally all CCGs are on plan
Finally the CCG is investigating some of the data as there are areas showing
a decrease in activity without showing a reduction in cost e.g. Out patient.
It was RESOLVED that:
(i)

Members received and noted the contents of the report

17/132 Minutes of Audit Committee
The minutes from the Audit Committee were presented.
It was RESOLVED that:
(i) Members noted the minutes of the Audit Committee meetings held on 25
May 2017
17/133 Minutes of Integrated Governance Committee
The minutes from the Integrated Governance Committee were presented.

8
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It was RESOLVED that:
(i)

Members noted the minutes of the Integrated Governance Committee
meetings held on 15 June and 20 July 2017

17/134 Minutes of Clinical Cabinet
The minutes from Clinical Cabinet were presented.
It was RESOLVED that:
(i)

Members noted the minutes of the Clinical Cabinet meetings held on
22 June and 27 July 2017

17/135 Minutes of Connecting Care Executive
The minutes from Connecting Care Executive were presented.
It was RESOLVED that:
(i)

Members noted the minutes of the Connecting Care Executive meeting
held on 8 June 2017

17/136 Minutes of Probity Committee
The minutes from Probity Committee were presented.
It was RESOLVED that:
(i)

Members noted the minutes of the Probity Committee meeting held on
13 June 2017

17/137 Minutes of Health and Well Being Board
The minutes from Health and Wellbeing Board were presented.
It was RESOLVED that:
(i)

Members noted the minutes of the Health and Well Being Board meeting
held on 1 June 2017

17/138 Decisions of the Chief Officer
There were no decisions of the Chief Officer to report.
17/139 Any other business
There was no other business.
It was RESOLVED that:
(i)

representatives of the press and other members of the public be
excluded from the remainder of this meeting having regard to the
9
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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).

10
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Agenda item : 5b

NHS Wakefield Clinical Commissioning Group
GOVERNING BODY
BOARD MEETING
Action Points from the Meeting held on Tuesday 19 September 2017
Minute
Topic
Action Required
No
17/120 Public Questions Response to question raised by
and Answers
a member of the public

Who
Tony Rider

1

Date for
Completion
November 2017

Progress
Copy of the response
letter attached as
appendix to the action
sheet
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Ref: PE/kaw
Verbal Enquiries: Phillip Earnshaw
Email address: Phillip.earnshaw@wakefieldccg.nhs.uk
Telephone Number: 01924 317640

White Rose House
West Parade
Wakefield
West Yorkshire
WF1 1LT
Tel: 01924 213050

9 November 2017

Dear
Thank you for your questions you provided us with at our September Governing Body
meeting. I am sorry for the delay in responding to you however I hope this letter provides you
with the answers to your questions, and the additional ones which arrived on the
7 November 2017.
I fully understand your concerns about GP and outpatient DNAs (Did Not Attends), as we
need to ensure we use all our resources effectively. The appointment reminder letters help
people to remember to attend their appointments or let the service provider know if they can’t
make it. To support the avoidance of DNAs, Mid Yorkshire Hospitals NHS Trust also
operates an automated telephone reminder system asking people to confirm their
appointments.
If a patient misses an outpatient clinic appointment without notifying the provider, they will
automatically be discharged back to the care of their GP, so the motivation to attend is to
avoid discharge.
In respect to GP DNA’s, many practices issue text message reminders to patients that they
have an appointment, and are encouraged to advertise in their practices the number of
DNA’s and how that affects other patients accessing a GP appointment.
I am sorry to hear that you’ve been disappointed with your recent NHS dentistry experience.
However the CCG does not commission dentistry services, however you can write to NHS
England with your feedback at the below address, or you can call them on 0300 311 22 33.

NHS England
PO Box 16738
Redditch
B97 9PT
Chair: Dr Phillip Earnshaw

Chief Officer: Jo Webster
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Thank you for your comments and thoughts to the issue regarding hospital staff asking
patients for identification and employment status, re identifying those who should be paying
for treatment.
The new legislation does state overseas patients should be charged upfront to reduce the
issue of “Health Tourism”, and patient identification of eligibility should be done through the
“Ordinary Residence Tool”.
You are right in pointing out that it is important not to discriminate any groups in obtaining
eligibility information, as such in areas with high ethnic populations it may be that all patients
requesting care will be asked questions. However I believe the rule of thumb is, it is not
necessary to use this tool for each patient, but only when there are doubts about a patient’s
entitlement to free NHS hospital treatment and when their ordinary residence (OR) status is
not immediately clear.
Through this approach to checking patient’s eligibility for care, NHS staff can devote more
time to treating patients rather than chasing money.
I am grateful for the ongoing support you show to myself and colleagues in the health and
care system, and for your ongoing interest in the NHS.
I hope your health is currently stable and hope to see you soon.
Yours sincerely

Dr Phillip Earnshaw
Clinical Chair

Chair: Dr Phillip Earnshaw

Chief Officer: Jo Webster
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Title of
meeting:

Governing Body

Date of
Meeting:

14 November 2017

Paper Title:

Strategic development of urgent and
emergency care services for the Wakefield
district

Purpose (this
paper is for):

Decision



Agenda
Item:

Discussion

Assurance
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Public/Private Section:

Public
Private
N/A

Information

Report Author and Job Ruth Unwin, Associate Director of Corporate Affairs
Title:
Jo Pollard, Chief of Service Delivery and Quality
Andrew Pepper, Chief Finance Officer
Responsible Clinical
Dr Adam Sheppard, Deputy Clinical Chair
Lead:
Responsible
Jo Webster, Chief Officer
Governing Board
Executive Lead:
Recommendation:
 To consider the advice from the Yorkshire and Humber Clinical Senate and the
feedback received through public engagement.
 To consider the case for change and which potential solution(s) best deliver the
required improvements in quality of care, patient experience and sustainability
 To approve the Business Case and the option(s) to be taken forward
Executive Summary:
Pontefract Hospital is central to the current provision and future plans for health provision for
the Wakefield district. New national guidance provides the opportunity to explore ways in
which the service can be redefined to ensure people have access to safe, high quality services
as close to home as possible and that people with serious and life threatening conditions are
seen quickly by the most appropriate setting by clinicians who are best able to meet their
needs.
The Business Case sets out the case for change for urgent and out of hours care for the
Wakefield district, with a particular focus in provision at Pontefract Hospital, taking into
account:


Work being done across West Yorkshire and Harrogate to develop plans which align to
the national vision for urgent care services to be delivered as a comprehensive network
of primary, community and hospital services planned around the needs of whole
population
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The need to ensure that high quality services are delivered locally wherever possible
and that people know how to access the most appropriate service for their needs



The considerable progress made by NHS Wakefield CCG towards improving urgent
access to primary care services, including same day appointments and extended
opening hours in the evenings and at weekends. There are plans to establish one of the
out of hours’ primary care hubs at Pontefract Hospital, giving people in the east of the
district equitable access to out of hours primary care services



New national guidance published in July 2017 which defines the role of urgent
treatment centres in the overall network of provision for people with unplanned health
needs



The current model of care provided at Pontefract and the types and numbers of patients
treated there



The CCG’s duty to ensure resources are deployed to deliver safe, high quality care for
whole population of the district

The ambition is to make changes that will deliver the following benefits:
•

A stronger and more sustainable urgent care system for the district

•

Alignment to the national vision for urgent and emergency care with a clearly defined
role for urgent care at Pontefract

•

Take away the risk of short notice closure

•

Better use of workforce

•

Effective use of financial resources

•

A strengthened vision for Pontefract Hospital as a whole

Four potential solutions have been considered.





Leave things as they are
Change the name to urgent treatment centre – open from 8am to 10pm daily
Change to the name to urgent treatment centre and keep it open 24/7
Change to urgent treatment centre from 8am to 10pm with a GP based there overnight
who could be accessed via 111 or another triage service

The Business Case provides an assessment of the potential solutions and how each of these
meets the four tests for strategic service change set out by NHS England.
The potential solutions have been tested through a process of public engagement and
independent clinical review and an assessment has been undertaken of how each of the

Page 2 of 7
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potential solutions meets the four tests for strategic service change set out by NHS England.
Based on the clinical and public engagement, the preferred option which is being
recommended to the Governing Body for approval is to retain a 24/7 urgent care service at
Pontefract Hospital and to change the name to Urgent Treatment Centre to make it clear to
the public the range of services offered there so that people can make informed choices.
Urgent treatment centres are designed to work as part of a network of services and to relieve
pressure on other accident and emergency services by offering:


Skilled staff specialising in managing minor injuries and illness



Same day and walk in urgent care services



Clinical tests and treatment, including blood tests and X-ray



Treatment or advice about self-care



Prescriptions and emergency contraception



Arrangements for transferring a seriously ill patient to appropriate services



Access to mental health services



Sign posting to services in the community such as alcohol support and smoking
cessation

The impact of this change would be:


Currently there are consultants and middle grade doctors on site at Pontefract to
support the ED for part of the time during the day. Overnight the service is delivered by
GPs and nurses. If the department becomes an urgent treatment centre, care would be
delivered by GPs and nurses round the clock, which would enable consultant and
middle grade doctors who currently work out of Pontefract for part of the time to be
redirected to work at Pinderfields where the most seriously ill patients are already seen.



The change in terms of the types of patients who could be treated there & patient
experience would be minimal as protocols have been in place since the new hospital
opened in 2011 which mean that seriously ill patients are taken directly to Pinderfields
by ambulance and all patients who require admission for acute care are taken to
Pinderfields.



Because Pontefract is currently described as an Accident and Emergency Department
it is included in the major incident response plan as being able to receive one patient.
As an Urgent Treatment Centre, this requirement would be removed.

The CCG has considered a range of evidence and feedback including:
The views of local people gathered through public engagement make it clear that people
Page 3 of 7
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want to retain 24/7 open access urgent care services for the Pontefract area.
A high proportion of people were confused about the service that is currently offered at
Pontefract (79% of people who responded to the Healthwatch survey said they would go there
with very serious or life threatening conditions) and this is clearly an issue which needs to be
addressed both through redefinition of the service and a comprehensive communications and
engagement campaign to explain how different parts of the network of urgent care services
work together..
National guidance which describes how urgent care services should be organised as a
network serving whole populations and provides a clear definition of the role of Urgent
Treatment Centres. This level of clarity has not [previously been available. When mapped
against it, the service that is currently provided at Pontefract and the type of conditions that
can safely be treated there aligns to the definition and functions of an Urgent Treatment
Centre, albeit with some changes to the staffing model that is currently in place.
Advice from the clinical senate, who were fully supportive of the case for change and
agreed that continuing to provide a 24/7 Type One A&E service at Pontefract was not
sustainable. The Senate concluded that there was a risk of confusion due to terminology
which could lead to people making the wrong choice about where to go and so result in a
delay in them getting the right treatment. The Senate advised that the risk of having to close
the service at short notice due to staff unavailability must be avoided. Members unanimously
supported the redefinition of the service as an urgent treatment centre and confirmed their
view was that there should not be differential services across the 24/7 period.
NHS England has been involved through a series of checkpoint meetings. They have
questioned whether the proposed re-designation constitutes significant change given that the
impact in terms of the type of patients who can be treated at Pontefract is minimal. (NHSE do
not advise on whether consultation is required as this is determined locally with OSC).
The Consultation Institute, an independent company that has been engaged by the CCG to
provide advice and assurance, has similarly advised that the change in designation does not
constitute significant service change, given the type of patients/range of conditions that can be
seen at Pontefract was determined by the changes that took place in 2011/12.
Rationale
The recent guidance on Urgent Treatment Centres sets out clearly the type of conditions that
an urgent treatment centre should be able to manage safely and how an urgent treatment
centre should fit within a network of services. This is in line with what is already provided at
Pontefract and consistent with the way in which urgent care services in the district are already
organised. This is the first time such clear and definitive guidance has been available since the
new model of service at Pontefract was put in place in 2011/12.
NHS legislation gives clinical commissioning groups a duty to involve patients and the public
(by means of providing information, consultation, or in other ways”) in three elements of their
Page 4 of 7

PDF Page No. 20

business functions:
a) Planning commissioning arrangements
b) In the development and consideration of proposals for changes to the range of services
available, or the manner in which services are provided
c) Decisions they make.
Local government legislation gives unitary authorities and upper tier local authorities powers to
scrutinise local health services. That scrutiny process is governed by regulations and
guidance. Those regulations state that NHS bodies must consult local authorities where they
have under consideration proposals for substantial variations to services. ‘Substantial’ has not
been defined.
The requirement for public consultation is a matter for agreement with the local Overview and
Scrutiny Committee. Local authorities have the power to refer the matter to the Secretary of
State for Health for review if:
• The content or time allowed for consultation with the authority has been inadequate
• The NHS body gives inadequate reasons where it has not consulted for reasons of urgency
relating to the safety or welfare of patients or staff
• A proposal would not be in the interests of the health service in its area.
Risks and mitigation
Therefore, the CCG will need to satisfy OSC at its meeting on November 16 that:


the duty to involve patients and the public (by means of providing information,
consultation, or in “other ways”) has been met through the public engagement exercise
already undertaken and further communications & engagement will be undertaken to
promote the UTC at Pontefract and encourage people to make informed choices about
where to go.



the change is in the interests of the local health system for the following reasons
 it enhances clinical safety due to reduced likelihood of very seriously ill patients
self- presenting
 enables patients to make an informed choice because people across the district
would be better informed about the difference in service provided at Pontefract
and Pinderfields: people with conditions such as sprains, fractures or minor
burns across the district would be able to choose Pontefract
 Makes better use of workforce by increasing the availability of senior specialist
doctors to support the rota at Pinderfields, where the most seriously ill people
are already treated
 Aligns to the national vision for urgent and emergency care services and
Page 5 of 7
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supports sustainability of the whole system
 Affordability in a financially challenged system
 Eliminates the risk of overnight closure due to unavailability of doctors
 As no change is not a viable option and is not supported by the Clinical Senate,
retaining Pontefract as a 24/7 Urgent Care Service is considered to be the best
way of securing 24/7 open access urgent care service in the future, for which the
public engagement has clearly indicated overwhelming support.

Link to overarching
principles from the
strategic plan:

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

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










An Integrated Impact Assessment is attached at Appendix x

The paper sets out the feedback received during a public
engagement exercise carried out during summer 2017 and
seeks approval to proceed to formal consultation.
CCG Leadership Team
Mid Yorkshire leadership team
Clinical Cabinet
Mid Yorkshire Hospitals clinicians
LMC
Federation chairs
NHS England
Clinical Senate
Health and Wellbeing Board
Overview and Scrutiny Committee
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Previously presented at
committee / governing
body:

The Governing Body previously approved plans for public
engagement and has received progress reports on the
engagement process. Reports have also been presented on
development of primary and secondary care urgent and open
access services.

Reference document(s) /
enclosures:

Letter from the Yorkshire and Humber Clinical Senate
Healthwatch Engagement Report
Campaign Company Engagement Report
Deliberative event report
Transforming urgent and emergency care services in England
(NHSE: August 2015)
https://www.england.nhs.uk/wp-content/uploads/2015/06/transuec.pdf
National guidance on CCG statutory duties to engage and
involve the public
https://www.england.nhs.uk/wp-content/uploads/2017/05/patientand-public-participation-guidance.pdf

Risk Assessment:

The sustainability of the current model of urgent care is
highlighted on the CCG risk register (Ref: 1013)
The risks associated with ED capacity across the system are
highlighted on the risk register (Ref: 758)

Finance/ resource
implications:

The CCG currently pays a legacy premium to MYHT for the
delivery of 24/7 A&E services at Pontefract.
Options for the future service model would need to be delivered
within the current financial envelope.
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1.0

Executive Summary

The purpose of the Business Case is to set out proposals for the future of urgent care services at
Pontefract Hospital in the context of the overall network of provision of urgent and out of hours care in
the Mid Yorkshire area to enable the Governing Body to consider how the potential options meet the
NHS four tests for strategic service change and determine which, if any, potential solutions should be
taken forward.
1.1

Context

NHS Wakefield Clinical Commissioning Group (CCG) is responsible for commissioning healthcare
services across the Wakefield District. Wakefield residents also have access to NHS community
health services and extended access to primary care provided by 38 GP practices. There are
361,650 people registered with these GP practices. The district population is expected to grow by
6,000 by 2018.
The Mid Yorkshire Hospitals NHS Trust (MYHT) is the main provider of hospital services for the
550,000 people living in Wakefield and North Kirklees. The Trust provides these services from three
hospital sites:




Pinderfields – the main centre for acute and specialist care for Wakefield district and North
Kirklees
Pontefract – predominantly a centre for planned care including short stay surgery, outpatients
and diagnostics.
Dewsbury - following reconfiguration, which was completed in September 2017, is now
predominantly a centre for planned care, including short stay surgery, outpatients and
diagnostics

Services across the Wakefield district were reconfigured in 2010/11 with the opening of two new
hospitals at Pinderfields, in Wakefield, and at Pontefract. All three hospitals currently have 24/7 open
access urgent care services.
Indices of Multiple Deprivation (IMD) (2010) rank Wakefield as the 67th most deprived district in
England (out of 326 districts). 40,459 people in the district are estimated as living in neighbourhoods
in the top 10% most deprived in England. This equates to 12.5% of the district’s population. In 2007
there were 47,032 people in the district living in neighbourhoods in this category (14.6% of
population).
The Wakefield Joint Strategic Needs Assessment (JSNA) states in brief that within the Wakefield
District there are:





Higher than average levels of adult obesity
Higher than the national average rate of smoking-related deaths
Higher rates of alcohol-related harm than the national average
An increasingly ageing population

The ambition of NHS Wakefield CCG is to make the best use of the resources it has at its disposal –
workforce, buildings and money - to deliver safe, high quality and effective care.
4
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In this context, the CCG needs to consider how the network of urgent care services, including primary
care, GP and hospital services work as an integrated network to meet the needs of the population in
a way which is fit for the future. In particular, the focus of this business case is to confirm the role of
urgent care services at Pontefract in the light of guidance published in July 2017, which gives greater
clarity to the role and definition of different parts of the system.
1.2

Strategic Case for Change

This section of the Executive Summary encompasses the clinical, financial and economic case for
change.
The Strategic Case for Change is based on strong clinical evidence that people have better
outcomes if they receive care in the most appropriate setting for their needs. This is underpinned by
national guidance on the provision of urgent care services and is enshrined in the local Urgent and
Emergency Care Strategy.
Pontefract Hospital is central to the current provision and future plans for health care for the
Wakefield district. There is an opportunity to explore ways in which the hospital can offer access to
safe, high quality urgent and planned care as close to home as possible, whilst ensuring that people
with serious and life threatening conditions are seen quickly in the most appropriate setting by
clinicians who are best able to meet their needs.
The CCGs that make up the West Yorkshire and Harrogate STP are working together to develop
plans which align to the national vision for urgent care services to be delivered as a comprehensive
network of primary, community and hospital services planned around the needs of whole populations.
The national vision includes an expectation that urgent treatment centres will form an integral part of
the overall emergency healthcare provision.
When assessed against new guidance published in July 2017, the model of urgent care that is
currently provided at Pontefract is closely aligned to the definition of an urgent treatment centre.
Urgent treatment centres are designed to work as part of a network of services and to relieve
pressure on other accident and emergency services by offering:









Skilled staff specialising in managing minor injuries and illness
Same day and walk in urgent care services
Clinical tests and treatment, including blood tests and X-ray
Treatment or advice about self-care
Prescriptions and emergency contraception
Arrangements for transferring a seriously ill patient to appropriate services
Access to mental health services
Sign posting to services in the community such as alcohol support and smoking cessation
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The diagram below shows how the urgent care services in the Wakefield District match the national
vision.

GP and extended
hours services

Pontefract

Pinderfields
Leeds

The Wakefield district is part of the West Yorkshire Urgent and Emergency Care Vanguard and the
West Yorkshire Accelerator Zone to improve access to urgent care.
The strategic approach to development of urgent and emergency care services for Wakefield district
has been designed in collaboration with general practice and with MYHT.
Proposals for development of same day access and out of hours’ general practice services are well
advanced. Since 2015 all patients registered with Wakefield CCG practices have been able to access
extended hours services. These have been operated at network level and provide Wakefield patients
with better access to healthcare outside hospital.
NHS Wakefield CCG has also committed to develop a consistent model of access to urgent and
routine appointments in general practice on weekday evenings (6pm to 10pm) and on weekends and
bank holidays. The integrated seamless response to providing urgent general practice will be
provided by a number of different organisations, operating initially from two face to face hubs with
access to patient records to ensure continuity of care and safe prescribing.
Pontefract Hospital will become the centre from which the extended hours service is provided for
people living in the east of the Wakefield district, offering access to a local GP out of hours’ service
6
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for the first time. The location of the service for the west of the Wakefield district is currently Trinity
Medical Centre, however this is a temporary arrangement; the future location is yet to be determined.
Developing a consistent approach to general practice out of hours’ services across the district will
enable the options for urgent care to be more clearly described to the public and so ensure people
access services that are most appropriate to their needs.
Consideration of the future role of Pontefract Hospital in the provision of urgent care is set in the
context of these wider changes to the health system, including enhanced access to same day and
out of hours’ general practice.
Figure 1: Proposed Urgent and Emergency Care Access System in Wakefield District

NHS 111/999

Pinderfields

GP Numbers

Pontefract

Primary Care

Community Pharmacy
Seamless General Practice 24/7

IN HOURS
General Practice
(mon-fri working
hours)

EXTENDED ACCESS
General Practice
(evenings and
weekend daytime by
groups of practices
working together

OUT OF HOURS
General Practice
(overnight, weekend
evenings & bank
holidays)

When Pontefract Hospital first opened in 2011, there was a commitment to provide a 24/7 open
access A&E department with patients who needed acute medical admission being transferred to
Pinderfields Hospital, following initial assessment and stabilisation.
The current model of urgent care service at Pontefract Hospital has been in place since September
2012. This service model was created following an 11 month period during which the emergency
department had been subject to a temporary overnight closure (10pm to 8am) on safety grounds
because of workforce challenges. In particular the Trust was unable to recruit enough middle grade
specialist doctors, which was compromising the ability to provide safe medical cover to all three
emergency departments run by the Mid Yorkshire Hospitals NHS Trust.
The current service is run by specialist clinicians with clinical cover provided by the Mid Yorkshire
Hospitals NHS Trust between 8am and 10pm. From 10pm to 8am, clinical cover is provided by a
combination of GPs specialising in emergency medicine and specialist nurses with oversight from the
Mid Yorkshire Hospitals NHS Trust.
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There were approximately 44,000 attendances to Pontefract A&E in 2016/17 compared with 105,218
attendances at Pinderfields. Clinical protocols mean that the vast majority of ambulance patients from
the east of the district with urgent care needs are taken directly to Pinderfields Hospital (or the
nearest suitable ED). As a consequence, more than 98.5% of patients self-present (reach the
hospital via their own transport or public transport) and only a very small number arrive by ambulance
(1.5% of patients attending between 8am and 10pm). 8.7% of patients who attend Pontefract require
admission. There are no facilities to admit acutely ill medical patients to Pontefract. 34% of patients
require no treatment following assessment.
Figure 2: The pattern of attendances across the 24 hour period at Pontefract:

The majority of patients who attend Pontefract ED could be appropriately managed in an urgent
treatment centre. Case mix analysis suggests approximately 10% of current attendances would not
be able to have all of their care needs met in an urgent treatment centre. This is equivalent to the
number of people who currently require transfer to another hospital for admission.
The current night time model (10pm to 8am) was put in place as a temporary solution and is not
considered to be sustainable for a number of reasons:






The clinical cover is reliant on a small number of doctors employed through an agency which
means there is a risk of medical cover not being available at short notice
Cover would have to be provided from the MYHT core medical team if gaps in the rota arise,
which potentially compromises the safety of the Trust’s other two emergency departments
Attendances between 10pm and 8am are very low – on average 14 per day. Analysis of the
case mix shows that of 5226 people who attended between 10pm and 8am in 2016/17, 3042
were minor and 980 were recorded as ‘unknown’. 1180 were limb injuries of minor or
‘unknown’ severity
When the new Pontefract Hospital opened in 2011, it was agreed by commissioners to
compensate the Trust for the additional costs of operating two 24 hour A&E departments in the
district. This was put in place following public consultation in 1999, when the proposal put
forward at the time to create a single emergency department for the whole district was
changed in response to public opposition.

The quality and clinical safety case for change is based on the following principles:



Improved clinical outcomes as a result of patients being directed straight to the place where
there are clinicians and facilities that are best able to meet their needs
Deliver a better patient experience
8
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Deliver an urgent care system that is aligned to national guidelines and recognised best
practice
To make optimum use of workforce and reduce the risks associated with vacancies in middle
grade and consultants in emergency medicine
Ensure optimum deployment of workforce across the urgent care system to best deliver high
quality care to the whole Wakefield district population
Improve recruitment and retention

The case for change has been assessed against a range of critical success factors for change by
clinicians and senior leaders across the Mid Yorkshire system as:










Clinically safe – in line with the Keogh report, all patients should have their urgent care need
delivered as close to home as possible and that with more serious, life- threatening conditions
should be seen by specialists with the best resources as this supports better survival rates and
better longer term outcomes.
Sustainable – the service is sustainable for the foreseeable future, taking into account known
influencing factors (workforce, facilities, demands, funding).
Optimum use of resources: workforce – the service must make the best use of workforce
skills available that provide best quality and outcomes.
Optimum use of resources: estates – the service must make the best use of the available
estates and provide best value.
No increase in cost (live within or better than Payment by Results (PbR) – The service
must be deliverable within the financial envelope available.
Evidence based – the service must offer safe high quality care which follows best practice
guidance.
Appropriate to local need – the service must meet the needs of the local population
Promotes stability of the whole system – the service must contribute to the wider health
system and not detract from the delivery of quality services in other parts of the district or the
Mid Yorkshire footprint.

NHS Wakefield CCG currently spends over £100m on urgent care services, including accident and
emergency, non-elective admissions, out of hours’ primary care, 111 and 999 services. The cost of
providing the service at Pontefract Hospital is £6.4m, which includes a legacy cost which the CCG
agreed to pay prior to the opening of the new hospitals in 2011 to support the provision of 24/7 A&E
services.
The financial case for change is to reduce the overall cost of providing the service, increase value for
money and to make services more financially sustainable, ideally within national tariff.
1.3

Potential solutions

Four potential solutions were considered by the CCG and by the Mid Yorkshire Hospitals NHS Trust.
1: Do nothing. Retain the designation of a Type one A&E. This would be consultant led but not on site
at all times with anaesthetic cover, diagnostic support, protocols in place for YAS transfer and
primary care provision between 10pm and 8am for walk-in patients.
2: Change the designation to Urgent Treatment Centre open from 8am to 10pm daily
9
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3: Change designation to Urgent Treatment Centre open 24/7 with full diagnostic support (consistent
service across the 24 hour period)
4: Change designation to urgent treatment centre with open access from 8am to 10pm and clinicians
based at the hospital between 10pm and 8am to treat patients directed by 111 or an alternative triage
service.
1.4

Feedback from the Yorkshire and Humber Clinical Senate

The Yorkshire and Humber Clinical Senate reviewed the rationale for change and potential solutions
on August 3rd 2017. The Clinical Senate was fully supportive of the case for change and agreed that
continuing to provide a 24/7 Type One A&E service at Pontefract was not sustainable. The Senate
concluded that there was a risk of confusion due to terminology which could lead to people making
the wrong choice about where to go and so result in a delay in them getting the right treatment. The
Senate advised that the risk of having to close the service at short notice due to staff unavailability
must be avoided.
The Senate members unanimously supported the redefinition of the service as an urgent treatment
centre and confirmed their view was that there should not be differential services across the 24/7
period.
The Senate’s process involves independent review by public representatives. This validated their
conclusions.
It was recognised that there was an opportunity to develop Pontefract‘s identity as a centre for
diagnostics, rehabilitation, planned care and urgent treatment that is non-life threatening.
1.5 Summary of public engagement to date
Public engagement to support development of options was carried out from July 17 th to August 31st
2017. The CCG commissioned Healthwatch Wakefield to undertake on line and face to face surveys
and to independently analyse the results.
51 outreach activities were carried out across the district and the survey was promoted online and
through the local media, including local radio advertising. There was also a large scale mail out to all
CCG partners, including GP surgeries, pharmacies, children’s centres, community centres and
libraries. Of the 2,069 individual responses:
•

70% said their first choice for non-life threatening care would be primary care

•

77% said they would choose a same day GP appointment over A&E depending on need

•

25% said they would make a judgement about going to A&E based on whether GP would be
able to provide diagnostics/treatment (e.g.: X-ray/stitches)

•

50% had used Pontefract A&E in the last 2 years (96% by own transport/taxi, 48% because it
was closest, 30% thought it would be quicker)

•

28% had used the service between 10pm and 8am
10
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•

79% thought Pontefract could treat life threatening conditions and 42% were surprised to hear
they would be transferred elsewhere if they had a life threatening condition

•

There was strong support for 24/7 service & criticism of under-utilisation of the hospital

•

The main concerns expressed in comments were distance to travel (particularly if using public
transport), difficulty getting back home at night, pressure on Pinderfields, increased demand
due to population growth

In addition, The Campaign Company was commissioned to carry out a random telephone canvassing
exercise. 1,000 people were interviewed by the Campaign Company. Of the people who responded:


49% said their first choice for urgent, but not life threatening, care would be to contact primary
care services (GP or 111). 17% would call 999 (compared to 6.36% in the Healthwatch
survey)



16% said they would choose first to go to A&E for urgent, but not life threatening care.



88% said they would choose to see a GP on the same day rather than go to A&E. Half of
those saying no to this question felt that their GP practice was not equipped to deal with urgent
situations. Others felt A&E was quicker and/or more accessible.



22% said they had used Pontefract Hospital A&E in the last two years.
-

89% made their own way there, the majority being taken by family member, friend, or taxi.
4% had used public transport.

-

45% went because it was closest to them.

-

40% gave “other” reasons. Which were: advised to go by a health professional; the
situation was felt to be an emergency (that a GP could not handle e.g. fracture); the
situation took place at a weekend or when other services were not open.



16% have used Pontefract A&E between 10pm and 8am.



89% think that Pontefract Hospital A&E is able to treat serious life threatening conditions
(taken from 11% not thinking it could treat these conditions) on site and 36% said they were
surprised to hear that if they presented there with a life threatening condition that they would
be stabilised and sent to Pinderfields Hospital to access specialist staff and equipment.

A Deliberative Event was held on September 12th 2017 where members of the public recruited
through the telephone survey, patient representatives, stakeholders, clinicians and NHS staff
considered the outputs from the engagement exercise and the feedback from the clinical senate to
help refine the options. Participants were invited to rank criteria used in a previous public consultation
exercise:





Better clinical outcomes
Patient experience
Clinical sustainability
Making the best use of available resources
11
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Care provided as close to home as possible
Recruit and retain good quality clinical staff
Safe and appropriate travelling times
Optimising the use of estate

The majority of people agreed improved clinical outcomes were the most important criteria against
which options should be assessed.
1.6 Assessment of the potential solutions against the Four Tests for service change
NHS England describes four tests which any proposal for service change must meet. An assessment
of how each of the potential options meets the four tests is provided below.
Test
Informed by patient
and public
engagement

Supports choice

People’s ability to make safe and appropriate choices about where
to go for urgent care services may be compromised

Supported by
commissioners
Informed by patient
and public
engagement

No change is not considered to be a viable option

12

2
4
/
7

A comprehensive engagement exercise has been carried out

d
e
s
i
g
n
a
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n

Supported by
commissioners
Informed by patient

O
p
e
n

Supports choice

National guidance for UTCs recommends minimum opening times
of 12 hours per day. The Clinical Senate support a change of
designation but favoured a consistent service 24/7.
Redefinition of the service as an urgent treatment centre would
improve people’s ability to choose where to go for urgent care by
clarifying the role of Pontefract within the overall urgent care
system. Local people would have reduced choice as there would
be no open access health service overnight in the east of the
district.
This option (and Option 4) offer optimum value for money.
U
T
C
.

Clinical evidence
base

A comprehensive engagement exercise has been carried out
which attracted in excess of 3,000 individual responses. The
outputs of the engagement have been independently analysed and
subject to deliberation by members of the public. The requirement
for change is accepted and the views of the public will inform the
options to be taken forward. Public consultation would be required
on this option due to the change in the opening hours.

t
o

C Change designation to UTC. Close
h overnight
a
n
g
e

No change

Clinical evidence
base

Assessment
A comprehensive engagement exercise has been carried out
which attracted in excess of 3,000 individual responses. The
outputs of the engagement have been independently analysed and
subject to deliberation by members of the public. The requirement
for change is accepted and the views of the public will inform the
options to be taken forward. Public consultation would not be
required if no change was proposed
The current service does not meet the accepted definition of a
Type One A&E service. The advice of the Clinical Senate is that
the service cannot safely be sustained and that the designation
could lead to people making the wrong choice about where to go
which could lead to delays in their treatment pathway.
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Test
and public
engagement

Change designation to UTC 8am to 10pm with
GP services accessible via triage overnight

Clinical evidence
base
Supports choice

1.7

Supported by
commissioners
Informed by patient
and public
engagement

Assessment
which attracted in excess of 3,000 individual responses. The
outputs of the engagement have been independently analysed and
subject to deliberation by members of the public. The requirement
for change is accepted and the views of the public will be taken
into account in determining the solution to be taken forward.
The Clinical Senate supports a change in designation and favours
a consistent service 24/7
Redefinition of the service as an urgent treatment centre would
improve people’s ability to choose where to go for urgent care by
clarifying the role of Pontefract within the overall urgent care
system. Patient choice would be enhanced in comparison to
Option 2 as there would be an open access urgent care service in
the east of the district.
It is recommended that this is option is supported by the
Commissioners
A comprehensive engagement exercise has been carried out
which attracted in excess of 3,000 individual responses. The
outputs of the engagement have been independently analysed and
subject to deliberation by members of the public. The requirement
for change is accepted and the views of the public will inform the
options to be taken forward. Public consultation would be required
due to the restricted access to the service overnight.

Clinical evidence
base

The Clinical Senate support a change of designation but cautioned
against a service which is different at different times of the day.

Supports choice

Redefinition of the service as an urgent treatment centre would
improve people’s ability to choose where to go for urgent care by
clarifying the role of Pontefract within the overall urgent care
system. Local people would have reduced choice in terms as there
would be no open access health service overnight in the east of
the district.

Supported by
commissioners

This option (and Option 2) offer optimum value for money

Preferred solution

Based on the advice from the Clinical Senate, feedback from the public engagement and the financial
appraisal of the potential solutions, the proposal is to change the designation of the service at
Pontefract to an Urgent Treatment Centre.
Although national guidance says that urgent treatment centres should be open for at least 12 hours a
day, there are good reasons for having an urgent care service in Pontefract that is open 24 hours a
day, seven days a week. For example:


There are no other open access health services in Pontefract overnight
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People may find it particularly difficult to get to Pinderfields from the east of the district at night
if they have a health problem that needs urgent attention but does not need a 999 ambulance,
when there are no public transport or shuttle bus services

It is therefore proposed that the urgent treatment centre should be able to offer services, including full
diagnostic support, 24 hours a day 365 days a year.
This option delivers the benefits in terms of sustainability and clarity of offer whilst ensuring people in
the east of the district continue to have access to urgent care 24/7, which can be accessed on a
‘walk-in’ basis locally through an urgent treatment centre, or via 999 ambulance for serious and life
threatening emergencies.
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2. Strategic Profile
2.1 National Context
Nationally, demand for urgent and emergency care services is rising. We know that when people are
in crisis, it is difficult for them to make rapid decisions so they need to understand how to access the
appropriate service quickly and easily. Urgent and emergency care access therefore needs to be less
complex and more intuitive. In addition, the demographics of our population are changing and we
need to ensure that we plan for this change.
National Guidance1 has provided us with the framework to create new standardised Urgent
Treatment Centres that become part of locally integrated urgent and emergency care services. These
need to be collocated with combined community and primary care facilities that conform to the
required minimum standards. During September 2017, requirements to deliver an Integrated Urgent
Care system were published2; this supersedes any previous guidance as it is now a mandatory
requirement to ensure a consistent, functionally integrated service across the country. This includes
call-handling, clinical assessment and treatment by providing a ‘consult and complete’ model that will
fundamentally change the way patients access health services.
2.2 Local Context
NHS Wakefield Clinical Commissioning Group (CCG) is responsible for commissioning healthcare
services across the Wakefield District, which has a population of 332,000. The number of people
registered with the 38 practices in the district is 361,650. The population served by the Mid Yorkshire
Hospitals NHS Trust, which is the main provider of acute hospital services for the district, is
approximately 550,000, living in Wakefield and North Kirklees. The Mid Yorkshire Hospitals Trust,
consisting of three hospitals:



Pinderfields – the main centre for acute and specialist care for Wakefield and North
Kirklees
Dewsbury – predominantly a centre for elective care, day case and rehabilitation.
Pontefract – predominantly a centre for planned care including short stay surgery,
outpatients and diagnostics.

Wakefield residents also have access to NHS community health services and extended access to
primary care.
In 2010/11, hospital services in the Wakefield district services were reconfigured with the opening of
two new hospitals at Pinderfields in Wakefield, and at Pontefract. All three hospitals currently offer
24/7 open access to urgent care services.
Wakefield and North Kirklees contain pockets of significant deprivation which are amongst the most
deprived areas in the UK. To address this, the ambition of NHS Wakefield CCG is to make the best
use of the resources it has at its disposal - workforce, buildings and money - to deliver safe, effective,
high quality care.
1 NHSE-Urgent Treatment Centres-Principles and Standards July 2017
2 NHSE-Integrated Urgent Care Service Specifications
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Pontefract and Pinderfields Hospitals are both central to the current provision and future plans for
health services for the Wakefield District. There is an opportunity to explore ways in which the sites
can be developed to ensure people have access to safe, high quality services as close to home as
possible, whilst also ensuring that people with serious and life threatening conditions are seen quickly
by the most appropriate clinician to meet their needs.
2.3 Local Resident Population
The resident population of Wakefield District is approximately 332,000, making the district the 18th
largest local authority in England and Wales. The number of patients registered with our 38 GP
practices is 361,650.
As is typical nationally, the Wakefield age profile shows the effect of the baby-boom years of the
1950s and 1960s and greater numbers of women living into old age than men. Overall numbers are
projected to keep rising. Improved life expectancy is also resulting in an increasingly ageing
population in line with the national picture. Implications of this are wide, with an increased demand for
health and wellbeing services, a reduction in working age people, a reduced contribution to the
economy, lower incomes, and increased human resources for care services (paid and unpaid carers).
When compared with many other metropolitan districts, Wakefield’s age profile has smaller than
average proportions of people in the late-teen and early 20s age bands (6% of the population are
aged 20 – 24). This reflects the absence of any sizeable university presence within Wakefield District.
The population of Wakefield is expected to rise by approximately 6,000 people, to 338,000 in 2018.
Compared to other regional Health & Wellbeing Board areas with more urbanised populations, the
growth is quite marginal. Indices of Multiple Deprivation (IMD), 2010 rank Wakefield as the 67th most
deprived district in England (out of 326 districts). 40,459 people in the district are estimated as living
in neighbourhoods in the top 10% most deprived in England. This equates to 12.5% of the district’s
population. In 2007 there were 47,032 people in the district living in neighbourhoods in this category
(14.6% of population).
The Wakefield Joint Strategic Needs Assessment (JSNA) states in brief that within the Wakefield
District:
● 361,650 patients cared for by our 38 GP practices
● Higher than average levels of adult obesity
● Higher than the national average for the rate of smoking-related deaths
● Higher rates of alcohol-related harm than the national average
● Increasingly ageing population
The above are examples of the causes of conditions such as Chronic Obstructive Pulmonary Disease
(COPD), Diabetes and Cardio Vascular Disease (CVD), which account for the vast majority of
accident & emergency attendances mainly at Mid Yorkshire Hospitals.
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2.3.1 The Wakefield Health and Wellbeing Gap
Despite many years of work, Wakefield continues to have significant health issues. The Wakefield
health and social care economy is clear that our plan should focus on a shift towards prevention,
which we aim to achieve through our Wakefield approach. Our Joint Strategic Needs Assessment
www.wakefieldjsna.co.uk reaffirms to us that our Health and Wellbeing Board priorities of early years
(with a focus on childhood obesity, breastfeeding and maternal smoking at delivery), long term
conditions (including diabetes, respiratory and circulatory diseases), mental health (including
dementia and self-harm) and older people (including reducing social isolation) are designed to narrow
the health and wellbeing gap for Wakefield. In addition these priorities will inform the review of the
Wakefield District Outcomes Framework which is owned by public and private sector organisations in
the Wakefield District.
Primary and secondary clinicians recognise that the current configuration of services is neither
clinically, nor financially, sustainable and that improving access to specialist emergency services
should result in improved clinical outcomes.
2.4 Local urgent and emergency care strategies
Linking to national and local context Wakefield CCG is committed to commissioning first class urgent
healthcare that provides the best possible outcomes for the people in the Wakefield District and is
delivered as close to home as possible. We have developed and agreed an urgent and emergency
care strategy which describes how we aim to deliver services in line with the national guidelines and
recommendations and which meets the needs of local people. This strategy supports the delivery of
an integrated network of urgent care services which is in line with the most recent national guidance.
Our approach locally is to use the feedback we have received and national evidence to design an
urgent care system which works best for our local people. When engaging with our population
improving access to urgent care out of hospital has been shown to be important. People have
supported the idea of having a GP or primary care within the accident and emergency departments
and highlighted as we expected that they would like to be seen as soon as possible. Work is in
progress across West Yorkshire and Harrogate to develop plans and implement services that provide
a comprehensive network to meet the urgent and emergency care needs in the area.
We have a vision for urgent and emergency care in the Wakefield District and the strategy to support
this vision has been agreed across the health and social care economy.
The local vision for access to urgent and emergency care was described in the Urgent and
Emergency Care Strategy 2016 - 2021; to provide integrated 24/7 urgent and emergency care
services with easy and faster access offering the highest quality care in the most suitable setting.
Integrated services will provide seamless care, navigating patients through urgent care services, and
directing them to the most suitable services for their needs.
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The diagram below shows the vision for Wakefield:

NHS 111/999

Pinderfields ED/
Primary Care
Streaming
(12hrs)

Walk-in Service
(King Street)
10am-10pm Mon
to Sun

GP Numbers

Primary Care
(In hours)
WPPC
4 hour response
core contract

GP Care
Wakefield
6pm-10pm Mon-Fri & 9am-3pm
Sat/Sun/BH

Pontefract
Urgent Treatment
Centre
planned/walk-in

District GP OOH
10pm-8am
(Pontefract+ model)

Current
Services
Key
Planned
Services

The delivery of an integrated urgent care service will assist patients in navigating services quickly to
access the most appropriate service for their urgent or emergency need. Patients will have access to
three numbers:-

Their own GP’s number
111
999

Patients will also be able to walk into emergency and urgent care services (as they do now with the
accident and emergency departments) when they need specialist care or diagnostics.
Timeline for the service changes shown on the diagram
Action
GP Care Wakefield

Date
05/09/17 –
10/10/17

Primary Care Streaming

01/10/17

Walk in Service

01/10/17

Urgent Treatment Centre at
01/04/18
Pontefract
GP OOH Pontefract Plus model

2018

Brief Summary
Extended hours (6pm-10pm) for GP
routine and same day urgent care
Patients at Pinderfields accident &
emergency streamed to GP or accident &
emergency care
Operational hours 10am-10pm 7 days a
week
Change of designation to UTC 24/7
Option to incorporate additional
community services at Pontefract (tbc)
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Description of the above services:
GP Care Wakefield
GP Care Wakefield is the new scheme which offers the patients of Wakefield District access to
urgent and routine appointments in extended hours, these being 6pm-10pm Monday-Friday and 9am3pm on Saturdays, Sundays and bank holidays. The service will operate from face to face hubs
located in both the east and west of the district ensuring equitable access for all. It is proposed that
Pontefract Hospital will be the base for the service for the east of the district. Access to clinical
appointments will be obtained by patients ringing their own practice number where their call will be
triaged to a hub and answered by an ANP able to offer advice or an appointment with a primary care
clinician as appropriate.
Primary Care Streaming
Patients with minor issues attending Pinderfields accident & emergency will be streamed by a Nurse
and subsequently seen by a GP in a separate area of the department if appropriate.
Walk in Service
The aim of the Walk-In Centre (WIC) is to provide a nurse-led facility for patients requiring same day
urgent care for an acute condition that may be dealt with in a single episode by a suitably trained
clinician. The operational time has changed from 8am-8pm to 10am-10pm, in line with GP Care
Wakefield hours and supporting local accident & emergency departments into the evening. The walkin service for the district is currently located in Wakefield.
Urgent Treatment Centre
Latest national guidance recommends an integrated urgent care network should include access to
Urgent Treatment Centres that are open at least 12 hours a day, GP-led, staffed by GPs, nurses and
other clinicians, with access to simple diagnostics, e.g. urinalysis, ECG and in some cases X-ray. The
service currently provided at Pontefract aligns to the definition of an urgent treatment centre and it is
proposed that this should be more clearly defined in the designation of the unit.
GP Out of Hours Pontefract Plus Model
GP Care Wakefield plus community teams linked to Connecting Care hubs can be based together in
the form of a ‘Health Village’.
2.5 Mid Yorkshire Hospitals accident & emergency services
The Mid Yorkshire health and social care system completed major hospital reconfiguration ‘Meeting
the Challenge’ in September 2017.The programme is led by a partnership of the principal providers
and commissioners of health and social care across the Wakefield and North Kirklees districts. It
comprises of a number of key service changes across community and hospital services aimed at
improving the quality of care provided to the local population and reducing reliance on hospital based
services. Mid Yorkshire Hospitals Trust consists of three hospital sites: Dewsbury District Hospital,
Pinderfields General Hospital, Wakefield, and Pontefract Hospital. All three sites have 24/7
consultant-led accident & emergency departments which are designated as Type 1 Emergency Care.
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This reconfiguration was designed to clarify the role of the three hospitals, with Pinderfields being
developed as the main site for acute and complex care and acute inpatient admissions. Both
Dewsbury and Pontefract Hospitals will continue to play a key role in the delivery of planned and noncomplex care. Whilst most people’s urgent health care needs will continue to be met locally, people
requiring urgent care for serious and life threatening conditions will be taken to Pinderfields. This
drives the need to ensure senior specialist clinical presence is focused at Pinderfields where the most
seriously ill patients will be treated.
The business case for the Meeting the Challenge transformation described six key quality drivers for
change, which remain relevant to transformation of urgent care:
1: There is a need to adopt new models of care and best practice which can deliver better outcomes
for patients and deliver safe, excellent quality services
2: There is a need to improve the health of people across the Mid Yorkshire footprint and ensure
healthcare services are meeting public expectations
3: The population is rising, with a growing proportion of older people. This requires a different
response from health services
4: Hospital is not always the answer – more care can be delivered in community settings than ever
before and patients benefit from care closer to home
5: There are workforce challenges which currently prevent delivery of the best quality care and
optimal patient outcomes
6: There is a need to make the best use of taxpayers’ money.
Type 1 accident & emergency departments are defined as major accident and emergency centres,
are consultant-led, open 24 hours a day, 7 days a week with full resuscitation facilities. They are
designated accommodation for the reception of accident and emergency patients.
Wakefield CCG has commissioning responsibility for Pontefract and Pinderfields and North Kirklees
CCG has commissioning responsibility for Dewsbury.
2.5.1 Care Quality Commission
The Trust was inspected between May and June 2017 and inspection reports published on 3 October
2017. This was an announced inspection as part of the CQC’s comprehensive inspection
programme and to follow up on progress from their previous comprehensive inspection in 2014, a
focused inspection in June 2015, and unannounced inspections in August and September 2015.
The CQC rated Urgent & Emergency Care as ‘Requiring Improvement’ at all 3 sites. Each site has
an individual report containing key findings and recommended actions. The CQC report contained a
number of key findings which included;



The emergency department was failing to meet the majority of national standards relating to
Accident and Emergency performance. However, recent information showed that this was
improving.
‘Access and flow, across the emergency department, medical care and surgical services, and
outpatients remained a significant challenge’.
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The department had nurse staffing shortages. Both qualified and unqualified nursing staff
were frequently being moved to wards to cover absences. This put pressure on remaining
staff and left the department under planned staffing levels.

Summary of Urgent & Emergency Care by hospital site:
Overall

Safe

Effective

Caring

Responsive

Well Led

Pinderfields

Requires
improvement

Requires
improvement

Good

Good

Requires
improvement

Good

Dewsbury

Requires
improvement

Requires
improvement

Good

Good

Requires
improvement

Good

Pontefract

Requires
improvement

Requires
improvement

Requires
improvement

Good

Requires
improvement

Good

2.6 The Pontefract accident & emergency service
Pontefract Hospital is a valued local resource which plays a key role in the current provision and
future plans for health care for the Wakefield district.
When Pontefract Hospital first opened in 2011, there was a commitment to provide a 24/7 open
access accident & emergency department with patients who needed acute medical admission being
transferred to Pinderfields Hospital, following initial assessment and stabilisation.
The current model of urgent care service at Pontefract Hospital has been in place since September
2012. This service model was created following an 11 month period during which the accident &
emergency had been subject to a temporary overnight closure (10pm to 8am) on safety grounds
because of workforce challenges. In particular the Trust was unable to recruit enough middle grade
specialist doctors, which was compromising the ability to provide safe medical cover to all three
accident & emergency departments run by the Mid Yorkshire Hospitals NHS Trust.
The situation with regards to the recruitment of middle grade specialist doctors remains problematic.
Therefore the current 24/7 service is run by specialist clinicians with clinical cover provided by the
Mid Yorkshire Hospitals Trust between 8am and 10pm. From 10pm to 8am, clinical cover is provided
by a combination of GPs specialising in emergency medicine and specialist nurses with oversight
from the Mid Yorkshire Hospitals NHS Trust.
2.6.1 Pontefract Activity
There were 44,105 attendances to Pontefract accident & emergency in 2016/17 compared with
105,218 attendances at Pinderfields. Clinical protocols mean that the vast majority of ambulance
patients from the east of the district with urgent and emergency care needs are taken directly to
Pinderfields Hospital (or the nearest suitable accident & emergency). As a consequence, more than
98.5% of patients self-present at Pontefract (reach the hospital via their own transport or public
transport) and only a very small number arrive by ambulance (1.5% of patients attending between
8am and 10pm). 8.7% of patients who attend Pontefract require admission. There are no facilities to
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admit acutely ill medical patients to Pontefract and patients who require admission are transferred to
Pinderfields.
The pattern of attendances across the 24 hour period at Pontefract shown below:
Table 1
Pontefract
08:00 to 19:59
20:00 to 21:59
22:00 to 23:59
00:00 to 07:59
Total

16/17
Attendances
34824
4055
2146
3080
44105

% of attendance
by period
79%
9%
5%
7%
100%

Case mix analysis suggests 90% of patients attending Pontefract accident & emergency could be
appropriately managed at an Urgent Treatment Centre.
2.6.2 Pontefract Hospital Current Issues and Risks
The current night time model (10pm to 8am) was put in place as a temporary solution and is not
considered to be sustainable for a number of reasons:




The clinical cover is reliant on a small number of doctors employed through an agency which
means there is a risk of medical cover not being available at short notice
Cover would have to be provided from the Mid Yorkshire Hospitals Trust core medical team if
gaps in the rota arise, which potentially compromises the safety of the Trust’s other two
accident & emergency departments
Attendances between 10pm and 8am are very low – on average 14 per day. Analysis of the
case mix shows that of 5226 people who attended between 10pm and 8am in 2016/17, 3042
were minor and 980 were recorded as ‘unknown’. 1180 were limb injuries of minor or
‘unknown’ severity

When the new Pontefract Hospital opened in 2011, it was agreed by commissioners to compensate
the Trust for the additional costs of operating two 24 hour accident & emergency departments in the
district. This was put in place following public consultation in 1999, when the proposal put forward at
the time to create a single accident & emergency for the whole district was changed in response to
public opposition. It is important to consider whether this represents value for taxpayers’ money or
whether this money would be better invested in other services given the financial challenges in the
district.
2.7 The Pinderfields accident & emergency Service
Pinderfields accident & emergency is a Type 1 Emergency Centre, providing access to consultantled, emergency care 24 hours a day, 7 days a week. It is a consultant-led Major Emergency Centre
with accident & emergency consultant on-site 7 days a week. There are middle grade accident &
emergency doctors present 24/7 and Emergency Nurse Practitioner service 7 days a week. It
manages all types of medical emergency conditions, illnesses and injuries of all severities in all age
groups. The department sees and treats a wide variety of unscheduled patients who either ‘walk in’
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or are conveyed by ambulance. The department has a dedicated Paediatric accident & emergency
which is co-located with the Children’s Assessment Unit and is open 12 hours per day.
In line with Meeting the Challenge all three accident & emergency departments (Pontefract,
Pinderfields & Dewsbury) currently have access to a 24/7 Psychiatric Liaison Team, delivered by the
South West Yorkshire Partnership Foundation Trust; this allows rapid assessment of patients
presenting with emergency mental health problems.
The Pinderfields Hospital accident & emergency geographical catchment area is:





All complex emergency care within the Mid Yorkshire Hospitals Trust catchment area.
The Wakefield catchment area (i.e., for whom is the nearest hospital with emergency
facilities).
Patients transferred from Pontefract or Dewsbury District Hospital
Regional Centre for Spinal Injuries and Burns.

In March 2017, The Mid Yorkshire Hospitals NHS Trust accident & emergency performance was
92.6% against the 95% target. (England average was 85.1%). Mid Yorkshire Hospitals Trust ranked
33rd out of 139 reporting organisations.
2.7.1 Pinderfields Activity
In 2016/17 Pinderfields accident & emergency saw a total of 105,218 attendances which is a daily
average of 288 patients. This is an increase from 97,068 attendances in 2012/13 and an increase of
8,150 over 5 years.




13,910 (13.2%) of the attendances required no treatment following assessment and diagnostic
The admission rate for 2016/17 is 30.3% (average 86 patients per day)
Emergency Care performance is 75.2% against a 95% Standard (4 hours).

The pattern of attendances and by method at Pinderfields by method shown below:
Table 2
16/17
08:00 to 19:59
20:00 to 21:59
22:00 to 23:59
00:00 to 07:59
Total

Ambulance
22,977
3,557
3,210
7,846
37,590

Walk In
51,716
6,335
3,630
5,947
67,628

Total
74,693
9,892
6,840
13,793
105,218

% by period
71%
9%
7%
13%
100%

2.7.2 Pinderfields Hospital Current Issues and Risks
To provide adequate care for patients, there is an increasing reliance on locum staff. There is a
national shortage of both medical and nursing staffing in emergency medicine so this situation is
expected to continue.
Despite capital expenditure on estates to facilitate a primary care stream in April 2017, the space for
accident & emergency activity at Pinderfields is limited. It is therefore vital that patient flow through
the accident & emergency is managed as efficiently as possible. Internally within the accident &
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emergency this is delivered through robust streaming. Patients are streamed within the accident &
emergency itself to the Primary Care Stream or Minor Injury Stream or directly to Trust Assessment
Units where appropriate. The A&E at Pinderfields is supported by an ambulatory care unit, a surgical
assessment facility and a dedicated frailty service.
As expected following reconfiguration an increased number of ambulances are attending
Pinderfields. Robust streaming and sustainable staffing solutions to ensure people are seen by the
most appropriate clinician are in place. However, Pinderfields continues to see a significant amount
of people that could be seen in a different setting, for example 25% of people who attended
Pinderfields in 2016/17 were seen and discharged with no treatment.
Pinderfields is the fifth busiest accident & emergency in England; including overnight and the early
hours of the morning with a higher proportion of complex patients than those that present at
Dewsbury and Pontefract.
As demand for Urgent and Emergency Services continues to increase so does the national focus to
ensure that accident & emergency departments treat only the sickest patients. Facilitating this
requires the provision of alternative treatment pathways including access to ambulatory care and
frailty services as well as streaming of patients attending the accident & emergency, where
appropriate, to provide those with less acute complaints access to medical care via a separate but
dedicated group of staff, for example dedicated primary care or minor injury streams within the
accident & emergency.
Crowding, where an accident and emergency department becomes gridlocked, occurs in all accident
and emergency departments from time to time. Crowding is associated with increased mortality3.and
reduces the quality of care that patients receive; the length of stay for non-elective admissions rises,
and the number of serious incidents rise4.
2.8 Conclusion
The strategic case for change is informed by the national context in terms of the most recent
guidance on integrated urgent and emergency care systems and the role of urgent treatment centres
as well as by the local context. An analysis of the health needs of the local population demonstrates
the need for equitable access for patients across the whole system. Linking the local vision to the
national strategy, Wakefield Clinical Commissioning Group are committed to commissioning first
class urgent and emergency care as outlined in the Urgent and Emergency Care Strategy 2016 2021. The review and subsequent redevelopment of urgent care access at Pontefract Hospital is a
key component of this.

3

Royal College of Emergency Medicine (2014): Crowding in Emergency Departments

4

Morris ZS, Boyle A, Beniuk K et al. Emergency Department crowding: towards an agenda for evidence-based intervention.
Emerg Med J 2012; 29(6)
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3. Strategic & Clinical Case for Change
3.1 National and Local Drivers
To improve the quality of urgent and emergency care services for the population of Wakefield, NHS
Wakefield CCG wishes to implement the changes outlined in the urgent and emergency care
strategy. The strategy is in line with national guidelines and recommendations and set in the context
of the local population requirements. It recognises that people need urgent and emergency care
services when they are at their most vulnerable. Therefore it is important that urgent and emergency
care services are available 24/7 with easier and faster access offering the highest quality care in the
most suitable setting.
The national and local context outlined in the previous chapter has highlighted the current position
and issues and risks facing the delivering of accident and emergency services across Pinderfields
and Pontefract sites, which provide these services for the Wakefield population. This case for change
is being presented to demonstrate that there is need to review how these services are being
delivered. There are ways in which services could be improved for the population of Wakefield, and
NHS Wakefield CCG is keen to explore what these may be.
3.1.1 National Drivers
The Keogh report5, describes the impact of an ageing population with increasingly complex needs,
which is leading to ever rising numbers of people needing urgent or emergency care and we know
that many people are struggling to navigate and access a confusing and inconsistent array of urgent
care services provided outside of hospital, so they default to accident and emergency departments.
The Keogh report presents reasons for improving urgent and emergency care services. It describes
the need for patients to be able to easily access urgent and emergency care services. When people
are acutely ill they especially need to be able to navigate and access urgent services swiftly. The
national vision described in the Keogh document is:‘For those people with urgent but non-life threatening needs we must provide highly responsive,
effective and personalised services outside of hospital. These services should deliver care in or as
close to people’s homes as possible, minimising disruption and inconvenience for patients and
their families.
‘Secondly, for those people with more serious or life threatening emergency needs we should
ensure they are treated in centres with the very best expertise and facilities in order to reduce risk
and maximise their chances of survival and a good recovery. If we can get the first part right then
we will relieve pressure on our hospital based emergency services, which will allow us to focus on
delivering the second part of this vision.’
Therefore, in line with the Keogh report, NHS Wakefield CCG is proposing changes to services which
will:


Meet the national guidelines and recommendations relating to urgent and emergency care
access

5 NHS England. (2013) High quality care for all, now and for future generations: Transforming Urgent and Emergency Care Services in England Urgent and Emergency Care Review. End of Phase 1 Report
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Meet the national guidelines and recommendations in relation to having Urgent Treatment
Centres
Ensure seamless care between primary and secondary care services
Ensure those with serious and life threatening emergency needs are treated in specialist
centres which meet their needs, whether they self-present or are taken by ambulance
Ensure those people with urgent, non-life threatening needs are seen in a highly responsive
service outside of hospital and close to the patient’s home

3.1.2 Local Drivers
The information presented in the Section 2 outlines the health needs of the Wakefield population. As
the 18th largest local authority population in England it is essential that the district has urgent and
emergency care services which meet the demand levels of the population. It also highlights that this
population has greater numbers in the higher age bands and urgent and emergency care services
should be therefore designed to recognise this need and be accessible across the district.
When engaging with our population, improving access to urgent care out of hospital has been shown
to be important. People have supported the idea of having a GP or primary care clinician within the
accident and emergency departments and have indicated that they would like to be seen as soon as
possible.
The vision set out in the local NHS Wakefield CCG urgent and emergency care strategy is:“To provide integrated 24/7 urgent and emergency care services with easier and faster
access offering the highest quality care in the most suitable setting by the most suitable
clinician. Integrated services will provide seamless care, navigating patients through
urgent care services, direct to the most suitable services for the individual’s needs.”
To deliver this there is the services provided at each of the two accident & emergency departments in
the district, namely at Pontefract and Pinderfields, needs to be reviewed.
The Pontefract accident and emergency service has experienced challenges with medical cover at a
middle grade specialist doctor level, which in the past has led to overnight closure of the service. The
current over-night service is provided by a small number of doctors which are employed through an
agency, which means there is a risk that medical cover may not be available at short notice.
Therefore NHS Wakefield CCG presents a case for change to Pontefract accident and emergency
service based on the ability to:



Provide a sustainable urgent care service at Pontefract;
Ensure this service is available throughout the year with no gaps in service;
Ensure the service at Pontefract is robust and there is a long term solution to the risks over
lack of medical cover.

The business case proposes to:

Clarify the name and nature of the service so treatment expectations can be managed more
effectively.
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Ensure the public has the right information on where to access urgent and emergency care
services which meet there needs, so they attend the best place for their needs, first time and
maximise their chances of survival and a good recovery.

It is worth noting that Pontefract Hospital currently is classified as a Type 1 A&E department, and due
to this classification it is part of the Trusts’ Major Incident Plan. However, in the event of a major
incident Pontefract Hospital is only able to accept one major case from a scene as they do not have
the back-up facilities such as ICU/Acute medical or surgical beds.
There is a strong clinical consensus among GPs and hospital consultants that current urgent care
services across Mid Yorkshire hospitals are not sustainable in the future. It is essential that the most
highly skilled consultants/clinicians are utilised in the most effective way offering greater continuity of
care and any future out of hours models must reflect this. Clinicians are therefore committed to
collectively developing new models of care and best practice, which will deliver safer, more effective
services and better outcomes for the whole district population.
There are a number of reasons why there is such strong clinical support for change, including
recognition that:







By working together, healthcare partners can ensure that patients are able to navigate the
system and seek the most appropriate level of care to meet their needs. This will ensure that
people with serious and life threatening conditions will have prompt access to specialist
clinicians and those with minor illnesses are managed appropriately in an appropriate care
setting
There is a significant opportunity for improving the health and experiences of people living in
Wakefield District whilst reducing the reliance on hospital based care
The services/specialist clinicians available today will not meet the needs of a growing, ageing
population in the future. By working together to create an integrated urgent care system we will
be better able to provide patient care 24/7 which meets the needs of our population
The number of patients with one or more chronic long-term conditions will continue to
increase, and these patients with more complex needs will require appropriate services which
maximise their outcomes
Many patients present at the accident and emergency department because out of hospital
care options are not clear, accessible or responsive enough. This has led to an inexorable rise
in attendances to local hospitals over the last year (7%).

Therefore NHS Wakefield CCG presents reasons for the case for change to Pontefract accident and
emergency service to be:



To acknowledge and act on the concerns raised by our clinical community
To use the expertise of our clinical community to design and implement services in the district
which meet the needs of our population.

The GP out-of-hours (OOH) service for the east of the district (accessed by calling NHS 111) is
provided by Local Care Direct. The service is delivered from 6:30pm to 8am on a weekday and 24
hours on a weekend and bank holidays. The service is located adjacent to, but separate from, the
current Pontefract accident and emergency department. This is commissioned and contracted by
NHS Wakefield CCG through a wider West Yorkshire Contract led by NHS Greater Huddersfield
CCG. This arrangement results in a fragmented service potentially causing avoidable confusion to
patients and relatives.
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Therefore NHS Wakefield CCG presents reasons for the case for change to Pontefract accident and
emergency service to be to:





Reduce confusion for patients and their relatives
Make access to urgent and emergency services simple
Ensure seamless integration of urgent and emergency across the district
Reduce duplication of service provision.

3.2 Activity
3.2.1 National Activity
In 2016 there was an average of 2,210 more attendances at major accident and emergency
departments across England, every day compared with 2015 equating a 5.5% increase.
An increasing, ageing population who are living with more long-term conditions, an increasing
number of older people in care together with perceived difficulties with primary care access and
confusion over where and how to access urgent care has led to a sustained increase in accident and
emergency department attendances.
Twinned with a constrained medical workforce, perpetuated by the pressures created by the levels of
activity, patients across the country are seeing increased waiting times in accident and emergency
departments: 16.2% of people spent more than 4 hours in major accident & emergency departments.
This has increased from 4.8% five years ago6.
In addition is it estimated that up to 1 in 3 patients who attend accident and emergency departments
could have their need dealt with in General Practice.
By September 2017, local accident and emergency departments are introducing Primary Care
streaming to see and treat patients with urgent primary care needs.
Therefore, Wakefield CCG presents reasons for the case for change to Pontefract accident and
emergency service to be to:







6

Ensure local services can meet the national rising demand for accident and emergency
services;
Design services which meets the needs of the ageing population;
Recognise national issues shortages in medical workforce specialising in accident and
emergency services;
Improve primary care access where patients present, i.e. at the Pontefract department;
Ensure the right clinicians are available to meet the clinical presentations which attend the
Pontefract service;
Integrate services to make seamless care between primary and secondary care services;
Design a service which reduces the need for patients to wait excessively to be seen and
treated and discharged.

C. Baker (2017) Accident and Emergency Statistics: Demand, Performance and Pressure
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3.2.2 Local Activity
3.2.2.1 Attendances
Between 2012/2013 to 2016/2017, attendances at The Mid Yorkshire Hospitals NHS Trust accident
and emergency departments have grown by 7%.
Volumes of activity at Pontefract ED are far fewer than other Mid Yorkshire Hospitals Trust EDs and
make up 18 % (less than 1 in 5) of total attendees. During the period of 10pm to 8am only 4% of all
Mid Yorkshire Hospitals Trust emergency attendances present at Pontefract (9281 per annum).
The number of attendances is shown below:
Table 3
Mid Yorkshire
Attendances
Hospitals Trust Site

% of attendance by site

Dewsbury

93,634

39%

Pinderfields

105,218

43%

Pontefract

44,046

18%

Total

242,898

100%

Therefore NHS Wakefield CCG presents reasons for the case for change to Pontefract accident and
emergency service to be to:



Ensure services are designed to meet the increasing demand;
Ensure the service provision on each site meets the demand which presents there;
Ensure that staffing per site reflects the demands and needs of those presenting at that site.

3.2.2.2. Conversion to admissions
Some people attending accident and emergency departments will need admitting to a hospital bed.
The assumption within the Meeting the Challenge Full Business case was for growth of 3% per
annum to be mitigated by improved community services, admission avoidance and early supported
discharge. With these actions actual growth in admissions was expected to be 1%.
In Pontefract only 8.7% of attendees to the accident and emergency department are admitted to an
inpatient bed, in contrast to 31.2% of those who attend Pinderfields. This indicates that patients
attending Pontefract are, in the majority, less sick than those who present at Pinderfields. The
majority of patients presenting at Pontefract have less life-threatening needs, but do have urgent
needs which must be met to prevent deterioration. Most ambulances already bypass Pontefract
Accident and Emergency Department for the nearest Major Accident and Emergency department or
tertiary centre and no ambulances transporting paediatric patients are directed to Pontefract Accident
and Emergency Department.
Therefore NHS Wakefield CCG presents reasons for the case for change to Pontefract accident and
emergency service to be to:
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Ensure those patients presenting with life-threatening emergency needs are treated in centres
with the very best expertise and facilities in order to reduce risk and maximise their chances of
survival and a good recovery
Ensure that when there is a likelihood that patients may need admitting to a bed, they present
at the right service to ensure they get the level of care required and avoid secondary transfers
which may delay their care needs being me;
Ensure there is a clinically safe service at Pontefract to meet the needs of those that selfpresent with urgent needs.

3.2.2.3. Acuity of attendances
The majority of attendees who present at Pontefract are akin to the acuity of patients that might be
seen at minor injury/ minor illness centre; therefore the service requires a different skill-mix to an
Accident and Emergency Department that receives major illness and major trauma patients.
Following case mix analysis from 2014/15 data, it has been identified that of those that attend, there
is a proportion that are seen and discharged without any treatment and that 8.7% require transfer to
Pinderfields for their acute needs to be met.
The table below shows the number of patients who following assessment did not require treatment:
Table 4
Emergency Department
Site
Dewsbury

No treatment required
28%

Pinderfields

25%

Pontefract

34%

Therefore NHS Wakefield CCG presents reasons for the case for change to Pontefract accident and
emergency service to be to:



Ensure the service model at Pontefract is suitable for the patient group which presents there
Ensure valuable workforce is deployed across the Accident and Emergency Departments to
best deliver high quality care to the population of Wakefield.

3.2.2.4 Performance
At Pinderfields accident and emergency department in 2016/17, 75.2% of attendees were seen,
treated and/or admitted within 4 hours. This is in stark contrast to 94.7% of those people who
attended Pontefract. This is an inequity of services and patient experience that need addressing
through the redesign of services, especially in light of the knowledge that Pinderfields manages the
sickest of patients and the link between long-waits in accident and emergency department, health
outcomes and length of stay.
For these reasons NHS Wakefield CCG presents reasons for the case for change to Pontefract
accident and emergency department service to be to:


Deliver equitable services across the district
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Prevent unnecessary waits for patients presenting at any urgent and emergency care services
in the district.

3.3 Workforce
3.3.1 National issues
Nationally there are fewer clinicians to keep up with demand choosing emergency medicine as a
profession due to nature of the roles. This means that nationally there is a disproportionate reliance
upon locum medical staff. Therefore, Wakefield CCG presents a reason for the case for change to
Pontefract accident and emergency service to be to:


Recognise national issues in terms of shortages in medical workforce specialising in accident
and emergency services.

3.3.2 Local issues
Workforce issues are a key driver for the proposed changes to the configuration of urgent and
emergency care across the Mid Yorkshire footprint. Workforce issues directly impact on quality,
safety, patient outcomes and patient experience. Local emergency care workforce issues reflect
identified national issues. Locally, the ability to recruit and retain quality staff is crucial if the Trust is to
provide safe and accessible services in the future. In common with other trusts, MYHT has
experienced continuing difficulties in recruiting medical staff, particularly for middle grade posts in
emergency care.
The Trust is also carrying a number of consultant gaps. However these are mitigated by locum
consultants currently in post. To maintain immediate patient safety and appropriate clinician-topatient ratio, any unfilled posts are filled by locum agency staff.
MYHT is flanked by two large accident and emergency departments - Sheffield Teaching Hospitals
NHS Trust and Leeds Teaching Hospitals NHS Trust. These can make it difficult to compete for a
depleted emergency workforce. In addition West Yorkshire offers attractive alternatives within nearby
smaller Trusts (such as Harrogate and York), which may appeal in a competitive environment.
Because of its size, the Pontefract Hospital is more vulnerable from a staffing point of view. Expertise
is important and in order to preserve this, there is a disproportionately higher number of locum staff
booked to the two sites with the highest volumes of patients (Pinderfields and Dewsbury) when
compared to Pontefract. The smaller staffing cohort at Pontefract means that substantive staff have
to be deployed as it cannot run on locum support alone. This creates rota gaps at Pontefract that
need to be filled by locums who are not familiar with the Trust’s policies and procedures resulting in
both additional time needed to address issues as well as potential increased clinical risk. Locums are
also costly to the system.
These medical staff shortages are likely to remain a problem for the foreseeable future and are one
of the reasons why realignment of staff and assessment of skills requires considering. This is due to
the demand increases versus doctor training placements remaining flat and significant difficulties in
recruiting doctors to current emergency medicine training programmes.
With the inextricable link to outcomes that overcrowding and waiting has, and the disproportionate
waits across the Mid Yorkshire Hospitals NHS Trust accident and emergency departments, the
realignment of specialist skill-sets, designed to deal with the known patient acuity at each site,
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changes to the definition and redistribution of skills will deliver improvements in quality, safety,
outcomes and patient experience for the entire Mid Yorkshire population.
The deployment of appropriate staff to each urgent care setting will enable the better management of
patient flow and positively impact on patient experience across the district; especially for the most
acutely ill patients. Support through technology will allow clinical decisions to be made remotely from
Pinderfields, for example, blood tests, x-Rays and onward referrals.
The workforce model has been analysed as part of the financial section (see Table 10) which shows
specifically staff types and numbers that will be required for each of the options.
Therefore NHS Wakefield CCG presents reasons for the case for change to Pontefract accident and
emergency service from a workforce perspective to be to:







Create a model of service delivery which utilises a broader range of clinicians and therefore
reduces the risks associated with middle grade and consultant emergency medicine vacancies
Ensure valuable workforce are deployed across the accident and emergency departments to
best deliver high quality care to the population of Wakefield
Recognises the pressures on the current emergency medicine workforce and improves
working lives for these staff
By addressing workforce issues through a new service model, improves the recruitment and
retention of emergency medicine staff at Mid Yorkshire Hospitals NHS Trust
Deliver a better patient experience to patients attending any of the Mid Yorkshire Hospitals
NHS Trust’s accident and emergency services, through reconfigured workforce models
Ensure the clinical skills present on each of the accident and emergency sites meets the
needs of those patients presenting at that site.

3.4 Conclusion on Strategic Case for Change
This section has described the significant issues in terms of sustainability of the current configuration
of accident and emergency services at MYHT. The current service configuration means that whilst
Pontefract is classified as a 24/7 Type 1 accident and emergency department its case mix is
generally minor illness and minor injury. In addition, local and national workforce issues need
addressing to ensure a sustainable service offer for the population of Wakefield district. This would
have a substantial beneficial impact in terms of quality, safety, patient experience and workforce.
The local and national drivers for change outlined reinforce the case for change. The current
configuration of services is neither clinically, nor financially sustainable. Redefinition of the service at
Pontefract will improve access to specialist emergency clinicians and services for those who are most
acutely ill which should result in improved clinical outcomes.
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4. Non-financial appraisal of potential solutions
4.1 Introduction
This section sets out the non-financial appraisal of a short list of potential solutions for urgent and
emergency care service provision at Pontefract. The objective of the exercise was to identify the
service provision that will provide the best non-financial benefits for the delivery of services to the
residents of Pontefract and surrounding areas.
4.2 Critical Success Factors
The critical success factors shown within the Strategic Case for Change were identified as follows:









Clinically safe
Sustainable
Optimum use of resources: workforce
Optimum use of resources: estates
No increase in cost (live within or better than Payment by Results)
Evidence based
Appropriate to local need
Promotes stability of the whole system

These have been re-visited in the context of the Pre-Consultation Business Case and remain valid.
The wording has been revised to provide greater clarity of meaning. The revised critical success
factors are set out below:
Clinically safe – in line with the Keogh report, all patients should have their urgent care need
delivered as close to home as possible and those with more serious, life- threatening conditions
should be seen by specialists with the best resources as this supports better survival rates and better
longer term outcomes.
Sustainable – the service has longevity within the foreseeable future with consideration of known
influencing factors (workforce, demand, funding).
Optimum use of resources: workforce – the service must make the best use of workforce skills
available to provide best quality and outcomes.
Optimum use of resources: estates – the service must make the best use of the available estates
and provide best value.
No increase in cost (delivered within or better than Payment by Results (PbR) – the service
must be deliverable within the financial envelope available.
Evidence based – the service must follow best practice guidance and be tried and tested as a safe,
quality option.
Appropriate to local need – the service must meet the needs of the local needs of patients
Promotes stability of the whole system – the service must contribute to the wider health economy
and not detract from the delivery of quality services in other areas.
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4.3 Clinical appraisal
The following section describes the approach and the results of the clinical appraisal. Clinical
Leadership has been provided by Dr Adam Sheppard, Assistant Clinical Chair and GP lead for urgent
care for Wakefield Clinical Commissioning Group, and by Dr Sarah Robertshaw, Head of Clinical
Services for Emergency Medicine for The Mid Yorkshire Hospitals NHS Trust. Clinicians have been
involved in the development of the options.
4.3.1 A workshop was held on 24 January 2017. Present at the workshop were representatives from
Mid Yorkshire Hospitals Trust and NHS Wakefield CCG.
The aim of this workshop was to identify a set of options regarding the urgent and emergency service
provision at Pontefract and to evaluate them against a set of criteria (see Section 4.2).
Subsequently the evaluation was scored according to how well each option performed against each
criterion.
4.3.2 A Clinical Workshop was held on 11 July 2017 with clinicians from Wakefield Clinical
Commissioning Group and The Mid Yorkshire Hospitals NHS Trust.
The aim of this workshop was to review the clinical options and make recommendations to each
organisation on a preferred clinical model.
4.3.3 A Clinical Senate was held on 3 August 2017 with representatives from NHS England,
Wakefield Clinical Commissioning Group and The Mid Yorkshire Hospitals NHS Trust
The aim of this Senate was to review the possible options from a clinical perspective and
subsequently provide firm recommendations on the best option. A draft response was received on
the 29 August 2017 and Wakefield CCG responded to the queries raised.
4.4 The Long-Listed Options
4.4.1 The long list as follows was discussed at the workshop as in section 4.3.1:








Do nothing – continue with current model
Make no change to the service but change the name to Urgent Treatment Centre
Close the service overnight (hours to be determined) but keep the day time service the same
Change the name and change the service model to an Urgent Treatment Centre model. Close
overnight (hours and provider/consultant leadership to be determined)
Change the name and service model to an Urgent Treatment Centre and offer a consistent
service 24/7 (provider & consultant leadership to be determined)
Change the name and service model to an Urgent Treatment Centre incorporating 111/GP out
of hours overnight.
Explore opportunities to enhance the Pontefract site by linking it to development of New
Models of Care and Community Connecting Care Hubs

4.4.2 The shortened list below was subsequently refined following clinical discussions as described in
4.3.2 and 4.3.3 and public engagement described in Section 5 below.





Do nothing – continue with current model
Change designation to UTC (Type 3) daytime only (8am-10pm) overnight walk-in patients
redirected to other services
Change designation to UTC (Type 3) 24/7
Change designation to UTC (Type 3) 24/7 overnight service provided by GP’s
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5. Quality and experience (patient and stakeholder)
Quality is at the heart of our commissioning arrangements, is central to our values and
fundamental to the way we conduct our business. The CCG’s aspiration is to commission
high quality urgent and emergency services which improve health outcomes and patient
experience for the residents of Wakefield district.
Transforming urgent and emergency services in England (2015) set out proposals for the
future of urgent and emergency care services in England, and highlighted a number of key
elements which are relevant to this business case:
 Help people with urgent care needs to get the right advice in the right place, first time
 Provide highly responsive urgent care services outside of hospital (so people don’t have to
queue in the accident & emergency department)
 Ensure that those people with more serious or life threatening emergency needs receive
treatment in centres with the right facilities and expertise in order to maximise chances of
survival and a good recovery
 Connect all urgent and emergency care services together so the overall system becomes
more than just the sum of its parts
The proposed options for the service must take account of these elements of best practice,
enhance quality and safety for the whole population and reflect local need.
An overarching Integrated Impact Assessment has been developed and was approved on 7 th
December 2017, then reviewed 13th July 2017. This covers the whole of Urgent and
Emergency Care Transformation and will be refreshed for all options that proceed to
consultation.
5.1 Safety and Effectiveness
The way urgent and emergency care services are organised locally should make the best
possible use of the available workforce enabling specialist clinicians to care for people with the
most serious and life threatening emergency needs. This will maximise chances of survival
and recovery for these people, and lead to better long term health outcomes.
Clinical protocols are already in place with the ambulance service to convey patients with
serious or life-threatening conditions directly to Pinderfields or other appropriate hospitals.
This joint arrangement between the ambulance service and the acute Trust will continue to be
in place with any of the proposed options.
Currently the majority of patients self-refer to Pontefract, with urgent care needs, as opposed
to serious, or life threatening conditions (emergency needs). Less than 9% of patients who
attended Pontefract accident & emergency department between April 2016 and March 2017
required admission to a ward. Proposed options need to ensure that people can continue to
access urgent care services at Pontefract, and only need to go to Pinderfields if their condition
is serious or life threatening.
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5.2 Current challenges








Sustaining three consultant-led 24/7 accident & emergency departments across the Mid
Yorkshire Hospitals NHS Trust
Current service model at Pontefract includes consultant presence during the day when the
large majority of patients self-refer, have urgent as opposed to emergency needs, and are
then discharged
National shortage of suitably qualified clinicians in Emergency Medicine
The Mid Yorkshire Hospitals NHS Trust currently have a number of long-term clinical
vacancies in the accident & emergency (doctors and nurses) that they have been unable
to recruit to
The Trust relies on locum medical and nursing staff to fill the rotas across all three sites,
meaning there may be additional clinical risk for patients
There are no appropriate facilities at Pontefract to admit acutely ill medical patients
Patients have to wait in the accident & emergency department for transport to be available
to transfer to a ward at Pinderfields

Options for the future service model need to mitigate the risks to patient safety for people with
serious and life threatening emergency needs so they can be seen by specialists with the best
resources to support survival and recovery. This will lead to better longer term health
outcomes for patients. The intention is that Pinderfields accident & emergency will continue to
deliver this standard of care and treatment and that realigning resources from Pontefract will
focus senior clinical expertise at Pinderfields. It is then less likely that people requiring
admission will need to be transferred to another site for their ongoing treatment.
However, there also needs to be provision, in line with national guidance, for people with
urgent care needs to be seen as close to home as possible on the same day. The intention is
that the proposed model of extended and out of hours’ access to appointments in general
practice for people with urgent care needs will enhance urgent care provision at Pontefract.
Therefore, the large majority of people who currently use the accident & emergency service at
Pontefract can continue to do so, and it is hoped that people with urgent care needs for minor
conditions or who need access to diagnostics that are not available in primary care will go to
Pontefract as an alternative to attending Pinderfields Accident & Emergency department.
5.3 Patient Experience
The Friends and Family Test (FFT) gives people who use NHS services the opportunity to
provide feedback on their experience. Results for Mid Yorkshire Hospitals Trust accident &
emergency services are consistently above the national average for people likely or extremely
likely to recommend the service (94.8% compared to 87% national average (2016/17). This
demonstrates that current services are providing a high standard of care to patients.
The CCG’s latest patient experience report focused on urgent and emergency care. The
report is a collation of qualitative patient feedback from sources including Healthwatch
Wakefield, websites such as NHS Choices and Care Opinion, PALS contacts, social media
comments and wider engagement.
The report highlights ‘What works well?’ including calm, comforting and caring staff with
professional and respectful attitudes, excellent standards of care, swift response times in
emergencies, and smooth transition along care pathways. Overriding feedback from patients
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was that they were in ’safe hands’ and were well informed about their treatment at every
stage.
However, the report also identifies ‘What didn’t work well?’ and how people’s experience of
urgent and emergency care services could be improved. Much of the feedback related to
access and waiting times, and many of the elements from the Keogh report mirror what local
people tell us including the need for:
 Better co-ordination of resources and services across a wider geography
 Timely access to urgent and emergency care when and where needed
 Consistent customer service and quality of advice
 Improved staffing levels
All recent relevant engagement work has been reviewed. This has analysed feedback from
previous engagement activity including; Mid Yorkshire Hospitals Trust Clinical Services
Strategy, Meeting the Challenge Public Consultation, Engagement for Urgent and Emergency
Care Outline Business Case, Improving Access to Primary Care, Healthwatch Wakefield Hear,
See and Treat engagement, Public Event Urgent Care feedback and Patient Safety Walkabout
to accident & emergency departments.
Themes from this engagement were:
 Having access to services which are local to them is important to people
 Being seen quickly is important to people
 People feel that accident & emergency is used inappropriately
 There is concern about capacity at Pinderfields
 The majority of people would be happy to be (clinically) triaged
 There is a need to keep communicating and engaging with people about developments
and to educate people about services and self-care.
There is currently confusion from local people about the range of services available outside
the hospital environment and there is a perception that it is easier to attend accident &
emergency than access an alternative, more appropriate service. Our intention is to ensure
that, once a new model is developed, clear information is available. This will be widely shared
and publicised, to ensure people can choose the most appropriate service for their needs. It is
hoped that having better defined entry points into services will reduce confusion, and
therefore, improve experience.
5.4 Pre-consultation engagement
A programme of engagement activities have been taking place for more than two years, and
are scheduled to continue over the next year. These have been undertaken to ensure local
people are engaged in the development of urgent and emergency care services in the
Wakefield district.
The CCG has developed a communication, engagement and equality plan for transforming
urgent and emergency care services. However, to ensure independence for the preconsultation engagement, we commissioned Healthwatch Wakefield to undertake the
engagement and analysis of feedback. The purpose of the engagement is to raise awareness
of the case for change and gain insight to help develop options for Pontefract accident &
emergency. The engagement also sought to establish what people currently know about
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service provision at Pontefract to help inform future communications activity. Varied and
innovative methods were used which include:
 Attendance at local markets across the Wakefield district
 Undertaking a telephone survey of households across Wakefield district and relevant areas
of Leeds, Goole and Selby (conducted by a separate independent market research
organisation – The Campaign Company.
 Attendance at Pontefract and Pinderfields accident & emergency waiting rooms
 Engagement with GP practices – Patient Participation Groups and in waiting rooms
 Summer Fun Days
 Engagement with seldom heard groups for example, Sight Aid, The Deaf Society,
Dementia Café and DIAL (Disability, Information Advice Line).
5.4.1 Highlights of feedback from the engagement exercise – Healthwatch
Engagement activity took place across a six week period, commencing 17 July 2017 and
finishing on 31 August 2017.
Of the 2,068 people who responded to the survey:


70% said their first choice for urgent, but not life threatening, care would be to contact
primary care services (GP or 111).



25% said they would choose first to go to A&E for urgent, but not life threatening care, but
analysis of comments suggested they would make that judgement based on whether they
thought a GP or walk in centre would actually be able to provide the diagnostic or
treatment they needed (e.g. an x-ray or stitches).



77% said they would choose to see a GP on the same day rather than go to A&E, but that
it would depend on what their condition was (as above).



50% said they had used Pontefract Hospital A&E in the last two years.
- 96% made their own way there, the majority being taken by family member, friend, or
taxi.
- 48% went because it was closest to them.
- 30% went because they thought it would be quicker.



28% have used Pontefract A&E between 10pm and 8am.



79% think that Pontefract Hospital A&E is able to treat serious life threatening conditions
(taken from 21% not thinking it could treat these conditions) on site and 42% said they
were surprised to hear that if they presented there with a life threatening condition that
they would be stabilised and sent to Pinderfields Hospital to access specialist staff and
equipment.



Many hundreds of comments received saying that Pontefract Hospital A&E facility is a
lifeline for the community and must be kept open 24 hours.



Frustrations about the lack of use of the current hospital facilities and the perceived waste
of an expensive resource.

Public concerns about Pontefract A&E not providing 24 hour emergency care on site include:


Distance to travel to Pinderfields, particularly on public transport.
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Implications of increased pressure on Pinderfields Hospital A&E.
Increase in population in Wakefield district generally, and Pontefract area specifically,
leading to increased demand for services and pressure on A&E.
Following transfer of an urgent case from Pontefract to Pinderfields, issues of car being
left in car park / relatives not being able to visit / return home being problematic especially
at night.

5.4.2 Highlights of the feedback from the telephone survey
The CCG commissioned an independent company to undertake a random telephone survey of
1,000 residents across Wakefield district and in some outlying areas in Selby where residents
sometimes attend Pontefract Hospital. The purpose of the survey was to supplement the
information provided by the engagement, capturing randomised views of the population rather
than self-selecting views. Findings are representative of the population. It took place in the
last two weeks of August 2017.
The key messages


49% said their first choice for urgent, but not life threatening, care would be to contact
primary care services (GP or 111). 17% would call 999 (compared to 6.36% in the
Healthwatch survey)



16% said they would choose first to go to A&E for urgent, but not life threatening care.



88% said they would choose to see a GP on the same day rather than go to A&E. Half of
those saying no to this question felt that their GP practice was not equipped to deal with
urgent situations. Others felt A&E was quicker and/or more accessible.



22% said they had used Pontefract Hospital A&E in the last two years.
- 89% made their own way there, the majority being taken by family member, friend, or
taxi. 4% had used public transport.
- 45% went because it was closest to them.
- 40% gave “other” reasons. Which were: advised to go by a health professional; the
situation was felt to be an emergency (that a GP could not handle e.g. fracture); the
situation took place at a weekend or when other services were not open.



16% have used Pontefract A&E between 10pm and 8am.



89% think that Pontefract Hospital A&E is able to treat serious life threatening conditions
(taken from 11% not thinking it could treat these conditions) on site and 36% said they
were surprised to hear that if they presented there with a life threatening condition that
they would be stabilised and sent to Pinderfields Hospital to access specialist staff and
equipment.

5.5 Stakeholder Involvement
There is ongoing dialogue across the Mid Yorkshire health and social care system about the
future of urgent and emergency care locally, particularly with those partners who are a key
part of the patient pathway. A full integrated impact assessment – which includes
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consideration and mitigation of any impacts on quality, equality, and the wider system – will
need to be completed on the proposed options to ensure that negative impacts are reduced
and any potential unintended consequences for other organisations of the proposed changes
are fully considered. This assessment will be developed in conjunction with urgent and
emergency care partners, including ambulance services, out of hours GP services, NHS111,
walk-in centre and GP services.
The Equality Impact Assessment will ensure that people with a protected equality
characteristic are not disadvantaged by the proposed service model compared to the whole
population. This can be discussed further with our Equality Health Panel once the proposed
options are finalised.
5.6 Deliberative Event
As part of the decision-making process the CCG held a deliberative event to share information
about current services and feedback from the pre-consultation with stakeholders and give the
opportunity to debate issues.
The event was independently chaired and facilitated and clinical experts presented information
and responded to questions. Participants were also required to prioritise the criteria on which
decisions about solutions would be made. Voting showed:
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Solutions were explained and debated and participants were asked if there were any solutions
that we should not take out to consultation. Again, voting showed:

Participants were also asked if there were solutions that had not been considered. Whilst
most participants were either unsure or felt there were no alternatives some members of the
public felt that there were possible alternatives. The main alternative was Solution B but with
longer opening hours, specifically opening earlier than the suggested time of 8.00 am.
A full report is available on https://www.wakefieldccg.nhs.uk/home/

6. Conclusion
Clinicians and stakeholders recognise that the current configuration of services in Wakefield is
neither clinically, nor financially sustainable and that improving access to specialist emergency
services should result in better clinical outcomes, and improved quality and patient
experience.
Therefore, this Business Case describes the case for change, taking into account national
policy and local health needs. This allows for the provision of a sustainable service that meets
local health needs, offering the best possible patient care that is easy to access and meets
national requirements and provides value for money.
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GLOSSARY
111: Free to call telephone number for non-emergency care (Easy to remember three digit
telephone number, used for single point of entry access IUC services)
999: Free to call telephone number for emergency service (i.e. Ambulance Service)
24/7: 24 hours a day, 7 days a week.
A
ACCIDENT & EMERGENCY: Accident & emergency is a service available 24 hours a day,
seven days a week where people receive treatment for medical and surgical emergencies that
are likely to need admission to hospital. This includes severe pneumonia, diabetic coma,
bleeding from the gut, complicated fractures that need surgery, and other serious illnesses.
Acute care: Acute care refers to short–term treatment, usually in a hospital, for patients with
any kind of illness or injury.
Acute trust: NHS acute trusts manage hospitals. Some are regional or national centres for
specialist care; others are attached to universities and help to train health
professionals. Some acute trusts also provide community services.
C
CCG Clinical Commissioning Group (CCG): These are the health commissioning
organisations which replaced primary care trusts (PCTs) in April 2013. CCGs are led by GPs
and represent a group of GP practices in a certain area. They are responsible for
commissioning healthcare services in both community and hospital settings.
Care Quality Commission (CQC): This is an organisation funded by the Government to
check all hospitals in England to make sure they are meeting government standards and to
share their findings with the public.
Case mix: The different types of presented symptoms received within the contact-centre.
Clinician: A medically qualified person.
Connecting Care 'hub': serving as a base and support 'hub' for multidisciplinary
local healthcare teams.
F
Face to Face: Consultation in person.
G
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General Practitioner (GP): Your local doctor - or family doctor - who will usually be the first
person you see if you have a physical illness or emotional problem. They can help you directly
but can also refer you on for specialist care or assessment.
H
Healthwatch: Healthwatch Wakefield is your local consumer watchdog for health and social
care services.
I
Integrated care: An organising principle for the care delivery with the aim of achieving
improved patient care through better co-ordination of services.
J
Joint Strategic Needs Assessment (JSNA) – an assessment of the health and care needs
of the population of Wakefield, undertaken by public health specialists
M
MYHT - The Mid Yorkshire Hospitals NHS Trust
Multi-disciplinary team (MDT): Sometimes referred to as a multidisciplinary group. These
are teams of professionals from primary, community, social care and mental-health services
who work together to plan a patient's care.
N
National Health Service (NHS):
Non elective medicine: Treatment for illnesses that is not planned needing assessment and
admission to hospital
Non-complex elective surgery or medicine (or both): This includes planned assessments,
procedures and operations, usually as day cases.
P
Patient: Someone who is receiving medical care or treatment, whether in a health or care
setting (such as a hospital or care home) or at home.
Patient Experience: A term used for individual and collective feedback. (1) Individual patient’s
feedback about their experiences of care or a service e.g. whether they understood the
information they were given, their views on the cleanliness of the hospital where they were
treated. (2) A combination of all the intelligence held about what patients experience in
services, drawing on a range of sources including complaints, compliments, and reporting of
incidents and serious incidents.
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Primary care: Services which are the main or first point of contact for the patient, provided by
GPs community providers and others.
R
Referral to Treatment Time (RTT): Waiting times and the 18 weeks referral to
treatment pledge. The NHS Constitution gives patients the right to access services within
maximum waiting times, or for the NHS to take all reasonable steps to offer you a range of
suitable alternative providers if this is not possible
T
Trauma, as in major trauma centre or trauma centre: These centres treat major trauma
patients who have complex injuries - either one very serious injury or a number of injuries which make managing these patients very challenging. They need expert care from a large
number of different specialities to give them the best chance of survival and recovery
U
Urgent care: Treatment for medical and surgical emergencies that are likely to need
admission to hospital. This includes severe pneumonia, diabetic coma, bleeding from the gut,
complicated fractures that need surgery, and other serious illnesses.
Urgent Treatment Centre (UTC): A centre that is open 24 hours a day, seven days a
week. These centres will treat most illnesses and injuries that people have which are not likely
to need treatment in a hospital. This includes chest infections, asthma attacks, simple
fractures, abdominal pain and infections of the ear, nose and throat.
V
Value for money (VFM): A term often used to demonstrate the quality of a healthcare service
balanced against the cost of delivering that service.
W
Walk-in Centre: Walk-in services treat minor illnesses and injuries that do not need a visit to
an accident and emergency department. Wakefield’s walk-in services are open 365 days a
year; you do not need an appointment and will be seen by an experienced nurse or doctor.
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Our Ref:
Your Ref:

NHS England – North (Yorkshire and the Humber)
Oak House
Moorhead Way
Bramley
Rotherham
S66 1YY
Chris.welsh@nhs.net

Via email to:
Jo Pollard
Chief Nurse and Chief of Service Delivery &
Quality
NHS Wakefield CCG

29th August 2017

Dear Jo
Senate Discussion on the Clinical Configuration of Accident and Emergency Services at
Pontefract Hospital
Thank you for the opportunity to meet with you and your colleagues on 3rd August to provide
clinical advice and support into your proposals for the clinical configuration of services at
Pontefract Hospital. The members of the clinical advisory group, NHS Wakefield CCG and Trust
representatives who attended the meeting are listed at the end of this letter for ease of reference,
together with the Terms of Reference for this review. It was a very informative meeting and I hope
this letter provides a helpful summary of the main points which we discussed.
Overview and Background
1. This meeting focused on the options for the future definition and design of emergency and
urgent services at Pontefract Hospital. The conversation acknowledged that this debate was
set within the wider work being done across West Yorkshire and Harrogate to align to the
national vision for urgent care services and the progress being made by NHS Wakefield
CCG towards improving urgent access to primary care services including enhanced access
to same day and out of hours’ general practice.
2. You provided a very helpful overview of the urgent and out of hours care for the Wakefield
district and the services currently provided at the 3 hospital sites – Pinderfields, Dewsbury
and Pontefract and I think it is helpful to include this detail within our letter. It was noted that
as this is a Wakefield programme of work, Wakefield CCG have not included plans for
Dewsbury A&E, which is the responsibility of NHS North Kirklees CCG.
3. Hospital services in the district were reconfigured in 2010/11 with the opening of two new
hospitals at Pinderfields, in Wakefield, and at Pontefract. Pinderfields is the main centre for
acute and specialist care and Pontefract Hospital is predominantly a centre for planned
care, including short stay surgery, outpatients and diagnostics.
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4. As part of the 2011 reconfiguration the CCG committed to two 24/7 Accident and
Emergency (A&E) departments in the district, with a specialist trauma and emergency
centre being developed at Pinderfields, and Pontefract having a consultant-led emergency
department with facilities for less serious emergencies. Within this model it was agreed that
patients who need acute medical admission are transferred to Pinderfields Hospital following
initial assessment and stabilisation. The 2 hospitals are approximately 10 miles apart.
5. This model operated for eleven months but there have been very significant challenges in
staffing the emergency department at Pontefract particularly overnight. As a consequence of
the staffing issues changes were made to the model of urgent care service at Pontefract
Hospital in September 2012 and this model has been in operation since that date. The
service is run by specialist clinicians with clinical cover provided by the Mid Yorkshire
Hospitals NHS Trust between 8am and 10pm. From 10pm to 8am, clinical cover is provided
by a combination of GPs with experience in emergency medicine and specialist nurses with
oversight from the Mid Yorkshire Hospitals NHS Trust.
6. The Senate was provided with an overview of the A&E activity. There were approximately
44,000 attendances to Pontefract A&E in 2016/17 compared with 105,218 attendances at
Pinderfields. Clinical protocols mean that the vast majority of ambulance patients from the
east of the district with emergency care needs are taken directly to Pinderfields Hospital (or
the nearest suitable ED). As a consequence, more than 98.5% of patients at Pontefract
self-present (reach the hospital via their own transport or public transport) and only a very
small number arrive by ambulance (1.5% of patients attending between 8am and 10pm).
8.7% of patients who attend Pontefract require admission. Attendances between 10pm and
8am are very low – on average 14 per day and the analysis shows that the majority of those
attending were for minor reasons.
7. It was confirmed that there are no facilities to admit acutely ill medical patients to Pontefract.
There is no dedicated anaesthetist on site and no acute inpatient beds. In addition MRI and
CT facilities at Pontefract Hospital are only available during the day time. It was also clarified
that paediatric patients are transferred to Pinderfields for assessment and possible
admission. The Trust is part of the Major Trauma network with Major Trauma Centres in
West Yorkshire in Hull and Leeds.
8. The Senate is aware that further reconfiguration of hospital services across the Mid
Yorkshire footprint is currently being implemented and is due to be completed in September
2017. These changes mainly affect Pinderfields and Dewsbury Hospitals and will result in
Pinderfields being the main centre for acute and specialist services for the whole of the
Wakefield and North Kirklees area. There is minimal impact on Pontefract as a result of this
current reconfiguration.
9. It was very clear from the presentation to the Senate that Pontefract Hospital is a valued
local resource which plays a key role in the current provision and future plans for health care
for the Wakefield district.
Case for Change and Patient Safety, Quality and Risk
10. The Senate understands that the current model of care as an accident and emergency
department was put in place as a temporary solution and the Senate is in agreement with
the CCG that this is not a long term sustainable solution for the service for the following
reasons:
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•
•
•

•
•

Pontefract Hospital does not have the vital clinical services on site to support an accident
and emergency department.
The clinical cover is reliant on a small number of doctors employed through an agency
which means there is a risk of medical cover not being available at short notice.
Cover would have to be provided from the Mid Yorkshire Hospital Trust core medical team
if gaps in the rota arise, which potentially compromises the safety of the Trust’s other two
emergency departments
Attendances between 10pm and 8am are very low – on average 14 per day and the
analysis shows that the majority of those attending were for minor reasons
The financial analysis shows that it is not cost effective to maintain 2 emergency
departments within the district.

11. The Senate is fully supportive of the Case for Change and agrees that there are risks to
patient safety in the current model due to the lack of clinical services on the Pontefract site
to support accident and emergency services and the workforce issues outlined above. The
Senate agrees with the need to change the configuration of the service at Pontefract
hospital to ensure that the local population has access to safe, high quality services as close
to home as possible, whilst ensuring that people with serious and life threatening conditions
are seen quickly in the most appropriate setting by clinicians who are best able to meet their
needs.
The Clinical Model Options
12. Those in attendance discussed the following options for how the accident and emergency
services at Pontefract may look in the future. It is noted that these options are not consistent
with the option descriptions and listings in the supporting paperwork and therefore should
not be cross-referred.
Options:
i.
Do nothing
ii.
Change designation to an Urgent Treatment Centre (UTC) as defined in the NHSE
document “Urgent Treatment Centres-Principles and Standards” published July 2017.
Daytime only (8am-10pm). GPs co-located for Out of Hours independently
iii.
Change designation to UTC as defined in the NHSE document “Urgent Treatment CentresPrinciples and Standards” published July 2017. 24/7
iv.
Consider continuation as Type 1 Emergency Department and close at 10pm
13. The Senate members were in full agreement that it is NOT sustainable and is unsafe to
continue to provide a 24/7 accident and emergency department at Pontefract Hospital. The
big current challenges are the absence of the required clinical services to support the
accident and emergency service and the insecure workforce. Turning a service on and off
depending on staff availability is a clinical risk that the CCG must avoid. This risk combined
with the clear low usage of the out of hours service leaves the Senate in no doubt that
option 1 is not sustainable. Senate members were very concerned that the current service
which is nominated as an Accident and Emergency Department has the potential to
confuse members of the public with serious life threatening conditions thereby delaying
treatment of their condition as they would have to be transferred to Pinderfields Hospital. It
is a fundamental principle of modern healthcare that patients affected by an emergency are
taken directly to the hospital which can provide the appropriate treatment even if this
involves bypassing a nearby hospital or hospitals which cannot provide the necessary
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treatment. A further concern for Senate members was that the current department is
unlikely to be able to deliver on its role defined in the Civil Contingencies Act.
14. Following a detailed clinical debate the Senate confirmed their unanimous support for the
provision of an Urgent Treatment Centre at Pontefract Hospital as defined in the NHSE
document “Urgent Treatment Centres-Principles and Standards” published July 2017.
Senate members stated their preferred option for a 24/7 service. Senate Members also
noted the alignment opportunities recognised within the “Urgent Treatment CentresPrinciples and Standards” document if the UTC is co-located with the GP out-of-hours
service.
15. The main reasons for the support of this option can be summarised as:
•

More than 90% of patients who attend Pontefract Emergency Department could be
appropriately managed in an Urgent Treatment Centre. Case mix analysis suggests less
than 10% of current attendances would not be suitable for an urgent treatment centre and
would need to be transferred to an alternative specialist emergency department.
The designation of the service at Pontefract Hospital as an Urgent Treatment Centre will
make it clear to members of the public the treatments available, clarifying the current
possible confusion.

•

16. It was confirmed that this option will not impact on the current patient flows across
boundaries with adjacent health economies. Commissioners do need to consider how the
UTC model will link with the mental health services to ensure the high quality service
currently provided by the mental health liaison team is maintained.
17. The Senate always involves our patient representatives in every review that we undertake
and I am very grateful to those members who reviewed the documentation you
provided. They key themes arising from the discussions with these patient representatives
are summarised below and I hope that the CCG also draws on these views in considering
your next steps. Patient members:
•
•
•
•

•

Expressed support for the change from A&E to UTC due to the patient safety and
workforce issues
Expressed preference for a 24/7 UTC service so that the Pontefract population have an
overnight local service
Requested further information in the public consultation about the emergency
scenarios so patients are clear about when to use the UTC and when not to
Requested further information about the staffing models at the UTC, not just general
information but a daily rota so it is clear which care practitioners will be looking after you
at any given time
Requested reassurance about how achievable it is to staff the UTC to maintain the
excellence of service and the contingencies which will be in place to manage sickness
and absence. How will those highly skilled practitioners at Pontefract be utilised in this
model?
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Conclusion

18. In conclusion the Senate fully supports the need to change the configuration of accident and
emergency service at Pontefract Hospital to an Urgent Treatment Centre as the preferred
option for the delivery of the service. The Senate understands that the public will be formally
consulted on the options for the development of the service and that the CCG is keen to hear
from both staff and the public. This consultation may bring forward new ideas on what options
there are for utilising the hospital building more effectively. This could include the provision of
an in-reach service for frail elderly patients and the Senate supports the CCG in thinking about
how the hospital can be used to house primary care and community services. There is the
opportunity to give the Pontefract service a strong identity for diagnostics and rehabilitation
services as well as urgent treatment that is not life-threatening.
19. It is important that the public understands that the preferred option will result in a service that is
safer and that these proposals go hand in hand with improving urgent access to primary care
services including enhanced access to same day and out of hours’ general practice. The CCG
plans to enhance and strengthen intermediate care are a key part of the communication to the
public. The Senate understands that there are plans to establish one of the out of hours’
primary care hubs at Pontefract Hospital, giving people in the east of the district equitable
access to out of hours primary care services.
20. It is likely that any change to the provision of 24/7 accident and emergency services will meet
resistance both politically and from the public. The CCG are advised to focus on ensuring the
longer term sustainability of the urgent treatment services at Pontefract Hospital. It is in the
best interests of the public and the staff to make changes once to avoid the need to face similar
issues at a later date. The CCG need to be clear in setting out how their preferred option offers
the safest and highest quality care to the population.
21. The Senate advised the CCG to ensure that their public material contains detail of the clinical
scenarios from the public perspective and examples discussed included an unconscious child
and a suspected heart attack. The Senate advised that early distribution of this material would
help the public to understand these proposals how and where they would access the best care
service to meet their needs.
Thank you again for the opportunity to discuss these issues with you and I hope that this clinical
advice has been of assistance to you in considering your options for this service.
Yours sincerely

Chris Welsh
Senate Chair
NHS England – North (Yorkshire & the Humber)
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Meeting held between representatives from NHS Wakefield CCG, Mid Yorkshire Hospitals
NHS Trust and the Yorkshire & the Humber Senate Clinical Advisory Group
on 3rd August 2017 at NHS Wakefield CCG

Meeting Representatives

NHS Wakefield CCG
•
•
•
•
•

Dr Adam Sheppard, GP and Assistant Clinical Leader
Jo Pollard, Chief Nurse and Chief of Service Delivery & Quality
Dr Greg Connor, GP and Executive Clinical Advisor
Ruth Unwin, Associate Director of Corporate Affairs
Dr Chris Bolton, GP

Mid Yorkshire Hospitals NHS Trust
•
•
•

Dr Sarah Robertshaw, Consultant
Andrea Forrest, Matron, Division of Medicine
Matt England, Director of Planning & Partnerships

Members of the Clinical Advisory Group
Chair - Professor Chris Welsh, Senate Chair
•
•
•
•

Dr Sewa Singh, Vascular Surgeon and Medical Director, Doncaster & Bassetlaw Hospitals
NHS FT
Dr Mike Jones, Acute Physician, County Durham & Darlington NHS FT
Professor Graham Venables, Clinical Director, Y&H Clinical Networks and Assembly
member
Richard Gurney, Clinical Team Manager, Leeds and York Partnership NHS FT

Via teleconference
• Dr Jeff Perring, Consultant Intensivist & Deputy Medical Director, Sheffield Children’s
Hospital and Senate Vice Chair
• Stephanie Bastone, Expert Teams Development Lead, Locala Community Partnerships
Apologies
•

Trudie Davies, Director of Operations – Hospital Services, Mid Yorkshire HT
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CLINICAL REVIEW

TERMS OF
REFERENCE
TITLE: Review of Pontefract Hospital Emergency Services on behalf of Wakefield
CCG
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Sponsoring Organisation: NHS Wakefield CCG
Terms of reference agreed by: Ruth Unwin, Associate Director for Corporate Affairs, NHS
Wakefield CCG and Joanne Poole. Senate Manager, Yorkshire and the Humber Clinical Senate
Date: 5th July
1.
CLINICAL REVIEW TEAM MEMBERS
Clinical Senate Review Chair: Chris Welsh, Senate Chair
Citizen Representative: Tony Alcock, Jean Gallagher, John Whelpton, Denise White, Sandy
Gillan
Clinical Senate Review Team Members:
•

Dr Jeff Perring, Consultant Intensivist & Deputy Medical Director, Sheffield Children’s
Hospital NHS Foundation Trust and Senate Vice Chair

•

Dr Sewa Singh, Vascular Surgeon and Medical Director, Doncaster & Bassetlaw NHS
Foundation Trust

•

Dr Kevin Smith, Deputy Director of Healthcare, Public Health England

•

Mark Millins, Associate Director Paramedic Practice, Yorkshire Ambulance Service NHS
Trust

•

Dr Sally Franks, GP, Leeds

•

Dr Mike Jones, Acute Physician, County Durham and Darlington NHS Foundation Trust

•

Janet Youd, Nurse Consultant Emergency Care, Calderdale & Huddersfield NHS
Foundation Trust

•

Prof. Graham Venables, Clinical Director, Yorkshire & the Humber Clinical Networks

•

Richard Gurney, Clinical Team Manager, Leeds & York Partnership NHS Foundation Trust

•

Dr Rod Kersh, Consultant Physician & Geriatrician, Doncaster & Bassetlaw NHS
Foundation Trust and Yorkshire & the Humber Clinical Advisor for Dementia

•

Dr Nabeel Alsindi, GP & Clinical Lead Primary Care, Doncaster Clinical Commissioning
Group

•

Stephanie Bastone, Experts Team Development Lead & Specialist Continence Nurse,
Locala Community Partnerships

2.
AIMS AND OBJECTIVES OF THE REVIEW
Question: Can the Senate consider the options for the clinical configuration of accident and
emergency services at Pontefract Hospital and offer their advice on which option will provide the
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most sustainable and high quality service. What risks, issues, opportunities or concerns does the
Senate advise the commissioner to consider as they develop the proposals for consultation?
Objectives of the clinical review (from the information provided by the commissioning
sponsor): To provide an independent clinical perspective on the options for the accident and
emergency services clinical model at Pontefract Hospital to assist commissioners and their
stakeholders to reach agreement on the future model.
Scope of the review: The review will focus on the documentation provided by the commissioners
and the Senate panel will focus their advice on the question asked. This evidence will be
supplemented with a clinical meeting to openly discuss the options for the service. The summary of
the Senate advice will be provided to the CCG for internal use.
3.

TIMELINE AND KEY PROCESSES

Receive the evidence and distribute to review team: 28th July 2017
Clinical Meeting: The clinical meeting between Senate and local clinicians is 3rd August 2017
Draft letter submitted to commissioners: 29th August 2017
Commissioner Comments Received: Within 10 working days of receipt of the report
Senate Council ratification; September 2017
Final report agreed: end September 2017
Publication of the report on the website: This is internal and informal advice and therefore this
advice will not to be published. Formal advice if requested will be published.
4.
REPORTING ARRANGEMENTS
The clinical review team will report to the Senate Council who will agree the report and be
accountable for the advice contained in the final report. The report will be given to the sponsoring
commissioner and a process for the handling of the report will be agreed.
5.
EVIDENCE TO BE CONSIDERED
The review will consider the following key evidence:
• Transforming urgent and emergency care services in Wakefield; Communications,
engagement and equality plan – engagement and consultation 2017
• CCG response to MYHT OBC on Pontefract ED
• Governing Body Strategic Development of Urgent and Emergency Care Services for the
Wakefield District 11th July 2017
• Mid Yorkshire Hospitals NHS Trust – Strategic Case for Change
The review team will review the evidence within this document and supplement their understanding
with a clinical discussion.

6.
REPORT
The draft clinical senate report will be made available to the sponsoring organisation for fact
checking prior to final agreement. Comments/ correction must be received within 10 working days.
The report will not be amended if further evidence is submitted at a later date. Submission of later
evidence will result in a second report being published by the Senate rather than the amendment
of the original report.
All Senate reports require formal ratification by the Senate Council prior to final agreement.
7.
COMMUNICATION AND MEDIA HANDLING
The final report will be disseminated to the commissioning sponsor.
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8.
RESOURCES
The Yorkshire and the Humber clinical senate will provide administrative support to the clinical
review team, including setting up the meetings and other duties as appropriate.
The clinical review team will request any additional resources, including the commissioning of any
further work, from the sponsoring organisation.
9.
ACCOUNTABILITY AND GOVERNANCE
The clinical review team is part of the Yorkshire and the Humber Clinical Senate accountability and
governance structure.
The Yorkshire and the Humber clinical senate is a non-statutory advisory body and will submit the
report to the sponsoring organisation.
The sponsoring organisation remains accountable for decision making but the review report may
wish to draw attention to any risks that the sponsoring organisation may wish to fully consider and
address before progressing their proposals.
10.

FUNCTIONS, RESPONSIBILITIES AND ROLES

The sponsoring organisation will
i.
provide the clinical review panel with agreed evidence. Background information may
include, among other things, relevant data and activity, internal and external reviews and
audits, impact assessments, relevant workforce information and population projection,
evidence of alignment with national, regional and local strategies and guidance. The
sponsoring organisation will provide any other additional background information requested
by the clinical review team.
ii.
respond within the agreed timescale to the draft report on matter of factual inaccuracy.
iii.
undertake not to attempt to unduly influence any members of the clinical review team
during the review.
iv.
submit the final report to NHS England for inclusion in its formal service change assurance
process if applicable
Clinical senate council and the sponsoring organisation will:
i.
agree the terms of reference for the clinical review, including scope, timelines, methodology
and reporting arrangements.
Clinical senate council will:
i.
appoint a clinical review team, this may be formed by members of the senate, external
experts, and / or others with relevant expertise. It will appoint a chair or lead member.
ii.
endorse the terms of reference, timetable and methodology for the review
iii.
consider the review recommendations and report (and may wish to make further
recommendations)
iv.
provide suitable support to the team and
v.
submit the final report to the sponsoring organisation

Clinical review team will:
i.
undertake its review in line the methodology agreed in the terms of reference
ii.
follow the report template and provide the sponsoring organisation with a draft report to
check for factual inaccuracies
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iii.

iv.

submit the draft report to clinical senate council for comments and will consider any such
comments and incorporate relevant amendments to the report. The team will subsequently
submit final draft of the report to the Clinical Senate Council
keep accurate notes of meetings

Clinical review team members will undertake to:
i.
commit fully to the review and attend all briefings, meetings, interviews, and panels etc. that
are part of the review (as defined in methodology)
ii.
contribute fully to the process and review report
iii.
ensure that the report accurately represents the consensus of opinion of the clinical review
team
iv.
comply with a confidentiality agreement and not discuss the scope of the review nor the
content of the draft or final report with anyone not immediately involved in it. Additionally
they will declare, to the chair or lead member of the clinical review team and the clinical
senate manager, any conflict of interest prior to the start of the review and /or materialise
during the review

END
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Urgent Care at
Pontefract Hospital 2017

Nichola Esmond
Chief Executive Officer
September 2017
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This report and information in it can be used or reproduced however please ensure the information used is
credited to Healthwatch Wakefield.
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Pontefract Hospital emergency care provision since 2011
When the new hospitals at Pinderfields and Pontefract were opened in 2011, it was agreed that Pinderfields
would be the main centre for people needing acute and complex care for the district but that Pontefract would
continue to have a full Accident & Emergency (A&E) Department, with specialist doctors and equipment on site
during the day and available to support patient care around the clock. This was delivered by Mid Yorkshire
Hospitals NHS Trust as part of their contract.
From 1 November 2011, due to a shortage of emergency doctors and concerns about safety the board at Mid
Yorkshire Hospitals NHS Trust took the decision to close the emergency department at Pontefract Hospital
temporarily between 10pm and 8am. The emergency department was fully re-opened on 3 September 2012 with
an external provider covering the overnight service.
In 2013, as part of a large scale hospital improvement programme to address the significant challenges facing the
local NHS (called Meeting the Challenge) the roles of our three local hospitals (Dewsbury, Pinderfields and
Pontefract), were reviewed. The review was in line with national guidance from NHS England that describes
different types of urgent care services and how they should be organised to help people get to the right place for
their medical needs. This guidance was developed to enable the local NHS to create systems which make routes
for care easier, so patients use the appropriate service for their need, and urgent and emergency care services are
freed up to support patients who are in greatest need. A detailed Integrated Impact Assessment of the Meeting
the Challenge proposals was completed in 20131 that supported the local case for change.
For many years the A&E service at Pontefract has been operating as more of an Urgent Treatment Centre (see
definition on page 7) than a fully functioning A&E. This means the vast majority of people who are taken to
hospital by ambulance from the east of our district are taken to Pinderfields to receive specialist emergency care.
People arriving at Pontefract A&E who need admission to hospital are stabilised and transferred to Pinderfields.
Both Dewsbury and Pontefract Hospitals provide consultant-led emergency care from a team of doctors and
advanced nurse practitioners. There is a consultant present in the hospital during the day and available for advice
out-of-hours, as well as full resuscitation facilities available. All three hospitals deal with urgent illnesses, injuries
and conditions that can be seen without patients having to stay in hospital; these include cuts, sprains, broken
bones, head injuries, eye problems and skin infections.

1

http://www.meetingthechallenge.co.uk/documents/making-the-case-for-change-evidence/
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Purpose of the engagement
The contract to deliver urgent care at Pontefract Hospital is due for renewal in 2018 so NHS Wakefield Clinical
Commissioning Group (CCG) has taken this opportunity to review the service to ensure that it serves our
population as well as it can.
The CCG commissioned Healthwatch Wakefield to lead on the engagement with local people. The questions in
the survey were designed to help find out:
1. How people currently use healthcare services
2. What people currently know about the services that are provided at Pontefract Hospital
3. What other services people think could be provided at Pontefract Hospital

Next steps
No decisions have been made yet about urgent care at Pontefract Hospital, as the CCG believes the public should
help shape the service. This report summarises public views on the issue so that they can be considered alongside
independent clinical advice on safety and sustainability of services at Pontefract Hospital. If changes are needed
that affect the way people currently use services, the CCG will consult with the public on the options they might
consider.
The CCG tells us that Pontefract Hospital is central to the current and future plans for healthcare for Wakefield
district. As an example, from September 2017 there is an extended hours GP clinic at Pontefract Hospital offering
appointments from 6pm – 10pm in the evenings and 9am to 3pm at weekends and bank holidays.
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Key Findings
Of the 2,078 people who responded to the survey:



70% said their first choice for urgent, but not life threatening, care would be to contact primary care services,
either by ringing 111 or their own GP.




12% said they would go to the walk-in centre.



77% said they would choose to see a GP on the same day rather than go to A&E, but that it would depend on
what their condition was (as above).



50% said they had used Pontefract Hospital A&E in the last two years.
96% made their own way there, the majority being taken by family member, friend, or taxi.
When asked why they chose Pontefract A&E:
48% said they went because it was closest to them.
30% went because they thought it would be quicker.



28% have used Pontefract A&E between 10pm and 8am.



79% think that Pontefract Hospital A&E is able to treat serious life threatening conditions on site and 42%
said they were surprised to hear that if they presented there with a life threatening condition they would be
stabilised and sent to Pinderfields Hospital to access specialist staff and equipment.



Most people (76-93%) think that an Urgent Treatment Centre would provide the following services:
- Blood tests, x-ray, scans, minor surgical procedures, burns treatment and treatment for factures or
broken bones.



The top 5 other services people told us they would want at Pontefract Hospital were:
- A fully functioning 24 hour A&E
- Everything that Pinderfields/ any other hospital has
- Maternity / birth / labour / antenatal services
- Surgery / operations
- Children’s services.



The top 5 themes from the open comments were:
- Please keep our local hospital A&E open
- Pontefract Hospital is highly valued by the local community
- Pontefract Hospital doesn’t have the services, staff or beds it needs
- Pinderfields Hospital is too far to travel to from the east of the district
- Concern about increased pressure on Pinderfields A&E if emergency or urgent care services are not
available at Pontefract.

25% said they would choose first to go to A&E for urgent, but not life threatening care, but analysis of
comments suggested they would make that judgement based on whether they thought a GP or walk-in
centre would actually be able to provide the diagnostics or treatment they needed (e.g. an x-ray or stitches).
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Key Messages from all comments in the survey
1. People want 24 hour urgent or emergency care provision at Pontefract Hospital, and they have significant
concerns about the consequences of any reduction in current provision.
2. There is widespread confusion over what services Pontefract Hospital currently provides.
3. People are disappointed at the perceived insufficient use of an expensive, purpose-built hospital facility at
Pontefract when it is so valuable to the local community.
4. There is evidence in this survey that the majority of people are aware what constitutes an emergency or
accident, and would choose to access alternative care (e.g. same day GP appointment) if appropriate for
their condition and if available in a timely way.
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What happens currently across Wakefield District?
Mid Yorkshire Hospitals NHS Trust runs two hospitals in our district: Pinderfields and Pontefract, which both have
24 hour, 7 days a week open access A&E (or Emergency Department) services. They also run Dewsbury Hospital
which is in North Kirklees but which is used by Wakefield residents. This hospital also has a 24 hour, 7 day a week
open access A&E (or Emergency Department).
Pinderfields Hospital sees all emergencies, including critically ill and injured patients. Most people who are picked
up by emergency ambulance are taken straight to Pinderfields or to the nearest suitable hospital.
Intensive care and high dependency care is based at Pinderfields. Most people who come to the A&E at
Pontefract who need to be admitted to hospital are transferred to Pinderfields. There are no facilities to admit
seriously ill medical patients to Pontefract.
Although described as an Emergency Department, Pontefract Hospital is mainly a centre for planned care,
including short stay surgery, outpatients and diagnostics. It has been operating more as an Urgent Treatment
Centre than an Emergency Department and has a specialist team of emergency care doctors and nurses, including
consultants in the hospital during the day and on call. A person attending the Emergency Department at
Pontefract with a condition classed as an emergency will be stabilised and taken to Pinderfields.

National Guidance about urgent care
National guidance from NHS England describes different types of urgent care services and how they should be
organised to help people get to the right place for their medical needs. This has been developed to enable the
local NHS to create systems which make routes for care easier, so patients use the appropriate service for their
need, and urgent and emergency care services are freed up to support patients who are in greatest need.

The difference between A&E (or Emergency Department) and Urgent Treatment Centre


Emergency Departments provide services in an emergency, when life or long term health is at risk, for
example, such as serious injury or bleeding, severe breathing difficulties, etc.



Urgent Treatment Centres provide patients with urgent advice or treatment in cases that are not lifethreatening or life-changing. It can be based on a hospital site or stand-alone in the community.

The guidance recommends urgent care is provided through a combination of general practice (GP), other primary
care services, such as pharmacies, urgent treatment centres and emergency departments, which can be accessed
on a ‘walk-in’ basis or by calling 111 or 999. This gives patients the best options in relation to their medical needs.
In our district new GP services are being developed, which will offer appointments into the evenings and
weekends, and better primary care services which will help support patients in their communities. This will
include a GP service at Pontefract Hospital from 6pm to 10pm in the evenings and 9am to 3pm at weekends and
bank holidays.
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Responsibilities of the CCG, including legal requirements
Engaging people is not just about fulfilling a statutory duty or ticking boxes, it is about understanding and valuing
the benefits of listening to patients and the public in the commissioning process. By involving local people the
CCG want to give them a say in how services are planned, commissioned, delivered and reviewed. They recognise
it is important who is involved through engagement activity. Individuals and groups play different roles and there
needs to be engagement opportunities for both.
Engaging people who use health and social care services, and other stakeholders in planning services is vital to
ensure services meet the needs of local communities. It is also a legal requirement that patients and the public
are not only consulted about any proposed changes to services, but have been actively involved in developing the
proposals.

Legal requirements
There are a number of requirements that must be met when discussions are being made about the development
of services, particularly if any of these will impact on the way these services can be accessed by patients. Such
requirements include the Health and Social Care Act 2012 and the NHS Constitution. Health and Social Care Act
2012, makes provision for CCGs to establish appropriate collaborative arrangements with other CCGs, local
authorities and other partners, and it also places a specific duty on CCGs to ensure that health services are
provided in a way which promotes the NHS Constitution - and to promote awareness of the NHS Constitution.
Specifically, CCGs must involve and consult patients and the public:


in their planning of commissioning arrangements



in the development and consideration of proposals for changes in the commissioning arrangements,
where the implementation of the proposals would have an impact on the manner in which the services
are delivered to the individuals or the range of health services available to them, and



in decisions affecting the operation of the commissioning arrangements where the implementation of the
decisions would (if made) have such an impact

The Act also updates Section 244 of the consolidated NHS Act 2006 which requires NHS organisations to consult
relevant Overview and Scrutiny Committees (OSC) on any proposals for a substantial development of the health
service in the area of the local authority, or a substantial variation in the provision of services. The duties to
involve and consult were reinforced by the NHS Constitution which stated: ‘You have the right to be involved
directly or through representatives, in the planning of 12 healthcare services, the development and consideration
of proposals for changes in the way those services are provided, and in decisions to be made affecting the
operation of those services’.
The Equality Act 2010 unifies and extends previous equality legislation. Nine characteristics are protected by the
Act, age, disability, gender reassignment, marriage and civil partnership, pregnancy and maternity, race, religion
and belief, sex and sexual orientation. Section 149 of the Equality Act 2010 states that all public authorities must
have due regard to the need to a) eliminate discrimination, harassment and victimisation, b) advance ‘Equality of
Opportunity’, and c) foster good relations.
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To help support organisations to meet these duties a set of principles have been detailed in case law. These are
called the Brown Principles:


The organisation must be aware of their duty.



Due regards is fulfilled before and at the time any change is considered as well as at the time a decision is
taken. Due regards involves a conscious approach and state of mind.



The duty cannot be satisfied by justifying a decision after it has been taken.



The duty must be exercised in substance, with rigour and with an open mind in such a way that it
influences the final decision.



The duty is a non-delegable one.



The duty is a continuing one.

An Equality Impact Assessment (EQIA) will need to be undertaken on any proposals for changes to services that
are developed through the programme, in order to understand any potential impact on protected groups and
ensure equality of opportunity. Engagement must span all protected groups and other groups, and care should be
taken to ensure that seldom-heard interests are engaged with and supported to participate, where necessary.
The Gunning Principles of Consultation are recommended as a framework for all engagement activity but are
particularly relevant for consultation and would be used, in the event of a judicial review, to measure whether the
process followed was appropriate.
The Gunning Principles state that:


Consultation must take place when the proposal is still at a formative stage



Sufficient reasons must be put forward for the proposal to allow for intelligent consideration and
response



Adequate time must be given for consideration and response



The product of consultation must be conscientiously taken into account.
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Healthwatch Wakefield Statement of Independence
Healthwatch Wakefield is an independent charitable company, part of the national Healthwatch network, with a
role to represent the voice of people using health and care services in our locality. Core funding from the
Department of Health through local government allows local Healthwatch to deliver a plan of work based on
information and feedback from local people.

Our Vision
We will put the public voice at the heart of decision making around health and social care. We will do this by
growing and strengthening the organisation so that we can challenge and improve provision of health and social
care services on behalf of local people, particularly those whose voices are often under-represented.
We will be a credible and influential organisation that has good relationships with local people, commissioners
and providers of health and social care.

Our values and behaviours
Inclusive and collaborative – we put people first, particularly those who are less able to represent themselves. We
aim to involve all communities in Wakefield District. We work in partnership with all key stakeholders.
Credible and effective – we aim to be respected for our rigour and high standards of information, intelligence and
reporting. We want to make a difference.
Open and accountable – we hold meetings in public, carry out decisions and publish our findings according to our
processes which are available on our website.
Independent – we act on behalf of local people independent of political parties, commissioners and providers. We
have no vested interests in the outcome of our work apart from improving local health and social care services for
the people of Wakefield.

Retaining our independence when doing externally funded work
Many Healthwatch organisations across the country are being asked to take on patient or public engagement or
evaluation work on behalf of health and care providers and commissioners because their ability to seek out and
represent the voices of local people is valued.
Healthwatch Wakefield will consider taking on externally funded work that falls within our organisation vision and
values and fulfils our statutory functions which are as follows:

Statutory functions of local Healthwatch
1. Promoting and supporting involvement of local people in commissioning, provision and scrutiny of local
care services.
2. Enabling local people to monitor local care services and whether / how they could/ought to be improved.
3. Obtaining views of local people regarding their needs for, and experiences of, local care services and
making these views known.
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4. Making reports and recommendations about how local care services could or ought to be improved.
These should be directed to commissioners and providers, and people responsible for managing or
scrutinising services and shared with Healthwatch England.
5. Providing advice and information about access to local care services so choices can be made about local
care services.
6. Formulating views on standard of provision and whether and how the local care services could and ought
to be improved.
7. Making recommendations to Healthwatch England to advise the Care Quality Commission to conduct
special reviews or investigations (or, where the circumstances justify making such recommendations
direct to the CQC); and to make recommendations to Healthwatch England to publish reports about
particular issues.
8. Providing Healthwatch England with the intelligence and insight it needs to enable it to perform
effectively.
It is vital that Healthwatch Wakefield retains control and ownership of the information from the work that we do,
and that our statutory powers and independence are not compromised. Any contracts for additionally funded
work are therefore carefully negotiated with advice from Healthwatch England and other legal support if
necessary.
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Methodology
Survey Design
The survey comprised 13 questions that were designed by the CCG to help them understand:
1. How people currently use healthcare services.
2. What people currently know about the services that are provided at Pontefract Hospital.
3. What other services people think could be provided at Pontefract Hospital.
The survey included quantitative (usually multiple choice options) and qualitative (open comment) questions.
There were a further 13 demographic questions to ensure that it was possible to track whether or not all sections
of our community were represented.
An easy read version of the survey was produced particularly for those with learning disabilities, limited English or
low levels of literacy. 9 of these surveys were completed.

Interpreting the data
As the survey was completed by a sample of Wakefield District residents (2,078 people), and not the entire
population (around 354,000 people), all results are subject to sampling tolerances.
The surveys were collected in two ways, either by online completion through a web link or on a paper survey
completed independently, or completed by a Healthwatch employee or volunteer with a member of the public. In
a proportion of the online surveys not all respondents have answered all questions. Therefore, the number of
people answering varies for each question, with some of the later questions being answered by a smaller number
than the overall base size.
There were a number of open ended questions in the survey which allowed respondents to use their own words
rather than tick a box. To analyse these answers and present them in an understandable way, responses to each
open ended question have been sorted into themes. Where relevant, we have also used verbatim comments to
provide examples to offer further insight into each theme.
The telephone surveys which were collected by The Campaign Company used the same questions as the online
and paper surveys. These results have been analysed separately by them. Both results are included in this report
and give an additional measure of security in relation to the validity of the findings.

The engagement process
Engagement activity took place across a six week period, commencing 17 July 2017 and finishing on 31 August
2017. There were two strands to the engagement; online and media promotion and community outreach.
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Online and media promotion


Survey link and news item on the Healthwatch Wakefield website



Twitter posts with link to information and the survey regularly uploaded / retweeted



Facebook posts with link to information and the survey regularly uploaded / shared



Promoted through Facebook with a post boost / advertising:
Targeting men and women 18-65+ in Pontefract (+40km) to run for 41 days
 5329 people reached
 174 engagements
 87 shares
 40 likes
 18 comments



WDH Director of Corporate Services included information and links on their website, internal site and
included information in their employee briefing note.



Emailed summary introduction and link to information and the survey to e-contacts c. 600+.



Shared via Healthwatch Wakefield Trustee on staff Yammer pages/forums at NHS Digital.



Press statement/release issued.



Article in Pontefract and Castleford Express 28 July.



Article in Wakefield Express Friday 4 August.



Advertising in Wakefield Express and Pontefract and Castleford Express.



Radio advertising on Ridings FM.

Community outreach
The engagement period fell across the summer holidays which enabled the Healthwatch team of staff and
volunteers to be out and about in the community very effectively. We attended community galas and fun days,
had stalls in local markets, went to group events and activities, to libraries and community centres and generally
tried to get out across the whole district. We also focused our attention on healthcare settings, visiting Pontefract
and Pinderfields hospitals several times, talking to people in A&E, outpatient departments and in the general
waiting areas. We went to 12 GP practices to talk to patients.
Although we planned outreach work across the entire district, we found quickly that people in west or central
Wakefield were less likely to be interested in filling in the survey. They said that they were unlikely to go to
Pontefract hospital and it was more difficult to persuade them to take part. Community groups and GP practices
in the east of the district were more likely to accept our requests to visit and talk to their service users and
patients.
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Distribution of completed surveys across the district

WF1: 88
WF3: 23

WF6: 86

WF10: 292

LS26: 6
WF11: 85
WF2: 77
WF5: 35

WF7: 246
WF8: 286
WF9: 289
WF4: 99
DN6: 1
S72: 10

Surveys completed by people living outside Wakefield District:
BD11

1

LS

1

S35

1

DN14
DN5

13

LS12

1

S5

2

1

LS2

2

S70

1

HD

1

LS25

10

WF

15

HD2

1

LS27

1

WF14

1

HD7

1

LS7

1

WF15

1

HD8

3

NG23

1

WF17

2

HD9

1

OL14

1

The distribution of surveys as depicted in the map above, shows that the majority were completed by people
living in the east of our district, with a handful from other surrounding areas.
To complement the face to face engagement, the telephone survey by The Campaign Company had a
representative sample that was captured through a quota sample method, with quotas set for demographics and
geography.
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The calendar below shows where Healthwatch Wakefield staff and volunteers went over the course of the
engagement.

Calendar of engagement
Monday

Tuesday

Wednesday

Thursday

Friday

17-Jul

18-Jul

19-Jul

20-Jul

21-Jul

26-Jul

Kinsley and Fitzwilliam
Pharmacy User Group
27-Jul

28-Jul

Wakefield District Sight
Aid *
24-Jul

25-Jul

31-Jul

Northgate Surgery Patient Ferrybridge and
Reference Group
Knottingley Carers Group
*
01-Aug
02-Aug

Middlestown Surgery

03-Aug

04-Aug
Pontefract Hospital

Meet the Councillors
Pontefract Hospital
Normanton
Riverside Medical Practice

Queens Park Play Day

07-Aug

09-Aug

Northgate Surgery
Pontefract Hospital
Southmoor Surgery
College Lane Surgery
10-Aug

Riverside Medical Practice Kings Medical Centre
Queens Medical Centre
Normanton Market
Pontefract Hospital
Pinderfields Hospital
14-Aug
15-Aug

Pontefract Market
Pontefract Library
Airedale Family Fun Day

Havercroft and Ryhill
Family Fun Day
College Lane Surgery

Pontefract Hospital

16-Aug

17-Aug

18-Aug

Riverside Medical Practice White Rose Health Centre
Upton and North Elmsall South Elmsall Market
Community Library
Middlestown Surgery
Patient Panel
Voiceability Group *
21-Aug
22-Aug

City of Sanctuary
Welcome Café *
Thornycroft Centre
Pinderfields Hospital

Castleford Market
South Kirby Fun Day
Castleford Health Centre

Pontefract Hospital
Church View Health
Centre

23-Aug

24-Aug

25-Aug

South Elmsall Library

New Day Hemsworth
Wakefield Deaf User
Partnership *

Wakefield Carers Group *

30-Aug

31-Aug

08-Aug

28-Aug

Prospect Surgery
Lupset Health Centre
Pontefract Hospital
29-Aug

BANK HOLIDAY
Eid Pamper Fair at Balne
Lane *

West Yorkshire Archive
Service
BME Ladies Group *

11-Aug

Crofton Family Fun Day

* Under represented

In total, around 131 hours were spent in the community talking to residents at 51 separate outreach activities.
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Under represented communities
Healthwatch Wakefield and the CCG are always keen to ensure that the voices of those seldom heard in health
and social care engagement are captured in a proactive way. During this engagement we went to five specific
groups or activities that can be described as under-represented. We also went to public places, such as markets
and libraries to capture the opinions of people who may not have been likely to come across the survey in any
other way.
The easy read version of the survey was used in a number of settings. Interpreters and talk to text solutions were
used where useful, for example at Wakefield Deaf User Partnership.
At the midway review of the engagement period, Healthwatch Wakefield noted that the ethnic mix of
respondents was significantly White British, and predominantly women. Anecdotally, staff and volunteers
reported that during outreach activity they would often talk to couples and that it would invariably be the woman
who completed the form and therefore the demographics. The second half of the engagement therefore had a
particular focus on engaging with a broader ethnic mix and encouraging more men to complete the survey. We
also worked with specific community champions who undertook to take the survey to their local communities and
groups on our behalf.
By the end of the engagement period, the demographic mix was more representative of the Wakefield District
population as seen below:

Asian or Asian British
Black or Black British
Mixed or multiple ethnic groups
White British
Other White
Other ethnic groups
Prefer not to say

Survey

District population (2011 census)

3.6%
0.9%
0.8%
90.9%
1.9%
0.8%
1.0%

2.6%
0.8%
0.9%
93.1%
2.3%
0.3%

100.0%

100.0%

It should be noted also, that the east of the district has a lower percentage of other ethnic groups than central
and west Wakefield (2.1% in Pontefract South and 3.5% in Pontefract North for example).

CCG engagement activity
The engagement was supported by the CCG in a number of ways:


Regular online promotion and social media activity.



Newspaper and radio advertisements in local media.



Large scale mail out to all CCG partners, including GP surgeries, pharmacies, children’s centres,
community centres and libraries.



Production and distribution of a poster to display in various health and other settings, e.g. hospital.



Attendance at surgery waiting rooms including the Walk-in Centre and two outreach events alongside
Healthwatch Wakefield staff.



Also attended various Practice Patient Groups, Castleford Community Partnership, Health Overview and
Scrutiny Committee and the Local Medical Committee.
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The Campaign Company telephone survey
The CCG also asked The Campaign Company to conduct a random telephone survey of 1,000 people across
Wakefield District and in some outlying areas in Selby where residents have a tendency to go Pontefract Hospital,
due to its proximity, rather than other hospitals.
The purpose of the telephone survey was to supplement the information provided by the other channels. This
method captures views of a more randomised sample of the population than other self-selecting consultation
channels and provide findings that are representative of the population. A broadly representative sample was
captured through a quota sample method, with quotas set for demographics and geography.
The questions asked in the survey were the same as those in the main survey used by Healthwatch Wakefield to
allow for direct comparison. Analysis of the responses has been conducted using statistical software.
Comparison
The findings from both surveys were broadly similar in most respects. There were two key differences;
1. More people from the telephone survey (88% rather than 77%) would use GP if they could rather than go
to A&E and fewer (16% rather than 25%) would go first to A&E;
2. Fewer people from the telephone survey have used Pontefract A&E in the past two years (22% compared
to 50% with wider engagement where people are more interested in the issue).
Respondents were also asked what services they would like to be provided at Pontefract Hospital. 40% of
respondents said they did not know or did not feel equipped to answer this because they were not familiar with
Pontefract Hospital or used others (eg Pinderfields, Dewsbury or Leeds Hospitals).
Of those who did comment, the most common need identified was the need for all services to be provided in line
with other hospitals. The next most commonly mentioned service was the need for a fully functioning 24 hour
A&E service.
A number of other services were mentioned by a small number of respondents including maternity services;
burns unit; mental health services and children’s services.
Respondents were also asked if there was anything else they would like to mention about Pontefract A&E. Just
over a third of respondents made comments and of these a significant majority mentioned their positive
experiences of the Hospital and praised the staff there. Many also felt that the Hospital was under-staffed and
under-resourced. There was an underlying concern that reducing services here would have a big impact on local
people who would not be able to access emergency services quickly or close to their homes.
The full report from The Campaign Company is available on the CCG website:
https://www.wakefieldccg.nhs.uk/home/patient-in-wakefield/get-involved/engagement-reports/
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Findings
How people currently use healthcare services
The first section of the survey aimed to find out more about the reasons why people use emergency or urgent
care services. There has been a national drive in recent years to support people to make the right decision when
considering attending an A&E department. The significant pressures on emergency care services across the
country mean that it is increasingly important to provide viable alternatives for people seeking care, and for
people to use health services appropriately.
As can be seen from the chart below, 70% of people surveyed (1,420) said if they needed urgent, but not life
threatening care, they would first contact primary care services, either by ringing 111 or by ringing their GP
practice. A further 12% (249) would go to the walk-in centre and 4% of people (89) were either not sure or ticked
‘other’.
514 people (25%) surveyed told us that they would first go to A&E for urgent, but not life threatening, care.

Q1. If you need urgent, but not life-threatening, care what would you do first?
Response
Percent

Response
Total

1

Call 111

39.25%

796

2

Call my GP Practice (including out of hours
service)

30.77%

624

3

Call 999

6.36%

129

4

Go to Accident and Emergency

25.35%

514

5

Go to the Walk-in centre

12.28%

249

6

Not sure

1.63%

33

7

Other (please specify):

2.76%

56

*note that the percentages in this table are percentages of the total number of responses, as people had the option to tick
more than one answer.

Of the 56 people who added comments in this question, half said that their decision would depend on the specific
reason they needed care and what time of day or night it was. Thirteen people (23% of 56 comments) said that
they saw A&E as the only safe or viable option, or they were unsure if they would be able to get a GP
appointment in time:
‘Depends on time of day but going to A&E gives the reassurance of being in a safe environment with specialist
help even if it isn't immediate.’
‘In our neighbourhood I would try my GP first, but the likelihood is that there would not be any urgent
appointments. If I try 111 they almost always refer me to A&E, hence I would automatically go to our local ED
in Pontefract, at least there you are seen and sorted out.’
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The answers to question 3, ‘Can you tell us why you wouldn’t see a GP?’, also give some clarification of the
reasons why people might choose to go to A&E rather than any of the other options given, that is if they felt their
condition required specific diagnostics or treatment like an x-ray or stitches or if they felt it was likely that a GP or
other health professional would refer them to A&E anyway.

Q2. If you could see a GP on the same day, including evenings and weekends, would you use this
instead of going to an A&E?
Response
Percent

Response
Total

1

Yes

77.11%

1570

2

No

9.28%

189

3

Not sure

13.61%

277

77% of people (1,570) said they would go and see a GP instead of going to an A&E, but 14% were unsure and
nearly 10% (189) said no. The reasons for their decision are described below, including some detail about why
14% (277) of people said they weren’t sure.

Q3. Can you tell us why you wouldn't see a GP?

When they were asked why they would not choose to see a GP rather than go to A&E, analysis of the 404 answers
shows that for most people (60% of comments) this decision would wholly depend on the nature of their health
need. The example that was given many times was of a suspected fracture, where people felt that it is more than
likely that a GP would refer them to A&E anyway, in order to get an x-ray.
‘I would be happy to see a GP for many conditions, but I certainly wouldn't for a broken bone or a non-life
threatening cardiac arrhythmia for instance.’
‘It depends on what the injury/ illness was. If an x-ray or stitches are required A&E would be my first call but
other incidents the doctor would be my first port of call.’
‘I would prefer to go to A&E because if further investigations are needed they would be done at the hospital otherwise the GP would probably refer me anyway and not good use of NHS time.’
People also said that in previous experiences they had been sent to A&E by a health professional, so now they just
avoid the ‘middle man’:
‘The previous time I went to see GP urgently I was simply told I need to go to A&E, wasting valuable time.’
‘When done so in past then been sent to A&E so might as well go straight there.’
‘I once went to the GP with an urgent problem and was sent to A&E.’
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Some people felt that if in any doubt, it was safer to go to A&E and they were likely to get better care and
treatment there.
‘You get treated better and quicker at A&E.’
58 of the 404 comments (14%) were in relation to the difficulty of getting a GP appointment generally, and
therefore some scepticism as to whether a same day appointment would be possible.
‘Because you cannot always get an appointment straight away or have to ring up to 30 times before the line
isn't engaged.’
‘More often than not it's out of hours and if not we can't always get by the receptionist.’
‘Because you can never get appointment so I don't see how this would be any different. Seems like a middle
man who would send you to A&E anyway if it was urgent.’

4. Have you used Pontefract Hospital A&E during the last two years?
Response
Percent

Response
Total

1

Yes

50.20%

1018

2

No

49.80%

1010

The outreach engagement and social media boost activity took place mostly in the east of the district, which may
be the reason just over half of respondents to this survey had used Pontefract Hospital A&E in the last two years,
in comparison with the telephone survey which found that only 22% of the people they spoke to had attended.

5. If yes, how did you get to the hospital
Response
Percent

Response
Total

1

Drove myself

31.26%

316

2

Had someone drive me (family/friend/taxi)

55.19%

558

3

Ambulance

4.25%

43

4

Walked

2.77%

28

5

Public transport

3.96%

40

6

Other (please specify):

2.57%

26

96% of people who answered this question told us they had got to the hospital by themselves, the majority being
taken by a family member, friend or taxi. 4% arrived by ambulance. The responses under ‘other’ generally
covered those people who had taken family or friends to hospital, rather than attending on their own behalf.
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Q6. If yes, why did you choose to go to Pontefract Hospital A&E instead of another health service?
Response
Percent

Response
Total

1

I thought it would be quicker

19.06%

187

2

It was nearer to me

47.71%

468

3

It's always open

13.66%

134

4

I couldn't get a GP appointment

10.50%

103

5

Other (please specify):

29.87%

293

Unsurprisingly most people who go to Pontefract A&E are from the local area and this is reflected by 48% of
respondents saying they choose to go there because it’s nearer to them.
‘In situations of urgency and distress the most local help is essential.’
There is also a perception that for some urgent care problems, attendance at Pontefract A&E will be quicker than
Pinderfields A&E, both because it is closer but also because Pinderfields is notoriously very busy.
‘Pinderfields/Dewsbury are just too far away in the case of an emergency. A person could die before they
reach Pinders.’
‘For residents on the outlying edges of the district it is not always practical to get to Pinderfields. Pinderfields
hospital is not large enough to cope with all the demands of the entire district. There aren't enough staff at
Pinderfields alone to cope with the demand on services.’
‘Pinderfields is already too busy, and additionally is virtually inaccessible by public transport from anywhere
but Wakefield city centre.’
239 people ticked the ‘other’ box on this question, of which 77 told us they had been sent to Pontefract A&E by a
health professional or NHS 111. 136 responses under ‘other’ said they chose A&E rather than another health
service because of the nature of the problem, for example it was an emergency care situation and/or they
required specialist treatment such as x-rays or stitches.

Q7. Have you used the A&E at Pontefract between 10pm and 8am?
Response
Percent

Response
Total

1

Yes

28.23%

555

2

No

71.77%

1411

The majority of people who responded to the survey had not accessed Pontefract A&E during the night, but this
reflects hospital statistics that show use of the overnight service is relatively low.
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Q8. What would make you go to an A&E during the night, after 10 pm?

There were some clear indications from this survey that the majority of people who responded know very well
what A&E services are for, and feel that they would use them appropriately.
1,292 (73%) people specifically said they would only go to an A&E during the night if they felt it was a real
accident or emergency situation. Many examples were given such as severe breathing difficulties, stroke, heart
attack, serious bleeding, car accidents etc.
Some of the other categories of response arguably also could reflect emergency situations, for example severe
pain, unwell or injured child or something that was too serious to wait until morning. If these numbers are
included, 93% of people (1,653) who responded to this question indicate that they would use A&E appropriately
overnight.
‘If I had a serious injury e.g. broken leg or lots of blood loss or something life threatening such as heart
attack.’
‘An injury that required immediate, medical assistance, such as severe burns, heart attack etc.’
‘Anything I thought was life threatening.’
‘If in pain and scared.’
‘For me it would be pain, I panic, I have cancer.’
‘If I needed emergency treatment after 10pm. I'd like to know statistics for who uses A&E either
inappropriately or have been sent there, compared to genuine need to attend and admittance to hospital.
Let's see if this is a real problem or not.’
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The number of responses that relate to other reasons why people would attend an A&E overnight were therefore
relatively low and have been coloured purple on the chart below.

What would make you go to an A&E during the night?
An accident or emergency situation

1292

If my child was unwell or injured

140

If it couldn't wait til morning

88

If I was in a lot of pain

86

If I couldn't get any help elsewhere

84

It depends what's wrong

26

It's closest

25

If I felt unwell

24

If I was frightened or anxious about my health

17

To see a doctor

10

If advised by 111 or GP

6
0

200

400
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1000

1200

Green – people who would go to A&E overnight for an accident or emergency situation, or fear of one
Purple – people who gave other reasons, e.g. it was the only place open, or it is closest to me

1400
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What people currently know about the services that are provided at Pontefract Hospital
From the responses to this survey, there appears to be some significant confusion about what services are
currently provided at Pontefract Hospital.
The conditions listed below are all emergency conditions that would require attendance at an A&E department in
order to be treated safely. As can be seen from the responses, well over half of the people who replied to this
question did not know they would not be treated for these conditions if they presented at Pontefract A&E.

Q9. Which of the following conditions do you think would be treated at Pontefract Hospital A&E
currently?
Response
Percent

Response
Total

1

Heart attack

68.00%

1322

2

Stroke

64.30%

1250

3

Serious head injury

60.34%

1173

4

Serious burns

53.34%

1037

5

Unconscious child

66.56%

1294

6

Serious bleeding

68.83%

1338

7

Appendicitis

55.35%

1076

8

None of the above

21.40%

416

When asked if they would be surprised to learn if they went Pontefract A&E with one of those conditions, they
would be stabilised and sent to Pinderfields hospital, 632 people (42% of the 1,508 people who responded to this
question) answered that they would.

Q10. Would it surprise you to know that if you went Pontefract A&E with one of those conditions,
you would be stabilised and sent to Pinderfields hospital to access specialist staff and equipment?
Response
Percent

Response
Total

1

Yes

41.87%

631

2

No

58.13%

876

There were 555 comments on this question, with answers ranging from angry:
‘Ridiculous - puts lives at risk! What a waste of a new hospital building with A&E facilities being built in
Pontefract if it is not used to full capacity.’
‘That's ridiculous considering you would already be at a new capable site.’
‘But that’s disgusting. Have a lovely hospital and then not use it.’
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To positive:
‘I don't think there is a problem with this as long as stable and then transferred.’
‘At least I would be seen and stabilised more quickly due to proximity.’
‘I know this happens but the initial assessment is at Pontefract and once you are in the system you feel much
safer and in good hands.’
‘Even if the A&E can only stabilise serious injuries or medical issues (and not provide treatment), that may be
the difference between life and death if it were someone who would otherwise have to travel 20+ miles to the
next/nearest appropriate hospital.’

Q11. Which of the following services would you expect to find if you attended a hospital urgent care
facility?
Response
Percent

Response
Total

1

Blood tests

86.45%

1627

2

X-ray

92.77%

1746

3

Scans

82.04%

1544

4

Minor surgical procedures

75.61%

1423

5

Burns treatment

76.62%

1442

6

Treatment for fractures / a broken bone

85.81%

1615

The above services or procedures would be available in any A&E (Emergency Department) and also at any Urgent
Treatment Centre. The main differences are that an Urgent Treatment Centre has a different staff mix, may not
be open 24 hours a day and would not receive emergency ambulances.
It is clear from the responses that the majority of people would expect to find the above services at Pontefract
Hospital.
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What other services people think could be provided at Pontefract Hospital
Q12. The CCG are looking to provide more services at Pontefract Hospital. What other services would
you like to be provided there?
There were 1,105 answers to this question. The majority answers are summarised in the table below:

Services that people would want at Pontefract Hospital
Fully Functioning 24 Hour A&E
Everything There Used To Be/ Same As Pinderfields
Maternity/birth/labour/antenatal
Surgery / surgical / operations
Children's services/ paediatrics
GP service
Walk in/ drop in service
Mental health services
Heart/ pacemaker clinic
More beds
Fracture clinic
Outpatient clinics
Elderly / geriatric
Rehab services
Eye clinic
Cancer services
Inpatient services
Scans
Trauma unit
Physiotherapy
Urology
Neurology

441
257
67
52
33
30
28
27
26
22
22
18
16
14
14
12
10
10
8
8
5
5
0
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By far the majority of people want to have a fully functioning A&E service operating 24 hours at Pontefract
Hospital. They also want their local hospital to be what it used to be, or what they perceive a hospital ‘should be’:
‘More of everything. PGI (Pontefract General Infirmary) used to provide excellent first line care. Before it was
systematically taken apart, due to poor financial management. Everyone is now realising that PGH
(Pinderfields General Hospital) cannot cope with the demands and the large population that it serves.’
‘A proper hospital like we had instead of having to travel miles, we've gone back instead of forward, it’s just a
glorified clinic. More Wards needed instead of miles of useless corridors.’
‘I think they should be able to treat more things instead of sending you to Pinderfields or Dewsbury.’
‘Everything you would find at any other hospital.’
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42 people said they didn’t know what Pontefract Hospital offered now, so they couldn’t comment on what other
services they might provide. This reflects responses to other questions in this survey that shows a widespread
confusion about what is available at this hospital.

Q13. Is there anything else you'd like to tell us about Pontefract Hospital A&E?

944 people answered this question. Some people wrote at length about their experiences at Pontefract Hospital
or other health services, or about their opinions of the general state of health provision nationally and locally.
Some were critical of decisions that have been taken or seriously concerned about the implications of any future
change in health provision and what this might mean to themselves and their loved ones. There were also many
compliments for the emergency care service currently provided at Pontefract.
All of these responses were analysed and 1,398 separate comments were identified with a number of themes.
The top 5 themes are discussed in detail below.
1.

Please keep our local hospital A&E open

The largest theme by far was the plea for Pontefract Hospital A&E to remain open to serve the local population.
There were many comments, both in this question and throughout the survey, about it being a lifeline for the
local community and a valued local facility:
‘Please keep it functioning for the many people living this side of West Yorkshire. The extra journey time
across to Wakefield and their ability to cope with excessive numbers of people now being sent to Wakefield is
frightening and life threatening.’
‘Please don't close it. More investment in local services would be appreciated.’
‘It is a vital service to our area.’
‘It's comforting for me to know that my family have urgent emergency treatment within a few miles of my
home (Castleford). Travelling to Wakefield is a much further journey.’
‘Pinderfields is alright if you live near the hospital but the majority of the public would get their relative to the
nearest hospital for help. So if they lived near Pontefract A&E they would go there.’
‘It is needed 24 7.’
2.

Pontefract Hospital is highly valued by the local community

Many compliments were received in this survey about Pontefract Hospital and the A&E department, and in
particular the staff that work there:
‘I have been following 2 falls and staff have been wonderful.’
‘It's easy to get to and park with good hard working staff.’
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‘I think it's Fantastic I've been with my children for small burn, accident on bicycles broken bones and other
minor accidents children happen to have. Seen quickly, very clean unlike other A&Es.’
‘The staff are amazing at Pontefract. Absolutely outstanding whenever I have used it with my children.
Compassionate and caring and polite.’
‘It's is a fantastic facility and really important that services including A&E are kept there.’
‘I have taken my daughter there a few times over the past year or so when she has had minor
injuries/dislocated elbow and the care has been fantastic.’
3.

Pontefract Hospital doesn’t have the services, staff or beds it needs

People said that the hospital deserved to have more facilities, not less, and questioned the logic behind building a
large expensive facility and then not using it to its full potential. They said it needs more beds, more staff and it
needs more facilities to serve the local community.
‘It needs re-kitting and expanding and to be more robust. My kids on more than 1 occasion would have died,
if I had to trail to Wakefield. It’s insane to suggest Pontefract does not need an expanded Hospital and
exemplary A n E facility.’
‘I feel Pontefract A&E Hospital isn't used to its full advantage, there needs to be more access to services and
wards. Why did the hospital ever change, just feels a waste of space and frustrating you need to be
transferred to PGH.’
‘Pontefract A&E is a fantastic small department which provides high standards of care, the staff are lovely
always smiling and nothing is too much trouble. The department should be made bigger, more staff should be
employed. Stop taking services away, bring them back and improve patient care.’
As can be seen in the answers to question 12 above, there were many suggestions for other health services that
local people would value.
4.

Pinderfields Hospital is too far to travel to from the east of the district

107 comments were given in this section, which add to the many comments in other parts of the survey, about
the length of the journey to Pinderfields Hospital, particularly for those people who have to rely on public
transport.
‘People need an A&E hospital where they live, not to be transported miles way for treatment.’
‘What a waste to build a new hospital and close the a & e. For villages south it is too far to travel.’
‘Wakefield too far away. Haven’t got transport and cannot afford a taxi.’
‘It seems lost on decision makers that an important part of one's wellbeing is being able to access services
close to home. Wakefield and Dewsbury are too far away, particularly for the elderly.’
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‘It is the only hospital I can get to easily. It would be nearly impossible to get to Pinderfields unless it was an
emergency and I called an ambulance.’
‘It's very important to the local area. Pinderfields is not that easy to get to/often surrounded by traffic so
Pontefract A&E is of paramount importance as for a lot of people it's the closest and easiest to get to
emergency service!’
‘I feel very nervous that the prospect that Pontefract A&E could close. I fear that lives will be put at risk by
having to travel to Pinderfields Hospital.’
Particular concerns related to travel and distance include:



The concern that lives could be put at risk by the additional time it could take for someone in the east of the
district to get to Pinderfields in an urgent or emergency situation, particularly at night and for those who
have to rely on public transport.



The problem of getting home to the east of the district after having been transferred from Pontefract to
Pinderfields. Verbal examples were given of people who have walked home from Pinderfields A&E in the
early hours of the morning.



When admitted to Pinderfields, the pressure on relatives not being able to visit easily was mentioned many
times.



The fact that Pinderfields itself can be difficult to get to; by car because of the high volumes of traffic, and by
public transport as it requires a change over at Wakefield bus station, so at least two bus journeys.



Following transfer of an urgent case from Pontefract to Pinderfields, many people told us of problems they
have had with their car being left in a Pontefract car park making them anxious and also incurring parking
charges.

5.

Concern about increased pressure on Pinderfields A&E if emergency or urgent care services are not
available at Pontefract.

There was widespread feeling that the A&E at Pinderfields already has long waits for people to be seen and
treated, and that any reduction in service at Pontefract would lead to additional pressure. Again, the comments in
this section are reflected in responses to other questions within the survey.
‘Also Pinderfields has to cope with emergency care for Pontefract and Wakefield and Dewsbury it will become
horrendous and impossible to manage.’
‘This dept. should be developed and utilised more to take the pressure off Pinderfields, which cannot cope
with the number of patients presenting. Waiting times there are horrendous.’
‘I have not been there for a while but each time I have to Pinderfields A&E with elderly parents it is always
bursting at the seams. I am not convinced by arguments that Pontefract does not need A&E in some form.’
‘No I think pressure should be kept off Pinderfields.’
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Summary of responses to final question
'Is there anything else you'd like to tell us about
Pontefract Hospital A&E?'
Please keep our local hospital A&E open

461

Compliments for Pontefract Hospital and staff

316

Pontefract hospital doesn't have the services it needs

234

General criticisms including parking, long waits,
reduction in services

173

It is too far to travel to Pinderfields from the east of the
district

107

Pinderfields A&E is already under too much pressure

48

Need clarity over what's currently provided

31

Concerns about increased population, new housing
estates and more demand on services

28
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Easy Read Survey
Nine people completed the survey at a group held by Voiceability during August. Some of the key findings include:



Eight people (89%) indicated they would go to A&E if they needed urgent, but not life threatening, care.
Some also ticked other options, including call 111 (five people) and go to the walk-in centre (one person).



Two people said they would go to a GP if they needed urgent care, but the majority wouldn’t. They said that
for an urgent situation the GP would refer them to A&E anyway, or they just wouldn’t choose a GP for an
urgent problem.



One person had used Pontefract A&E in the last two years and they told us that someone drove them there,
and they chose to go there because it was quicker, closer to them and because it is open all the time.



When asked if they would be surprised to find out that Pontefract A&E didn’t offer emergency services as
described in the survey, 8 people said they were not surprised.



All respondents felt that the things described (blood tests, x-rays, scans, burns and broken bone treatments)
would be available at an urgent care centre.



There were three comments given for the question about other services that could be provided at Pontefract
‘Everything. All care.’
‘I go to the hospital in Wakefield.’
‘A&E to be open for minor injuries, reduce waiting list at Pinderfields.’
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Conclusion
Healthwatch Wakefield is aware of the significant pressures that our local health and care services are under.
Some of these pressures are related to workforce issues such as the shortage of qualified consultants, doctors
and nurses, particularly in emergency care. Some are related to the financial situation within which the country
and the district has been operating, and some are about the fact that more of us are living longer, with multiple
long term conditions and we need more healthcare.
We know that very difficult decisions are having to be made.
We are, however, convinced that these decisions must be taken with local people, that their concerns, needs and
wishes must be heard and that they should be kept fully informed of all changes if and when they are made. We
welcomed the opportunity to engage with people on behalf of the CCG, who requested Healthwatch Wakefield to
take a lead role in this engagement, not only to find out what people think but also to present publicly what we
found.
These are the key messages we heard:
1. We heard clearly that people want 24 hour urgent or emergency care provision at Pontefract Hospital,
and that they have significant concerns about the consequences of any reduction in current provision.
2. There is widespread confusion over what services Pontefract Hospital currently provides.
3. People are disappointed at the perceived insufficient use of an expensive, purpose-built hospital facility
at Pontefract when it is so valuable to the local community.
4. We feel there is evidence in this survey that the majority of people are aware what constitutes an
emergency or accident, and would choose to access alternative care (e.g. same day GP appointment) if
appropriate for their condition and if available in a timely way.

We would like to thank all the people in our district who were able to contribute their thoughts to the
engagement around urgent care provision at Pontefract Hospital.
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Appendices
Demographics: people profile
Survey
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People profile
Total number who answered the survey 2078

gender and gender / sexual identity
What sex are you?
Number who provided a response 1732 of which ‘Prefer not to say’ 0.64% / 11
Male: 31.02% / 538 Female: 68.34% / 1183
Is your gender identity different to the gender you were assigned at birth?
Number who provided a response 1694 of which ‘Prefer not to say’ 3.13% / 53
Yes: 5.02% / 85
No: 91.85% / 1556
What best describes your sexual orientation?
Number who provided a response 1693 of which ‘Prefer not to say’ 5.26% / 89
Heterosexual / straight
91.02%
1541
Bisexual
1.24%
21
Gay or Lesbian
1.48%
25
Other
1.00%
17

pregnancy and childbirth
Are you pregnant?
Number who provided a response 1188 of which ‘Prefer not to say’ 4.80% / 57
Yes: 2.69% / 32
No: 92.51% / 1099
Have you given birth in the last six months?
Number who provided a response 1188 of which ‘Prefer not to say’ 5.22% / 62
Yes
2.02%
24
No
92.76%
1102

age

4-92

How old are you?
Number who provided a response 1662

554

636
447

19
0-17 years 18-44 years 45-64 years 65+ years

origin
What country were you born in?
Number who provided a response 1680

United Kingdom or Great Britain 965
England 632 Scotland 14
Poland 9 Germany 7 Pakistan 7 Ireland 6
Ghana 4Lithuania 4Wales 4Romania 3Singapore 3
Uganda 3 Zimbabwe 3 France 2 Nigeria 2 Syria 2
Aden 1Asia 1Croatia 1India 1Iraq 1Latvia 1
USA 1Yemen 1Zambia 1
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What is your ethnic group?
Number who provided a response 1684 of which ‘Prefer not to say’ 1.01% / 17
English/Welsh/Scottish/Northern Irish/British
90.91%
1531
Pakistani

2.67%

45

African

0.77%

13

Eastern European

0.77%

13

White and Black Caribbean

0.65%

11

Indian

0.48%

8

Other White background

0.48%

8

Other background
Chinese

0.48%
0.42%

8

Polish

0.30%

5

Irish

0.30%

5

Arab

0.24%

4

Other mixed background

0.18%

3

Any other ethnic group

0.12%

2

Bangladeshi

0.06%

1

Caribbean

0.06%

1

Other black background

0.06%

1

Gypsy or Irish traveller

0.06%

1

7

religion
Do you belong to any religion?
Number who provided a response 1665 of which ‘Prefer not to say’ 4.63% / 77
Christianity
55.77%
929
No religion

32.57%

542

Other

3.31%

55

Islam

3.19%

53

Judaism

0.24%

4

Buddhism

0.12%

2

Hinduism

0.12%

2

Sikhism

0.06%

1

disability
Do you consider yourself to be disabled?
Number who provided a response 1705 of which ‘Prefer not to say’ 2.29% / 40
Yes
22.71%
387
No
75.00%
1278
Type of impairment: Please tick all that apply
Number who provided a response 390 of which ‘Prefer not to say’ 4.36% / 17
Physical or mobility impairment
50.77%
198
Long term condition
45.64%
178
Mental health condition
21.79%
85
Sensory impairment
15.38%
60
Learning disability
6.41%
25

carers
Do you look after give any help or support to a family member, friend or neighbour
because of a long term physical disability, mental health, or problems related to old age?
Number who provided a response 1704
of which ‘Prefer not to say’ 3.41% / 58
Yes
25.95%
442
No
70.64%
1204

PDF Page No. 113

Discussing Urgent Care at Pontefract Hospital
Pontefract Hospital is central to the current and future plans for healthcare for Wakefield district. Over recent
years there have been improvements made to local hospital healthcare across the area, which has created the
opportunity to explore further ways in which Pontefract Hospital can be developed. NHS Wakefield Clinical
Commissioning Group (CCG) is responsible for commissioning primary care (GP), community, and urgent care
services across the Wakefield district. They have asked Healthwatch Wakefield to talk to local people about
urgent care services provided at Pontefract Hospital. Healthwatch Wakefield is the local independent champion
for people who use health and social care services.
1. If you need urgent, but not life-threatening, care what would you do first?
Call 111
Call my GP Practice (including out of hours service)
Call 999
Go to Accident and Emergency
Go to the Walk-in centre
Not sure
Other (please specify):

2. If you could see a GP on the same day, including evenings and weekends, would you use this instead of going
to an A&E?
Yes
No
Not sure
3. Can you tell us why you wouldn't see a GP?

4. Have you used Pontefract Hospital A&E during the last two years?
Yes
No
5. If yes, how did you get to the hospital
Drove myself
Had someone drive me (family/friend/taxi)
Ambulance
Walked
Public transport
Other (please specify):

PDF Page No. 114

6. If yes, why did you choose to go to Pontefract Hospital A&E instead of another health service?
I thought it would be quicker
It was nearer to me
It's always open
I couldn't get a GP appointment
Other (please specify):

7. Have you used the A&E at Pontefract between 10pm and 8am?
Yes
No
8. What would make you go to an A&E during the night, after 10 pm?

9. Which of the following conditions do you think would be treated at Pontefract Hospital A&E currently?
Heart attack
Stroke
Serious head injury
Serious burns
Unconscious child
Serious bleeding
Appendicitis
None of the above
10. Would it surprise you to know that if you went Pontefract A&E with one of those conditions, you would be
stabilised and sent to Pinderfields hospital to access specialist staff and equipment?
Yes
No
Comments:

11. Which of the following services would you expect to find if you attended a hospital urgent care facility?
Blood tests
X-ray
Scans
Minor surgical procedures
Burns treatment
Treatment for fractures / a broken bone
12. The CCG are looking to provide more services at Pontefract Hospital. What other services would you like to
be provided there?

13. Is there anything else you'd like to tell us about Pontefract Hospital A&E?
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Healthwatch Wakefield
Registered Office:
11-13 Upper York Street, Wakefield WF1 3QL
Registered Company No: 09907848
Charity No: 1166797 Registered in England and Wales

www.healthwatchwakefield.co.uk
01924 787379 / 01924 234007
enquiries@healthwatchwakefield.co.uk
@healthywakey
facebook.com/Healthwatch Wakefield
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Are the reasons for change clear?
120.00%
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Urgent care at Pontefract Hospital
Analysis of public telephone survey

A report by The Campaign Company
September 2017

PDF Page No. 135

1

Background
Pontefract Hospital is central to the current and future plans for healthcare for
Wakefield district. Over recent years there have been improvements made to local
hospital healthcare across the area, which has created the opportunity to explore
further ways in which Pontefract Hospital can be developed.
NHS Wakefield Clinical Commissioning Group (CCG) is responsible for commissioning
primary care (GP), community and urgent care services across the Wakefield district.
They have recently asked Healthwatch Wakefield to talk to local people about urgent
care services provided at Pontefract Hospital and an online survey, as well as other
channels, were used to capture people’s views.
The CCG also asked The Campaign Company (TCC) to conduct a random telephone
survey of 1000 across Wakefield District and in some outlying areas in Selby where
residents have a tendency to go Pontefract Hospital, due to its proximity, rather than
other hospitals.
The purpose of the telephone survey was to supplement the information provided by
the other channels. This method captures views of a more randomised sample of the
population than other self-selecting consultation channels and provide findings that
are representative of the population.
A broadly representative sample was captured using a stratified sampling approach
with quotas based on age, gender, ethnicity and geography.
For the analysis of the telephone survey responses, closed question responses are
described as percentages. In places, percentages may not add up to 100 per cent.
This is due to rounding or questions allowing multiple responses. Where questions
have allowed multiple responses, this is clearly stated.
Open questions and free text responses were analysed using a qualitative data
analysis approach. Using qualitative analysis software (NVivo), all text comments have
been coded thematically to organise the data for systematic analysis. To do this, a
codeframe was developed to identify common responses; this was then refined
throughout the analysis process to ensure that each response could be categorised
accurately and could be analysed in context.
It is important to note that where open text comments have been analysed using
qualitative methods, these aim to accurately capture and assess the range of points
put forward rather than to quantify the number of times specific themes or

values first
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comments were mentioned. Where appropriate, we have described the strength of
feeling expressed for certain points, stating whether a view was expressed by, for
example, a large or small number of responses. However, these do not indicate a
specific number of responses that could be analysed quantitatively.
The questions asked in the survey were the same as those in the main survey used by
Healthwatch Wakefield to allow for direct comparison.
This report sets out the findings from the survey.

values first
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Profile of respondents
The profile of the 1000 respondents by age, gender, geography and ethnicity are
shown below. These are broadly reflective of the Wakefield District population (in
accordance to 2011 Census data).
Table 1: Age of respondents

Age
18-29
30-39
40-49
50-59
60-69
70 and over

Table 2: Gender of respondents

Total
146
157
170
169
165
193

%
15%
16%
17%
17%
17%
19%

Gender
Female
Male

Total
503
497

%
50%
50%

Total

%

3
6
0
1
3

0.3%
0.6%
0%
0.1%
0.3%

1
1
0

0.1%
0.1%
0%

0
0
0
0

0%
0%
0%
0%

958
3
0
3
3

96%
0.3%
0%
0.3%
0.3%

0

0%

2

0.2%

16

1.6%

Table 3: Ethnicity of respondents

Ethnicity
Asian / Asian British
Indian
Pakistani
Bangladeshi
Chinese
Any other Asian background
Black / Black British
Caribbean
African
Any other Black background
Mixed / multiple ethnic groups
White and Black Caribbean
White and Black African
White and Asian
Any other mixed background
White
White English/Welsh/Scottish/Northern Irish/British
Irish
Gypsy or Irish Traveller
Eastern European
White Other
Other ethnic groups
Arab
Other
Prefer not to say

values first
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Table 4: Respondents by ward and postcode

Ward
Ackworth, North Elmsall and Upton
(Total 46)

Airedale and Ferry Fryston
(Total 43)

Altofts and Whitwood
(Total 48)

Castleford Central and Glasshoughton
(Total 44)

Crofton, Ryhill and Walton
(Total 42)

Featherstone
(Total 46)

Hemsworth
(Total 43)

Horbury and South Ossett
(Total 42)
Knottingley
(Total 39)
Normanton
(Total 42)

Postcode
WF4
WF7
WF8
WF9
DF5
WF7
WF8
WF9
WF10
DN14

1
20
2
23
1
1
1
3
37
1

LS25
WF6
WF9
WF10
WF11
Preferred not to say
HX7
WF4
WF10
Preferred not to say
LS8
WF2
WF4
WF17
Preferred not to say
WF4
WF7
WF8
Preferred not to say
S72
S74
WF8
WF9
WF10
Preferred not to say
WF2
WF4
WF5
WF6
WF12
WF10
WF11
WF1
WF2
WF4
WF6

1
16
1
27
1
1
1
1
40
2
1
12
27
1
1
10
32
2
2
3
1
2
33
3
1
1
29
10
1
1
2
37
1
2
1
36

values first
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Ward

Postcode
WF7
WF11
WF12

values first

Totals
1
1
1
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Headline findings
The survey sought views on:
•
•
•

how to access urgent care
experiences of Pontefract Hospital’s Accident and Emergency (A&E)
department
expectations of urgent care services and other services available at Pontefract
Hospital

The top-line findings from each of the survey responses are shown below.

3.1

How to access urgent care
Respondents were asked what they would do first if they wanted to access urgent but
not life threatening care. Figure 1 shows that over a quarter of respondents (28%)
would call their GP practice (in or out of hours). 21% of respondents would call 111.
The next most common responses are contacting emergency services with 17%
saying they would call 999 and 16% saying they would go to A&E.
Figure 1: If you need urgent, but not life threatening, care what would you do first – select one option?
(% response)

Call 111

21%

Call 999

17%

Call my GP practice (including
OOH)

28%

Go to A & E

16%

Go to the Walk-in centre
Not sure
Other

7%
4%
6%

Source: TCC Aug-Sept2017 (Base: 1000)

Respondents were asked whether they would see a GP on the same day if they could
rather than go to A&E. Figure 2 shows that 88% said they would do this if their GP
were open in the evenings and weekends.

values first
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Figure 2: If you could see a GP on the same day, including evenings and weekends, would you use this
instead of going to A&E? (% response)

88%

Yes

No

Not sure

8%

4%

Source: TCC Aug-Sept2017 (Base: 1000)

The 42 respondents who said ‘no’ were asked why they would not see a GP. Almost
half of these felt that their GP practice was not equipped to deal with urgent or
emergency situations. Others felt that that going to A&E was quicker and some felt it
was more accessible (either because of proximity or by being open 2 hours).

3.2

Experiences of using Pontefract Hospital’s A&E service
222 respondents (22%) has used Pontefract Hospital A&E in the past two years
compared to 778 (78%) who had not.
Those who had used A&E were asked how they had got to the hospital. Figure 3
shows that almost half (48%) were driven there and almost a third (32%) had driven
themselves. Those who had said ‘other’ had driven close family members to A&E.
Figure 3: If yes, how did you get to the hospital? (% response)

Ambulance

6%
32%

Drove myself

48%

Had someone drive me
9%

Other
Public transport
Walked

4%
1%

Source: TCC Aug-Sept 2017 (Base: 222)
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Those who has used A&E were also asked why they had gone to Pontefract Hospital
A&E instead of another health service. Their responses are shown in Figure 4.
Figure 4: If yes, why did you go to Pontefract Hospital A&E instead of another health service? (%
response)

Couldn't get GP
appointment

It's always open

5%

2%

Thought it was nearer to me

Thought it would be quicker

45%

8%

Other

40%

Source: TCC Aug-Sept2017 (Base: 222)

45% of respondents went because they thought it was closer to them. A large
number gave ‘other’ reasons the most common of which were:
•
•
•

they were advised to go there by a health professional (GP, nurse, 111 or
other)
the situation was felt to be an emergency or a situation that the GP would not
be able to handle (eg a fracture, a suspected cardiac situation, etc)
the situation took place at a weekend, bank holiday or night when other
health services were not open

164 respondents (16%) said they had used the A&E at Pontefract Hospital between
10pm and 8am (compared to 836 respondents (84%) who had not).
Respondents were asked what would make them go to an A&E during the night,
after 10pm. There were 836 responses - the significant majority said they would go if
they or a family member were experiencing an emergency or life-threatening situation
(eg a heart-attack) or a serious injury (eg a fracture).

3.3

Services available at Pontefract Hospital A&E
Respondents were asked what conditions they thought would be treated at
Pontefract Hospital A&E. Figure 5 shows that most people thought that all the
conditions listed (heart attack; stroke; serious head injury; serious burns; unconscious
child; serious bleeding; and appendicitis) would be treated. Serious bleeding was
identified as the one most likely to be treated (80%) and serious burns the least likely
(60%).11% of respondents thought none of these would be treated.
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Figure 5: Which of the following conditions do you think would be treated at Pontefract Hospital A&E select all that apply? (% response)

Appendicitis

73%

Heart attack

73%

Serious bleeding

80%

Serious burns

60%

Serious head injury

70%

Stroke

75%

Unconscious child

76%

None of the above

11%

Source: TCC Aug-Sept2017 (Base: 1000)

Respondents were then asked whether they would be surprised to know that if they
went to Pontefract A&E with one of these conditions then they would be stabilised
and sent to Pinderfields Hospital to access specialist staff and equipment. 36% sent it
would surprise them to hear this, 64% said it would not.
Respondents were asked which of the following services – blood tests; X-ray; scans;
minor surgical procedures; burns treatment; treatment for fractures / broken bones they would expect to find if they attended a hospital urgent care service. The results
are shown below.
Figure 6: Which of the following services would you expect to find if you attended a hospital urgent care
service? (% response)

Blood tests

87%

Burns treatment

84%
93%

Fractures
Minor surgical procedures

82%
85%

Scans

94%

X-ray
None of the above

2%

Source: TCC Aug-Sept2017 (Base: 1000)
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Most thought that they would all be provided with almost all thinking that X-rays
would be provided (94% of respondents) closely followed by treatment for fractures
and bones (93%). The service thought to be least likely to be provided is minor
surgical procedures (although 82% still thought that this would be available at a
hospital urgent care service.
Respondents were also asked what services they would like to be provided at
Pontefract Hospital. 40% of respondents said they did not know or did not feel
equipped to answer this because they were not familiar with Pontefract Hospital or
used others (eg Pinderfields, Dewsbury or Leeds Hospitals).
Of those who did comment, the most common need identified was the need for all
services to be provided in line with other hospitals. The next most commonly
mentioned service was the need for a fully functioning 24 hour A&E service.
A number of other services were mentioned by a small number of respondents
including maternity services; burns unit; mental health services and children’s services.
Respondents were also asked if there was anything else they would like to mention
about Pontefract A&E. Just over a third of respondents made comments and of these
a significant majority mentioned their positive experiences of the Hospital and praised
the staff there. Many also felt that the Hospital was under-staffed and underresourced. There was an underlying concern that reducing services here would have a
big impact on local people who would not be able to access emergency services
quickly or close to their homes.

values first
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Chief Officer’s Report November 2017
Petition from Andrea Jenkyns’ office regarding the consultation over possible
closure of Wrenthorpe Branch surgery
Dr Adam Sheppard formally received a petition on behalf of the CCG from Andrea
Jenkyns, the MP for Morley and Outwood, whose constituency also includes
Wrenthorpe. A copy of the letter is attached. The petition has been signed by 141
people.
Conexus Healthcare
The CCG has agreed to work with Conexus Healthcare to support development of
the GP Federations for the district and ensure effective engagement of member
practices. Conexus Healthcare has been developed and is a legal entity in the form
of a limited company that will have membership from all general practices in
Wakefield. The confederation is a provider organisation chaired by Dr Shak Sarwar.
New Models of Care Board
The Wakefield New Models of Care Board is holding a series of workshops to review
the way in which partner organisations work together to support the delivery of safe
and effective services across the system.
The last formal meeting of the NMOC Board discussed a number of key issues:


Joint Operational Delivery Group (JODG) Update

A report was presented and discussed on the progress of the work undertaken by
the JODG in relation to the Connecting Care Hubs, including Phase One of capital
work at Bullenshaw & Waterton Hubs, which continues on track and the re-designed
Hub Multi-Disciplinary Teams (MDTs), which are due to be operational by midNovember 2017. Visits are underway to a small number of GP practices to engage
with practices and involve them in the trial of the new hub model with a view to
starting early implementation over the next few months.


Winter Readiness 2017-2018

New Models of Care Board partners are working to support the implementation of
the Wakefield system winter delivery plan for 2017/18 which has been developed by
the A&E improvement group. Positive progress was shared with the Board about the
Discharge to Assess and the Late Visiting pilots and the Board agreed to some other
key initiatives, including a collaboration between Wakefield District Housing and Age
UK to support people who have been taken home via the Hospital to Home scheme;
roll out of the Airedale Telemedicine to a further 16 additional care settings (three are
already linked to the scheme) and Expansion of integrated community in-reach to
identify patients on hospital wards who would be better cared for in the community.:
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Diabetes service developments


Diabetes Prevention Programme

Wakefield, as part of the West Yorkshire and Harrogate STP, are implementing the
second wave of the National Diabetes Prevention Programme (DPP). The DPP has
been commissioned by NHSE and PHE and a national provider is delivering the
programme in West Yorkshire and Harrogate. Wakefield is achieving the target
number of referrals into the programme; a number of Initial Assessments have taken
place and courses have started in the east of the district. The first stage of the
implementation has taken place via mail outs to those people who are high risk of
diabetes, on average 20% of the people who are sent a letter of invitation are taking
up the offer of the programme.


Diabetes Treatment and Care Transformation Programme

Wakefield CCG and North Kirklees CCG were successful in their application for the
diabetes treatment and care transformation funding. Wakefield and North Kirklees
together for the Multi-disciplinary Foot Team (MDFT) and North Kirklees for
Structured Education.
The aims of the MDFT are to increase the capacity of the hospital MDFT clinic which
will ensure that all patients are triaged within one working day and seen within a
further working day. This will include a Diabetes Foot Practitioner within the MDFT to
work on the inpatient diabetes ward with patients who have active diabetes foot
disease and provide assessments for people with diabetes who are admitted to
hospital.
The service has also formalised arrangements for specialist vascular input and
increased orthoptist and podiatrist input.
Health and Housing
The Wakefield Health and Wellbeing Plan clearly defines the need for the Wakefield
Health and Care system to understand the role all public sector organisations can
play in tackling some of the wider determinants of health and wellbeing.
The home is a driver of health inequalities the right home environment will protect
and improve health, enable people to manage their care and health needs and to
remain at home. This greatly impacts on delaying or reducing the need for primary
care and social care interventions, preventing hospital admission and supporting
timely discharge from hospital to home.
Poor housing affects people’s physical and mental health. The health of older
people, children, disabled people and people with long term illness is at greater risk
from poor housing conditions The Building Research Establishment estimates that
the cost to the NHS of poor housing for those over the age of 55 is about £624m per
year.
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With all this in mind on the 9th March 2017 following a discussion held at the
Connecting Care Health and Social Care Partnership a recommendation was made
and approved to create a Housing, Health and Social Care Partnership group
(HHSCP) to sit under the wider architecture of the Health and Wellbeing Board.
As part of the partnership and to look at transforming the partnership between health
and housing, Sarah Roxby joined Wakefield CCG in July on a secondment from
WDH.
Progress to date:









From the start of October Telecare is now offered as a standard part of the
Reablement Service, this is provided through the WDH Care Link service free
of charge to the patient for the duration of their reablement. As a result many
patients have continued with the service post reablement providing them with
ongoing support in their home to maintain independence.
As part of the Age UK Hospital to Home transport service, patients will also
benefit from the installation of telecare in their home to provide ongoing 24/7
support, free of charge for up to one month. A Care Link Home Responder will
also be provided as part of the Hospital to Home service. From the current
Care Link service users, ambulance call outs have been mitigated in up to
42% of fall’s incidents.
As part of the resource for winter planning guest flats within WDH
Independent Living and Extra Care schemes will be accessible for patients
who are ready for hospital discharge but are unable to return to their own
home immediately.
Housing pathway and coordination is being reviewed with MYHT with a view
to making hospital discharge more efficient where housing issues are present.
Housing employees are now based within the Connecting Care Hubs

South Yorkshire Hospital Services Review
The South Yorkshire Sustainability and Transformation Partnership (STP) is
undertaking a review of hospital services. The review will cover:
 Urgent and emergency care
 Stroke
 Care of the acutely ill child
 Maternity
 Gastroenterology and endoscopy
Engagement with clinicians, public and with staff began on 27 October.
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Engagement regarding maternity services in the Wakefield district in support
of the West Yorkshire and Harrogate STP
We are currently working with the Maternity Services Liaison Committee and
maternity services to find out about local women’s experiences of postnatal care and
support. As part of this work, we have commenced engagement with local women
and their families, working with our colleagues to reach those who have recent
experience of these services.
Arrangements for management of Conflicts of Interest
The Governing Body is responsible for ensuring adequate arrangements are in place
for the management of conflicts of interest. A revised policy was approved by the
Integrated Governance Committee to reflect changes in national guidance and is
available on the intranet and website.
A communication has also recently been issued to GPs to remind them of their
responsibilities in relation to acceptance of sponsorship.
Changes to the Mental Health Act
Changes to the Mental Health Act 1983 through the Policing and Crime Act 2017
comes into force on 11 December. In broad terms the changes require agencies to
work together more effectively to respond to people in mental health crisis.
Specifically, the change relate to application of section 136 regarding place of safety
and section135 to allow a person to have a mental health assessment at home
rather than being taken to an alternative place of safety for assessment where a
warrant for arrest has been issued. CCGs are required to undertake an assessment
of their readiness to make the changes. A report on compliance will be presented to
IGC in December.
MOU for 999 and 111 services
The Yorkshire and Humber CCGs have agreed to strengthen the governance
arrangements for commissioning of 999 and 111 services and will be reviewing the
current Joint Strategic Commissioning Board terms of Reference and Memorandum
of Understanding. The aim will be to agree a single approach to commissioning of
services to ensure a more consistent service model and manage the consequences
of sub regional decisions for the whole region.

Jo Webster
Chief Officer
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It is recommended that the Governing Body approve the Written Statement of Action in
relation to Children’s Autistic Spectrum Disorder (ASD) Diagnostic Pathway for submission to
NHS England / Department for Education (DfE) for Ofsted and Care and Quality Commission
(CQC) assurance
Executive Summary:
 In June 2017 Wakefield had its joint CQC and Ofsted Inspection of SEND Services
 The Inspection highlighted a range of areas of strengths, and a number of areas of
improvement.
 One area of significant weakness was identified – in relation to the length of wait for
children on the diagnostic pathway for ASD.
 In relation to this the CCG are required to write a Written Statement of Action with
partners across the system, to set out how we will recover the waiting situation at pace
 The Written Statement of Action is due for submission to NHS England / DfE for Ofsted
and CQC assurance on 13th November 2017.
 The Statement sets out the work we have undertaken and the trajectory to achieve
recovery. We have made significant progress in recovering the waiting times.
 Following submission Ofsted and CQC will review the Statement and consider whether
they are satisfied with our response.
 A series of quarterly assurance meetings with NHS England and Department for
Education are already set up, and we have completed and initial meeting and our first
assurance meeting.
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Link to overarching
principles from the
strategic plan:

Reduction in hospital admissions where appropriate
leading to reinvesting in prevention
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models of care
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Expanded Health and Wellbeing board membership
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Outcome of Integrated
Impact Assessment
completed (IIA)
Outline public
engagement – clinical,
stakeholder and
public/patient:

A QIA was undertaken at the start of the recovery work and this
has been reviewed following the outcome of the June Inspection.

Management of Conflicts
of Interest:

Not applicable

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

The WSA was led by the CCG and developed in partnership with
Wakefield Council, Mid-Yorks Hospital Trust and SWYPFT.

Reference document(s) /
enclosures:

Not applicable

Risk Assessment:

This is included on the CCG risk register

Finance/ resource
implications:

Organisations have made a commitment to meet the capacity
required to recover the waiting position. The CCG funds some
additional capacity through the Future in Mind funding allocation.

A range of stakeholder engagement events have been held,
including regular parent / carer groups to share the progress and
gather feedback on the model. A governance structure is
included in the WSA.

The WSA was presented at CCE and was developed through an
ASD Task and Finish Group with senior representation.
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Wakefield District
Written Statement of Action following SEND Inspection
November 2017
“In Wakefield, the child and their family are at the centre of everything we do and we take an individual approach to
make a difference for every child and young person with Special Educational Needs and/or Disabilities to help to
achieve the best possible outcomes for them.”
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Glossary of Terms:
ADOS
ASD
CAMHS
CCG
CQC
CYP
DNA
EHCP
EP
ITT
LA
LTP
MSP
MYHT
NICE
Ofsted
PDA
SALT
SEND
SENDIASS
SWYPFT
TEAM
WESAIL
WSA

Autism Diagnostic Observation Schedule
Autistic Spectrum Disorder
Child and Adolescent Mental Health Service
Clinical Commissioning Group
Care Quality Commission
Children and Young People
Did Not Attend
Education Health and Care Plan
Educational Psychology
Invitation to Tender
Local Authority
Local Transformation Plan
My Support Plan
Mid Yorkshire Hospital Trust
National Institute for Health and Care Excellence
Office for Standards in Education, Children's Services and Skills
Pathological Demand Avoidance
Speech and Language Therapy(ist)
Special Educational Needs and Disability
Special Educational Needs and Disabilities Information Advice and Support Service
South West Yorkshire Partnership NHS Foundation Trust
Together Everyone Achieves More (Wakefield Parents Forum)
Wakefield Early Support Advice Information Liaison Service
Written Statement of Action
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1. Introduction to the Written Statement of Action
The Local Area of Wakefield was inspected by OFSTED and CQC from 12 June 2017 to 16 June 2017 to assess the effectiveness of the area in implementing
the Special Educational Needs and/or Disabilities (SEND) reforms as set out in the Children and Families Act 2014 and to be assured that the impact on
outcomes is being achieved.
The Chief Inspector determined that Wakefield Clinical Commissioning Group are required to submit a Written Statement of Action (WSA) because of
significant areas of weakness in the local area’s arrangements for completing specialist diagnostic assessments of Autistic Spectrum Disorder (ASD). The
requirement to produce the WSA reflects significant concerns from the Inspection team, and requires clear and direct action from Wakefield Clinical
Commissioning Group and our system partners given the seriousness of this significant area of weakness to make rapid and sustained improvement.
The following Written Statement of Action is Wakefield’s response to the concerns raised by the Inspection team in June 2017 and our actions to address
this significant area of weakness.
Wakefield had started to make some progress to improving waits for diagnosis for children’s ASD prior to Inspection; however the CCG and its partners
have taken significant actions forward following the Inspection to address this significant area of weakness. Reducing waits for children’s ASD diagnosis is
the highest strategic priority, we have engaged the senior leaders across the partnership in leading the transformation required to reduce waits in a timely
way, with a clear outcomes focus for children, young people and their families. We have invested in a process to increase capacity and improve flow, while
driving up quality and experience. To ensure we maintain patient experience at the heart of the recovery we have engaged children, young people and their
families in developing the WSA and the model for recovering services.
Our key priorities in addressing significant weaknesses for completing specialist diagnostic assessments of ASD are:
 Priority 1: Reduce the waiting time for diagnostic assessment of Autism to meet National Institute for Health and Care Excellence (NICE) Guidelines,
providing excellent access to services for children and young people and their families
 Priority 2: Ensure services are co-designed with robust engagement regarding the diagnostic pathway with key stakeholders including families,
children and young people
The key actions for reducing waiting times for children’s diagnosis for ASD we have undertaken since Inspection are:
1. Develop robust governance arrangements to lead the improvement
2. Agree additional capacity to deliver assessments
3. Develop age-specific pathways to manage peaks in capacity and flexible allocation of staffing resources
4. Develop alternative assessment options, including non-clinical models and transitions with adult ASD assessment services
5. Effectively engage with children, young people and their families to co-design the recovery and agree the WSA
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2. System Response following Inspection
Background:
The Written Statement of Action has been developed by Wakefield CCG with Wakefield Council, and co-produced with parents and carers in Wakefield. It
has included key stakeholder representatives as members of the SEND Transformation Board.
The aim for the recovery is to be delivering a NICE-compliant ASD diagnostic pathway for all children and young people in Wakefield, having their diagnostic
assessment started within 3 months of referral to the autism team and completed within six months. The longer term aim for partners is to provide a
service that provides an assessment for all children and young people which is providing a service where parents / carers and young people can choose
their assessment appointments at their preference / convenience.
There has been key activity to deliver the recovery following the inspection outcome:
 Embedding a referral process to ensure high quality accurate referrals
 Reviewing and refining age-specific pathways to streamline the assessment process and provide a more efficient and seamless integrated model
 Adding capacity to deliver the recovery plan
 Effectively engaging parents / carers in developing and reviewing plans
A second aim was to establish whether recovery can be accelerated by increasing capacity and developing alternative ways of working. There are plans in
place from partners to achieve additional capacity through:
 Options appraisal for Educational Psychology service, including agency / locum services and plans to achieve capacity internally
 Skill mixing within Clinical Psychology to support additional assessments across the mental health workforce
 Overtime opportunities for Speech and Language Therapies (SALT) and Paediatricians
 More effective transition between Children, & Young Peoples and Adult ASD services.
It was crucial that all of the service developments were co-designed, agreed and reviewed in partnership with children, young people and their families. We
have ensured effective engagement is in place to ensure families own the progress and agree and are happy with the outcomes. A key area for
development identified through the Inspection process was the inclusion of wider professionals, Parents/Carers and children and young people in the
design of recovery process which we have addressed through this process.
The work we have undertaken since the Inspection in June 2017 has already had an impact. The number of children and young people waiting for an
assessment at the time of the Inspection (June 2017) was 614. The longest wait reported at the time of Inspection was 1 year 49 weeks.
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At the time of developing this Written Statement the current position for children and young people waiting for assessment is 393 currently waiting, with
the longest wait now at 1 year and 22 weeks.
This has been a reduction since the inspection of 221 children and young people on the waiting list, and the waiting time reduced by 27 weeks.
This is a significant impact on improving access to services for our children and young people in Wakefield. The momentum and progress continues to
ensure a complete and sustainable recovery of the ASD pathway.

3. Work Undertaken Since Inspection against the Key Priorities:
3.1 Develop robust governance arrangements to lead the improvement
An ASD Summit was held on 31st August. This group agreed the governance arrangements for the development of the WSA, and to continue to meet as an
ASD Task and Finish Group to develop and deliver the recovery plan for ASD and agree the WSA. This group has met regularly to develop the WSA and will
continue to meet through the assurance process to maintain grip and pace to the actions in the WSA, and the wider SEND Local Area Improvement Plan.
The Task and Finish Group has had oversight of the development of the ASD Strategy with the parents groups, and will continue to lead the implementation
of the WSA actions. A list of members of the Task and Finish Group is included at Appendix 1.
We have put in place robust governance arrangements to ensure that there is sufficient grip in assuring the development and delivery of the WSA, and to
evaluate the impact of this work. Wakefield CCG Governing Body will provide assurance and oversight of the delivery of the WSA. There will be independent
assurance of the process from Healthwatch Wakefield around parent/carer and children and young people experience which will be reported to Governing
Body to evaluate the impact.
Wakefield CCG Governing Body has the role of the principle authority responsible for developing the WSA. Governing Body will ensure the CCG undertakes
its role as lead agency for the improvement and that the actions are delivered. The Governing Body have signed off the final version of the WSA and will
have oversight of the delivery of this. The CCG Governing Body will discharge responsibility for operational delivery of the WSA to the Connecting Care
Executive.
The Connecting Care Executive is a multi-agency commissioner strategic forum. It will provide formal oversight of delivery of the actions in this Statement
including leading the delivery of the WSA; it will review progress and report this in to the CCG Governing Body, and unblock any commissioning barriers.
The CCG Governing Body and Connecting Care Executive will lead the implementation of the WSA and the recovery actions.
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Healthwatch Wakefield have been externally commissioned to provide independent audit and clear feedback from parents/carers and children and young
people in relation to this work. Healthwatch will report quarterly, with baseline report available from November 2017, and subsequent feedback reports in
April and July 2018.
The ASD Task and Finish Group will drive the recovery, with strategic representation at the highest level and a specific focus on the recovery process. It will
report progress and exceptions, and challenge all partners to ensure the tightest grip on delivering the improvements and accelerating recovery wherever
possible.
A Parents and Carers Group will provide parent led oversight of the plans, and provide the route to co-produce all plans and proposals, and continue to
gather feedback and views from parents and carers. There is a range of engagement and communications activity which sits underneath the parents group
to roll out the planning with parents.
Governance for Leading Implementation of the WSA

Wakefield CCG Governing Body
(Accountable Organisation)

Role of Governing Body and
Connecting Care Executive to hold
partners to account around delivery
against the trajectories set

Connecting Care Executive

SEND Transformation
Board

Parents and Carers Forum

Comms & Engagement
Work-Stream

7|Page

PDF Page No. 161

We have undertaken an integrated Quality Impact Assessment and Equalities Impact Assessment to ensure the implications of the WSA and improvement
work around ASD are fully considered and supported.
In January 2018, the local area will formally take stock of improvements to date, their pace, scale and impact. Emerging themes and learning will be
identified and the plans reviewed in order to ensure they are fully effective. We have developed a monitoring template for the action plan in the WSA
which will drive internal monitoring of improvements, and demonstrate the impact of the WSA to parents/carers and children and young people, and wider
stakeholders, and support the assurance process and monitoring process.
We have given consideration to the wider recommendations of the Inspection, beyond the development of the WSA. In response to the outcome of the
Inspection and to continue to develop effective services for children and young people with a SEND and their families, the partnership has developed a
SEND Local Area Improvement Plan.

3.2 Agree additional capacity to deliver assessments
In order to consider implementation of the developed pathway a review of the existing arrangements was undertaken and a full validation of the waiting
list was completed, and arrangements for maintaining data quality ongoing and effective data sharing were established. Since Inspection core capacity to
deliver the assessments required to achieve the recovery has been agreed by all partners.
There has been a range of work undertaken to increase assessment capacity to reduce length of waits and the number of young people waiting. This has
included:
 Additional Consultant Paediatrician time.
 Additional Speech and Language Therapy (SALT) posts.
 Additional Clinical Psychology capacity.
 Developing a non-clinical pathway through the Educational Psychology service in the Local Authority to provide additional capacity and choice for
families.
 The integration of the 14+ service as part of a 0 – 18 diagnostic pathway to create a more seamless service and provide additional capacity.
 The Educational Psychology team have picked up cases of young people known to the EP service through their work in Secondary Schools.
 Develop a pathway to support transition cases with Adult ASD Diagnostic services
This activity is detailed in the Action Plan in Section 4.
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3.3 Develop age-specific pathways to manage peaks in capacity and flexible allocation of staffing resources
A model for separate pathways based on the age of the child has been developed creating bespoke assessments based on age and school environment, and
supported the more efficient allocation of resources to maximise the number of assessments which can be undertaken within the capacity developed.
The age-specific pathways developed to drive recovery post-Inspection are:
Age Range
2–7
8 – 11
12 – 14
14+

Inspection Pathway
Paediatrician / SALT
SALT / Clinical Psychology
SALT / Educational Psychology
Clinical Psychology

3.3.1 Trajectory for 2 – 7 Year Olds
The recovery trajectory for the 2 – 7 year old waiting list is included at Appendix 4. The assessments are typically delivered by the Paediatric Consultants
and the SALT team, with the SALT team undertaking the Autism Diagnostic Observation Schedule (ADOS) assessment. Consultation and support is provided
by Clinical Psychology where required. Where children are known to the Educational Psychology service and/or Consultant Teacher teams these colleagues
will support the assessment process.
This is the pathway with the most demand, with most young people referred being in this age range, and the highest number of children and young people
waiting. There are currently 206 children waiting in this age range, this was previously 373 at the Inspection in June. It is projected that the dates for
recovery will improve, as we will reallocate resources which are currently supporting the recovery of the 7–11 pathway and 12–14 pathway, once these
have achieved recovery of those pathways. A NICE1-compliant service (with the assessment process started within three-months and completed within six)
will be achieved in August 2018.
3.3.2 Trajectory for 7 – 11 Year Olds
The recovery trajectory for the 7 – 11 year old waiting list is included at Appendix 6. The assessments are typically delivered by the Clinical Psychologists
and the SALT team. Consultation and support is provided by Paediatric Consultants where required. Where children are known to the Educational
Psychology service and/or Consultant Teacher teams these colleagues will support the assessment process. There are currently 123 children and young
people awaiting assessment on this pathway, this was previously 158 at the Inspection in June. For this pathway a NICE-compliant service (with the
assessment process started within three-months and completed within six) will be achieved in June 2018.
1

National Institute for Health and Care Excellence
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3.3.3 Trajectory for 12 – 14 Year Olds
The recovery trajectory for the 12 – 14 year old waiting list is included Appendix 7. The assessments are typically delivered by the Educational Psychology
Service, supported by the SALT team. Consultation and support is provided by Paediatric Consultants where required. There are currently 36 young people
waiting for assessment on this pathway, this was previously 83 at the Inspection in June. For this pathway a NICE-compliant service (with the assessment
process started within three-months and completed within six) will be achieved in April 2018.
3.3.4 Trajectory for 14+ Year Olds
The assessments for young people age 14+ were previously delivered by the CAMHS Service as a separate discrete pathway; we have now integrated the
14+ assessments within the wider 0 – 18 pathway to provide additional capacity and to improve the quality of the assessment by providing a multi-agency
perspective. This is a long term arrangement which will improve access and quality.
A full review of the 14+ pathway has been undertaken which has developed a plan to increase capacity. The Child and Adolescent Mental Health Service
(CAMHS) has prioritised capacity to support the recovery of the 14+ pathway, and ensured there is sufficient Clinical Psychology capacity to support the
diagnoses on the under 14 year old pathways. In June 2017 the 14+ pathway had 72 unallocated cases, with an average wait of 10.5 months. Average
referrals in to the service are 30 per year. Core capacity in the service can deliver 36 assessments per year; however the additional capacity achieved and
changes to the service will increase this capacity, to remove the waiting list and meet demand on an ongoing sustainable basis.
At the start of the review process the service undertook a validation process. This identified young people from the waiting list for the 14+ pathway who
could be supported in other CAMHS services. The service were able to increase capacity on an ongoing basis through effective skill mixing (utilising other
mental health professionals in the assessment process), and bringing in agency staff to cover gaps in Psychology capacity. The under-14 pathway has
identified young people who have recently had their 14th birthday and who have been assessed through the capacity in the under-14 pathways. This work
continues to support the recovery.
In total these interventions have reduced the waiting list by 48 young people. The 14+ pathway will be NICE compliant (assessments starting within 3
months and completed in less than six months) in February 2018. There are currently 28 young people on the waiting list. A recovery trajectory has been
developed to demonstrate the rate of recovery. The recovery trajectory for the 14+ year old waiting list is included at Appendix 8.
The contribution of the CAMHS service to the recovery is set in the context of the CQC Inspection of South West Yorkshire Partnership NHS Foundation
Trust (SWYPFT) in March 2016. The CAMHS service has developed an action plan to increase capacity and reduce waits following the CQC Inspection, which
is part of the SEND Transformation Plan.
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3.3.5 Trajectory Summary
A summary of the timescales for recovery for each of the four pathways is included below:
Age Range
Date from which CYP will wait receive assessment in line with NICE Guidelines (no more than 6
months for a completed assessment)
2–7
August 2018
8– 11
June 2018
12 – 14
April 2018
14+
February 2018
The plan for the ASD diagnostic pathways is to have a single integrated pathway for children and young people age 0 – 18, and including effective transition
arrangements to adult services. This has been developed through the recovery process, and will be implemented fully as ‘business as usual’ following the
recovery period.
The pathway will continue to be integrated, and the delivery will be led by Mid-Yorkshire Hospital Trust. There will be a single waiting list, single governance
arrangements, integrated assessment teams and flexible capacity. This will be set out in the ASD Strategy for Wakefield and will be overseen by the
governance processes established in support of developing the WSA, including the continued engagement with parents and carers.

3.4 Develop alternative assessment options, including non-clinical models and transitions with adult ASD assessment services
To complement the additional capacity we have developed with partners, we have also developed innovative and flexible ways of undertaking assessments
and increasing capacity, whilst continuing to improve patient experience and outcomes for children and young people. The flexibility increases patient
choice and improves access to services. This has included:






Training the SALTs in ADOS (Autism Diagnostic Observation Schedule), to allow the SALT team to undertake more of the assessment work and free
up clinician capacity. The additional SALT capacity plus the increased flexibility to undertake the ADOS is a more efficient use of resources increasing
assessment capacity.
Developing a non-clinical pathway with the Educational Psychology service in the Local Authority.
The EPs are assessing cases in the 12-14 pathway and supporting assessments for all young people already known to them through their support in
Secondary Schools.
The Consultant Teachers in the Local Authority are also supporting the assessment process; they have a caseload of children and young people for
whom they are able to support the MDT assessment providing observations and history.
The Adult ASD pathway is undertaking assessments for young people approaching their 18th birthday. This is supporting the recovery of the 14+
pathway.
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The Clinical Psychology capacity has been supported by skill mixing across the mental health services, either directly supporting the observation and
assessment work for ASD, or undertaking other areas of work to free up Psychologist time to undertake assessments.
Developing sufficient flexibility and responsiveness between the different professional disciplines across the age-specific pathways.
Operating a single waiting list with one coordinator, to ensure we are allocating cases and managing demand in an effective and dynamic way.

This work is sustainable on an ongoing basis and has achieved cultural changes and shifts in processes and practice which will continue beyond the recovery
work and support the model of ‘business as usual’.

3.5 Effectively engage with children, young people and their families to co-design the recovery and agree the WSA
We have engaged with parents / carers since the Inspection and have put processes in place to ensure sustainable and meaningful engagement. Parents
and carers have co-developed and approved the content of this WSA, and will continue to be a critical part of this process. Since the Inspection a
Communication Strategy has been developed by Wakefield Clinical Commissioning Group, in partnership with Wakefield District Council, South West
Yorkshire Partnership Foundation Trust and Mid Yorkshire Hospital Trust. This joint strategy sets out the approach to ensure dynamic engagement of a
system wide group of practitioners, parents/carers and children and young people to ensure the delivery of clear consistent messages across the
partnership.
We spent time with our parents and carers to shape a vision to one we can all believe in and be proud of. Our shared vision is to ensure that:

“In Wakefield, the child and their family are at the centre of everything we do
and we take an individual approach to make a difference for every child and young person
with Special Educational Needs and/or Disabilities to help to achieve the best possible outcomes for them.”
Our parents and carers have told us that they want to feel listened to, that they want to be an equal partner in driving service improvement and planning
our offer locally. They have told us that in Wakefield we should aim for ‘brilliance’, that our children and young people deserve that, and that together we
can deliver that. We need to be more ambitious; parents and carers have told us that we should aim for the best possible outcomes for our children and
young people. Parents told us that in planning and improving services they felt like partners were ‘having meetings about us, without us’.
Our plans for improving services have been co-produced and we have worked hard to ensure we have sustainable and long lasting arrangements for
engaging children and young people in our planning, and that parents and carers are shaping services with us, not just to develop the WSA, but to drive
improvements together on a meaningful and sustained basis for our children and young people in Wakefield.
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To support the parents / carers input in developing the WSA we have also undertaken consultation and engagement with children and young people.
Engagement tools for children and young people were co-produced with KIDS WESAIL, Barnardo's Advocacy Service and Wakefield Council, and events have
been rolled out across the District to gather as much feedback from our children and young people as possible. The engagement work with children and
young people is ongoing, and will inform the recovery work and development of the Autism Strategy as we move forward. We have had the first responses
back from this engagement, and include some of the initial feedback below where this relates to the Autism services.
Since the Inspection Healthwatch Wakefield have undertaken significant ASD engagement with parent/carer experience of ASD services, and also with
young people's experience of having ASD and interacting with services. Healthwatch will publish two independent reports by the end of November 2017
which will help our system establish baselines and trajectories for improving patient experience. Healthwatch will over the next year undertake
independent qualitative engagement on behalf of the Wakefield system engage more parents around their experience of ASD services.
What did our children and young people tell us about our services for Autism:
Best Bits:

“People
listened and
helped me”

“Interested in
listening to me”

“Getting my diagnosis was

getting an answer”
“CAMHS helped me to
stop self-harming”

“Diagnosis – I knew
something was different
about me but didn’t
know what”

“They need to
diagnose people
even in mild cases
of Autism”

Worse Bits:

“Waiting”

“Doctors need to

listen to
Doctors”

“The time you wait for
services”

“Good medication”

“Helped me to talk
to CAMHS”

“Not understanding
Autism as well as
they could”

“I saw that many
people”
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4. ASD Transformation Action Plan
An action plan has been developed with partners and parents and carers to guide the delivery of the ASD recovery work. Key actions are included below
with progress monitored through the ASD Improvement Board. This is part of the wider SEND Action Plan which is reviewed in the SEND Transformation
Board.
The action plan for the wider support services available for children and young people for ASD is included in the wider SEND Action Plan. This describes the
wider service improvements beyond the diagnostic pathways, to support outcomes for children and young people with ASD, or awaiting a diagnosis.
Vision for Wakefield District: “Supporting children and young people to achieve well and lead happy and fulfilled lives” (SEND Code of Practice, Jan 2015)
Our Key Commitments:

Our Key Priorities

Priority 1: Reduce the waiting time for diagnostic
assessment of Autism to meet NICE Guidelines,
providing excellent access to services for CYP and their
families.

Priority 2: Ensure services are co-designed with robust
engagement regarding the diagnostic pathway with key
stakeholders including families, children and young
people.

 Parents, carers and children and young people are meaningfully involved in decision-making locally
on a sustainable and continuous basis
 The views of parents and carers will be fed in to strategic decision-making locally
 Embedding a multi-agency referral process facilitating the right support at the right time and
eliminating inappropriate referrals
 Increasing multi-agency investment for a consistent highly specialist team working together to
deliver the diagnostic pathway
 The starting point for assessment will begin within 3 months for every child, in line with NICE
guidance.
 Working in partnership to integrate services to meet the needs of children with ASD / awaiting
assessment and their families
 Wakefield CCG and Wakefield Council will collaborate and engage a wide group including families,
children and young people to co-produce an 'Autism Strategy' for the Wakefield Local Area. This will
commence before the Written Statement of Action has been submitted.
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Wakefield Local Area has a co-produced written statement of action to address significant weaknesses in the arrangements for completing diagnostic assessments of ASD
ASD Transformation Action Plan
Priority

1.

Reduce the waiting
time for diagnostic
assessment of
Autism to meet
NICE Guidelines,
providing excellent
access to services
for CYP and their
families.

Action

1.1

Reduce waits and
improve access to the
ASD diagnostic
pathway

1.2

Ensure there is
sufficient strategic grip
and appropriate
governance in place to
effectively manage the
improvement

1.3

Confirm arrangements
for providers to
undertake
assessments, ensure
this is an operational
and strategic priority
for the providers

How will we achieve this?

How will we know
we have achieved it?

Commitment to the diagnostic
recovery pathway by key agencies,
SWYPFT, Mid Yorkshire Hospitals
NHS Trust, Wakefield CCG and
Wakefield Council will reduce the
waiting time for Autism assessment
to within 6 months by August 2018.

 Wakefield system
will deliver a
minimum of 30
assessments
completed each
month
 ASD waiting time is
reduced to 6
months (or less) by
August 2018
 ASD Task and
Finish Group
established and
meeting regularly
 Governance
structure agreed
across the
partnership

IH, Wakefield CCG

 Waiting list
reduction
 Number of CYP
receiving
assessment

IH, Wakefield CCG

An ASD Summit will be scheduled
to facilitate senior executive
support and oversight of the ASD
action and recovery plan from all
relevant agencies across the
Wakefield system. The ASD
summit and the subsequent task
and finish group will review the
ASD action and recovery plan and
secure strategic commitment and
accountability for delivering the
Written Statement of Action
Providers have given written
assurance about the core capacity
they will continue to deliver on an
ongoing basis, and how they will
increase this capacity to recover
the waiting list sooner than the
trajectory

Action Owner & Contributors
/ Resources

GR, Mid-Yorkshire Hospital
Trust
All partners on the ASD Task
and Finish Group

All partners on the ASD Task
and Finish Group

GR, Mid-Yorkshire Hospital
Trust
All partners on the ASD Task
and Finish Group

How far have we
come?
Progress

Timescale

Since the Inspection
significant progress has
been made in reducing
the waiting list,
through managing the
referral process and
increasing capacity. On
a monthly basis we
now deliver 30 more
assessments than we
receive referrals

Aug18

Providers have
committed to the
recovery and made
staffing and other
resources available to
deliver this

Sep17
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1.4

Review and agree ASD
delivery pathways to
deliver rapid and
sustainable system
recovery in line with
NICE Guidelines

Co-develop across the Wakefield
system ASD pathways to effectively
direct resources and manage
demand across the needs of
specific age ranges

 Revised Pathways
in place
 Increased number
of assessment
undertaken

IH, Wakefield CCG
GR, Mid-Yorkshire Hospital
Trust
CT, Mid-Yorkshire Hospital
Trust
MH, Wakefield Council
Parents Forum

1.5

1.6

1.7

Develop an options
appraisal for the
Educational Psychology
input and review the
model

An options appraisal is developed
for delivering ASD assessments,
which has been approved by the
clinical leads group and is then
progressed and implemented

Develop a non-clinical
ASD pathway to meet
the needs of CYP and
families and provide
choice about the
assessment process

Work in partnership with the Local
Authority to develop assessment
process and capacity in the
Educational Psychology service

Review the
arrangements for the
14+ pathway and
agreed a revised
sustainable recovery
plan

A review has been undertaken and
agreed across the partnership, with
clear multi-agency plans in place

 Options appraisal
completed
 Pathways in place
 Increased number
of assessments
undertaken by
Educational
Psychology across
three of the agespecific pathways
 Increased
workforce
 Increased number
of assessments
completed
 Parental feedback
 New pathway
 Delivery of the 14+
trajectory
 Reduced waiting
times, to recover in
line with the whole
0-18 ASD pathway
(Aug-18)

Clinicians Group
ND,
Wakefield Council,
Clinical Leads Group

ND, Wakefield Council
IH, Wakefield CCG
GR, Mid-Yorkshire Hospital
Trust

DR, SWYPFT
IH, Wakefield CCG
ND, Wakefield Council

Four age specific
pathways in place and
effectively assessing
CYP:
2–7
8 – 11
12 – 14
14+

Nov17

Options appraisal
completed and
approved
New pathway
developed and in place

Oct17

Non-clinical pathway
established and
delivering assessments
in parallel to clinical
services

Oct17

New pathway for the
14+ service developed
and being rolled out

Nov17

Clinicians Group
ASD Task and Finish Group
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1.8

1.9

1.
10

Secure robust parental
engagement in the
development of the
proposed pathways
and signing off the
approved pathways

Create a Clinical Leads
Group to provide
essential guidance on
pathways and
proposals, to provide
triangulation to the
input of parents and
carers and effectively
test and agree the
recovery pathways

Develop effective data
sharing processes:
All practitioners have
access to the full
waiting list and multiagency meetings are
underway to agree
which children and
young people are best
supported through
which pathway and
ensure equitability of
access

Mechanisms for engaging parents
views on an ongoing basis are in
place

The objective is:
 to consider available resources
within all four pathways
 to determine if elements of
assessments can be completed
in ‘other ways’
 assess implications for current
working practices/pathways
 define new practice models
&pathways
 plan for implementation
including staff engagement re
delivering new arrangements
 assess possible impact of new
model on waiting times
Mechanisms are in place to share
information and partners have live
access to the ASD waiting list and
governance arrangements are in
place to oversee this

 Pathways in place
 Parental feedback
confirming they
are satisfied with
the engagement
process
 Parental sign up to
revised pathways
 Group meetings
 Clinical approval
for the pathways
model

IH, Wakefield CCG
GR, Mid-Yorkshire Hospital
Trust

New pathway
developed and
engagement is ongoing

Nov17

The group is
established and
actively reviewing the
model on an ongoing
basis

Oct17

The data sharing
process is in place and
allocating ASD cases

Nov17

HS, Wakefield Council
ASD Task and Finish Group
IH, Wakefield CCG
GR, Mid-Yorkshire Hospital
Trust
LP, Wakefield Council
Clinical Leads Group
ASD Task and Finish Group

 Effective allocation
of cases

CT, Mid-Yorkshire Hospital
Trust
GR, Mid-Yorkshire Hospital
Trust
LP, Wakefield Council
Clinical Leads Group, ASD Task
and Finish Group
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1.
11

1.
12

1.
13

Develop an effective
referral process to
ensure C&YP are
referred in to the
service with
appropriate history
and can be allocated to
the correct pathway

Transfer from Primary Care led
referrals to Community led
referrals. Increase multi-agency
input gathering a richer history of
the C&YP and engaging partners in
the wraparound plan
Robust consultation on the model
across the partnership including
with schools to implement the new
model effectively

 Reduced referral
numbers
 Improved quality
of referrals
 Less referrals /
signposted /
inappropriate
referrals
 Fewer DNAs
 Feedback from
partners:
- Schools
- Health Visitors
- School Nurses
- Hub teams

IH, Wakefield CCG
GR, Mid-Yorkshire Hospital
Trust
CT, Mid-Yorkshire Hospital
Trust
ASD working group

Link the referral
process to the EHC and
MSP Process and
ensure we are
developing a ‘tell it
once’ culture

Aligning referral process the EHC /
MSP, and working with schools to
understand thresholds and develop
a process for this

 Quality of referrals
 Alignment with
EHC and MSP
 Feedback from
parents
 Feedback from
partners:
- Schools
- Health Visitors
- School Nurses

IH, Wakefield CCG

Develop effective data
management systems
to report on
performance against
recovery trajectories

Monitoring systems are established
and reporting lines develop to
evaluate impact of recovery

 Process in place
 Arrangements for
sharing
information /
reporting

IH, Wakefield CCG

MH, Wakefield Council

GR, Mid-Yorkshire Hospital
Trust

The new referral
process has
significantly reduced
referrals in to the
service from an
average number of
referrals per month of
41 in 2016 to an
average of 17 now

Aug17

Referral process rolled
out and effective
implementation of
arrangements for EHC
and MSP

Sep18

Recovery trajectories
are developed, further
reporting processes
being developed

Dec17

ASD Task and Finish Group
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1.
14

Implement systems to
ensure there is
effective data
management for
recording CYP on the
system, allocating to a
pathway and
maintaining an
understanding of
patient flow

 Data cleansing – ongoing
validation process
 Staff training to ensure all data
technicians have skills and
understanding of system and
process
 Control tower meetings to
review patient flow

 High quality data
reported

IH, Wakefield CCG
GR, Mid-Yorkshire Hospital
Trust
CT, Mid-Yorkshire Hospital
Trust
DR, SWYPFT

The data validation
process is completed,
and mechanisms for
this to be a rolling
programme are
established

Oct17

Control tower
meetings to manage
flow are held weekly

Reported to ASD Task and
Finish Group

1.
15

Increase assessment
capacity to meet
increasing demand

Increase the staffing resource to
deliver assessments, through
recruitment and retention plans,
additional clinic hours, ‘flipping’
capacity’ and temporary staff /
locum time

 Increased
workforce
 Increased number
of assessments
completed

IH, Wakefield CCG
GR, Mid-Yorkshire Hospital
Trust
CT, Mid-Yorkshire Hospital
Trust
DR, SWYPFT

Recruited additional
SALT, additional
Clinical Psychology
capacity, put on
additional
Paediatrician clinics,
employed agency
Education Psychology
staff

Nov17

The specification for
the services is
currently out at ITT

Nov17

ASD Task and Finish Group

1.
16

Commission a service
to provide bespoke
packages of care for
CYP with ASD

Commission a service to meet
identified gaps. Services to include:
 Sleep services
 Parenting support
 Behaviour support
 Practical tools and
techniques
 Family support

 New service in
place
 Parental / patient
feedback

JiH, Wakefield Council
MH, Wakefield Council
IH, Wakefield CCG
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1.
17

1.
18

1.
19

1.
20

Develop flexible
assessment options,
including training
SALTs in ADOS

Training and support to staff to
deliver effectively across the newly
established pathways. Training the
SALTs in ADOS increases the
capacity for undertaking
assessments and upskills the
workforce

Developed MultiAgency meetings to
plan care packages in
relation to the widerpathway and individual
support needs

A working group of practitioners
meeting regularly to discuss
pathways and support plans
strategically, and individual case
management / support needs

Develop effective
transition
arrangements for CYP
under 25 in need of
ASD assessment or
support

Develop effective relationships and
systems to support transition of
cases, and a model for all age
diagnoses

Jointly develop a
model for ‘business as
usual’ – arrangements
following the ASD
recovery when NICE
guidance is achieved

Engage with parents / carers and
wider stakeholders, including
clinician leads to develop the
model

 Increased number
of assessments
completed
 Parental feedback
 Staff feedback
 Staff retention

 Group established
and in place
 Integrated
packages of care
for CYP

IH, Wakefield CCG
GR, Mid-Yorkshire Hospital
Trust
CT, Mid-Yorkshire Hospital
Trust
DR, SWYPFT
CT, Mid-Yorkshire Hospital
Trust
DR, SWYPFT
ND, Wakefield Council

 Effective
transitions
 Patient feedback

IH, Wakefield CCG

Co-design and co-produce an
integrated model

Novr17

All staff supporting
assessments trained in
recognising non-typical
presentations of ASD
Meeting is in place,
meeting regularly.
Currently focussed on
pathway development
and review and
understanding patient
flow and system
blockages, will have
specific child focus and
business as usual at
close of recovery
process
Developing an all-age
strategy

Jan18

Dec17

JaH, Wakefield CCG
GR, Mid-Yorkshire Hospital
Trust

 Pathway(s) in place
 Parental feedback

All SALTs supporting
assessments trained in
ADOS

IH, Wakefield CCG
GR, Mid-Yorkshire Hospital
Trust
DR, SWYPFT
MH, Wakefield Council
ASD Task and Finish Group
Parents Forum

Developing an
assessment service to
support young people
at transition age
Recovery pathways are
currently in place,
governance in place to
lead this work
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Develop a long term
plan for governance
and delivery of the ASD
pathway for C&YP, and
the arrangements for
leading the MDT
process

Develop arrangements for leading
the model post-recovery, and
accountability for delivery

 Clear specification
 Strategy in place
 Governance and
accountability clear

MBr, Wakefield CCG

1.
22

Alignment with the
transformation of
mental health and
emotional wellbeing
services under ‘Future
in Mind’

Ensure the developments for ASD
and wider SEND are a fundamental
part of the Local Transformation
Plan in Wakefield

 Development of
LTP refresh for Oct
17
 Service user
feedback
 Partner feedback

1.
23

Confirm funding
arrangements for
recover options for
financial year 2018/19

Identify financial implications of
recovery and confirm funding
arrangements to deliver this

Confirmation of
financial
arrangements

1.
21

Revised longer-term
governance
arrangements in place
to support the
recovery process

Jun18

IH, Wakefield CCG

The LTP incorporates
the ASD and SEND
services, and the
funding allocation
supports the local
delivery

Oct17

IH, Wakefield CCG

Arrangements in place
for 2017/18

Jan18

ASD Task and Finish Group
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Priority

2.

Action

2.1

Ensure services are
co-designed with
robust
engagement
regarding the
diagnostic
pathway with key
stakeholders
including families,
children and young
people.
2.2

2.3

Wakefield CCG and
Wakefield Council will
jointly lead on the coproduction of an
‘Autism Strategy’ for
the Wakefield Local
Area.

Develop mechanisms
for parents to coproduce the Autism
Strategy for Wakefield

Launch the Autism
Strategy

How will we achieve this?

How will we know
we have achieved it?

The scope of the strategy will be
formally agreed at the first task
and finish group which will be
responsible for its co-production.
It will include the diagnostic
pathway alongside our vision and
aspiration for children and young
people with ASD, the education,
health and care outcomes we aim
for them to achieve, the local offer
to support them with achieving
those outcomes and what we will
measure to assure ourselves that
what we are doing is having a
positive impact.
This will ensure that key
stakeholders, families and
communities across the education,
social care and health system codesign and understand the
diagnostic pathway and how it fits
into the wider strategy for
supporting children with Autism
and their families.

 Publication of an
Autism Strategy
 Parental feedback

Hold events to launch the strategy
for all stakeholders, ensuring
parents and carers are at the
centre of this.

 Events planned
and delivered
 Parental feedback
 Stakeholder
feedback

Action Owner & Contributors
/ Resources
IH, Wakefield CCG
GR, Mid-Yorkshire Hospital
Trust
MH, Wakefield Council

 Publication of an
Autism Strategy
 Parental feedback

IH, Wakefield CCG
GR, Mid-Yorkshire Hospital
Trust
MH, Wakefield Council

IH, Wakefield CCG
GR, Mid-Yorkshire HT
MH, Wakefield Council

How far have we
come?
Progress

Timescale

An initial planning
meeting has identified
key partners as TEAM
Wakefield, WESAIL,
CAMHS, SALT,
Paediatrics, Health
Visiting and School
Nursing, Education
Psychology, Special
Schools and Resource
Provision, Short Breaks
Services, parents and
children and young
people.

Mar18

Arrangements for
engaging parents /
carers I already
establishment through
the development of
the WSA

Mar18

Arrangements for
engaging parents /
carers I already
establishment through
the development of
the WSA

Jun18
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2.4

Wakefield CCG and
Wakefield Council will
jointly develop a
Communications
Strategy, to include
MYHT and SWYPFT

Jointly develop strategy through
SEND Comms and Engagement
Group

 Publication of a
Communications
Strategy
 Joint statements
and information
for parents / carers
and professionals
 Engagement
events for CYP and
their families
 Balanced scorecard
in place to
measure impact

RU, Wakefield CCG

Comms strategy
drafted and consulted
with parents / carers to
review
Need full roll out

Oct17

2.5

There is a focus on
engaging children and
families in designing
the Communications
programme

Set up systems and mechanisms to
effectively engage with service
users and feed this in to the
planning process, including through
partnership with Healthwatch to
mobilise the Third Sector and lead
the engagement work

 Parental
representation
 Feedback from
parent / carers

RU, Wakefield CCG

Strategy established
and processes in place
for engagement and
feedback
Evidence of ongoing
engagement

Nov17

Develop specific
mechanisms for
engaging with children
and young people
directly

Lead events and specific activity to
engage CYP in the consultation
process, to ensure we gather
feedback on the plans

 Input from CYP
 Feedback on the
model
 Support
understanding
gaps in service

HS, Wakefield Council

2.6

NE, Healthwatch

DecEngagement tools
17
for children and
young people were
co-produced with
KIDS WESAIL,
Barnardo's Advocacy
Service and
Wakefield Council.
The tools focus on
education, health,
care, community,
autism and transition
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2.7

2.8

2.9

2.
10

2.
11

Identify improvements
to services that would
be meaningful for
children and families

Based on the feedback from CYP
and families develop priority plans
for these areas, in partnership with
families to develop the sustainable
‘business as usual’ model

 Feedback from
parent / carer
 Service model in
place

IH, Wakefield CCG

Gather Parents Views
on the pathways

Hold listening events to discuss the
current service and proposals and
gather feedback from parents and
carers

 Collate parental
feedback

IH, Wakefield CCG

A parent
representative is
identified to represent
parents / carers and
families at a strategic
level

Gather views and be an advocate
for parents, and help share
feedback from planning and
strategic meetings to keep parent
groups involved

 Parent rep in post
 Feedback from
parent / carers

Rollout the new
referral process to all
stakeholders

Hold a range of communication
events to communicate the new
referral process to a range of
stakeholders including: GPs, Early
Help Teams, Schools, Health
Visitors, School nurses, parents and
carers, third sector partners and
other local services
The third sector have been
mobilised in engaging parents /
carers and CYP in reviewing the
service offer and providing
feedback on the service changes

 Feedback from
stakeholders
 Effective referrals
 Reduced ‘rejected’
referrals

Develop flexible and
ongoing approaches to
gathering feedback
from CYP and their
families

GR, Mid-Yorkshire Hospital
Trust

MH, Wakefield Council

MM, TEAM
IH, Wakefield CCG

Strategy established
and processes in place
for engagement and
feedback, mechanisms
in place for this to
inform the delivery
plan
A range of ‘Listening
Events’ held with
parents and carers to
develop the WSA and
review the ASD
recovery plan and
SEND transformation
plan
Strategy established
and processes in place
for engagement and
feedback

Jan18

A large number of
engagement events
have been held to
launch the new referral
process, following a
successful pilot
programme

Oct17

The third sector is
using it’s close
relationship with CYP
and families to gather
a range of feedback
and consultation

Nov17

Oct17

Oct17

HS, Wakefield Council

IH, Wakefield CCG
GR, Mid-Yorkshire Hospital
Trust
CT, Mid-Yorkshire Hospital
Trust

 Range of
qualitative
feedback to shape
service
improvement over
the next 12 months

IH, Wakefield CCG
NE, Healthwatch

24 | P a g e

PDF Page No. 178

2.
12

2.
13

2.
14

2.
15

2.
16

Hold a range of
Stakeholder
Engagement events

Develop a working
group of families and
carers to support the
development of the
Written Statement of
Action
Establish a
Communications and
Engagement strategy
and work-stream to
ensure effective and
continuous
engagement with all
stakeholders including
parents/carer and
children and young
people
Review the
membership and
purpose of the current
SEND Communications
group to ensure the
right groups are
represented
Review content on the
Local Offer website
and how this is
promoted and ensure
this is kept up to date

 Events arranged
and delivered
 Feedback from
stakeholders

IH, Wakefield CCG

 Range of
attendance
 Sessions delivered
 Parental / carer
feedback

IH, Wakefield CCG

 Attendees
 Frequency of
meetings
 Minutes of
meetings / actions
/ outcomes
 Parental / carer
feedback

RU, Wakefield CCG

Use the existing governance
around the Communications plans
to own the Communications
strategy and implement

 Attendees
 Frequency of
meetings
 Minutes of
meetings / actions
/ outcomes

RU, Wakefield CCG

Information on all services is
currently shared on the Local Offer
website. We need to ensure this
information is up to date,
accessible and includes all
developments in the ASD recovery
and SEND Transformation

 Content of website
 Feedback from
stakeholders
 No of hits

MH, Wakefield Council

Robustly map stakeholders and
their needs, and consider how best
we communicate with a range of
stakeholder groups and gather
feedback
Further developing the existing
parents and carers forums and
identifying gaps to consult and
engage on the WSA

Develop workstream to implement
the Communications and
Engagement strategy

MH, Wakefield Council

MH, Wakefield Council
MM, TEAM

MH, Wakefield Council
MM, TEAM

MH, Wakefield Council

The joint
Communication plan
will lead this work

Jan18

Established groups are
in place, further
sessions to engage
wider audience
required

Sep17

Established groups are
in place, further
sessions to engage
wider audience
required

Sep17

The groups is
established and
meeting and the
review is ongoing

Sep17

The review of the
website is ongoing

Nov17
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2.
17

Develop key messages
and branding for the
ASD improvement
work

Through the Comms strategy key
messages and branding will be
created to support engagement
around the transformation

 Feedback from
stakeholders

RU, Wakefield CCG

Key messages have
been drafted and
shared for feedback

Nov17

2.
18

Create social media
strategy / You Tube
videos/ Case Study
films to share progress
on the improvement

Through the Comms strategy a
social media will be created to
support engagement around the
transformation, and provide
alternative ways to access
information

 Feedback from
stakeholders
 No of hits / views

RU, Wakefield CCG

The Comms teams are
currently develop
options for social
media campaigns

Nov17

2.
19

Undertake a review of
the Comms Strategy

Gather feedback from parents /
carers and other stakeholders to
understand how effectively the
communication work has had an
impact

 Feedback from
parents / carers
 Feedback from
stakeholders

RU, Wakefield CCG

The delivery of the
Comms plan is ongoing

Mar18

2.
20

Evaluate the impact of
the WSA and impact of
the recovery work

Undertake a full system review of
the extent of the recovery, to
inform future planning and
‘business as usual’ model

 Feedback from
parents / carers
 Feedback from
stakeholders
 Formal review
process

IH, Wakefield CCG

The implementation of
the WSA actions is
underway

Jun18
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5. ASD Recovery – Measuring the Impact
Wakefield have set clear outcome measures to report the impact of the Written Statement of Action:
Number Outcome Measure
1
Number of children and young people awaiting assessment (total)
2

3

Number of children and young people awaiting assessment (by age-specific
pathway)
- 2–7
- 7 – 11
- 12 – 14
- 14+
Average length of wait for an assessment (from referral)

4

Longest length of wait for an assessment (from referral)

5

7

Average length of wait for an assessment (from referral) (by age-specific
pathway)
Longest length of wait for an assessment (from referral) (by age-specific
pathway)
Number of referrals received

8

Measures
Currently 393
Target 200 by June 18
Currently:
By June 18:

206
140
123
23
36
18
28
19
Currently 1 year 22 weeks
Target 9 months by June 2018
Target 12 months by June 2018

Frequency Reported*
Monthly
Monthly

Monthly
Monthly

Target 9 months by June 2018 for all
pathways
Target 12 months by June 2018 for all
pathways
Target < 20 per month

Monthly

Number of inappropriate referrals received

Target < 5 per month

Monthly

9

Number of assessments undertaken (total)

Target 30 per month

Monthly

10

Capacity delivered by provider:
- MYHT (Paediatirician and SALT)
- SWYPFT (Clinical Psychology)
- Wakefield Council (Educational Psychology)
Variations reported against the recovery trajectories (by age specific pathway) – over
or under performance

Target:
15 + 22
13
8
-

Monthly

6

11

Monthly
Monthly

Monthly
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12

Qualitative patient feedback (children, young people and their families) gathered
through survey, about their experience of ASD services

Minimum 30 families engaged
Quarterly
65% positive experience (please note
the baseline engagement information
from Healthwatch Wakefield will be
available by end of November 2017
which may refine this target measure)
* Reporting of information to ASD Task and Finish Group, who will provide summary report to Connecting Care Executive on a Monthly basis
We have worked closely with Healthwatch Wakefield who are leading engagement work with parents across the Third Sector to undertake some qualitative
work around the recovery with children, young people and their families. It is important to ensure we are considering qualitative feedback alongside the
quantitative measures to triangulate the impact of the recovery with our families in Wakefield. We want to know families have a good experience of the
services and receive the support they require in a timely way. Healthwatch Wakefield will help our system establish baselines and trajectories for improving
patient experience of ASD services. Healthwatch will over the next year (2018-2019) undertake independent qualitative engagement on behalf of the
Wakefield system and engage parents around their experience of ASD services.
The work that we have undertaken since Inspection has made significant improvements to the experience of children, young people and their families
accessing ASD diagnostic services in Wakefield. The number of young people waiting has dropped significantly, reducing by 221 children and young people
since Inspection, and waiting times have also reduced significantly (27 weeks). Since Inspection the pace of recovery has been increased, with major
transformation bringing about real change. The impact of recovery is demonstrable through the waiting time trajectories. At our most conservative
projections all children and young people will be receiving a NICE-Compliant service (starting their assessment within three-months and completing within
six-months) by June 2018.
Parents and carers have co-designed this WSA and the recovery work that sits behind this. We have committed to robustly engaging children and young
people and their families on an ongoing basis and this has already had a real impact on the perception of services and the understanding of the work that is
underway. This input has helped to start to shape high quality accessible services in Wakefield, meeting the needs of children, young people and their
families. Most importantly to our families they now see the District matching their ambition, to always strive for excellence for our children and young
people in Wakefield.
In a years’ time children and young people will have timely access to services, all assessments will be undertaken within six months and in line with NICE
Guidelines, and appointments available as a flexible and responsive offer to meet the needs of the family. The support services wrapping around the
diagnostic pathway will be more closely aligned and support available based on the much richer understanding of needs we now have through the referral
process. Most importantly the engagement we will have undertaken with children, young people and their families means they will feel involved in the
work, and have a positive experience of the service, their needs being met and improving outcomes for our children and young people.
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Appendix 1: Membership of ASD Task and Finish Group

Name
Jo Webster
John Wilson
Martin Barkley
Rob Webster
Claire Fisher
Nichola Esmond
Melanie Brown
Marium Haque
Alison Grundy
Carol Harris
Michele Ezro
Sue Sharp
Gemma Rosney
David Ramsey
Debbie Hallott
Ian Holdsworth

Organisation
NHS Wakefield CCG
Wakefield District Council
Mid Yorkshire Hospital Trust
South West Yorkshire Partnership Foundation Trust
Parent
Healthwatch Wakefield
NHS Wakefield CCG
Wakefield District Council
Mid Yorkshire Hospital Trust
South West Yorkshire Partnership Foundation Trust
NHS Wakefield CCG
Wakefield District Council
Mid Yorkshire Hospital Trust
South West Yorkshire Partnership Foundation Trust
NHS Wakefield CCG
NHS Wakefield CCG

Role
Chief Officer
Director of Children’s Services
Chief Executive
Chief Executive
Parental Representative
Chief Executive Officer
Programme Commissioning Director Integrated Care
Service Director, Education & Inclusion
Deputy Director of Operations
Director of Forensic, Specialist, CAMHS
Associate Director – Commissioning and Integration
Service Manager Inclusion and Assessment
Assistant Patient Service Manager
Deputy Director
Lead GP – Children’s Services
Senior Commissioning Manager
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Appendix 2: Supporting Information for Action Plan
Action Owner List
Initial
Name
CT
Cath Todd
DR
Dave Ramsay
GR
Gemma Rosney
HS
Helen Sweaton
IH
Ian Holdsworth
JaH
James Hoult
JiH
Jill Holbert
JW
John Wilson
LP
Lyndsay Price
MBa
Martin Barkley
MBr
Mel Brown
MH
Marium Haque
MM
Mellissa Mackell
ND
Niall Devlin
NE
Nichola Esmond
RU
Ruth Unwin
RW
Rob Webster

Position / Organisation
Children’s Therapy Service Lead, MYHT
Deputy Director, SWYPFT
Assistant Patient Service manager, MYHT
Service Manager - SEND Support Services, WMDC
Senior Commissioning Manager (Children’s Services), WCCG
Senior Commissioning Manager (Learning Disabilities), WCCG
Service Director – Strategy and Commissioning, WMDC
Director of Children’s Services, WMDC
Senior Educational Psychologist, WMDC
Chief Executive, MYHT
Programme Commissioning Director – Integrated Care, WCCG
Service Director – Education and Inclusion
Parent Participation Officer, TEAM
Principal Educational Psychologist, WMDC
Chief Executive Officer, Healthwatch Wakefield
Associate Director – Corporate Affairs, WCCG
Chief Executive, SWYPFT

RAG Rating Key
Action completed for the submission of the WSA (Nov 2017)
Action not yet completed, but on track and scheduled for completion within six months of the submission of the WSA
(May 2018)
Action not on track, risk to implementation
Longer-term action, not scheduled for completion within six months of the submission of the WSA. No risk to
implementation currently anticipated
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Appendix 3: Update on the work to improve the referral process (This work took place prior to the June Inspection and provides context)
In January 2017 we implemented a system to support more effective referrals to improve the accuracy and quality of information and assist triaging and
ensuring CYP are on the right pathway. An issue delaying the recovery process has been increasing demand for the service. The service was receiving over
50 referrals per month at the end of 2016. The new referral process we have introduced has reduced this to under-20 which will allow the additional
capacity to have an impact on the waiting list. We have changed the referral process from being primarily GP led which did not provide any history or wider
partner information, to a community-led referral process. This is overseen by Health Visitors and School Nurses, but the referrals are undertaken by
schools, SENCOs, SEN services, Educational Psychologists and other partners in the communities, so when a child or young person is referred MYHT can
triage and add to the appropriate pathway. This background is also helpful as initial understanding for clinicians undertaking the assessment.
This has improved the accuracy of referrals significantly. We have robustly rolled this out and supporting partners in implementing and undertaking the new
referral process. The number of inappropriate referrals has reduced, as has those initially referred to the wrong pathway in Paediatrics and subsequently
moved. We are confident through this process that those children and young people who require assessment for ASD are identified and supported in
accessing the service in a timely manner.
We will continue to work with partners across the community to embed the referral process, reinforcing the process with GP colleagues and working with
hubs, schools and community health teams, and ensuring demand continues to be effectively managed. The referral process is supported by the work we
have done to operate a single waiting list. The table below demonstrates the impact of the referral work, and how this has been sustained on an ongoing
basis.
Referrals per month:
Jan
2016
34
2017
14

Feb
41
23

Mar
31
23

Apr
43
14

May
66
21

Jun
44
11

Jul
39
23

Aug
30
13

Sep
42
8

Oct
60
17

Nov
43

Dec
21

AVE
41
17

To ensure we continue to deliver a fully accessible service we have put a number of plans in place to support children, young people and their families.
1. All referrals include a parental section, where the school and wider partnership are not providing evidence that would suggest the child would need
to be assessed on the pathway, the parent can provide information to challenge this.
2. All CYP referred are seen in a paediatric appointment within the 18 week waiting time standard (even those not accepted on to the pathway)
3. GP’s can continue to refer children if the schools / community partners are unable / unwilling to do so. All of these young people would have a
paediatric appointment.
4. We continue to support schools / referral partners to understand the process and ensure we support children, young people and their families in
accessing the service.
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Appendix 4: Graph to show Recovery Trajectory for 2 – 7 year olds

Age 2-7 yrs Waiting List
500
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Appendix 5: Graph to show Recovery Trajectory for 8 – 11 year olds

Age 8-11 yrs Waiting List
200
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CYP on WL 100
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Appendix 6: Graph to show Recovery Trajectory for 12 – 14 year olds

Age 12-14 yrs Waiting List
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Appendix 7: Graph to show Recovery Trajectory for 14+ year olds

Age 14+ yrs Waiting List
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Wakefield Clinical Commissioning Group: Quality Impact Assessment Tool v10.0
Aim:
The aim of the Quality Impact Assessment (QIA) is to help you identify the potential impacts on quality (positive or negative) of any proposed change to the way services
are commissioned, decommissioned and/or delivered, e.g. as part of the QIPP programme, service review, service transformation or procurement.
By completing the Quality Impact Assessment at the start of a project/programme it should help to identify the potential risks to quality of the proposed changes at the
outset, enabling mitigating actions to be considered early on in the project cycle.
The Quality Impact Assessment can then be used to inform the business case, service specification, development of key performance indicators and monitoring processes.
Time spent considering the potential impacts of proposed changes at this early stage in the project should help to maximise the quality improvements that can be made
and minimise the risks to quality and patient safety as a result of the change.

When to complete a Quality Impact Assessment:
A QIA should be completed for any proposed change to the way services are commissioned, decommissioned and/or delivered, e.g. as part of the QIPP programme, service
transformation or review and procurement. It should be reviewed either on an ongoing basis as a live document throughout the life of the scheme OR at each of the major
governance points for the scheme and accompany documents to the relevant committees to ensure a focus on quality impact is maintained.
If undertaking a major transformation programme several QIAs may be required; one for the overall programme and separate ones for the workstreams within it.

How to complete the Quality Impact Assessment:
There are two tools: a simple (A) and a detailed (B) assessment tool. Before you begin, assess which one best meets the requirements of the proposed change.
The tool has eight main headings under which there are prompts for your consideration. In the simple form these are considered together under the main heading, in the
detailed form they are sub divided for separate consideration.
 Complete the title page and EITHER the simple OR detailed form. (Boxes expand as text is entered‐there is no limit)
 Consider the impact of the proposed scheme on each prompt in terms of quality
 Tick whether the impact on quality is positive and/or negative. REMEMBER: This is the risk to quality and NOT project delivery
 Describe the impacts (there may be more than one)
 Use the CCG Risk Matrix to score negative impact (Appendix 1)‐positive impacts do NOT need to be scored.
 Consider each negative risk and identify any mitigating actions you could take, e.g. add conditions into the service specification, undertake further research, change
the procurement route. Then consider how you will monitor this.
 If the overall risk score for any of the sections of the simple QIA is >8 then it is recommended you complete the appropriate section of the Detailed Quality Impact
Assessment to better identify the nature of the risk to quality and its mitigation.
 Review the Quality Impact Assessment in its entirety. Make an overall judgement on whether quality will be improved, maintained or reduced as a result of the
changes and whether any adverse impacts on quality can be adequately mitigated for. Mark the appropriate box on first page of the assessment tool.
 If quality will be maintained or improved continue with the project, using the mitigations and monitoring arrangements as an action plan to inform the project
going forward.
 If a serious or critical negative impact on quality has been identified then the project should be reconsidered, e.g. unable to meet the duty to safeguard children and
vulnerable adults, or further mitigating actions identified to reduce the risk.
 Any risks identified should be added to the project risk log and the Risk Register as appropriate.
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What to do with completed forms:



Completed forms should be signed off by the GP Clinical Lead and Chief of Service Delivery & Quality.
Signed copies should be stored as a PDF on the V:\ drive and in as a hard copy in the appropriate files if required and a copy forwarded to the Quality Team
(sarah.deakin@wakefieldccg.nhs.uk) for quality assurance.

Support:
If you require any support please contact the Quality Team who will be happy to help. There is also an Example of a completed QIA available on request with examples for
each of the prompts.

NHS Wakefield CCG would like to acknowledge NHS Southern Derbyshire CCG upon whose Quality Impact Assessment Process this tool is based
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Quality Impact Assessment Tool:
Title of scheme: ASD Recovery Programme
Wakefield CCG Lead Manager: Ian Holdsworth

Overall Quality
Impact

Positive
(improved)

Neutral
(maintained)

Negative
(reduced)



GP Clinical Lead Signature: Dr Debbie Hallott

Date:

Chief of Service Delivery & Quality Signature: Jo Pollard

Date:

Brief description of scheme:
Work has been ongoing to recover the waiting times for the ASD Diagnostic Pathway. A recovery trajectory has been developed to understand current and
projected demand for the service, and to map this against the current capacity to undertake assessments, and to identify the gap between demand and
capacity. An options appraisal has been completed to add additional capacity to undertake assessment to meet the capacity gap identified. A recovery pathway
has been developed to improve access to the service and manage assessment in the current context. The pathway has been developed by a stakeholder group,
and this model includes input across the range of partners, including a non‐clinical ASD assessment pathway through the Educational Psychology service in the
local authority, SEND and Early Help service input and the role of SWYPFT in supporting the assessment process.
A QIA was first undertaken in 2015/16 carried out by:
Ian Holdsworth – Senior Commissioning Manager – Wakefield CCG
Valerie Aguirregoicoa ‐ Quality Manager – Wakefield CCG
Fiona Law – Service Manager ‐ Educational Psychology and Assessment Services – Wakefield Metropolitan District Council
Ann Brady ‐ Group Manager, Children & Family Services, Children and Women’s Services – Mid Yorkshire Hospital Trust
The QIA was done in consultation with the members of the ASD/ADHD Transformation Programme Board.
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In June 2016 Wakefield had the joint CQC and Ofsted Inspection of Children’s SEND. The inspection identified an area of weakness in the lengh of wait for
children’s ASD and requires the CCG to lead the development of a Written Statement of Action to describe how this wait will be reduced and access to services
improved.
A process has been established the develop the WSA and put in place accelerated plans to reduce waits. A whole‐system response has been developed to
further reduce waits and improve access, with clear plans in place to resolve this.
The QIA has been updated to reflect the additional work since the Inspection and consider the implications of increasing the pace and bredth of this work.
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Duty to Commission Quality Servicesi
Continuous improvement, high quality
workplaces, strategic partnerships and shared
risk, equality,privacy,clinical quality indicators,
CCG’s strategic objectives and quality
premium, duty to protect children, young
people and vulnerable adults



Patient Experienceii
Patient choice, access, reported patient
experience, compassionate and personal care
NHS Constitution Rights & Pledges,

Overall Score

Likelihood

Description of impact
(Positive or negative)

Consequence

What is the impact on ….

Positive
Negative

Quality Impact Assessment

Identified capacity gap, and developed
options to provide additional capacity.
Resources required to support this option
Non clinical pathway developed by the
local authority in support of this

Included on risk register of partner
organisations
Updates at CCE regarding performance
Governance in place to support the WSA
and wider recovery programme



Quality indicators in place:
* Reduction in waiting times for
assessment and feedback
* Reduction in follow up appointments
due to the long wait time for assessment
* Development of nurse led clinics for
follow up and support for families

Reduce the waiting list through adding
capacity

Communication – written to longest waits
and robustly engaged with parents and
carers
 Consultation and engagement ongoing
with CYP and families, co‐producing the
design of the services and updating at all
stages with regards progress

Validation completion – patients in the
right waiting list / clinics to be seen

Non‐clinical model – alternative to clinical
assessment for patients choice
 Currently developed interim clinical
pathway – this is a pragmatic solution to
waits. A ‘business as usual’ model needs
to be developed with CYP and families

Mitigation strategy &
monitoring arrangements

Positive feedback from patients with
regards experience of the non‐clinical
pathway
Clinical pathway – put on additional clinics
to undertake additional assessments and
add capacity to see more CYP and improve
the reputation of the service
Range of processes for consultation and
engagement

2

4

8
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The recovery plan will improve access to
the service and reduce waits to less than
6mths (in line with NICE Guidelines)

Interim recovery pathway established to
manage referrals and assessments
Plans are developed in the options
appraisal to increase Clinical Psychology
capacity





New referral process established and
rolled out. School led model, easily
accesses, improved information –multi‐
agency perspective. Contingency in place
if family not happy to be referred via
schools
 Arrangements for flexible MDT
assessments in place – using capacity
across the multi disciplines effectively

iii

Clinical Effectiveness

Implementation of evidence based practice,
clinical leadership, variations in care, data
quality, pathways and clinical engagement



Reporting mechanisms have been
improved – RTT and RTD and the new to
follow up ratio are being reported



There is sufficient capacity in SWYPFT for
Clinical Psychology to support MDT

 Variations in care – fast tracking CYP with
clear diagnosis – free up resources for
more complex diagnosis, but relies on
level of clinical ‘assumption’ to fast track
  Full 0 ‐18 pathway established –
integrated the 14+ element in the woder
pathway – improved quality and
transitions
 All SALT’s trained in ADOS to increase
quality and flexibility and and improve
access
  All partners have committed to delivering
the core capacity required to achieve
recovery
  Transition arrangements in place for
young people approaching their 18th
birthday – process in place with Adult ASD

New referral process in place – community
led
3

3

9

3

2

6

Flexible MDT process – through age‐
specific pathways
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  Non‐clinical pathway in place –
Educational Psychology led, improving
choice and flexibility and increased
capacity

Referrals previously through GP – lack
detail and can result in misdirection.
Referrals direct from providers to
encourage more information and fuller
referrals

All patients seen by community
paediatrician and have follow‐ups to
maintain contact and ensure patient
safety




Patient Safety
Patient safety, preventable harm, reliability of
safety systems, prevention of healthcare
acquired infections, clinical workforce
capability, compliance with CQC Essential
Standards



Prevention
Support for people to stay well, promotion of
self‐care for people with long term conditions,
health inequalities

MY have much closer monitoring
techniques and ongoing validation
Options appraisal to increase capacity has
been developed

Range of services supporting where
presentation of ASD / ADHD, in additional
to the diagnostic pathway, so CYP recive
support prior to and post diagnosis

Need to align the school support to the
clinical pathway – partnership model



Communication between school / SEN and
pathway improved through the referral
process
 Workforce capacity, ability to recruit and
retain and risk of implementing changes
to pathway and managing changes is an
issue – use of agency staff is helping this

Core of specialist expert staff in post

Standardised care from clinical team

Carry out appointments and assessments
within NICE on completion of recovery
 Joined up waiting list management in
place – single list, data sharing established

More robust pathway with entry criteria
now introduced

In case of crisis support through school
and other services and is now joined up

Interventions through the LA, Wesail and
SEND services and is now joined in to
clinical pathway

Joint model is now in place – integrated
offer

Pathway has been developed with
stakeholders
4

4

16

Linked school support with the clinical
pathway
Use of locum / agency staff has provided
flexible capacity

Neuro disability nurse in post – to support
follow up and triage and support
Engagement events to understand from
patients what gaps in services
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Productivity and Innovation
Delivery of care in most clinically effective
setting, elimination of inefficiency and waste,
the environment, service innovation,
accelerating adoption and diffusion of
innovation and care pathway improvement



Workforce

 Local offer – describes services – but does
not effectively describe gaps in service – a
gap analysis is required

Pathway designed to maximise available
resources to support assessment,
including the clear diagnosis routes
 Flexible pathways, flexible capacity – age
specific pathways improve productivity by
providing flexible and responsive service

Elimination of waste –validation process
supports better use of clinical time as CYP
are seen at the right clinic more quickly

Better use of clinician time through
appointments and more flexible capacity



Partners have agreed capacity to meet the
additional demand and clear the waiting
list



Lack of clinical psychology resources now
resolved

Staffing levels, morale, workload, sustainability
of service due to workforce changes



Resource impact

3

3

9
Need to link school support with the
clinical pathway
Benchmarking work in other areas to look
at innovation and solutions
Care coordinator roles and family support
workers being considered to support the
pathway – included in the options appraisal
Age specific pathways
Additional speech and language funded
and now trainied in ADOS
New clinicians are being recruited
Measuring staff sickness – no increase
suggests current workforce are managing
with the increased demands
Additional Clinical Psychologist identified in
options appraisal

 Additional capacity required to undertake
MDT assessments is now in place

4

4

16

Additional capacity identified in the options
appraisal and now in place

 Raised expectations with public about the
quality of the pathway that was
collectively designed in 2014

3

4

12

Letters to parents re long wait
Reduce waiting times to improve
reputation
Engagements events to communicate
Collect more robust user feedback to
understand response to the offer and
review the pathway in line with feedback
POET – personal outcomes and evaluation
tool – pilot area in Wakefield

Estates, IT resource, sustainability of service
providers, equipment availability





Improved access to the services – reduced
waiting list will improve reputation



Communication and engagement strategy
in place



Range of events undertaken to engage
with CYP and parents / carers



Developed an effective communication
plan to make partners and patients /
family aware of changes

Reputation
Family and friend test, public confidence of
CCG, media interest/publicity for CCG
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Appendix 1.
How to score risk
A total score is achieved by assessing the potential consequences and the likelihood of this occurring and assigning a risk score to each. These scores are
multiplied to reach a total score.
The following tables define the consequence and likelihood scoring options and the resulting score;

LIKELIHOOD

CONSEQUENCE

1

RARE

1

INSIGNIFICANT

2

UNLIKELY

2

MINOR

3

POSSIBLE

3

MODERATE

4

LIKELY

4

MAJOR

5

ALMOST
CERTAIN

5

CATASTROPHIC

CONSEQUENCE

Category
LIKELIHOOD

Risk score

1

2

3

4

5

1

1

2

3

4

5

2

2

4

6

8

10

3

3

6

9

12

15

1‐3

Low risk (green)

4‐6

Moderate risk (yellow)

8 ‐ 12

High risk (orange)

15 ‐ 16

Serious risk (red)

4

4

8

12

16

20

20 ‐ 25

Critical risk (black)

5

5

10

15

20

25

Financial Loss or Impact

Unsatisfactory patient experience not directly related to patient
care

Insignificant
(1)

Moderate
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Patient & Public Experience

£1k to £5k
Locally resolved complaint

Up to £50k.

Legal / Regulatory
Minor non‐compliance with standards
Minor recommendations e.g. clinical audit, internal audit, external
audit etc

Unsatisfactory patient experience ‐ readily resolvable
Justified complaint peripheral to clinical care
Adverse local media report – short term

Possible minor out of court settlement or civil small claims court.
Isolated failure to meet local standards.
Coroners Court Inquest

Mismanagement of patient care
Justified complaint involving lack of
appropriate care

Defensible civil action.
Improvement notice
Persistent failure to meet local standards.
Intermittent failure to meet national performance standards
Coroners Court – narrative verdict

(2)

Serious

Up to £250k.

Ongoing adverse local media reports

(3)

Major
(4)

Catastrophic
(5)

Insignificant

Up to £500k.
Destabilises provider market

Serious mismanagement of patient care
nd
Several justified complaints (of a Ombudsman 2 stage complaint)
Adverse national press interest (<3 days)

Criminal prosecution.
Persistent failure to meet national performance targets.
Coroners Court – neglect verdict

Totally unsatisfactory patient experience
Multiple justified complaints
On‐going adverse national press interest (>3 days), MP questions

Corporate Manslaughter or Corporate manslaughter prosecution
Persistent failure to meet national, professional and statutory
requirements.

Health/ Clinical Outcome

Safety / Injury / Harm
(patients or staff)

Impact on Services

Minor adverse clinical outcome, e.g. slight delay in referral or
treatment with low impact

Short term verbal abuse. Less than 3 days absence.
Patients required extra observation or minor treatment

Short term capacity issue (staff/facilities) reducing service quality
(< 1 day)

Over £1m.
Significantly destabilises provider market

(1)

Moderate
(2)
Serious
(3)

Major
(4)

Minor increase in health inequalities (in only 1 area/group)

Physical encounter (scratches / bruising).
RIDDOR reportable injury with absence of 3 days to 1 week.
Patients require minor increase in treatment, did not lead to
permanent harm

Intermittent failure to meet minimum clinical outcomes.
Moderate increase in health inequalities (across 2 or more
areas/groups)

RIDDOR reportable injury with absence of more than 1 week.
Patients require moderate or major increase in treatment, did not
lead to permanent harm

One off failure to meet minimum clinical outcomes

Persistent failure to meet minimum clinical outcomes in one
clinical area
Significant increase in health inequalities (across 2 or more
area/groups)

Catastrophic

Persistent failure to meet minimum clinical outcomes in a range
of services

(5)

Extreme impact on health inequalities across Trust

Significant inconvenience or cost in maintaining activity
Capacity issue (staff/facilities) reducing service quality (<1 week)
Ongoing unsafe staffing level
Significant ongoing capacity issue (staff/facilities) preventing
service delivery (> 1 week)

RIDDOR reportable major injury or dangerous occurrence
Patient experienced permanent harm
RIDDOR reportable death.
NRLS reportable death ‐
Patient died as a direct result of incident

Significant ongoing capacity issue (staff/facilities) preventing
service delivery for (> 1 month)
Interruption of all or significant range of Trust activities (> 1 week)
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i

Health & Social Care Act, 2012; NHS Constitution, 2013; Wakefield CCG Equality Impact Assessment Tool; Equality Act, 2010; Children’s Act, 2004; Safeguarding Vulnerable Groups Act, 2006; Working Together
to Safeguard Children, 2010.
ii
Children’s Act, 2004; Safeguarding Vulnerable Groups Act, 2006; Working Together to Safeguard Children, 2010; Better Care, Better Value.
iii
Better Care, Better Value.
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Better Care Fund 2017/19

11
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Executive Lead:
Recommendations:

Discussion

Assurance



Information

Martin Smith, Head of Connecting Care Commissioning
Phil Earnshaw, Clinical Chair Wakefield Clinical
Commissioning Group
Melanie Brown, Programme Commissioning Director
Integrated Care

The Governing Body of Wakefield Clinical Commissioning Group are asked to:
(i)

note that Wakefield Clinical Commissioning Group will enter into a section 75 partnership
agreement with Wakefield Council in relation to the governance and management of the
Better Care Fund for 2017/19;
(ii) note the January 2017 delegated approval for sign off of the final section 75 partnership
agreement to the Chief Officer, Clinical Leader and the Chair of the Audit Committee
within the approved sum of £77, 877 million;
(iii) note agreement for Wakefield Clinical Commissioning Group to continue to host the
Better Care Fund pool in 2017/19; and
(iv) note the Better Care Fund plan approval from NHS England (appendix 2).
Executive Summary:
Governing Body members received a presentation at their meeting on 17 January 2017 which
outlined the detail of Wakefield’s Better Care Fund plan for 2017/2019. At that meeting the
Governing Body of Wakefield Clinical Commissioning Group agreed to delegated approval for
the 2017/19 Better Care Fund plan to the Chief Officer, Clinical Leader and the Chair of the
Audit Committee. The Better Care Fund Plan was signed off by all parties and submitted to
NHS England on 11 September 2017 (appendix 1). On 27 October 2017 Wakefield Clinical
Commissioning received the assurance outcome letter from NHS England (appendix 2). The
letter advised that following the regional assurance process, the Wakefield Better Care Fund
plan was classified as ‘Approved’. In summary, the assurance team recognised the plan has
been agreed by all parties (local authority(s), Clinical Commissioning Group(s) (CCGs), and
Health and Wellbeing Board), and the plan submitted meets all requirements and the focus
should now be on delivery.
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In the letter NHS England authorised the release of the BCF funding subject to the funding
being used in accordance with the final approved plan. The pooled fund will be transferred
under a Better Care Fund partnership agreement (known as a section 75 agreement). This
agreement is currently with the legal teams and needs to be signed by end of November 2017.
At their meeting on 17 January 2017 Governing Body members agreed to delegate the final
sign off of the section 75 agreement to the following people from the Clinical Commissioning
Group: Chief Officer, Clinical Chair CCG, and the Chair of the Audit Committee.
Link to overarching
principles from the
strategic plan:

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







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

Not applicable

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

WDMC Finance (Angela Nixon)
WDMC Commissioners (Anna Middlemiss, Mark Wakefield)
WDMC Director - Andrew Balchin
CCG – Director Mel Brown
CCG Finance – Adam Robertshaw
CCG Commissioning Leads
Public Health Leads

Previously presented at
committee / governing
body:

Governing Body 17 January 2017

Reference document(s) /
enclosures:

Not applicable

Not applicable

Not applicable
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Risk Assessment:

Not applicable

Finance/ resource
implications:

To be managed via the Connecting Care Executive.
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Better Care Fund Plan 2017/19

1

Introduction
Governing Body members received a presentation at their meeting on 17th
January 2017 which outlined the detail of Wakefield’s Better Care Fund plan
for 2017/2019. At that meeting the Governing Body of Wakefield Clinical
Commissioning Group agreed to delegated approval for the 2017/19 Better
Care Fund plan to the Chief Officer, Clinical Leader and the Chair of the Audit
Committee. The Better Care Fund Plan was sign off by all parties and
submitted to NHS England on 11th September 2017 (appendix 1). On 27th
October 2017 Wakefield Clinical Commissioning received the assurance
outcome letter from NHS England (appendix 2). The letter advised that
following the regional assurance process, the Wakefield Better Care Fund
plan was classified as ‘Approved’. In summary, the assurance team
recognised the plan has been agreed by all parties (local authority(s), Clinical
Commissioning Group(s) (CCGs), and Health and Wellbeing Board), and the
plan submitted meets all requirements and the focus should now be on
delivery.
In the letter NHS England authorised the release of the BCF funding subject
to the funding being used in accordance with the final approved plan. The
pooled fund will be transferred under a Better Care Fund partnership
agreement (known as a section 75 agreement). This agreement is currently
with the legal teams and needs to be signed by end of November 2017. At
their meeting on 17th January 2017 Governing Body members agreed to
delegate the final sign off of the section 75 agreement to the following people
from the Clinical Commissioning Group: Chief Officer, Clinical Chair CCG, and
the Chair of the Audit Committee.

2

Background Information
The Care Act 2014 (Part 4, section 121, (3)) sets out the legislative framework
that the resources identified as part of the Better Care Fund are required to be
placed into pooled budgets under a legal framework referred to as a section
75 joint governance arrangements between CCGs and Councils. Technical
guidance published to support the development of Better Care Fund (BCF)
planning has made it clear that the Health and Wellbeing Board has a
responsibility to have oversight of these pooled resources. This will require the
Health and Wellbeing Board to have a more active role in the joint
commissioning of health and social care interventions as outlined through
Wakefield’s local BCF plan.
Clinical Commissioning Groups were licenced from 1 April 2013 under
provisions enacted in the Health & Social Care Act 2012, which amended the
National Health Service Act 2006. Section 75 of the NHS Act 2006 provides
for CCGs and local authorities to pool budgets.
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The pooled budget for the Better Care Fund and its section 75 arrangements
need to be adopted and in place to meet the requirements of the Care Act
2014.
Partners across the system have agreed that our Better Care Fund plan
would focus on eight strategic areas of alignment for 2017/19. The eight
refreshed schemes for 2017/19 are:
The refreshed schemes for 2017/19 are:
1.
2.
3.
4.
5.
6.
7.
8.
Total
3

Enhanced Care and Support
Whole Population Prevention
Community Solutions
Mental Health
ICES & Wheelchair Services
Care Homes Vanguard
MCP Vanguard
Enhanced Primary and Community Care

£'000
40,545
10,466
3,369
6,028
3,363
801
2,805
10,500
77,877

Governance
The governance arrangements that have been in place since April 2016 will
continue to oversee the Better Care Fund across our District and the
Connecting Care Executive will oversee these arrangements. The
management arrangements for the Better Care pooled fund need to include
the following statutory functions for the Better Care Fund which are outlined in
the Care Act 2014 (Part 4, section 121, (3)):




to agree the strategic planning;
manage the pooled budget; and
oversee and performance manage the planning as well as the practical
and financial implementation of the fund.

At their meeting on 17th January 2017 Governing Body members agreed the
hosting arrangements for the Better Care Fund will remain the same for
2017/2019 as have been in place in 16/2017 and Wakefield Clinical
Commissioning Group will host the Better Care Fund pool. A partnership
agreement is under development to formalise the BCF arrangements for
2017/2019.
4

Monitor the management of the BCF pooled budget
As host for the Better Care Fund, Wakefield Clinical Commissioning Group
will continue to have the responsibility and will need to ensure that the
following monitoring processes will be in place for the BCF during 2017/2019:




In-year financial monthly monitoring and reporting arrangements to the
HWB / Connecting Care Executive;
Non-financial performance metrics;
Quarterly performance data to be reported;
2
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5

Appointment of a Pool Manager – this would add both capacity & running
costs to either organisation;
Separate accounting within the fund of ring-fenced budgets; and
Dispute resolution – this will need to be addressed in the s75.

Legal
Officers in the CCG and the Council are still working through some of the
detail for the Better Care Fund partnership agreement. There are some gaps
currently that are being worked through such as the detail on the risk share
agreement and some other areas. It is proposed that the final sign off of the
Better Care Fund partnership agreement (known as a section 75 agreement)
to the following people from Wakefield Clinical Commissioning Group- Chief
Officer, Clinical Leader and the Chair of the Audit Committee. This agreement
needs to be signed by end November 2017.

6

Recommendations:
The Governing Body of Wakefield Clinical Commissioning Group is asked to:
(i) Note that Wakefield Clinical Commissioning Group will enter into a section
75 partnership agreement with Wakefield Council in relation to the
governance and management of the Better Care Fund for 2017/19;
(ii) Note the January 2017 delegated approval for sign off of the final section
75 partnership agreement to the Chief Officer, Clinical Leader and the
Chair of the Audit Committee within the approved sum of £77, 877 million;
(iii) Note agreement for Wakefield Clinical Commissioning Group to continue
to host the Better Care Fund pool in 2017/19; and
(iv) Note the Better Care Fund plan approval from NHS England (appendix 2).

3
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Wakefield Better
Care Fund
Submission
2017/2019
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PLAN DETAILS

a) Summary of Plan
Local Authority

Wakefield Metropolitan District
Council

Clinical Commissioning Groups

Wakefield Clinical Commissioning
Group

Boundary Differences

Boundary areas are co-terminus

Date agreed at Health and Well-Being
Board:

Draft presented and agreed at Health
and Well-Being Board on 1st June with a
final version to be presented on 21st
September 2017

Date submitted:

Under delegated authority final version
signed by Chair and Vice Chair of Health
and Well-Being Board on 7th September
2017.

Minimum required value
of BCF pooled budget

Total agreed value of
pooled budget:

2014/15
2015/16
2016/17
2017/18
2018/19

£7.6m
£24.3m
£24.3m
£24.8m
£25.2m

2014/15
2015/16
2016/17
2017/18
2018/19

£7.6m
£41.7m
£58.5m
£77.9 m
£82.8 m
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b) Authorisation and signoff

Signed on behalf of the Clinical
Commissioning Group
By
Position
Date

Jo Webster

Pat Keane
Chief Operating
Chief Officer
Officer
7th September 2017

Signed on behalf of the Council
By
Position
Date

Andrew Balchin
Corporate Director, Adults, Health &
Communities
7th September 2017

Signed on behalf of the Health &
Wellbeing Board

By
Position
Date

Councillor P
Dr P Earnshaw
Garbutt
Chairs of Wakefield Health & Wellbeing
Board
7th September 2017
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c) Related documentation
Please include information/links to any related documents such as the full project
plan for the scheme, and documents related to each national condition.
Document or information title
Joint Strategic Needs Assessment

Details/link
http://www.wakefieldjsna.co.uk/

Health and Wellbeing Strategy
Wakefield_Health_an
d_Wellbeing_Board_P

Wakefield Integration Business
Rules

WAKEFIELD Business
Rules MASTER 29061

Wakefield Connecting Care Terms
of Reference (Updated)
Wakefield
Connecting Care TOR

Wakefield STP Plan
STP West Yorkshire
& Harrogate plan.pdf

BCF KLOE cross reference guide
Wakefield KLOEs BCF
2017-19.pdf

BCF plan 16/17
Wakefield 2016-17
BCF Plan.pdf

Transforming Local Care Booklet
Wakefield
Transforming Local Ca

Alliance Partnership Agreement
including the New Models of Care
Board Terms of Reference
Better Care Fund Risk Log

This document is available on request due to the size of
the file.

170905 BCF Risk log
V3.pdf
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1 Introduction
1.

2.

3.

4.

5.

The Wakefield Better Care Fund (BCF) Plan for 2017/18 & 2018/19 builds on
the approved previous plans and has been developed with local partners
including the A&E Improvement Group and is focused on key priority areas
that have been identified through the Joint Strategic Needs Assessment
(JSNA) and learning from previous years. The Better Care Fund is the only
mandatory policy to facilitate integration and brings together health and social
care funding, with an increase in social care money announced at Spring
Budget 2017. This plan covers two financial years to align with the NHS
planning timetables.
The financial and activity planning assumptions within the BCF plan are
consistent with Wakefield’s Sustainability, and Transformation Plan (STP).
Commissioning and transformation plans are centred on the ‘Wakefield place’
Joint Strategic Needs Assessment and taking into account national drivers
within the Five Year Forward View.
The local place based STP plan is called the Wakefield Health and Wellbeing
Plan and provides the system-level framework within which our local health
and care economy can plan effectively and deliver a sustainable, transformed
and integrated health and care service. There are three priorities in this layer:
Integration, Primary Care variation and Prevention. The development of New
Models of Care through developing an Accountable Care system will be a key
priority in 2017/18 and 2018/19
There is significant work underway across the District to develop a new model
of care. A virtual Multi-Speciality Community Provider (MCP) model is in
place for 2017/18 managed by new governance arrangements (See section
19). The Wakefield BCF Plan sets out our proposals for going beyond the
BCF Fund towards further integration by 2020.
The BCF is the local enabler for the integration of services between health
and social care in the local district. It supports joint commissioning between
partners, new models of care and builds on the local vision as detailed below.

2 The Local Vision for Wakefield
6.

7.

Building on two successful years of the BCF ethos; collaborative working with
system partners has led to an agreed vision that “Creating person centred
co-ordinated care” lies at the core of everything we strive to achieve working
with our partners in Connecting Care Health and the Social Care Partnership.
The virtual MCP will help this shared vision, together with agreement about
how services should be delivered.
This ethos has supported the challenges facing health and social care, with
numerous drivers evident in relation to health and wellbeing, care and quality,
and effectiveness. Innovative approaches are required. New care models are
key to the delivery of the ambitions set out in the Five Year Forward View,
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8.

9.

10.

11.

with a focus on both NHS and care services closing the care and quality gap,
and improving community wellbeing.
The BCF is designed to support the new care models and Wakefield’s
approach is to develop an MCP model with integration and the removal of
historical barriers at its core, thereby supporting joined-up preventative patient
care across primary, community, mental health, social care and acute
services.
The model is designed to dismantle divides and improve the co-ordination
between separate groups of staff and organisations. It involves re-designing
care around the health of the population, irrespective of existing institutional
arrangements. It is about creating a new system of care delivery, supported
by an effective and robust model.
This means developing and embedding innovative patterns of engagement
throughout a system that currently exists in separate parts. The promotion of
public health, effective deployment of multi-disciplinary teams, ease of access
for the public to services, and the best use of technology are all elements
which cannot operate in isolation and must be utilised and delivered in
collaboration in order to fulfil the aims and opportunities available.
The success of this way of working can be summarised in feedback directly
from staff and teams;

3 Relationship with Health and Wellbeing Strategy, JSNA,
STP and MCP
12.

Wakefield is expected to encounter a large population structure change within
the next five years, with the older persons grouping growing by over 11 per
cent by 2016 (73,000 people), and over 22 per cent by 2021 (80,900 people).
By 2031, the older population is expected to have grown by over 50 per cent,
representing a population close to 100,000. As a corollary to this, the working
age population is only predicted to grow by approximately 1.6 per cent by
2031 (about 3,300 additional people in the theoretical workforce).
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13.

14.

15.

16.

17.

Implications of an ageing population are wide in terms of people living longer
into older age with a higher burden of chronic disease, an increased demand
for health and well-being services, a reduction in working age people, a
reduced contribution to the economy and lower incomes, and increased
human resources for care services (paid and unpaid carers).
Wakefield ranks as the 65th most deprived local authority out of 326 putting it
in the top 20 per cent most deprived local authorities. There are stark
inequalities in health in the district with men in poorer areas living on average
9.9 years less; 7.2 years for women. Wakefield has higher rates of long term
conditions than the national average and we estimate that there are a number
of people who remain undiagnosed. Long-term conditions account for 55 per
cent of GP appointments, 68 per cent of outpatient and A&E appointments,
and 77 per cent of in-patient bed days.
A disproportionately large amount of its life-years is lost in the most deprived
communities to chronic heart disease (CHD), lung cancer, stroke, chronic
obstructive pulmonary disease (COPD) and – particularly in men – chronic
liver disease. As the District’s population gets older, we can expect to see a
25 per cent increase in the number of people living with dementia in the next
10 years with significant implications for health and social care services.
The main population risk factors are smoking (21.9 per cent of the
population), obesity (11.7 per cent) and high blood pressure (15.3 per cent).
If these risk factors could be reduced in the population even just by a few
percent, we would see a significant reduction in the number of people
experiencing poor health. Social isolation and loneliness should also be taken
into account as a key factor influencing quality of life, health outcomes and
service demand. Being lonely has been estimated to have the same negative
effect on health and wellbeing as smoking 15 cigarettes a day.
Furthermore our JSNA reaffirms to us that our Health and Wellbeing Board
priorities of early years (with a focus on childhood obesity, and maternal
smoking at delivery), long term conditions (including diabetes, respiratory and
circulatory diseases), mental health (including dementia and self-harm) and
older people (including reducing social isolation and falls) will address the
health and wellbeing gap for Wakefield. We need to continue to tackle
variation in care and to reduce health inequalities across the district.
Constitutional indicators such as Referral to Treatment and A&E waiting times
will also have a significant focus over the next five years to ensure we provide
the best quality of care to our patients.
These priorities are now embedded in the Wakefield CCG Sustainability and
Transformation Plan and have provided the mandate for the integration
programme, Connecting Care. Mental Health and in particular dementia
services are an important priority for better integrated health and social care
services. Wakefield CCG and Wakefield Council have a joint working group in
place focused on the dementia pathways for both diagnosis services and
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18.

19.

20.

post-diagnostic support. These pathways will be reviewed during the current
and next financial year.
Access to health and care is not the most important determinant of health in
Wakefield (poverty, inequality, education, work, family life and other
determinants have a greater effect). A people-centred primary health and
care system with general practice playing its full part can make a significant
contribution to health improvement especially when economic resources are
constrained.
Aligning general practice, community nursing, pharmacy, hospital consultants
and other healthcare generalists and integrating these with community
development, social care and other community services provides a solid multispecialty provider foundation for Wakefield’s ‘virtual’ MCP model which will be
in place between 2017-2019.
The Wakefield model of MCP ‘virtual’ arrangements builds on the local
progress made in health and social care integration. It is called Connecting
Care and means synergy and mutual accountability rather than competition
and cost-shifting. It provides a framework for allocating budgets and
responsibilities in a future accountable care system. It allows general practice
and other providers to access and make the best use of recurrent funding,
such as outpatients and prescribing budgets, to ensure the resilience of the
system after non-recurrent and pump-priming monies have been expended.

3 Wakefield Sustainability and Transformation Plans
21.

22.

In December 2015, the NHS shared planning guidance 2016/17- 2020/21
outlined a new approach to help ensure that health and care services are built
around the needs of local populations. To do this, every health and care
system in England was asked to produce a multi-year Sustainability and
Transformation Plan (STP), showing how local services will evolve and
become sustainable over the next five years – ultimately delivering the Five
Year Forward View vision of better health, better patient care and improved
NHS efficiency.
To deliver plans that are based on the needs of local populations, local health
and care systems came together in January 2016 to form 44 STP ‘footprints’.
Our STP is based on the Wakefield Health and Wellbeing Footprint. Our
Wakefield Health and Wellbeing Plan is one of six local plans which hold
primacy under the West Yorkshire STP. Our plan has clear governance (see
section 19) under the Wakefield Health and Wellbeing Board and has been
developed collaboratively through the Board. Intelligence from our JSNA and
Children’s JSNA told us that in Wakefield despite much progress being made,
our challenges remain the same and it was agreed that the priorities for the
plan remain the same as highlighted in the diagram below:
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4 Layers of Transformation
23.

In Wakefield there are four different layers on which we carry out our planning
and we are clear about the layers on which we commission and transform
services and where it is most appropriate to do so. (see Fig 1) It is
acknowledged that most transformation will happen at a local level however,
there will be priorities which are better commissioned and transformed on a
larger footprint. Whilst distinct priorities have been identified for each of the
transformation layers, it is also important to understand the golden thread
which runs through all layers (for example with cancer services) and the
alignment across all the local plans in West Yorkshire.
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Fig 1 – Wakefield Priorities

Wakefield Health and Wellbeing Outcomes and Priorities and Enablers
24.

Wakefield’s Health and Wellbeing Plan/STP has within it a set of six system
outcomes that we want to achieve for 2020/21 which have been agreed and
are owned by the Wakefield Health and Wellbeing Board. These outcomes
are the enablers for the delivery of the Health and Wellbeing priorities see
below (Fig 2):

Fig 2 – Health & Wellbeing Priorities
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25.

The BCF will support these outcomes in the system. The Wakefield Health
and Wellbeing Plan/STP was published in October 2016 and can be seen as
one of the supporting documents attached to this narrative.

5 Alignment to Other Key Strategic Agendas
26.

27.











28.

Wakefield is distinct in its level of alignment, not just in terms of geographical
boundary between the local authority, the CCG and the GP networks but
equally between the strategic direction and plans that have been developed
over recent years.
The key strategic agendas that are aligned to the development of the
integration of health and social care are:
The Local Services Board and District Outcomes Framework;
The Health and Wellbeing strategic priorities;
Next Steps on the NHS Five Year Forward View;
The Mid Yorkshire Hospital Clinical Services Strategy;
The Meeting the Challenge Community Transformation Programme;
The Multispecialty Community Provider Framework;
The GP Five Year Forward View Plan;
West Yorkshire Urgent Care Vanguard Plan;
West Yorkshire Sustainability Transformation plans; and
2017-19 Integration and BCF Policy Framework.
The Local Services Board (LSB) is at the heart of the local strategic
partnership, Wakefield Together, for the Wakefield District.

6 Delivery in Partnership
29.

30.

31.




32.

Wakefield health and social care communities agreed that care must be
organised around patients and citizens and that integrated delivery would be
essential for success.
As a health and social care system this means that in line with the Five Year
Forward View the vision and the transformation programmes we are
implementing are possible due to the level of collaborative leadership and
strong partnership working across health and social care system.
The BCF supports Wakefield Council in the delivery of the Care Act
responsibilities including regard to ensuring a sufficiency of provision in terms
of both capacity and capability by:
Market shaping for care and support; and
Considering with partners, the enabling activities, functions and processes
that may facilitate effective integrated services including Joint Commissioning.
Funding for duties under the Care Act is included in the Wakefield CCG
minimum contribution to the BCF in 2017/2018, including support for carers as

PDF Page No. 218

33.

34.

35.

36.

referenced in the letter to Directors of Adults’ Social Services from the
Department of Health in July 2017.
It is within this context and continued commitment to collaborative working
that Wakefield District has set out on an ambitious and challenging journey to
improve the outcomes for local citizens and develop a sustainable health and
care system and this is reflected in our Sustainability and Transformation Plan
and the two Vanguard projects underway in the District; Enhanced Care
Homes Vanguard and Multi-speciality Community Provider Vanguard.
The integration model is being developed further by the New Models of Care
Board across the Wakefield District. The New Models of Care Board has
representation from statutory and non-statutory provider organisations who
have come together to design a delivery model for future services and
support. The terms of reference are included as supplementary
documentation referenced on page 4.
The BCF targets and initiatives are disused at the A&E Improvement Group
that carries out the mandated functions of the A&E Delivery Board as
mandated by NHS England, NHS Improvement and the Association of
Directors of Adult Social Services. The A&E Improvement Group reports to a
whole Mid Yorkshire system of executive level partners working to take
ownership and drive the development of resilience planning and
transformational change in the delivery of health and social care across the
local Mid Yorkshire system.
Partners on the New Models of Care Board have agreed as system leaders to
progress the following areas;

Development of
Integrated Care
Model for
Wakefield (MCP)

Improved Access
for Patients (GP
Five Year Forward
View and Out of
Hours and
Extended Opening
Hours)
Digital Innovation

The new model of care will bring together providers across
the Wakefield health economy to support the delivery of a
patient centric integrated primary care model, with the
patient at the centre and owner of their health outcomes.
Through this work, the programme will support the
transformation of community and acute services and
facilitate a significant reduction in hospital beds.
This will include multiple projects relating to all aspects of
improving access for patients. It will build on the existing
‘Connecting Care’ programme designed to link and integrate
different aspects of health and social care to enable a truly
integrated community team as well as GP Access Fund
initiatives designed to improve access to primary care
services and driving forward the new strategy for primary
care for our District.
Connecting the different aspects of the model and ensuring
that services are truly accessible, information can be shared
and care provision integrated, utilising digital wraparound
technologies including shared patient records.
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Care Navigation

Role and
Workforce
Redesign

Further develop and implement a model for the provision of
information, support, guidance and signposting for people
whose health will benefit from participation in non-clinical
activities, including techniques for self-management. The
model will also identify gaps in service to inform future
market development and commissioning.
Reviewing and redesigning traditional workforce roles to
create a more effective and responsive workforce. The 3
main products for the Integrated Workforce are developing
are:
 Integrated Workforce Strategy framework;
 Workforce mapping & observatory; and
 Competency based Frailty pathway.
The workforce system lead will:
 Develop the dimensions of an integrated workforce
development framework for the system
 Develop and implement a system specific workforce
‘observatory’
 Commence a programme of competency based
frameworks commencing with the frailty pathway
 Develop a workforce training academy
The workforce strategic framework will have a work plan
with a series of objectives that will sit under each of the
above strategic dimensions e.g.
 integrated induction programme supporting
dimension area 1;
 shared statutory and mandatory training programmes
supporting dimension 2;
 design and implementation of a workplace wellness
programme for staff – dimension 2; and
 digital innovation and agile working facilitating
dimension areas 3 and 4.

37.

38.









Chief Executive level partners across the Wakefield system have adopted
system lead roles and the work programme for these areas is distributed
across the wider system.
These areas include:
Customer service;
Communications and engagement;
Social cohesion;
Frailty;
Health and housing;
Organisational development and
Workplace support
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39.

40.

All of the GP practices within Wakefield are part of five Federations across
Wakefield and the new model of care for primary care will be based on two
commissioning hubs. These provider federations are part of the New Models
of Care Board and provide new opportunities to deliver services differently.
Recently the five Federations have agreed to develop a Confederation called
Conexus. This will ensure that across the system, general practice is ready to
participate in the wider system integration model to deliver our model of care.

7 Alliance Agreement for Wakefield’s Integrated Care
Model
41.

42.

43.

44.















Connecting Care is the banner under which integration is being delivered.
Wakefield has received national recognition for its Connecting Care
programme and integration of health and social care for both adult and
children’s services through the award of Wave II Pioneer status and the
vanguards that are being delivered locally and overseen by the Health and
Wellbeing Board.
The virtual MCP model is the next stage to embed care delivered closer to
home, fewer trips to hospital, improved co-ordination of support, better access
to specialist care in the community, and a promotion of public health and
wellbeing and the tools for greater self-care.
Providers of services within the scope of the MCP care model and the lead
commissioners, Wakefield CCG and Wakefield Council, have entered into
‘alliance arrangements’, which will overlay but not replace traditional
commissioning contracts. This initial ‘virtual’ approach will inform the
groundwork for system transformation by enabling collaboration between
partners in health and social care across the District.
All providers with the MCP have agreed to sign up to an Alliance Contract to
deliver services to agreed outcomes. The providers include:
NHS Wakefield Clinical Commissioning Group
Wakefield Metropolitan Borough Council
The Mid Yorkshire Hospitals NHS Trust (MYHT)
South West Yorkshire Partnership NHS Foundation Trust
Age UK Wakefield District
Spectrum Community Health C.I.C
Nova Wakefield District Ltd
Turning Point (Talking Therapies)
Wakefield Health Alliance
Trinity Health Group Ltd
West Wakefield Health and Wellbeing Ltd
Brigantes Healthcare
Five Towns Health GP Federation
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8 Alliance Objectives
45.

System providers have come together to deliver the virtual MCP model. This
has been facilitated by an Alliance Partnership Agreement and agreed
alliance objectives. The Alliance Objectives are to deliver sustainable,
effective and efficient Services with significant improvements over the Term.
Partners have agreed the following:



people can access information and advice that is clear, up to date and
consistent;
care and support is responsive, timely and joined up;
support is provided by caring, considerate people with the right skills;
people live in safe and positive communities;
people are encouraged and supported to be healthy; and
people are assured that services and resources are efficient.






46.

The Alliance Partnership Agreement is an integral part of the vision to
promote integrated services that deliver personalised care. This Agreement
facilitates the objectives of the Connecting Care transformation programme
which includes both the Care Home and Multi-speciality Community Provider
Vanguards as more fully described in the Agreement. The Alliance
Partnership Agreement can be found as a referenced document on page 4.

9 Plan for 2017/18 and 2018/19
47.










As a system Wakefield has 8 high level schemes in their BCF incorporating
services and projects contributing to transformation and integration across the
district. The 8 high level schemes are;
Scheme 1; Enhanced Care & Support
Scheme 2; Whole Population Prevention
Scheme 3; Community Solutions
Scheme 4; Mental Health
Scheme 5; ICES & Wheelchair Services
Scheme 6; Care Homes Vanguard
Scheme 7; MCP Vanguard
Scheme 8; Enhanced Primary & Community Care

Some services within these schemes contributing to the Wakefield BCF
include;
 Integrated care teams across the District such as the Connecting Care
Hubs. The model currently being developed will be further refined, led by the
Chair of the Joint Operational Delivery Group. This will see the launch in April
2017 of a single assessment process which will be adopted through the Multi48.
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Disciplinary Team (MDT) across all partners, the Hubs will develop e-referral
from GPs to the MDT.
A Wellbeing Service – this will include a District-wide Social Prescribing
model which will be available across the whole District from April 2017.
Re-designing how Primary Care Mental Health services, secondary care
Mental Health services and the Connecting Care Hubs can work in a more
integrated model.
Increased access to Pharmacy – District-wide roll out for practices in
adapting a pharmacist in general practice model: to discuss minor ailments;
review and optimise current medication; support discharge medications; and
deal with prescription requests as well as support patients on chronic disease
pathway (e.g. acute kidney injury).
Increased access to Physio first through a District-wide Hub model – to
encourage patients with a first episode of acute /minor injury who utilise selfcare approaches, to avoid a more costly /unnecessary referral to physio or
MSK services. This will need to be a slightly different model than currently
delivered in the West of the District which is demonstrating an underutilisation rate of approximately 79 per cent. Colleagues are currently working
through a more effective model which is focussed on self-care and is called
Physio Line.
Expanded rollout of the model of care being tested through the Care Home
Vanguard and adoption of the One GP - One Care Home approach.
Wakefield will deliver access to 7 day services for General Practice through
delivery of a unified offer of 24/7 extended hours to primary care. This will be
spread across the whole of the District with a 366,060 GP registered list
population.
Improved Access to Healthchecks through a District wide targeted model.
Improved access to routine and Out of Hours Primary Care through a
consistent quality clinical triage service - building on the success of Trinity
Care and rolling that model across the District.
Re-designing the current Integrated Community Equipment Service which
is a key enabler for early supported discharge.
Integrated nursing teams - bringing primary care and community care
nursing teams together to move beyond the current adult community services
specification to develop an integrated nursing service for our District.
Dementia pathway re-design - reviewing the dementia pathway across the
District
Home Visiting service re-design-redesigning how community services and
primary care can work together differently to support urgent home visits to
avoid admissions to hospital
The transformation and restructure of the in-house Personal Care Service to a
new Re-ablement Service was a key component of the integration
programme and is closely aligned to the development of community based
Connecting Care Teams. Re-ablement staff are aligned to and based within
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the Hubs, alongside the Integrated Hospital Discharge Team. These existing
integrated teams and services provide a useful platform of contribution to the
success of the Wakefield MCP.
 Designing an Extensivist model for those with the most complex needs
incorporating the review of Community Geriatrician role in the MCP.
 Launch of a late visiting service focusing on supporting GPs to carry-out
appropriate urgent visits through Community Matrons, who will conduct home
visits to housebound patients that require an urgent same-day appointment in
the afternoon.
 Expansion of the Patient Activation Measure (PAM) tool (a mechanism to
measure people’s level of knowledge, skills and confidence in managing their
own conditions)
49.

The implementation of these initiatives will be supported by a robust
outcomes framework to ensure our new model of care is delivering against an
agreed series of indicators that support improved patient care across the
health and social care system.

10 Improved Better Care Fund
50.

The Government’s Spending Review in 2015 announced new money for the
BCF; Improved Better Care Fund (iBCF) of £105m for 2017-18, £825m for
2018-19 and £1.5bn for 2019-20. The Spring Budget 2017 subsequently
increased this further to £1.115bn for 2017-18, £1.499bn for 2018-19 and
£1.837bn for 2019-20. For the Wakefield economy this translates as follows;
Wakefield
Original iBCF
Additional iBCF
Total

51.

2017-18
£1,233,829
£7,579,370
£8,813,199

2018-2019
£7,439,275
£4,709,189
£12,148,464

The Government requires that this additional funding for adult social care in
2017-19 will be pooled into the local BCF. This funding does not replace, and
must not be offset against the NHS minimum contribution to adult social care.
The new iBCF grant will be paid directly to local authorities via a Section 31
grant from the Department for Communities and Local Government. The
Government has attached a set of conditions to the Section 31 grant, to
ensure it is included in the BCF at local level and will be spent on adult social
care. The conditions of use of the Grant can be summarised as:
1. Grant paid to a local authority under this determination may be used only
for the purposes of meeting adult social care needs; reducing pressures
on the NHS, including supporting more people to be discharged from
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hospital when they are ready; and ensuring that the local social care
provider market is supported.
2. A recipient local authority must:




52.

53.

54.

pool the grant funding into the local BCF, unless an area has written
Ministerial exemption;
work with the relevant Clinical Commissioning Group and providers to
meet National Condition 4 (Managing Transfers of Care) in the
Integration and Better Care Fund Policy Framework and Planning
Requirements 2017-19; and 2017-19 Integration and Better Care Fund
provide quarterly reports as required by the Secretary of State

Wakefield Council has raised further monies through an increase in the
precept raised through council tax payments.
The additional grant and increased precept contribute to a significant
investment in Adult Social Care.
Through the Wakefield governance arrangements which include Wakefield
A&E Improvement Board and the Wakefield New Models of Care Board
discussions have taken place between April and June 2017 on the resources
that will be available to the Wakefield system which will support the
implementation of the guides that have been produced by national partners on
the High Impact Change model. The Wakefield system has agreed that these
resources will not be allocated in isolation to ensure these combined
resources can be joined up effectively. It has been agreed and confirmed that
these resources which have been allocated to Wakefield Council will be
allocated in the following key areas:
 Supporting a new model of care for discharge that will be embrace
ethos of both Home First and Discharge to Assess and will be
facilitated through an integrated discharge team
 Support the ethos outlined in Better use of Care at Home through
investing in additional social care workers in the community to support
the Wakefield District’s Connecting Care Hubs
 Investing in resources to support Wakefield’s Integrated Community
Equipment Scheme which by investing in an out of hours service will
facilitate equipment required to improve timely hospital discharge
 Maintaining the essential investment needed in the residential care
sector to meet the national requirements of investment that must be
met by local authorities to support the minimum wage increases that
will impact on this key care sector significantly and ensuring other adult
social care frontline services can be maintained at current levels.
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11 Housing & Disabled Facilities Grant
11.1 Housing
55.

56.

57.

58.





59.




The Five Year Forward View and the ‘Next Steps on the Five Year Forward
View’ highlight the importance of the role of housing on health and wellbeing.
It is clear that services that are planned and provided by local government,
including housing, leisure and transport as well and public health and social
care, impact on the health and wellbeing of local people. It is also clear that
addressing the wider determinants of health affects demand for primary and
acute services.
It is recognised that poor housing conditions have a detrimental impact on
health. Wakefield are working with housing partners to address this
inequality. In Wakefield this has been recognised by ensuring that the
membership of our Health and Wellbeing Board includes a key local housing
provider. This has ensured that there is a clear housing and estates focus
articulated through our Wakefield Health and Wellbeing Plan. We are clear
about the role Housing and Estates have in both utilising our estates to
facilitate delivery of transformation programmes (and new models of care) and
in reducing the need for hospital admissions and supporting the work on
delayed transfers of care (DToC). In Wakefield we view our Housing Partners
as a strategic health asset that can provide proactive and preventative care in
a community setting to support people to live and stay at home. In addition to
the theme of prevention throughout the plan we are clear that healthy homes
in safe and positive communities have a significant impact on people’s
physical and mental wellbeing.
Through the formation of Housing, Health and Social Care Partnership group
(HHSCP) within the governance of Connecting Care Health and Social Care
Partnership; the following priority areas, in line with the 4 national metrics
have been identified to drive forward a health and housing work programme;
Short Term (3 months)
Development of the reablement support service’s on a 24/7 basis through the
inclusion of Care Link technology, home visiting and response as part of the 6
week plan.
Promoting social inclusion in Independent Living schemes, to avoid tenancy
terminations for residential or nursing care and to reduce hospital admission
and GP appointments, through the extension of the MCP Vanguard work and
the development of Wellbeing drop in facilities.
Medium Term (6 months)
Developing a digital app for partners to easily access housing services
Promotion of grant funding to tackle fuel poverty and poor housing conditions
in the private sector
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To input in to, and oversee the delivery of, the Local Estates Strategy for the
district to ensure that it is able to facilitate the delivery of the Wakefield Health
and Wellbeing Plan.

60.

Long Term (12 months)
Developing an innovative housing scheme that promotes connecting care


61.

62.

63.

64.

To drive this work forward, it has been acknowledged we require the capacity
to deliver this work programme. This capacity has been secured for the
Wakefield system through the secondment of a Service Director from a key
Housing partner (Wakefield and District Housing) into Wakefield CCG to build
on the strong partnership working of the local housing provider, Wakefield
CCG and Wakefield Council.
Wakefield will be providing a strong example of where focus on our wider
determinants of health can have significant impact on the health of our district
and also on delivery of transformation through our place based plan.
The Care Homes Vanguard is working with 6 supported living schemes
across the district. Working closely with Wakefield District Housing and
Wakefield Council, linking the schemes with community anchors. The
community anchors will match up the supported living schemes with voluntary
and community sector organisations to help develop activities to tackle social
isolation and to try and slow down the move to residential care.
Evidence so far is showing a positive impact. Working with Croftlands
Supported living scheme, which is a Wakefield District Housing home, has
shown that in 2015/2016 38% of residents terminated their tenancies to move
into residential care in 2016/2017 with the vanguard in place this was reduced
to 0%.

11.2 The Disabled Facilities Grant
65.

66.

Wakefield Council is a single tier Metropolitan authority and as such has the
total responsibility for the Disabled Facilities Grant (DFG). The DFG will again
be allocated through the BCF. As such, Wakefield will involve local housing
authority representatives in developing and agreeing the plan, in order to
ensure a joined-up approach to improving outcomes across health, social
care and housing. We will continue to meet local needs for aids and
adaptations, whilst also considering how adaptation delivery systems can help
meet wider objectives around integration.
Wakefield CCG and Wakefield Council have agreed how these DFG
resources will be spent locally in the Wakefield system.
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12 Key Successes in 2016/17
67.

Our BCF high level schemes incorporate multiple services funded by partners
under the banner of Connecting Care. The Wakefield BCF has been
successful during 2016/2017 and through partnership working through the
Better Care Fund we have achieved a great deal last year. We have:

 Completed a three-year long evaluation of the Connecting Care
initiative. The report presents the results of almost 1000 interviews with
service users, carers, and staff of the services involved; producing
quantitative data about the activities of Connecting Care, and of services, on
which it was hoped it would impact on. Headlines for the report are:
 84% of people rated the Connecting Care service as very good or
good.
 66% said it helped them cope better at home.
 62% said it helped them stay more independent.
 54% said it helped them to stay in their own home rather than go into a
care home, hospital or elsewhere.
Further feedback includes;

 Worked in partnership with Mid Yorkshire Hospital Trust to develop and
implement a new Adult Community Nursing Specification. This
specification was supported by a comprehensive co-designed training and
education package to support primary and community nursing staff to ensure
delivery of the specification.
 Implemented the Care Home Vanguard in 15 care homes and 2 supported
living facilities with measured improvements in quality of care for residents
and efficiency for the system;
 Emergency Admissions -13% reduction against control group
 A&E attendances - 6% reduction against control group
 Ambulance call outs - 5% reduction against control group
 Bed Days in the acute trust - 28% reduction against control group
 Established a multi-agency Joint Operational Management Group to drive
change and align systems and processes.
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 Completed a review of Intermediate Care with the provider and jointly
designed a new bed model for 2017/2018 which also supported other
community initiatives (Care Closer to Home and Home First)
 Developed a Personal Integrated Care File to bring together a single
electronic location for a number of partner assessments accessible to all
partners.
 Trialled a Ward Based Discharge Model to support people being discharged
from hospital to get to the right place, at the right time, with the right
intervention.
 The Better Care Fund plan was held as an exemplar report for other areas.
 An external audit of our BCF gave significant financial and governance
assurance on the management of the Wakefield BCF.
 The Connecting Care hub model was used as an example of good practice
in a Care Quality Commission’s publication on integrated care for older
people.
 The result of a 2016/2017 Adult Social Care Wakefield Peer Review
highlighted the Connecting Care hub model as a strength in delivering positive
outcomes for residents. The review also recognised the importance of the
Voluntary and Community Sector (VCS) being evident in our work to create
a stronger local infrastructure with the VCS considered as an equal partner,
for example, with Age UK developing a Frailty Blueprint for the district.
 Carers Support for Connecting Care was shortlisted for a Heath Service
Journal award for their innovative work as part of the Connecting Care Hubs.
 Established a Primary Care Mental Health Service which aims to provide
person-centred, holistic care to those individuals suffering co-morbid physical
and mental health conditions; in order to improve their outcomes. Three
Primary Care Mental Health workers are co-located in the Connecting Care
hubs and deliver the service.
 We commissioned a new Improving Access to Psychological Therapies
(IAPT) service that has rolled out access to talking therapies for people
suffering from depression and anxiety disorders and embedded practitioners
into GP practices. The new model of care will provide good access to these
invaluable therapies which help patients manage their conditions and improve
their quality of life.
 A Community Anchor Network in Wakefield District is now established,
working collaboratively with the Connecting Care agenda and utilising the five
ways to wellbeing model.
68.

The successes in Wakefield have been attracting attention with a high profile
visit as well as a feature on Radio 4’s today programme;
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69.

Professor Donald Berwick, former health adviser to President Barack Obama,
visited Wakefield as part of his UK tour, to learn about the new models of care
Vanguards, and the approach to delivering joint health and social care
services locally. Professor Berwick visited Carleton Court Care Home in
Pontefract to witness Connecting Care first-hand, specifically the work in local
care homes. In addition Professor Berwick met with our colleagues who have
been involved with the Care Homes Vanguard – Age UK Wakefield, South
West Yorkshire Partnership NHS Foundation Trust, Carers Wakefield,
Wakefield District Housing, Wakefield Public Health , St George`s Community
Anchor and our Team Leader from the care home multi-disciplinary team.
Professor Berwick said:
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70.

When asked about the future for Connecting Care and the care home work in
Wakefield so far, Professor Berwick continued:

71.

The full video can be seen at https://connectingcarewakefield.org/watchprofessor-don-berwicks-care-home-vanguard-visit/
Wakefield CCG worked with partners to co-ordinate a seven-minute long
feature on the integration of local health services for BBC Radio 4. The
feature explains how GPs, hospitals and social care can develop better ways
of working to improve efficiencies, based on the work of Connecting Care and
the Care Home Vanguard programme.
The feature aired on the Today Programme, and was followed by a live
interview with Dr Phillip Earnshaw, Chair of Wakefield CCG and Lesley
Carver, Senior Project Manager for the Care Home Vanguard.

72.

73.

13 Challenges in 2016/17
74.

75.

76.

The Integrated Community Equipment Service (ICES) faced many challenges
over 2016/2017. Clinicians and commissioners worked together to implement
a pressure care mattress rental project whereby a more effective pressure
care system was bought to replace the high number of high value systems
currently rented and in the community. Following evaluation early indications
show that significant savings have been made.
Demand on the ICES service continues to rise with the ethos of home first
and care closer to home and admission avoidance with many more patients
now being able to be supported in the community if they have equipment
available.
The ICES service continues to be reviewed to ensure our system addresses
some of these challenges in the BCF plan for this scheme in 2017/2018.
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77.

78.

Increases in non-electives admissions and Ambulatory Care coding have
been issues in 2016/2017 however the coding issues have been addressed
for 2017/2018.
Refocusing the hospital Integrated discharge team to become ward based has
been challenging given the pressure on resources over the winter period and
evidenced in the December 2016 reset week report.

14 Risk and Challenges to the Success of 2017/2019
BCF
79.











Current challenges and risks for our system include:
Financial pressures and the totality of our system financial challenge
alongside a growth in demand for Health & Social Care services.
Recruitment challenges of specialist clinical roles and nursing roles is a
challenge for our system;
Alignment of multiple system changes – STP West Yorkshire Plans,
Wakefield Health and Wellbeing plans, Mid-Yorkshire Hospitals NHS Trust
plans for system recovery;
Incorrect coding of Ambulatory Emergency Care coding as part of nonelective demand SUS data returns;
Acute hospital reconfiguration plans and possible effect on BCF metrics;
Implementing the system wide plan to remove 100 escalation beds in MidYorkshire Hospitals NHS Trust as part of Wakefield’s system’s response to a
CQC warning notice and
Organisational Development Challenges to move towards a new way of
working.

15 Community Feedback
80.

81.

We have commissioned an independent evaluation of our Connecting Care
services and 700 service users have given feedback to date. Results show:
 96% felt they had been treated with kindness and compassion
 Nearly 87% said yes, definitely or yes most of the time to feeling involved
in their care and support
 93% said they definitely feel safe living at home and 54% felt the services
helped them to stay in their own home rather than go into a nursing
home/hospital/elsewhere
 The provision of the services also helped 61% stay more independent and
cope better
Age UK Wakefield and Carers Wakefield have been commissioned through
Connecting Care and both have worked with service users to understand if
their interventions are improving quality of life for people. Using a holistic
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82.

83.

assessment tool, LEAF7, Age UK analysis shows an improvement in life
satisfaction.
Carers Wakefield can demonstrate a positive impact, with initial and review
assessment stages based on Office for National Statistics Life Satisfaction
rating. To date results show that Enjoyment and Social Contact are the
highest unmet needs at the first assessment point. In both cases marked
improvements can be seen particularly for those making the ‘hardly at all’
rating. Being able to feel safe and secure is rated high at initial and review
stages.
Both these partners continue to be commissioned through the Better Care
Fund to improve the lives of our residents.

16 The BCF Development Process
84.

85.

Wakefield Council and Wakefield CCG through our BCF governance
partnership arrangements have agreed to work beyond the Adult agenda and
we have ensured that we consider Children and Young people commissioning
issues alongside commissioning for Adult Services. The 2017/2019 BCF
supports Wakefield Council and the Wakefield CCG to work at pace with more
joint commissioning and a system wide efficiency programme so that there
are shared benefits/rewards as well as risks across the system in the services
that we commission to improve service user outcomes. This requires a
commitment and ability to change ways of working, strong partnership
working supported by collaborative leadership and transparency and
openness as public sector organisations.
The 2017/2019 pooled budget includes the majority of 2016/2017 BCF service
lines with some new areas included such as the addition of community based
Any Qualified Provider services and resources to Wakefield Council to
support the Integrated Discharge model, the majority of the remaining Mid
Yorkshire Hospital Trust community contract, and an increased number of
public health prevention services. This is in addition to the iBCF schemes.
Full details of the schemes can be found in Wakefield’s planning template.
These increased changes will have a positive impact on residents as we join
up service elements to support the shared vision.

17 Evidenced Based Approach to BCF
86.

Wakefield is taking an evidence based approach to reducing hospital
admissions. In the course of our research we have realised that risk profiling
tools alone do not provide an effective way of reducing admissions. This is
due to issues of reliability with screening tools and also the danger that if all
resources are concentrated on only supporting the most high risk patients
there is not sufficient scale to make a statistically significant shift in the
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population as a whole. This is crucial in terms of the impact Wakefield need to
achieve in relation to the reduction in emergency admissions. For example,
you would have to make a 107.5% reduction in the admissions of the 0.5% of
your highest risk population to shift overall reductions in admissions by 10%
(Roland and Abel). We are therefore combining risk stratification with other
techniques. We are implementing the following approaches:
Each Practice will have a register of carers and identified carers will be
routinely offered a separate carers assessment of their needs and
Wakefield Council's social care criteria for access to services (FACS) will
remain within the threshold of critical and substantial, nevertheless some
vulnerable people with moderate and low level needs will receive care
coordination and support in particular if it prevents admission to A&E/Hospital,
facilitates speedier hospital discharge or will prevent or delay a need for more
intensive care.




18 Communications and Engagement
87.

88.

89.

90.

91.

92.

93.

Wakefield has a good track record of partnership working across health and
social care, with mature relationships between commissioners and providers
and across the statutory and the voluntary sector.
Informal working arrangements between providers have more recently
developed into formalised agreements, with an Alliance Agreement now in
place for our new model of care.
There is active commitment to integrated working, which is evidenced in the
multi-disciplinary care hubs, and through a host of other initiatives. In
particular, Wakefield’s work on NHS England’s new models of care
(Vanguard) programme is part of the integration programme.
There is an existing Community Engagement partnership supporting the
Health and Wellbeing Board and all organisations who are represented on the
Health and Wellbeing Board have agreed to a joint approach to engagement.
A comprehensive communications and engagement plan has been developed
to support the delivery of integrated care which complements the
communications programme for the Health and Wellbeing Strategy. The
communications and engagement plan includes a visual brand for the
integration programme under the banner ‘Connecting Care ‘.
In developing the communications and engagement plan a stakeholder
mapping exercise was carried out and identified those stakeholders who need
to be represented through the formal governance arrangements and those for
whom there needs to be a mechanism to ensure they are appropriately
engaged.
The plan acknowledges the huge cultural shift that will be required to change
the dynamic between care services and the public both to encourage citizens
to embrace responsibility for their own wellbeing and for professionals to work
in multi-professional, multi-agency teams in partnership with citizens.

PDF Page No. 234

94.

95.

96.

A core communications and engagement project team has been established.
The project team is led by the communications lead from Wakefield CCG and
includes representation from all partner organisations. The project team is
responsible for design and delivery of the communications and engagement
programme.
Members of the team use their own organisations’ mechanisms and networks
to support engagement. Communications activity is designed around key
milestones in the integration programme. This includes systematic and regular
briefing of stakeholders who are not part of the formal decision making
process and opportunistic communication of schemes and projects which
demonstrate integration.
Activities which require specialist expertise or intensive activity that cannot be
delivered within existing resources will be outsourced, subject to business
case approval. To support the communications we have developed videos to
describe our model of care. These can be found here:

Connecting Care
https://www.youtube.com/watch?v=rtY3po36qIs
Vanguards
https://www.youtube.com/watch?v=YV73asiQ6ac
Self-management
https://www.youtube.com/watch?v=wiURKDfpvhg
Patient voices
https://www.youtube.com/watch?v=JuYHHwDi5M0

97.

We have also developed a number of case studies that illustrate our new
models of care:

Care homes:
http://connectingcarewakefield.org/wp-content/uploads/2016/01/care-homes-casestudy.pdf
Community anchors
http://connectingcarewakefield.org/wp-content/uploads/2016/01/Community-anchorscase-study.pdf
Self-management
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http://connectingcarewakefield.org/wp-content/uploads/2016/01/Self-Care-casestudy.pdf

19 Wakefield’s BCF Governance and Leadership
98.

The BCF plan sits within the overall Integration programme and there are a
number of associated schemes and supporting plans that are linked to the
BCF.

19.1 Leadership
One of the pivotal areas for agreement was the development of a shared
purpose for integration across health and social care building on the vision
and work around transformation.
100. At the heart of the vision was the articulation of underpinning system
leadership behaviours. These behaviours described ‘the way we do business
in Wakefield’ and were built on an approach of:
 Collaborative partnerships; and
 Strategic integration between budgets, providers, commissioners and GP
practices.
99.

101.




102.

These have now been developed into the Integration Business Rules
(attached in supporting documentation) that have been developed by the
commissioners and providers to guide and underpin the next steps which
include:
Developing further the approach to collaborative working and system
leadership;
risk sharing; and
the combined incentive to improve citizen outcomes.
The level of clarity and commitment reached through the vision, strategy, and
Business Rules has now enabled a structured programme for integration to be
developed, there is system readiness for this and the commitment to the pace
of change required.

19.2 Third Sector
In terms of governance, Wakefield District sees the third sector as a key
building block to increase social capital and give residents more choice by
building community capacity, increasing ‘good neighbourliness’ and creating
age friendly communities, which give greater access to sources of support
within, and by, the community.
104. To this end Wakefield has created a third sector strategy with four strategic
objectives:
103.
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105.

To encourage active citizenship and voluntary action through effective third
sector engagement within local communities;
To increase opportunities for the third sector to design and deliver public
services;
To ensure the third sector has the appropriate opportunities to influence policy
and decision making; and
To ensure effective infrastructure support is developed for the third sector
throughout the district.
Health and social care services have provided core funding for an
infrastructure organisation to deliver the above strategic objectives. The Third
Sector strategy is being embedded in to the Integration Governance
arrangements.

19.3 Connecting Care Executive
The BCF and its 8 high level schemes will continue to be managed through
the Connecting Care Executive being an executive sub group of the Health
and Wellbeing Board. Terms of Reference have been agreed and are
attached in the Table at the beginning of this document.
107. There are different delegated roles and responsibilities for the management of
the BCF these include:
 The Health and Wellbeing Board: will set the strategic direction and have
overall authority for the alignment of activities with the performance fund;
 Connecting Care Executive: oversees all of the 8 high level BCF schemes
and monitors their progress and provides the necessary scrutiny and
challenge to ensure our BCF schemes meet their objectives and remain on
track. Positive progress reports are considered alongside any
underperforming areas of the BCF schemes and are resolved collectively with
our partners.
 Connecting Care Executive is responsible for the realisation of BCF plan’s
benefits and how outcomes are measured and attributed. Each month finance
and performance reporting is tabled at the monthly Connecting Care
Executive. In addition quarterly reporting is submitted to NHS England.
Having consulted with members and partners in the development of the
2017/2019 BCF plan, it was agreed this reporting structure was robust and
satisfied the needs of the Connecting Care Executive and Health and
Wellbeing Board and will continue into 2017/2019.
106.

19.4 New Models of Care
108.

To deliver the new model of care for Wakefield two new forums have been
developed. The Wakefield New Models of Care Board and the Joint
Operational Delivery group have been established. The Wakefield New
Models of Care Board is leading the accountable care systems outcome
within the Health and Wellbeing Board priorities. The diagram over the page

PDF Page No. 237

shows the structure and relationship with the Connecting Care Executive and
the Health & Wellbeing Board :

19.4.1 Wakefield New Models of Care Board
109. Wakefield CCG, Wakefield Council , Mid-Yorkshire Hospitals Trust, South
West Yorkshire Partnership Trust, Turning Point, Spectrum, VCS
representation and GP Federations and other providers that deliver services
that are in scope of the new model of care have agreed to form the New
Models of Care Board.
110. The New Models of Care Board is intended to facilitate development of an
‘accountable care’ system in Wakefield. The accountable care system is
about integration and removing historical barriers that have prevented joinedup preventative patient care across primary, community, mental health, social
care and acute services.
111. The New Models of Care Board will act as a forum through which partners
can reach decisions about the establishment of a virtual multi-specialty
community provider (MCP) during 2017-2019. The virtual MCP means that
providers of services within the scope of the MCP care model and Wakefield
CCG will enter into ‘alliance arrangements’. These alliance arrangements will
overlay, but not replace, traditional commissioning contracts. This will help
achieve a shared vision, together with agreement about how services should
be delivered.
112. Further the New Models of Care Board will collate and oversee replicable
products capturing shared learning regionally and nationally.
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113.

The New Models of Care Board will operate throughout the proposed virtual
MCP period of 2017-2019.

19.4.2 Joint Operational Delivery Group
114. The Joint Operational Delivery Group (JODG) will report into the Wakefield
New Models of Care Board. The Chair of JODG will share regular updates of
the progress of the JODG task and finish groups at the Wakefield New
Models of Care Board.
115. The Wakefield New Models of Care Board will set the vision, outcomes,
objectives and strategic direction for the Wakefield ‘virtual’ MCP
arrangements. The JODG exists to operationalise and implement the
Connecting Care Vision, To Deliver Person-Centred Coordinated Care,
through the Connecting Care Hubs in Wakefield. In support of this vision, the
JODG is committed to achieving better outcomes for Wakefield people who
need health and adult social care through its mission of ensuring the right
people are delivering the right support and care at the right time, in the right
way, in the right place.”
116. The JODG meeting is a solutions-driven forum that seeks to improve the
Connecting Care hubs through a shared commitment to a system challenge.
JODG members are committed to building cross-organisational relationships
in order to achieve the JODG Vision and Mission.
117. The JODG membership is drawn from members of the Wakefield Health and
Adult Social Care System. The JODG is accountable to the Wakefield New
Models of Care Board. The JODG Task and Finish Group reports will be
provided to the Wakefield new Models of Care Board on a monthly basis,
alongside a summary of meeting events.
118. JODG members have a duty to engage their respective workforces as they
participate in JODG activities and pursue JODG outcomes. Fulsome
engagement will ensure member inputs are broadly representative of system
perspectives, and interdependencies across other cross-system efforts can be
identified and leveraged.

20 The Integration Programme
In recognition of the readiness for change and the scale of change required
an Integration programme has been established to help provide focus, rigour
and ensure that outcomes are achieved and benefits realised.
120. Good programme management is essential to the delivery of the programme
of work and a programme director has been appointed as a joint role across
Wakefield CCG and Wakefield Council and a Programme Management Office
has been set up to manage the programme and outputs.
121. A number of work streams have been agreed to support the delivery of the
vision for integration. These are:
119.
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Finance and Business: understanding the Wakefield public pound,
development of the business rules, development of section 75 BCF,
commercial strategy, contracting and business intelligence to support system
changes.
Workforce and OD: agreeing the new workforce commissioning model,
support the culture change and behaviours, helping to embed the business
rules.
Research and Evaluation: developing and reviewing the evidence-base,
overseeing the evaluation process, supporting best practice and learning,
system wide metric development and monitoring.
Communications and Engagement: development of communications and
engagement plan, development of key messages, on-going stakeholder
management.
Information Technology: development of district approach and plans to
technology and digital solutions supporting information sharing, collaboration
and improved communication.









The Health and Wellbeing Board gave the mandate to the leaders in
Wakefield CCG and Wakefield Council to develop a clear approach to
integration for Wakefield. The Senior Responsible Officers (SRO) are the
Accountable Officer for Wakefield CCG and the Corporate Director Adults,
Communities and Health from Wakefield Council. The SROs are accountable
to the Health and Wellbeing Board.
123. The Integration programme is focused on integration from a commissioning
perspective and is set up as a collaborative programme with provider
involvement. The Integration Programme is supported and advised by a
Connecting Care Health and Social Care Partnership (commissioning, public
health and providers) and a Provider Alliance (NHS and social care funded
providers).
122.

21 Contingency Planning and Management of Risk
124.

Wakefield CCG and Wakefield Council are committed to the active
management of risk within the services they commission. As a District we
aspire to minimise risks wherever possible to service users, staff, and
members of the public and other stakeholders. This encompasses all types of
risk – clinical, financial, corporate, operational and reputational. All providers
are dedicated to establishing organisational cultures that ensures that risk
management is an integral part of everything we do. This will be enabled and
supported by a comprehensive system of internal controls aligned to
management systems, corporate planning, clinician-led commissioning
strategy development and objective setting, all to assure the Governing Body,
Cabinet, Connecting Care Executive and Health & Wellbeing Board.
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It is often at the interface between organisations that the highest risks exist,
and clarity about responsibilities and accountabilities for them most difficult to
ascertain. Only by working closely and collaboratively with partner
organisations can these be identified, managed and afforded an appropriate
priority.
126. Current processes are in place to:
125.






Ensure all risks are identified and managed through a Connecting Care
Executive Risk Register. These include corporate, strategic, operational,
financial, information and reputational risks. (BCF Risk log included see
page 4)
Integrate risk management alongside quality and governance issues
Risk reporting monthly to the Connecting Care Executive for review and
contingency plans established to mitigate risks.

Finance risk share mitigation
The Wakefield District BCF has been developed with a significant scope and
scale in excess of the minimum requirements since its inception in 2014
through adopting a joint approach with system partners and formally governed
through a committee which reports directly to the CCGs Governing Body.
This approach has enabled the system to deliver its requirements including
the reduction in non-elective admissions through joint working, introducing
new models of delivery (such as Ambulatory Emergency Care) and expanding
the new models of care schemes.
128. This system-wide approach has meant that a risk-share which creates a
contingency reserve invest in alternative care provision has not been required.
This is due to the maturity of the system to actively manage key risks (via the
Connecting Care Risk Log), regularly report performance and introduce new
measures which improve the quality, experience and efficiency of services for
patients including the development of Primary Care Streaming in A&E.
129. As part of contract negotiations with the main provider, the delivery of
changes in Ambulatory Emergency Care, reducing non-elective admissions
and improving discharge have formed key components of the contract and the
Urgent Care work plan.
130. Through the planning and design phase of the programme there has been
work to factor in stretch and contingencies into the plans for transformation to
meet the targets for emergency bed reductions and emergency admissions.
New schemes have been implemented such as Care Homes Vanguard,
Community Mental Health Workers, and District Housing Navigators. The
schemes support admission avoidance and early supported discharge.
131. As a result each individual scheme has a target activity and stretch targets
which are owned by the health and social care system, impacting both
commissioners and providers. There are also other schemes and
127.

PDF Page No. 241

developments that sit outside the programme but are able to contribute to the
reduction of emergency admissions, such as the local ambulatory care
schemes.
132. System-wide performance has remained a KPI throughout the year and will
continue to do so. The need for system trust and partnership working; and
the move away from a traditional contractual risk-share approach is key in the
development of Accountable Care Organisations moving forward and the
development of improvement payment schemes; gain and loss share
arrangements which improve quality, incentivise investment in change and
manage increasing demand in a different way.

22 Key Milestones within the Delivery of the Plan
133.

Key milestones in the delivery of this plan include;

Milestone
Phase 2 delivery of the Enhanced Care Home Vanguard additional homes
Launch of new intermediate care bed model
Pilot ‘Physioline’ to enable patients to contact the physio service by phone
or skype technology in practice
Mobilise the Patient Activation Measures (PAM) tool
District wide model Pharmacy in general practice commences (West & East
roll out)
Roll out late visiting pilot
Final BCF plans submitted having been signed off by Health and Wellbeing
Board
Commence delivery of a 24/7 central care co-ordinating resource at each of
the Connecting Care hubs
Roll out Connecting Care hubs new model
Pilot Integrated Personalised Commissioning with a cohort of substance
misuse patients with COPD
Launch of GP Care Extended Out of Hours to general practice for urgent
and routine care
Section 75 agreements signed and in place

Date
Apr-17
Apr-17
Jun-17
Jun - 17
Aug - 17
Aug - 17
Sep - 17
Oct - 17
Oct - 17
Oct - 17
Oct - 17
Nov - 17
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23 National Conditions
134.

Wakefield are continuing to meet all current national conditions set in
2016/2017:

Condition
1) Plans to be jointly agreed
2) Maintain provision of social care services
3) In respect of 7 Day Services - please confirm:
i) Agreement for the delivery of 7-day services across health and
social care to prevent unnecessary non-elective admissions to
acute settings and to facilitate transfer to alternative care settings
when clinically appropriate
ii) Are support services, both in the hospital and in primary,
community and mental health settings available seven days a week
to ensure that the next steps in the patient’s care pathway, as
determined by the daily consultant-led review, can be taken
(Standard 9)?
4) In respect of Data Sharing - please confirm:
i) Is the NHS Number being used as the consistent identifier for
health and social care services?
ii) Are you pursuing Open APIs (ie system that speak to each
other)?
iii) Are the appropriate Information Governance controls in place for
information sharing in line with the revised Caldicott Principles and
guidance?
iv) Have you ensured that people have clarity about how data about
them is used, who may have access and how they can exercise
their legal rights?
5) Ensure a joint approach to assessments and care planning and
ensure that, where funding is used for integrated packages of care,
there will be an accountable professional
6) Agreement on the consequential impact of the changes on the
providers that are predicted to be substantially affected by the plans
7) Agreement to invest in NHS commissioned out-of-hospital
services
8) Agreement on a local target for Delayed Transfers of Care
(DTOC) and develop a joint local action plan

Response to
NHS England
Yes
Yes
Yes

Yes

Yes

Yes
Yes

Yes

Yes

Yes
Yes
Yes
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However for 2017/2019 these conditions have been reduced. The following
conditions are no longer reportable to NHS England however plans or
services are in place as follows to further develop the 2016/2017 national
condition;
136. Condition 3; 7 Day Services - many services are already operating over a 7
day period with some of these being commissioned through the BCF and
under the banner of Connecting Care. Some of these services can be seen
as examples in the High Impact Change Model #5 - Seven-day services on
page 43.
137. Condition 4; Data Sharing 135.

Is the NHS Number being used as the consistent identifier for health and social care
services?
Currently greater than 95% compliance
Are you pursuing Open APIs (i.e. system that speak to each other)?
Pursuing open APIs or equivalent where practical subject to constraints of system
providers.
Are the appropriate Information Governance controls in place for information sharing
in line with the revised Caldicott Principles and guidance?
Yes across health and social care and relevant partners
Have you ensured that people have clarity about how data about them is used, who
may have access and how they can exercise their legal rights?
A consent process is built into overall processes for patients accessing services,
and privacy notices are used to explain in further detail. Currently this is under
review.
Ensure a joint approach to assessments and care planning and ensure that, where
funding is used for integrated packages of care, there will be an accountable
professional
We will further develop this through our integrated Connecting Care hub model and
joint assessment and trusted assessor is within the high impact change model being
taken forward by the A&E Improvement Group.
Agreement on the consequential impact of the changes on the providers that are
predicted to be substantially affected by the plans
Agreement on the consequential impact of the changes on the providers that are
predicted to be substantially affected by the plans
Any changes that impact providers and partners are extensively agreed and
assured through governance processes as detailed in section 19
Agreement on a local target for Delayed Transfers of Care (DTOC) and develop a
joint local action plan
Work taken forward by the A & E Improvement group; terms of reference attached.
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138.







Condition 5; Joint Approach to Assessments - work continues to progress in 3
areas
The Personal Integrated Care file (PIC file), facilitates a single patient/service
user’s case record for the purpose of providing a co-ordinated, multi-agency
care package relating to a referral for a specific episode of care. The PIC file
is a purpose built electronic system for the Connecting Care Hubs, bringing
together a patient’s/ service user’s, health, social care, voluntary & community
sector services needs together in one place using SystmOne as a platform.
The PIC enables the co-ordinated care package to be viewed by all agencies
involved in the care plan, enabling everyone to be aware of latest
developments in the care package.
Care Co-ordinators working in the Connecting Care hubs co-ordinating
referrals across different agencies ensuring the patient gets the right care at
the right time from the right agency supporting early supported discharge from
the acute trust as well as supporting admission avoidance into acute trusts.
Trusted assessors are being recruited to support more effective discharge
from the acute trust. Initially they will be used to support quicker discharge
into care homes but the learning from this will inform processes to quicker
discharge into other community settings as well as back to the patient’s
normal residence if community support is required. This first phase of care
home trusted assessor will sit with the Care Home Vanguard MDT and is
working initially with those homes in the Vanguard in the development of a
common assessment document acceptable to all homes.

23.1 Plans to be jointly agreed
This plan has been developed in close partnership with Wakefield Council and
is approved through the governance structure as detailed in section 19.
140. The plan more than satisfies the minimum of the pooled fund specified in the
BCF allocations by NHS England. (see page 2 and Planning Template)
141. The Disabled Facilities Grant will again be transferred directly to Wakefield
Council through the BCF.
139.

23.2 NHS contribution to adult social care services is maintained in line
with inflation.
142.

Wakefield CCG have committed to ensuring we will meet the minimum
contribution to Social Care in line with national requirements the CCGs must
contribute (see Planning Template) evidencing the confidence partners have
in their integration model and plans.
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23.3 Agreement to invest in NHS commissioned out of hospital services,
which may include 7 day services and adult social care
The Wakefield System has committed the minimum required for NHS out of
hospital commissioned services. Consideration was given to further
reductions on the non-elective CCG plan however it was jointly agreed that
the plan was realistic and deliverable. Therefore the full allocation will be used
to fund NHS-commissioned out-of-hospital services. These services have a
clear evidence base and are expected to lead to reductions in acute activity
and unplanned admissions.
144. Funding from the ring-fenced out-of-hospital spend is being used to pay for
health related activity to meet national condition four (managing Transfers of
Care), although funding from other parts of the Wakefield CCG contribution is
also be used. The scheme level spending plan includes a breakdown of
planned expenditure; including the amount identified as NHS-commissioned
spend.
145. Wakefield CCG will invest through the BCF alongside Wakefield Council in a
number of out of hospital services which include both Voluntary Community
Sector and social care such as;
143.














Hospital to Home Service; currently delivered through Age UK Wakefield.
This is a transport service offered from the acute trust but unlike a passenger
transport service also offers further support in the home such as settling in the
patient, shopping, collecting medication etc;
Pharmacy in General Practice; provides patients with alternative access
points for receiving primary care and frees up GP time for dealing with routine
medicines and prescribing issues. All pharmacists have been provided with
the prescribing tracker to track savings throughout the remainder of the
financial year as part of the medicines review activity.
Care Navigation; GP practice and other staff can help direct patients to a
suitable alternative source of primary care other than the GP where that would
be appropriate such as a pharmacist. Over 270 navigators have been trained.
If a patient specifically requests a GP the patient’s preference are followed.
Care Home Vanguard Support Team; a multi-disciplinary team which
supports care homes in the holistic review and care of their residents thereby
avoiding admission to the acute trust.
Age UK Wakefield and Carers Wakefield Connecting Care Hub Roles
This includes schemes in Care Homes Vanguard including the use of the
LEAF7 assessment tool, Portrait of a life, and Pull Up a Chair being a video
engagement tool which provides a way to capture and communicate the
resident/tenant experience of living in a care setting.;
Reablement Service – 21 day reablement service and a 10 day discharge
service supporting patients in their own home setting;
Investment in Community Intermediate Care bedded unit providing nursing
and reablement in a 26 bed community setting supporting patient flow from
the acute trust and
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Late Visiting Service – Same day intervention pathway where community
matrons take referrals from GPs to assess patients who are especially
vulnerable and at high risk of being admitted to hospital. 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 diagnosis, prevention and treatment,
including care pathway planning, medication management, disease
prevention and the management of acute or long term chronic conditions.

146.

This further supports the stability of the social care market in Wakefield.

23.4 Managing Transfer of Care
147.

Wakefield has been concentrating on a number of areas to improve DToC
performance and reporting. This has included;



Staff understand the relevance of accurate DToC reporting in relation to
targets and returns;
A thorough process is in place to accurately identify all delays across MYHT;
The reporting process is in line with national reporting guidelines and a
localised System Operating Plan (SOP) ensures partner organisations work
collaboratively;
A process is in place to demonstrate effective management of existing and
new cases and this is accurately recorded and monitored;
Complex cases are managed effectively from a multi-disciplinary and case
management approach;
Issues identified regarding potential inaccurate recording will be managed in a
timely manner by ensuring staff are effectively trained in the coding and
reporting process;
Enablers to facilitate the moving on of delays, such as management patient
expectation, the moving on policy and the engagement with community
partners on alternatives to acute beds, is in place;
Staff are educated on how to effectively complete assessments;
The principles of the SAFER Care Bundle underpin timely discharge planning;
A “Home First” approach is adopted across MYHT and.
Implementation of the High Impact Change Model
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High Impact Change Model
148.

Implementation of the High Impact Change model will be overseen by the
A&E Improvement Group chaired by the Chief Executive of Mid Yorkshire
NHS Hospitals Trust. In summary;

#1 - Early discharge planning
149. Requirement: In elective care, planning should begin before admission. In
emergency/unscheduled care, robust systems need to be in place to develop
plans for management and discharge, and to allow an expected dates of
discharge to be set within 48 hours.
st
150. Status: Mid Yorkshire System Discharge Workshop took place on 1 June
involving Wakefield Council, North Kirklees, MYHT and NHS Improvement
colleagues. – Senior leads have established principles and high level plan for
Discharge model agreed.
151. SAFER and Red to Green implemented on 6 wards
152. Implementation on key wards has reduced length of stay and increased the
number of discharges taking place on 3 elderly care wards.

153.

SAFER plan extended to roll out beyond October 2017 to include all medical
wards on all three MYHT sites.

#2 - Systems to monitor patient flow
154. Requirement: Robust Patient flow models for health and social care,
including electronic patient flow systems, enable teams to identify and
manage problems (for example, if capacity is not available to meet demand),
and to plan services around the individual
155. Status: Task and Finish group established. System testing undertaken to
ensure delivery of requirements. Roll out plan under development, to include
system developments and training requirements. Jointly worked to ensure
interoperability into Community Hubs. SystmOne is to be evaluated as a
solution to provide information flow across acute, community and social care
#3 - Multi-disciplinary/multi-agency discharge teams, including the voluntary
and community sector.
156. Requirement: Co-ordinated discharge planning based on joint assessment
processes and protocols, and on shared and agreed responsibilities,
promotes effective discharge and good outcomes for patients
157. Status: Multi-disciplinary input into SAFER with Wakefield Council input.
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Neighbouring local CCG (North Kirklees) Continuing Health Care (CHC) team
undertakes more than 85% of assessments outside of hospital in the
community. Learning from this Wakefield CHC team commenced undertaking
assessments outside of hospital in the community with the exception of the
most complex cases in June 2017. Work is progressing with MYHT and the
Wakefield Council to further improve processes.
158. Integrated discharge team made up of social care and nursing staff developed
and in place for the last 18 months. Multi discipline Connecting Care hubs
established to support patients in the community following discharge. This
includes co-locating therapists, community matrons and social workers, the
teams have established new roles for voluntary and community sector (VCS)
organisations who are working directly in the hubs (currently provided by Age
UK Wakefield District and Carers Wakefield and District) and new health roles
such as community-based pharmacists working as integral members of the
team.
159. Age UK Wakefield also provides a Social Contact Scheme. The aim of the
scheme is to enable early hospital discharge and to encourage older people
to regain their independence following admission. It also offers support to any
older person in need of similar support within the wider community following
illness, bereavement or other life limiting events.
160. Many older people end up in A&E due to non-medical or non-urgent issues.
Once assessed and deemed medically fit and well enough to return to their
communities there are often problems with low level need that may prevent
them from returning unless they receive some support, that could be for the
short term or may be a longer term need.
161. It is lack of help with some of these low level needs that often results in a
crisis which in turn end up with an attendance at A&E. Hospital to Home
(H2H) is a service commissioned by NHS Wakefield CCG with Age UK
Wakefield District. The approach is to avoid hospital admissions by supporting
discharge and transport from Pinderfields A&E and where possible base
wards. This service is currently out for competitive tender as the Home
Support and Transport Service with an expected new contract commencing
1st April 2018.
162. The service is best described as a non-medical model for patients that are
stable and fit to return to their place of residence or to step down beds from
A&E and Acute Assessment Unit (AAU). They may require transport and
some basic 1:1 care, such as food and drink preparation, contacting family,
ensuring house warm, food in the fridge etc.
163. The service is available 7 days a week and provided by Age UK support
workers. Support will be provided short term with signposting to other
voluntary and statutory services (and also the Connecting care hubs) if
necessary for longer term need.
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#4 - Home first/discharge to access.
164. Requirement: Providing short-term care and reablement in people’s homes
or using ‘step-down’ beds to bridge the gap between hospital and home
means that people no longer need wait unnecessarily for assessments in
hospital. In turn, this reduces delayed discharges and improves patient flow.
165. Status: The home first philosophy has been embedded in the intermediate
care bed transformation and has been rolled out across MYHT. A discharge to
assess workshop has been completed and actions are being taken forward
through an A&E improvement group with the establishing of a task and finish
group led by a director of Wakefield Council to pursue this at pace through all
pathways.
166. Step down beds have been opened by MYHT to continue assessment of
patients’ needs whilst releasing acute beds in the Trust.
#5 - Seven-day service
167. Requirement: Successful, joint 24/7 working improves the flow of people
through the system and across the interface between health and social care,
and means that services are more responsive to people’s needs.
168. Wakefield CCG is supporting out of hospital services in the community
supporting 7 day services and adult social care. Alongside Wakefield Council
a number of out of hospital services are commissioned which include both
Voluntary Community Sector and social care such as;








Hospital to Home Service delivered through Age UK Wakefield
Mental Health Navigators in Wakefield District Housing
Community Anchors
Age UK Wakefield and Carers Wakefield Connecting Care Hub Roles
Schemes in Care Homes Vanguard – LEAF7, Carers Wakefield, Portrait of a
life, and Pull Up a Chair.
Reablement Service – 21 day reablement service and a 10 day discharge
service.
Investment in Community Intermediate Care bedded unit providing nursing
and reablement supporting patient flow from the acute trust.

169.

In addition the following services and initiatives support 7 day working across
the MYHT footprint;



Kirklees Council’s Hospital Avoidance Team works 7 days in Dewsbury
Emergency Department, including 9am-9pm at weekends.
Kirklees Council social care staff work 7 days, with a 9am – 5pm presence at
weekends.
Wakefield Council provides social workers to support hospital discharges on
weekdays, bank holidays and Saturdays.
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Locala provides an In Reach service into Dewsbury ED 7 days a week to help
prevent admissions, with an 8am-6pm presence at weekends.
Yorkshire Ambulance Service Patient Transport Service available 7 days a
week to transport patients home / between sites.
Age UK Wakefield and District provide a 7 day service to transport eligible
Wakefield residents home, with a 10am – 6pm service provided at weekends.
The MYHT Discharge team work 7 days.
MYHT Ambulatory Emergency Care at Pinderfields, Pharmacy, Frailty Units
and Pinderfields Discharge Hub open 24:7.
Walk-in centres 7 days in Dewsbury and Wakefield.
Primary Care Streaming available 7 days at Dewsbury and District Hospital
and Pinderfields.
Wakefield GP extended hours scheme available 7 days, including 9am-3pm
at weekends and bank holidays.
SWYPFT provide the following services: Intensive home based treatment
team (crisis – 24/7), psychiatric liaison (24/7) Rapid Access and older peoples
intensive homebased treatment team (crisis) /Assertive outreach team (8 – 8)

#6 - Trusted assessors.
170. Requirement: Using trusted assessors to carry out a holistic assessment of
need avoids duplication and speeds up response times so that people can be
discharged in a safe and timely way
171. Status: Work is developing initially with the Care Home Vanguard to the
development and recruitment of 2 care homes trusted assessors supporting
discharge from MYHT into care homes in a timelier manner.
172. This #Change has clear links with high impact change 4 and will develop
alongside home first and the discharge to assess work group as referenced
above.

#7 - Focus on choice
173. Requirement: Early engagement with patients, families and carers is vital. A
robust protocol, underpinned by a fair and transparent escalation process, is
essential so that people can consider their options, the voluntary sector can
be a real help to patients in considering their choices and reaching decisions
about their future care.
174. Status: As part of the development of the SAFER care bundle the Moving On
policy has been promoted within MYHT.
175. Carers Wakefield and AGE UK Wakefield support a number of patients within
the district via the Connecting Care model and work with Community Anchors
to provide holistic support for patients about care and wellbeing services
available to them in the community.
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#8 - Enhancing health in care homes
176. Requirement: Offering people joined-up, co-ordinated health and care
services, for example by aligning community nurse teams and GP practices
with care homes, can help reduce unnecessary admissions to hospital as well
as improve hospital discharge.
177. Status: The Care Homes Vanguard Wakefield initiative is reducing
unnecessary admissions and improving discharge by working closely with our
care homes and GP practices. The focus is on holistic needs of the residents,
rather than a pure medical model. This includes person centred integrated
care planning that focuses on prevention and pro-active care rather than just
a reactive model. By working with the care homes via our MDT, we have
been able to support the homes to develop comprehensive holistic care plans
which set out the needs of the residents, linking this in with our voluntary and
community sector colleagues to provide a truly holistic approach to care and
pre-empting unnecessary admissions.
178. Wakefield Care Home Vanguard now includes over half of care home beds in
Wakefield. This entails a multidisciplinary team providing support for the most
vulnerable patients. Earlier results showed a reduction in hospital attendance
and ambulance call outs from those homes being supported by the Vanguard
team.
179. A Telehealth service is being piloted in 3 care homes in Wakefield at Newfield
Lodge, Holyrood House and Riverside.
180. In Wakefield we have adopted the Red Bag initiative from Sutton. This
integrated pathway (Red Bag Pathway) is designed to support care homes,
ambulance services and the local hospital meet the requirements of NICE
guideline NG27: Transition between inpatient hospital setting and community
or care homes.
181. A red bag is used to transfer standardised paperwork, medication and
personal belongings and stays with the resident throughout their hospital
episode and is returned home with resident. The standardised paperwork will
ensure that everyone involved in the care for the resident will have necessary
information about the resident’s general health, e.g. baseline information,
current concern, social information and any medications, on discharge the
care home will receive a discharge summary with the medications in the red
bag.
182. The pathway enables a significant reduction in the amount of time taken for
ambulance transfer times and for A&E assessment times and reduces
avoidable hospital admissions.
183. As well as providing the support for the homes with care planning, the team
focus heavily on access to care for residents, within the wider district and
helping to develop those relationships. Alongside this training opportunities
and development is a key element to support and upskill the workforce within
the care homes sector, this has increased continuity of care across the care
homes.
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24 National Performance Metrics
184.

Metrics are required for the following areas;






Delayed Transfers of Care;
Non-elective admissions (General and Acute);
Admissions to residential and care homes; and
Effectiveness of reablement

185.

There is no longer a requirement for the national collection of a local metric
however Wakefield will continue to collate patient experience data as part of
its own quality measure.

24.1 Delayed Transfers of Care
The Wakefield HWB per 100,000 population 2016/2017 target was 4736.93
delayed bed days per 100,000 population. The outturn for 2016/2017 was
3905.50. Whilst celebrating this achievement it must be tempered with the
overall result for the local acute trust being 4.2% of occupied bed being
declared as DToC over 2016/2017 against a national target of 3.5%.
187. To support national targets and expectations and partnership working with the
acute trust and Local Authority; a clear expectation for 2017/2018 and
2018/2019 has been set for attributable days to both health (all acute
providers declaring Wakefield resident population delays) and Wakefield
Council.
188. Historically in Wakefield no delays are attributable to both partners.
189. The Wakefield system is committed to achieving a 3.5% target for DToC.
190. To achieve a HWBB footprint target for 2017/2019 of 3.5% of occupied bed
days as being declared as DToC the following calculation has been used;
186.
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Using the following cohorts of Wakefield residents accessing all acute trusts (and
delays being attributed) in 2016/17;
2016‐17
Delayed Days

Wakefield LA Delayed Days by Provider
WAKEFIELD Local Authority
BARNSLEY HOSPITAL NHS FOUNDATION TRUST
CALDERSTONES PARTNERSHIP NHS FOUNDATION TRUST
DONCASTER AND BASSETLAW HOSPITALS NHS FOUNDATION TRUST
LEEDS AND YORK PARTNERSHIP NHS FOUNDATION TRUST
LEEDS TEACHING HOSPITALS NHS TRUST
MERSEY CARE NHS FOUNDATION TRUST
MID YORKSHIRE HOSPITALS NHS TRUST
SHEFFIELD TEACHING HOSPITALS NHS FOUNDATION TRUST
SOUTH WEST YORKSHIRE PARTNERSHIP NHS FOUNDATION TRUST
Delays per day

10,306
65
91
1
15
37
152
9,633
3
309
28

2017 ‐ 18
2018 ‐ 19
Target
Target
Delayed Days Delayed Days
9,495
9,495
65
65
43
43
1
1
15
15
32
32
92
92
8,936
8,936
2
2
309
309
26
26

The reduction to 26 delays per day is therefore attributed to Health and Social care
as follows;
Apr-17
NHS attributed delayed days

May-17
0.0

Jun-17
0.0

Jul-17
0.0

NHS Wakefield CCG

17-18 plans
Sep-17
Oct-17

Aug-17

Nov-17

Dec-17

Jan-18

Feb-18

Mar-18

729.0
729.0

735.0
735.0

695.4
695.4

688.5
688.5

674.4
674.4

715.5
715.5

736.5
736.5

670.9
670.9

747.7
747.7

33.0

27.0

42.0

73.5

63.0

46.5

25.5

17.3

14.3

0.0

0.0

0.0

0.0

0.0

0.0

0.0

0.0

0.0

Select any additional CCGs (if
required)

Social Care attributed delayed days

Jointly attributed delayed days

Total Delayed Days

0.0

0.0

0.0

762.0

762.0

737.4

762.0

737.4

762.0

762.0

688.2

762.0

266,005

266,005

266,005

266,005

266,005

266,005

266,005

266,005

266,005

267,152

267,152

267,152

Population Projection (SNPP 2014)

The monthly CCG calculation is as follows;
Delayed days per day (26.01) x days in the month x % of HWB in the CCG
(94.5%) – social care attributed delays.
192. A target for delays attributable to Wakefield Council has been agreed to be a
reduction of 25% against the 2016/2017 figures.
193. The full 2017-2019 quarterly figures for DTOC targets are included on the
planning template.
194. It should be noted that the delays attributable to Wakefield Council for
Wakefield residents are minimal. The majority of delays declared against
Wakefield District for patients awaiting Wakefield Social Care support are
from acute trusts outside of the Wakefield District.
191.
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On 25th September 2017 Wakefield System submitted a revised DTOC
stretch target which accurately reflects the NHS England expectation of
5592.2 total DToC over the 9 month period from July 2017 to March 2018.
Wakefield system want to highlight that this trajectory is based on the
performance of our main acute trust and is going to be extremely challenging
to achieve when applied across the health and wellbeing footprint.
196. Partners in Wakefield will work hard towards achieving the 3.5% national
DToC target and supporting our main acute provider to deliver a 3.5% DToC
rate by November 2017.
197. This stretch trajectory is as follows;
195.

Delayed Transfers of Care
Apr-17
NHS attributed delayed days

May-17
0.0

Jun-17
0.0

Jul-17
0.0

NHS Wakefield CCG

Aug-17

17-18 plans
Sep-17
Oct-17

Nov-17

Dec-17

Jan-18

Feb-18

Mar-18

594.3
594.3

594.3
594.3

574.0
574.0

594.3
594.3

574.0
574.0

594.3
594.3

594.3
594.3

536.3
536.3

594.3
594.3

38.4

38.4

38.2

38.4

38.2

38.4

38.4

35.3

38.4

0.0

0.0

0.0

0.0

0.0

Select any additional CCGs (if
required)

Social Care attributed delayed days

Jointly attributed delayed days

Total Delayed Days

0.0

0.0

0.0

632.7

632.7

612.2

632.7

612.2

632.7

632.7

571.6

632.7

266,005

266,005

266,005

266,005

266,005

266,005

266,005

266,005

266,005

267,152

267,152

267,152

0.0

0.0

0.0

237.9

237.9

230.1

237.9

230.1

237.9

236.8

214.0

236.8

Population Projection (SNPP 2014)

Delayed Transfers of Care
(delayed days) from hospital per
100,000 population (aged 18+)

24.2 Non-Elective Admissions (NEA) metric planning:
198.

The 2016/2017 NEA performance was higher than expected however this was
due to coding issues with ambulatory care. The 2016/2017 target was
achieved with these coding issues removed. The Wakefield 2017/2019 NEA
plan total is pre-populated by NHS England with activity data from the CCG
Operating Plan submissions for all contributing CCGs in table 3, which has
then been mapped to the Health and Wellbeing footprint to provide the
Wakefield Health and Wellbeing Board level NEA plan for 2017/2019 This has
been completed to align the wider CCG Operational plans for this metric.
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24.3 Admissions to residential and care homes
the overall performance for 2016/2017 shows a slight increase over target
(742 against a target of 722.5).
200. The most recent benchmarking data we have to date is for the year 201516. During that year Wakefield’s admissions related to 735.6 admissions per
100,000 population which was almost the same as the average of our
comparator group of authorities (730.1)
201. During 2016/17 Wakefield’s admissions rose slightly to 742 admissions per
100,000 population and future targets have been based on maintaining that
position. Whilst the effect of this allows for a slight increase in actual
admissions, it takes into account the increasing 65+ population.
202. Detailed benchmarking analysis looking back over the last 6 years shows that
Wakefield’s admissions increased more than other Councils following the
change to the indicator (in 2014-15) whereby self-funders were included for
the first time. This indicates that Wakefield has either more selffunders (where we have less control over the placement) or it may point to a
counting/reporting issue by some LA’s.
203. It has been agreed to use this outturn figure (742) as the target for 2017/2018
and 2018/2019 with a further review in 2017/2018 where the 2018/19 could be
amended.
199.

24.4 Effectiveness of reablement
In 2016/2017 a target for the Wakefield system was set at 82.3% of the
proportion of older people (65 and over) who were still at home 91 days after
discharge from hospital into reablement / rehabilitation services. This target
was exceeded with a final outturn for 2016/2017 of 85.5%.
205. A target for the Wakefield system of 85.1% for 2017/2018 and 2018/2019 with
a further review in 2017/2018 where the 2018/19 could be amended. This
would still place Wakefield above other local authority averages based upon
the most recent benchmarking data available.
204.
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25 Financial Summary
206.

A full breakdown of the financial contributions and expectations can be seen
on the submitted Wakefield Health and Wellbeing Board planning template
submitted along with this narrative. However in summary this can be
illustrated as follows;

Analysis of funding sources and applications
BCF CCG Minimum Funding

2017‐18

2018‐19

CCG out of hospital commissioned services
Integrated care equipment services ‐ LA commissioned
Home care/reablement ‐ LA Commissioned
Care Act Revenue ‐ LA Commissioned
Social Care Transfer ‐ LA commissioned

13,401,894
497,154
2,153,000
850,000
7,854,122

13,657,022
506,107
2,193,907
866,150
8,003,351

BCF CCG Minimum Funding total

24,756,171

25,226,538

2017‐18

2018‐19

CCG commissioned Community services
Podiatry ‐ CCG Commissioned
Mental Health ‐ CCG Commissioned
Age UK Hospital to Home ‐ CCG Commissioned
LA commissioned social care
Enhanced Primary & Community care ‐ CCG commissioned
Enhanced Care in Care Homes ‐ CCG Commissioned
Multispecialty Community Provider ‐ CCG Commissioned

12,525,604
1,739,566
3,128,055
348,776
798,591
10,403,966
800,820
2,805,163

12,898,000
1,782,881
3,191,549
355,054
819,072
10,625,570
849,368
2,769,886

CCG additional contributions total

32,550,541

33,291,379

iBCF Funding

2017‐18

2018‐19

Social worker support to the Connecting Care hubs
Integrated discharge team
Protecting Adult Social Care Services

550,000
562,400
7,700,799

560,450
573,086
11,014,928

iBCF funding ‐ LA commisssioned

8,813,199

12,148,464

LA contributions

2017‐18

2018‐19

Disabled Facilities Grant
Social care ‐ LA Commissioned
Integrated care equipment services ‐ LA commissioned

3,276,141
7,522,462
863,097

3,545,292
7,641,286
879,495

LA contributions ‐ LA commissioned

11,661,700

12,066,073

Total Wakefield BCF Pool

77,781,611

82,732,453

CCG Additional Funding
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26 Summary
Whilst the minimum BCF allocation required by NHSE in 2017/2018 is £24.8m
for Wakefield we have demonstrated our ambition for achieving the vision
outlined in the NHSE planning guidance for integrated care and support
across our system by 2020 by our strong partnership working. Wakefield’s
BCF submission for 2017/2018 is £78m which is a significant increase from
our previous BCF plans.
208. The pace of integration will continue into 2018/2019 with a proposal of £86m
into the BCF pooled fund against a mandated minimum of £25.2m.
209. Furthermore we have ambitions to graduate from the BCF and we plan to
have arrangements in place across our system within the next two years that
will reflect the options provided by the national BCF team of how we can
progress to graduate from the BCF national process. As we have two
Vanguards in our District we are confident we can realistically achieve this.
207.
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NHS England
Skipton House
80 London Road
London
SE1 6LH
27 October 2017
To: (by email)
Cllr Pat Garbutt
Merren McRae
Jo Webster
Melanie Brown

Chair, Wakefield Health and Wellbeing Board
Chief Executive, Wakefiled Council
Chief Officer, NHS Wakefield CCG
Commissioning Director Integrated Care, NHS Wakefield CCG

Dear Colleagues
BETTER CARE FUND 2017-19
Thank you for submitting your Better Care Fund (BCF) plan for regional
assurance. We know that the BCF has again presented challenges in preparing
plans at pace and we are grateful for your commitment in providing your agreed
plan. The Better Care Fund is the only mandatory policy to facilitate integration of
health and social care and the continuation of the BCF itself. It brings together
health and social care funding, with a major injection of social care money
announced at Spring Budget 2017. For the first time, this policy framework for the
Fund covers two financial years to align with NHS planning timetables and to give
areas the opportunity to plan more strategically.
Your plan has been assessed in accordance with the process set out in the
Better Care Fund 2017-19: Guide to Assurance of Plans.
In determining and exercising further powers in connection with your application,
NHS England has had regard to the extent to which there is a need for the
provision of health services; health-related services (within the meaning given in
section 14Z1 of the NHS Act 2006); and social care services.
I am delighted to let you know that, following the regional assurance process,
your plan has been classified as ‘Approved’. In summary, the assurance team
recognises your plan has been agreed by all parties (local authority(s), Clinical
Commissioning Group(s) (CCGs), and your Health and Wellbeing Board), and
the plan submitted meets all requirements and the focus should now be on
delivery.
Your BCF funding can therefore now be released subject to the funding being
used in accordance with your final approved plan, and the funding being
transferred into pooled funds under a section 75 agreement.
High quality care for all, now and for future generations
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These conditions have been imposed through NHS England’s powers under
sections 223G and 223GA of the NHS Act 2006 (as amended by the Care Act
2014). These sections allow NHS England to make payment of the BCF funding
subject to conditions. If the conditions are not complied with, NHS England is
able to withhold or recover funding, or direct the CCG(s) in your Health and
Wellbeing Board area as to the use of the funding.
Amounts payable to the CCG in respect of the BCF are subject to the following
conditions under section 223GA of the NHS Act 2006:
1. That the CCG will meet the performance objectives specified in its BCF
plan; and
2. That the CCG will meet any additional performance objectives specified by
NHS England from time to time.
If the CCG fails to meet those objectives, NHS England may withhold the funds
(in so far as they have not already been paid to the CCG) or recover payments
already made; and may direct the CCG as to the use of the amounts payable in
respect of the BCF.
In addition to the BCF funding, the Spring Budget 2017 increased funding via the
Improved Better Care Fund (IBCF) for adult social care in 2017-19. This has
been pooled into the local BCF. The new IBCF grant (and as previously the
Disabled Facilities Grant) will be paid directly to local authorities via a Section 31
grant from the Department for Communities and Local Government. The
Government has attached a set of conditions to the Section 31 grant, to ensure it
is included in the BCF at local level and will be spent on adult social care.
You should now progress with your plans for implementation. Ongoing support
and oversight with your BCF plan will be led by your local better care manager.
Once again, thank you for your work and best wishes with implementation and
delivery.
Yours faithfully,

Simon Weldon
Director of NHS Operations and Delivery and SRO for the Better Care Fund
NHS England

High quality care for all, now and for future generations
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Copy (by email) to:
Andrew Balchin
Martin Smith

Corporate Director, Adults Health & Communities, Wakefield Council
Programme Manager, NHS Wakefield CCG

Jo Farrar
Jonathan Marron
Sarah Pickup

Director General, Department for Communities & Local Government
Director General, Department of Health
Deputy Chief Executive, Local Government Association

NHS England North
Richard Barker
Moira Dumma
Louise Auger
Tim Barton
Jenny Sleight

Regional Director
Director of Commissioning Operations
Locality Director
Regional Lead
Better Care Manager

Better Care Support team
Anthony Kealy
Rosie Seymour

Head of Integration Delivery
Deputy Director

High quality care for all, now and for future generations
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key265partners, it was clear that there is a good understanding
1. Foreword from the
of the work that needs to be done and a commitment to do
Safeguarding Adults Board 		 it.
Chair
The report sets out the broader context in which adult

During 2016/17 the Board oversaw significant changes
to the way in which support to adults at risk of abuse is
delivered and supported more work to implement the aims
and objectives of the Care Act.
The creation of a new, dedicated, safeguarding adults team
within the local authority has been a major undertaking and
it has taken a long time to complete the recruitment and to
establish the team. However, from the outset, it has been
clear that this change has given a greater focus on adult
protection, a better understanding of the risks facing people
in our community, a clearer overview of the overall picture
across Wakefield and the opportunity to set up more robust
audit arrangements and produce more meaningful data. The
Board will continue to follow up progress on all these fronts
but it has been a positive start.
A review of partnership working has been completed
following a request from the Assistant Coroner that
consideration be given to joining the Multi-Agency
Safeguarding Hub (MASH) that had been set up to safeguard
children. The evidence and analysis that came to the Board
made it clear that the nature and volume of cases shared
by the local authority and the police are very different for
adults than for children. This did not support the move to a
MASH model as the necessary outcomes could be achieved
by improved partnership working. The board has asked for
assurance in the coming year that revised joint working
arrangements are working well.
Alongside this, a review of the West and North Yorkshire
Policy and Procedures is currently underway to carry out
a second and more comprehensive update, to bring the
procedures up to date with current practice. This is due to
be complete by Autumn 2017.
In terms of future development work, the focus of the Board
remains on ‘Making Safeguarding Personal’ a reality. As this
report says, this is all about putting the person at the heart
of adult safeguarding and working with them to identify the
outcomes they want as a result of safeguarding support.
This contrasts with the tendency prior to the Care Act,
across the country as a whole, for very formal procedures
which made many people feel they had no control over
decisions being made which affected their lives. This is as
much a change in culture as a change in working practice
and will take some time to become embedded. However, I
am encouraged that, in the annual challenge sessions with

Safeguarding Adults Board Annual Report 2016 to 2017

safeguarding operates and concern has been expressed
at the board about the impact that poor care quality can
have on people’s lives and how this can sometimes shift
into abuse or neglect. This is why it is so important to
work closely with the Care Quality Commission, those who
commission care and the providers themselves. The Quality
Intelligence sub-committee does an excellent job in picking
up concerns at an early stage and working with providers
to try and put things right. Prevention has always been an
important part of our approach to safeguarding and so I was
pleased that the board agreed to fund the ‘Perfect Ward’
pilot - a new initiative which enables staff to visit a care
home and, through use of technology, provide immediate
feedback to the provider on improvements needed. We will
be receiving an appraisal later in the year but early feedback
on the impact has been very positive.
Partnership working is always a key element of our work
and there have been some very productive discussions
in the past year. The close working relationship with the
Safeguarding Children’s Board continues but relationships
have also been strengthened with the Community Safety
Partnership and the Health and Wellbeing Board so that
we have a clearer, mutual understanding of where adult
safeguarding fits into broader initiatives on preventing crime
and improving health. It was also very pleasing to see that,
as a result of work with the Police and Crime Commissioner
and his team, the new West Yorkshire Police and Crime Plan
makes prominent mention of the protection of vulnerable
adults. We are very conscious that older people, disabled
people and those with mental health problems are often
more vulnerable to crime - such as exploitation or financial
scams - so it is vital that we work effectively with our
colleagues in other agencies.
Finally, I would like to pay tribute to the staff in all the partner
agencies who try, every day, to make Wakefield a safe place
to live and work. I know how many competing pressures
are placed upon them and the training and development
they all need to commit to. On behalf of the board I would
like to thank them for their energy and commitment to this
important work.
Bill Hodson
Independent Chair
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2. Foreword from the Corporate
3. National Context
Director of Adults, Health
This year has seen a series of publications and national
media reporting on the challenges facing adult social care
and Communities (Wakefield
and the on-going integration with health services to reduce
Council)
costs and make the best use of available resources.

The Local Authority has continued to respond to the
challenges made by budget restrictions which have been
particularly relevant to adult social care and reported widely
in the national media. The Safeguarding Adult’s Board
annual report reflects these issues in the national context
section and how locally we are meeting these challenges.
These issues are relevant to safeguarding as maintaining
quality services are a key factor in preventing safeguarding
issues arising in the first place. The annual report
acknowledges this link and the work done to join up
approaches to quality of service and dealing with actual
abuse.
The Care Act was described as the most significant change
in adult social care in the last 60 years and the changes in
adult safeguarding have been no less significant. Making
Safeguarding Personal and working with adults to manage
any risk rather than ‘protecting’ them and taking actions
they do not want us to take has been a major cultural
change which all partners are still working through.
I am reassured by the way the annual report demonstrates
how Wakefield District is meeting the quality and
safeguarding challenge to continually improve our support of
adults in Wakefield to live the lives they choose to lead.
Andrew Balchin
Corporate Director, Adult’s Health & Communities
Wakefield Council

The Association of Directors of Adult Social Services
(ADASS) published the findings of a snapshot survey of 129
of the 152 Directors of Adult Social Services in England
which revealed projected overspends of almost £0.5 billion
(£441million), further closures of residential and nursing
homes and increased handing back of contracts, together
with increased pressure from the NHS. ADASS claim
councils are planning to use their reserves and other one-off
funding to plug the huge gap, and that adult social care is
entering a ‘perfect storm’ which is impacting on vulnerable
people who are getting less help and whose need for
care won’t stop. The Association stresses that urgent and
significant government investment is needed now to address
funding for the sector.
Chancellor Philip Hammond announced in the 8th March
2017 Budget that an additional £2 billion will be spent on
social care in England over the next three years. Out of that
amount, £1 billion will be available for 2017-2018 to enable
local authorities to arrange new care packages without
delay.
Mr Hammond commented on the need for Health and social
Care to work more closely together. He stated that in the
longer term, ‘the government is committed to establishing
a fair and more sustainable basis for adult social care, in
the face of the future demographic challenges set out in
the [Office for Budget Responsibility’s] Fiscal Sustainability
Report’.
The chancellor further announced that a green paper on
social care will be released later on in the year.

The Better Care Fund
The Better Care Fund (BCF) is a nationally mandated
performance based pooled budget arrangement
between Council’s Adult Care functions and local Clinical
Commissioning Groups. For 2016-17 the Department
of Health and Department of Communities and Local
Government have determined that the Better Care Fund
planning and assurance processes should be integrated with
NHS operational planning and assurance processes although
the resultant plans are required to be jointly developed with
local government partners and approved by the Health and
Well-being Board.
Locally the intention of Wakefield’s local 2016/17 Better

2
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Care Fund (BCF) plan is to support the Council and
Care Act Safeguarding (sections 42 - 47)
Wakefield Clinical Commissioning Group (WCCG) to work
There has been widespread commentary that the Act
differently and move towards joint commissioning and a
provides local authorities with very little in terms of
system wide efficiency programme so that there are shared
substance, to enhance their safeguarding powers. Gary
benefits/rewards as well as managing risks across the
Fitzgerald from Action on Elder Abuse has observed the
system in the services that are commissioned to improve
content is ‘minimal’ defining only the infrastructure … that
service user outcomes. Wakefield’s 2016/17 BCF proposal
must exist’.
totals £58.5m and comprises seven schemes:
The safeguarding chapter in the 2014 Statutory Guidance
1. Proactive Care - £33.5m
was considered unsatisfactory by many and described
2. Prevention - £10m
by Community Care as lacking ‘legal literacy’. The same
concern has also been levelled in Community Care against
3. Community Solutions - £3.5m
the ‘disappointing’ revised Statutory Guidance published in
4. Mental Health £5m
March 2016.
5. Integrated Community Equipment Service (ICES) & 		
The Act places on a statutory footing some of the
Wheelchair Services - £3.5m
safeguarding obligations that were previously only located in

6. Care Homes Vanguard - £0.3m
7. Multi-specialty Community Provider Vanguard - £3.1m
Performance targets in the 2016/17 BCF proposal include
Residential Admissions, Reablement, Social Contact, Non
elective hospital admissions and Delayed Transfers of Care.
The Better Care Fund is overseen by the Connecting Care
Executive, a joint Committee between the local authority
and Wakefield CCG which meets monthly to discuss
joint commissioning areas that are overseen by both
organisations.

Care Act
The implementation of the Care Act from April 2015
was both significant and far reaching, overhauling and
consolidating a raft of legislation into a single act at the
same time as introducing new responsibilities. Whilst the
act’s specific proposals in relation to a national funding and
charging policy has been postponed nonetheless important
duties remain which include:
• Market shaping responsibilities both for council funded
and self-funded service users;

guidance, for example the duty to make enquiries / decide
what action should be taken and by whom.
The new policy guidance is to be found in chapter 14 of the
revised Statutory Guidance. Section 42 contains the duty to
make enquiries if:
• An adult with care & support needs;
• Is experiencing, or is at risk of abuse of neglect; and
• Is unable to protect him/herself against the abuse/
neglect.
The Act does not clearly explain what is meant by ‘abuse’
and the revised guidance in March 2016 has still not
clarified this. This means the guidance continues to be
open to interpretation as to what constitutes a section 42
safeguarding adult enquiry. It is likely that over time, the
Department of Health via the national reporting requirements
will clarify this, but in the interim the seven local authorities
working together to revise our current policy and procedures
on safeguarding adults’ will make their own interpretation
together with other regional colleagues.

• Provider failure responsibilities;
• Enhancing protection of adults at risk of abuse / neglect;
• Supporting preventative approaches;
• Effective integration with partners;
• Continued development of Personalisation;
• Improved support to carers;
• The adoption of National Eligibility Criteria.

Safeguarding Adults Board Annual Report 2016 to 2017
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4. Board Structure
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Business

Team to Support all Board and Sub Group

Work

Wakefield and District Safeguarding Adults Board
(WDSAB)

Safeguarding Adults Board Business Manager - Michael
Wharton

Independent Chair
Bill Hodson

Safeguarding Adults Board Administrator - Jayne Freeman

Statutory partners and representatives from member
organisations committed to safeguarding vulnerable adults
in the district with an agreed Constitution, Business Plan and
sub groups of the Board to achieve the plan objectives.
ALL Sub Groups work to terms of reference agreed by the
WDSAB.
Learning and Development Sub Group
Chaired by Jane Wilson, Designated Nurse for
Safeguarding Adults (NHS Wakefield Clinical
Commissioning Group)
The Sub Group has delegated responsibility for safeguarding
awareness raising and all aspects of training with a
preventative focus in mind, but ensuring staff know how to
deal with concerns when they arise.
Quality and Performance Sub Group
Chaired by Lisa Willcox, Service Manager
(Wakefield Council)
The Sub Group has delegated responsibility for formulating
the performance management information presented to the
Board and quality issues linked to practice development
from audits and learning from review processes.
Quality Intelligence Group
Chaired by Jane Wilson, Designated Nurse for
Safeguarding Adults (NHS Wakefield Clinical
Commissioning Group)
This is a Sub-Committee of the Quality and Performance
Sub Group and considers intelligence regarding service
provider quality standards. Its aim is to identify provider
concerns before they become safeguarding issues and work
with providers to improve standards. It reports to the Quality
and Performance Sub Group, but also reports annually to the
Board.
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269 recognised we would have to amend our current
It was
5.Board Key Objectives and 			
process to ensure it was more MSP compliant. It was also
Outcomes 2016/17
recognised that new recording systems would be required

Key Strategic Objectives
Set out below are the Board’s key objectives during this
review period that were reflected in the Board’s Strategic
Plan, which partners worked together to achieve.
1. Board members will champion active and effective
adult safeguarding within their own organisations
and ensure that commissioning processes have
strong safeguarding themes
The Constitution of the Safeguarding Adults Board was
updated in January 2017 to ensure it fully reflects the
aspirations and operating practices of the Board and its sub
groups.
Key Board members completed the Yorkshire and Humber
Safeguarding Adults Partner Assurance Framework and
participated in challenge events with the Board Chair. The
challenge event included partners’ approach to safeguarding
through leadership, training for a skilled and knowledgeable
workforce, person-centred approach, challenges to success
and plans to overcome them.
The Local Authority, Clinical Commissioning Group and
Police as the three statutory partners under the Care Act
agreed to continue with their funding for the Board.
The Local Authority’s Internal Audit department conducted a
review of the Safeguarding Adult Board and its effectiveness
in meeting its objectives. The audit report found the
Board mostly effective with a number of relatively minor
recommendations which the Board discussed in April
2016. Most of the recommendations were accepted and
immediately implemented with a full response to the
updated action plan returned to Internal Audit by May 2016.
The Local Authority decided to invest in a dedicated Adult
Social Care Safeguarding Team to better meet the Care Act
safeguarding challenges.
2. Board partners to have an approach to
safeguarding that is firmly based on the outcomes
that adults want to achieve in their lives.
The safeguarding procedures have contained a requirement
to complete an outcomes survey at the end of the case
conference process for the last four years. This has informed
us about the effectiveness of our safeguarding process in
terms of being person-centred. In 2015 the Local Authority
signed up to the Making Safeguarding Personal (MSP)
bronze level and MSP featured prominently in the Care Act
safeguarding guidance.
Safeguarding Adults Board Annual Report 2016 to 2017

to support a different cultural approach to safeguarding.
The Care Act made it clear we needed to move away from
a rigid semi legalistic approach which was not person
centred, towards an approach that included people in
decision making throughout the process and respected their
right to make decisions even if we did not agree with those
decisions.
A safeguarding adults recording system was developed
with operational colleagues and implemented in June 2016.
The new recording system is based on a proportionate
approach to safeguarding enquiries and incorporates the
MSP principles of agreeing outcomes any enquiry will try
to achieve with the adult or advocate. The challenge having
produced the recording system this year has been to embed
it and properly link the performance management processes
to the new recording system.
The Board held an MSP development session for Board
partners in October 2016. It was facilitated by an accredited
trainer and part of the session was a case study for
attendees to enquire into and experience how MSP can pose
challenges to professionals in respecting adults’ wishes.
The Board challenge sessions following members’
completion of their self-assessment audits also had a
theme of how members were embedding MSP in their own
organisations.
3. Use information and data to have an overview on
how well adult safeguarding is working and
taking responsibility for actions to make any
improvements needed
The Board had comprehensive safeguarding performance
information based on the national reporting requirements
which were predicated on case conference information. The
changes brought about by the Care Act and the introduction
of risk management approaches to safeguarding enquiries
required a detailed review of our recording practices to
meet MSP and this also resulted in a dramatic reduction in
the number of case conferences which was reflected in the
outturn performance management report.
As set out in Appendix A to this report, there have been
issues in fully embedding new data collection systems,
which resulted in some recording deficiencies in 2016/17.
However, data collection from October 2016 has been more
accurate and the new recording system has been sufficiently
embedded to produce a data set which can meet the
national reporting requirements and provide both
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270 representatives attended a joint boards’ development
(HWB)
quantitative and quality data which the board can use toPDF Page No.
session to ensure everyone was clearly sighted on role,
reassure itself on our safeguarding processes.
responsibility and accountability.
Qualitative information is regularly audited by the local

authority managers, internal audit, and a multi-agency case
file audit (MACFA). Audit outcomes are fed back to staff to
enable changes to take place.

A refreshed Adult and Children Boards, HWB and Community
Safety Partnership (CSP) operating protocol has been
agreed.

4. Making sure that the local workforce is skilled
and knowledgeable and that there is a culture of
continuous learning and development to ensure
service delivery is effective

The Safeguarding Adult Board Business Manager (SABBM)
continues to attend the Children Board meetings; CSP led
Domestic Abuse Management Board, Multi-Agency Risk
Assessment Conference (MARAC) steering group, Strategic
Hate Crime Group, the Contest Silver Group and the Modern
Slavery forum to ensure important issues are brought back
to the Safeguarding Adult Board and that adults contribute
when needed.

The Learning & Development (L&D) Sub Group of the Board
reviewed the terms of reference in the Board Constitution
to be more reflective of its activity and ability to deliver
the terms of reference. There is no single training strategy
for the Board partners and the diverse adult workforce
employed by the partners. The L&D Sub Group therefore
requires the members to train their staff to the recognised
standards and to provide a quarterly update on their adult
safeguarding training activity. This is then collated to
be presented to the Board as numerical assurance that
safeguarding training is taking place and this information
can be followed up in the challenge events.
Learning is also derived from the audit work on cases which
is carried out and fed back to the relevant people.
This year we finalised the consideration of an adult multiagency safeguarding hub (MASH) as a result of a regulation
28 letter following a death. This work formed part of a wider
safeguarding adults’ review from the previous year which
informed us more on the actual process of how the Adult
Social Care and Police safeguarding teams work together.
One of the outcomes of this work was for the two teams
to conduct joint training on financial abuse in order to
learn from each other to ensure a cohesive and consistent
approach to such cases.

The Safeguarding Children Board Business Manager
continues to attend the Safeguarding Adult Board meetings.
In November 2016 the Adult Board supported the CSP 16
days of action on domestic abuse. Wakefield Council was
awarded White Ribbon Status in 2015 in recognition of the
work it does to support those affected by domestic abuse.
The White Ribbon campaign is an international campaign
to stop domestic abuse against women. To be awarded
the status, the Council has demonstrated its continued
commitment to raising awareness of domestic abuse and
supporting those to help end it.
The chair of the Wakefield Safeguarding Adult Board,
together with the chair of the Children Board, attends the
Council Leaders quarterly meeting with the elected member
portfolio holders for adults, children and communities to
ensure robust delivery and accountability arrangements are
in place.

5. Effective governance and close working
relationships with the Safeguarding Children
Board, the Health and Wellbeing Board and the
Community Safety Partnership
The co-ordinators from all the partnership boards have
quarterly meetings. These meetings are to ensure there is
clear leadership and accountability on the Local Service
Board’s District Outcomes Framework and that safeguarding
issues are pertinent to all the partnerships. Where overlaps
are identified there is an identified partnership lead forum to
hold commissioners and service providers to account.
The Safeguarding Adult and Children Boards, Community
Safety Partnership (CSP) and Health and Well Being Board

6

Safeguarding Adults Board Annual Report 2016 to 2017

PDF Page No. 271
6. Board Key Objectives for 		
7. Local Context - Board Activity
2017/18
Highlights

These objectives form the basis of actions in the three
year Strategic Plan for 2015-2018 (uprated annually) and
progress will be reported in next year’s annual report.
At the Board business meeting in January 2017, it was
decided to retain the current five key objectives for 2017/18:
1. Board members will champion active and effective
adult safeguarding within their own organisations and
ensure that commissioning processes have strong
safeguarding themes.
2. Board partners to have an approach to safeguarding
that is firmly based on the outcomes that adults want
to achieve in their lives.
3. Use information and data to have an overview on
how well adult safeguarding is working and taking
responsibility for actions to make any improvements
needed
4. Making sure that the local workforce is skilled and
knowledgeable and that there is a culture of
continuous learning and development to ensure
service delivery is effective
5. Effective governance and close working relationships
with the Safeguarding Children Board, the Health
and Wellbeing Board and the Community Safety
Partnership.

April 2016 - Work continued on the new method to capture
the safeguarding data necessary to inform the Safeguarding
Adult’s Board that work was on going to prevent abuse and
there was a professional response when abuse occurred.
A risk management working group was established earlier
in the year and this group continued to meet to consider
the risk management template with the operational locality
team. After further testing, the operational team wanted to
reintroduce some of the elements they had previously asked
to be removed from the new template.
The Safeguarding Adults Board Business Manager (SABBM)
took the group page by page through the template with
issues discussed and changes agreed. A final version of the
template was agreed with the next stage being the Care
Director staff creating a Care Director template which the
group will work through to ensure the Care Director version
meets all requirements.
April 2016 - The Clinical Commissioning Group hosted
a Care Home event attended by a large number of care
providers and supported by the Local Authority and Care
Quality Commission. A wide range of subjects were covered
which the providers felt were informative and promoted
the ethos of working together to ensure care standards are
maintained or improved.
April 2016 - The Care Act sought to clearly separate
quality of service delivery matters requiring a commissioner
or regulatory response from the CQC from safeguarding
concerns which would require an enquiry. The Safeguarding
Board has long held a multi-agency sub group to consider
service provider quality issues chaired by a member of the
Board. This sub group was re-named the Quality Intelligence
Group (QIG), membership expanded and a new terms of
reference agreed.
An essential part of the quality intelligence role is to collate
information on a provider’s quality of service which might
indicate a need for supportive intervention to prevent
poor quality becoming abuse. This intelligence process is
supported by the use of a Quality Intelligence Notification
(QIN) which has been promoted through members and is
beginning to be used regularly. The QIN is submitted through
Social Care Direct and all information collated. As well as
providing support to service providers to improve quality
standards the aim of the QIG process is to try and ensure we
have no surprises and that providers who may be struggling
to meet standards are identified early.
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October
2016 - The Safeguarding Adult Board held a
May 2016 - The five Social workers selected for the new
development session on Making Safeguarding Personal
Adult Social Care (ASC) Safeguarding Team, together
(MSP), looking at the implications on the practical application
with the new team manager were taken through the new
of MSP as part of safeguarding enquiries, its impact on
CareDirector ready risk management template by the
different agencies and finishing with a paper feed case
SABBM and it was agreed they would test it operationally.
study on which attendees had to consider the safeguarding
June 2016 - The risk management template for
scenario as it rolled out the MSP effect.
recording Care Act section 42 safeguarding enquiries

which incorporated the Care Act Making Safeguarding
Personal requirements was signed off and launched with a
presentation by the SABBM at the ASC Extended Managers
meeting.
June 2016 - The new Adult Social Care (ASC) Safeguarding
Team began limited operational work.
June 2016 - A four Board safeguarding development
session was held by the Adult board, Children Board,
Health and Well Being Board and the Community Safety
Partnership. The aims of the development session being
to: identify common areas of interest and activity; clarify
responsibility and accountability and build stronger links
and relationships. The session also identified the on-going
work in relation to the potential gaps in understanding and
knowledge of each other’s activities and the steps which can
be taken to address these issues.
July 2016 - The new ASC Safeguarding Team came fully
operational and began reviewing all safeguarding concerns.
August 2016 - The seven local authorities (Five West
Yorkshire /North Yorkshire and York) who all use the same
safeguarding adult policy and procedures met to discuss an
update in light of our experiences of using the procedures
post the Care Act implementation. The review was always
planned as the procedures had to be rapidly updated
between the final Care Act guidance being released in
October 2014 and needing to use the new procedures in
April 2015. Initial agreement was reached to look at a single
safeguarding pathway with a range of options on response
to allow flexibility in how safeguarding was delivered in the
different local authorities whilst all adhering to the Care Act
and Making Safeguarding Personal principles.
September 2016 - A further meeting of the seven local
authority policy and procedures group took place to review
the first draft of a new policy and procedures prepared by
the Wakefield SABBM. It was decided the changes were so
radical that no further progress could be made until all seven
Safeguarding boards were signed up to the need for change.
After consultation it was agreed that two of the independent
chairs would attend a meeting of the seven local authorities
group in early November.
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October 2016 - As an essential part of the Boards role
in assuring itself that the safeguarding practice of its
member agencies is robust and person centred, the Board
member agencies decided to bring forward by a month
the completion of the safeguarding self- assessment audit.
The completed templates were to be done by the end of
November and follow up challenge events arranged in
December and into the New Year.
November 2016 - The seven local authority representatives
and two of the regional boards’ independent chairs,
including the Wakefield chair, met to decide on the need
to progress the work to date on the new safeguarding
adult policy and procedures. It was decided that quite a
radical update was required to meet the ethos of Making
Safeguarding Personal and that the initial Wakefield draft
would form the basis for further work. A timescale of a
document ready for consultation by May 2017 was agreed
with a view to approval by the respective boards from
October 2017.
November 2016 - The Board Manager and independent
chair attended an Association of Directors of Adult Social
Services (ADASS) sponsored event to review the approach
made to Safeguarding Adult Reviews. The event reinforced
our previously formed views, made in light of our review
experience from the previous year, to involve the front line
practitioners who dealt with the case as the primary source
of reference and learning from any review undertaken.
December 2016 - The first challenge event for this
reporting year was held with the local authority where the
Board chair discussed with representatives the authority’s
self -assessment and development areas were agreed. A
brief written report on the agreed actions will be prepared
which will be followed up later by the chair to ensure
progress is made.
January 2017 - Challenge events were held with South
West Yorkshire Partnership Foundation Mental Health Trust
(SWYPFT) and Mid Yorkshire Hospital Trust (MYHT) on their
self- assessment and development areas.
January 2017 - Following an inquest into the death
of a woman (whose death had also been subject to a
safeguarding adults review commissioned by the SAB) the
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February
2017 - The second of the planned workshops
Deputy Coroner wrote to the Chief Executive and the Chair
between the Police and ASC safeguarding teams was held at
of the SAB asking that they look into whether joining the
Havertop police station on the new financial abuse protocol
Multi-Agency Safeguarding Hub (MASH), which is already in
and the challenge of financial abuse.
existence for children’s services, would improve inter-agency
working.
February 2017 - The representatives of the local authorities

It took some time for this review to be completed as it
coincided with the setting up of the council’s specialist
safeguarding adults’ team and the SAB wanted to see more
evidence about the potential number of cases involved
before coming to a final view. Joint analysis by the Council
and the Police from June to December 2016 showed that
of 919 safeguarding concerns reported to Social Care
Direct, 576 were closed by SCD and 343 were passed to
the specialist safeguarding team. Of these 343 cases, 50
(14.6%) involved the Police, of which 18 were led by the
Police or jointly led with the Council. The other 32 cases
involved consultation only with the Police on cases which did
not meet the criminal threshold for investigation.
The biggest category of abuse involving the Police is
Financial and, as a consequence, in January a new Financial
Abuse Working Protocol was also approved by the SAB and
is being rolled out to staff. The SAB has also had a recent
presentation from the West Yorkshire Trading Standards
Team on financial scams of all different types and the
support available to people.
Given the relatively small number of adult safeguarding
investigations involving the Police the SAB has taken the
view that there is no compelling case for co-locating staff
but has asked the Council and the Police to ensure that
close, timely and effective liaison on cases is in place when
needed. This will continue to be monitored by the SAB
January 2017 - The Police and Adult Social Care
safeguarding team members held the first of three planned
workshops facilitated by the Board Business Manager on
financial abuse. This is a growing problem and the largest
category of abuse where joint enquiry work is undertaken.
The workshops are to reinforce a financial abuse operating
protocol agreed by the police and adult social care on their
approach to such matters.

attending the policy and procedures update are now meeting
fortnightly and have finalised the work on the policy section
prior to consultation. Work continues on the procedures with
the aim to have a full document ready for consultation by
May 2017.
February 2017 - A multi-agency case file audit (MACFA)
was conducted by representatives from the local authority,
Clinical Commissioning Group and Police. Three cases were
examined and an audit template completed for each case.
This was the first MACFA conducted since the changes
were made to the recording system to capture the desired
outcomes of any adult or their representative involved in
a safeguarding enquiry. Verbal feedback was given to the
safeguarding team manager ahead of any written report. It is
planned to conduct further MACFA in the new performance
year.
March 2017 - The final planned workshop between the
Police and ASC safeguarding teams was held at Havertop
police station on the new financial abuse protocol and the
challenge of financial abuse.
March 2017 - The final challenge event of the year was
held with Wakefield Clinical Commissioning Group on their
self-assessment and development areas.
March 2017 - Work with Perfect Ward (Bolt Partners Ltd.)
continued with the Chair of the QIG refining the needs of the
technology to meet the needs of auditing Care Providers and
giving feedback to improve standards. It is hoped this work
will become fully operational in April.

January 2017 - The Board approved a proposal by the
chair of the Quality Intelligence Group (QIG) to commission
‘Perfect Ward’; a piece of technology to aid supportive
visits to Care Providers and furnish them with an almost
immediate written feedback report.
February 2017 - Challenge events were held with
Spectrum Health and the Police on their self- assessment
and development areas.
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8. Learning Disability 				
9. Commissioning and 			
Partnership Board Report
Safeguarding

This year the Learning Disability and Autism Partnership
Board has been working on:
• The Governments Transforming Care Programme working
in partnership with Barnsley, Kirklees, and Calderdale
looking at getting people with learning disability and
autism out of long stay hospital or treatment and
assessment placements and ways to prevent admissions
where possible.
• Continuing to improve the health and well-being of people
with learning disability and autism through the launch of
a new e-learning tool for support staff, attendance at the
‘It’s my health’ day and improving the flagging of hospital
patients with a learning disability so they can be better
supported.
• The Lift Up self-advocates have been working with
different organisations to help improve access for people
with a learning disability at places like the supermarket
and on the buses.
• A project with the Criminal Justice System to look at how
they can better screen for and support people with a
learning disability or autism.
Nicola Pearce
Transformation Team Manager
Wakefield Council

Commissioning Team Perspective
The Commissioning Team within the Adults, Health and
Communities Directorate provide a significant contribution
to adult safeguarding processes within the district, including
input into the multi-agency safeguarding processes to
ensure an appropriate and proportionate response to issues
involving service providers in line with the Care Act.
The specific safeguarding mechanisms and processes
undertaken by the Commissioning Team are multi-faceted
and cover the entirety of the commissioning process / cycle.
These include:
• Risk based monitoring of contract compliance of
providers;
• Multi-agency intelligence sharing and action / compliance
planning;
• Regular engagement and feedback to providers;
• Developed links and commenced periodic meetings
with the Directorates Safeguarding Team to inform joint
working and responses to safeguarding intelligence and
priorities for commissioned services.
The commissioning of a range of specific services designed
to promote safeguarding for example:
• Reducing risks of social isolation;
• Emergency Response;
• Low level practical support and maintaining
independence;
• The incorporation of a range of standard contract terms
and conditions with a safeguarding focus;
• The evaluation of contracts to include safeguarding
processes;
• The requirement for critical services providers to develop
Emergency Planning & Business Continuity Processes.
Mark Wakefield
Commissioning Manager
Wakefield Council
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As the Wakefield district’s largest social housing provider, it
is our commitment to invest in people, properties and places
to create healthier, greener, safer, sustainable and confident
communities. Active engagement and partnership working
is essential to facilitate the changes in housing, health,
education, employment and the environment required to
create confident communities and confident people.
Safeguarding awareness has played a pivotal role in
developing the skills of our employees. This year we
have focused heavily on training front line employees in
safeguarding awareness. 336 operatives, line managers
and external contractors have received training in identifying
safeguarding concerns in our properties, or any of those
we serve further afield. Trades operatives have also
received updates on key areas through briefing sessions,
resulting in 100% training compliance for this area of the
business. Furthermore, new employees complete mandatory
safeguarding awareness training through our e-learning
software as part of their Induction process. New electronic
reporting forms enable all employees to report any cause for
concern immediately through the correct channels.

abuse and attended all MARAC’s where multiagency action plans are developed to reduce risk of further
harm.
All of our six service access points are designated Hate
Incident Reporting Centres for the district where victims
or witnesses to hate incidents can confidently report such
matters.
We will continue to place safeguarding at the forefront of our
activities by emphasising that the responsibility to safeguard
all vulnerable children and adults’ lies within us all. We
look forward to another successful year strengthening our
partnerships and developing new links to meet the complex
community challenges in order to achieve our vision of
confident communities.
Jill Edwards
Assistant Learning and Development Manager
WDH

Numerous employees have attended safeguarding events
facilitated by the Safeguarding Adults Board and Wakefield
Council over the year including Safeguarding Partnership
training. In addition to forging new links, the information
gained has been cascaded throughout the business
where relevant. 42 employees have also attended Prevent
Awareness training which offers an awareness of legal
requirements from the Counter Terrorism and security Act
2015, understanding our roles and responsibilities within
safeguarding protocols and the local Wakefield picture.
We endeavour to support adult safeguarding needs. Our
Befriending service continues to grow where employee
volunteers meet with vulnerable tenants on a regular basis
to help them to forge a social network though community
groups.
We have continued our work on Dementia Awareness with
two employees undertaking training in order to roll this
out further within the business and now have over 450
employees who are Dementia Friends.
Supporting tenants and their families who are at risk of
domestic abuse remains a key priority for WDH. All such
cases are dealt with by the WDH Community Safety Team
who, working closely with the Wakefield District Domestic
Abuse Service (WDDAS), help signpost families requiring
specialist support. In 2016/17, we dealt with 150 cases of
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11. Adults Health and
Communities - Wakefield
Council
This has been another challenging year for the Local
Authority and particularly for Adult Social Care as we have
reduced staff numbers and services in order to meet our
very significant budget reductions whist at the same time
striving to maintain a service to the adults with care needs
in Wakefield. A significant part of this work has been the
continued re-structuring and alignment with our health
colleagues in the three locality hubs, as well as the acute
hospital and the discharge team arrangements. This work
has been an essential requirement to improve the prevention
aspect of our work with early intervention designed to
promote independent living for longer and ensure the most
efficient use of resources. This is a key element in the drive
to continue to make savings whilst maintaining an effective
service from an ever diminishing Adult Social Care budget.
The Care Act is the most significant piece of Adult Social
Care legislation in 60 years and we are still coming to terms
with all the changes the Care Act brought in, not least the
changes required in the approach to safeguarding adults.
The Care Act placed a statutory duty on the local authority
to make proportionate enquiries into safeguarding concerns
relating to adults with care and support needs who are
subject or at risk of abuse. The Act also introduced the term
“Making Safeguarding Personal” (MSP) with a requirement
to work with adults to identify and strive towards their
desired outcomes as to what any work with them should
achieve.
The Council has a duty to collect safeguarding data and
report this annually to the Department of Health (DoH). Prior
to the Care Act, the DoH refined the data requirements only
to cases requiring a case conference which for Wakefield
was about 250 cases per year approximately 10% of all the
concerns reported. Since the Care Act the DoH wants us to
report on all cases which received a safeguarding enquiry
of any description, even just a telephone enquiry. This has
created the requirement to report data on a much higher
number of cases, but the DoH have also warned that in the
near future they will also ask for MSP information about the
number of times we fully, partially or failed to achieve the
adults desired outcomes.
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and fundamental data collection requirement changes
such as these require not only a re-configuration of our data
collection process, but also a radical change to the way our
Social Workers and Care Coordinators work with adults,
their families or advocates to try and deliver the desired
safeguarding outcomes.
The work on our data collection process began in October
2015. We attempted to future proof the system by including
outcomes collection measures and differentiating between
the more simple enquiries resolved by telephone and the
more complex enquiries which may involve the adult, family,
employer or police investigations. This work was challenging
and took until June 2016 before the final version was
brought into use.
Running alongside the work on the data collection was
the decision to establish a dedicated Safeguarding Adults
Team. The establishment of this team has had to be done
in conjunction with other establishment changes across the
whole of Adult Social Care with the initial core members
coming into post in June 2016 and going fully operational in
July 2016. The new safeguarding team have had to adapt
not only to being a new team brought together, but the
different way of working required by the Care Act and the
new recording system. It has also taken a further 6 months
to bring them up to establishment with the addition of Care
Coordinators and administrative support. This has therefore
been a really challenging time as we get to grips with the
new safeguarding responsibilities.
A third important work stream has also been running in the
same time frame, the update to the Safeguarding Adults
Policy and Procedures. A very rapid update was completed
between October 2014 and April 2015, but it was always
anticipated a more in depth review would be required in the
future. This work began in August 2016 with the seven Local
Authorities who use the same policy and procedures. It was
clear at this time that all the Councils were at very different
stages in how they were applying the Care Act requirements,
particularly MSP. In terms of Wakefield, our practice is more
strongly Care Act /MSP led than the current procedures
sets out, therefore the procedures need to be brought up to
date with practice, but in a way which satisfies all the Local
Authorities contributing to the work.
Another significant piece of work for the Local Authority
this year has been the continued impact of the House of
Lords ruling regarding the Deprivation of Liberty Safeguards
(DoLS). This ruling changed the criteria for when a DoLS is
required, resulting in more than a tenfold increase in DoLS
work this year. In the year prior to the House of Lords ruling
Wakefield carried out 70 DoLS assessments. In 2016/17 we
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have received requests for over 1000 such assessments.
12. Mid Yorkshire Hospitals 			
This situation is compounded because DoLS can only be
NHS Trust
authorised for up to 12 months; after this they require a
review, which is a full re-assessment. This means many of
The Mid-Yorkshire Hospitals Trust has continued to
the DoLS authorisations from 2015/16 will require a review
prioritise safeguarding during 2016-17 with an integrated
as well as the new DoLS applications received in 2016/17.
Safeguarding team (adults, children and Learning
By the end of 2017, the number of DoLS authorised is
Disabilities), supporting the diverse 7000+ staff to ensure
expected to be above 1500.
they have the necessary knowledge and understanding of
The Law Commission have been reviewing the DoLS
the broadening safeguarding agenda.
situation because of the strain it has put on the Court of
The Safeguarding Adults team is now fully staffed, following
Protection and the backlog of cases for people in supported
the recruitment of a Named Professional and Safeguarding
living situations. The Law Commission recommendations
Specialist Advisor. The team is supported by a Named Doctor
do not offer any respite for the Local Authority and in fact
for Safeguarding Adults, who is a Consultant Geriatrician in
the current recommendations would involve additional work
the Trust.
being passed to the Local Authority without any additional
resource, so this presents as a risk to the Local Authority.
The team has prioritised increasing the awareness and
application of the Mental Capacity Act and Deprivation of
In 2015/16 this situation required the temporary
Liberty Safeguards (MCA/DoLS) across the Trust. There have
identification of full time staff dedicated to MCA and DoLS
been further “orange t-shirt” awareness raising campaigns
matters, in addition to increasing the number of other
in December and February across wards in Pontefract,
operational team staff trained and able to undertake the
Pinderfields and Dewsbury and targeted “question and
Best Interest Assessor role in the DoLS process. In 2016/17
answer” support sessions have been delivered to specific
the Mental Capacity Act (MCA) team was fully incorporated
staff groups. Safeguarding and MCA/DoLS sessions are
into the establishment changes previously mentioned as a
delivered as part of mandatory training and development
permanent part of the wider safeguarding response. More
days for nurses and healthcare assistants, as well as the
staff in the operational teams have also been trained as
drama based “Skills in Practice” training for nurses to raise
Best Interest Assessors to supports the DoLs process, and
awareness of reasonable adjustments for patients with
external assessors are also used. Despite the challenges,
learning disabilities.
this team have been extremely effective in managing the

workload, ensuring that all higher risk cases are dealt with
speedily and prioritising cases appropriately.
Lisa Willcox - Service Manager
Wakefield Council

Level 2 Safeguarding Adults training compliance at the end
of March 2017 was 77%. The level 2 training has been
re-designed in order to incorporate a greater emphasis
on Making Safeguarding Personal. A recent case file audit
showed that Making Safeguarding Personal has yet to
be fully embedded in the Trust and supporting staff to
understand and apply the key principles is now one of the
priorities for the team. An internal link professional’s network
will be developed in order to disseminate key safeguarding
messages across the Trust.
The team delivers Level 2 and Level 3 MCA training, which
has been re-designed in order to encompass case law
updates in DoLS cases. Recent case file audits showed that
there is now a greater awareness around DoLS amongst
ward staff but that there is still work to do in order to
ensure that staff are identifying every patient who should be
considered for a DoLS. To this end, the team is undertaking
a time limited piece of work with key staff on the wards to
support them to recognise when a DoLS application should
be made.
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The wider safeguarding team delivers mandatory Prevent
13. South West Yorkshire 			
training, also on a weekly basis, and compliance at the end
Partnership NHS Foundation 		
of March 2017 was 28.5%. The Safeguarding Children
training encompasses issues that cross over in to adult
Trust
safeguarding - for example - Female Genital Mutilation,
Trafficking, Modern Day Slavery and Honour BasedThe safeguarding of vulnerable adults at risk of harm
Violence. End of March 2017 compliance for Safeguarding
remains a key priority throughout South West Yorkshire
Children Level 2 and Level 3 training were 78% and 83%
Partnership (NHS) Trust. Employees and Volunteers have
respectively.
access to a variety of training opportunities; this depends
on their individual training needs. All new employees of
The Trust has continued to support the Local Authorities in
the Trust, including volunteers, must undertake level 1
safeguarding enquiries and attends safeguarding meetings
safeguarding adults training as part of their induction. The
when required. The Trust supports the work of the WDSAB
safeguarding team are involved in a project to develop a
sub-groups, with the Named Professional attending the
training programme that aims to support young volunteers to
Quality and Performance and Learning and Development
be involved in the recruitment and interviewing process.
meetings. The team also contributes to the prevention

agenda in safeguarding through attending the Quality
Intelligence Group meetings, and sharing information about
multiple attenders to the Emergency Department.
During the year the Learning Disabilities team was
shortlisted for a prestigious Nursing Times award for their
support to people with learning disabilities who attend MidYorkshire hospitals. Their work included: developing surgical
pathways; a vulnerable inpatient scheme (VIP); and a patient
experience group.
Clive Barrett
Head of Safeguarding					
Mid Yorkshire Hospitals NHS Trust

There is a rolling programme for level 1 and level 2
safeguarding adults at risk of harm training and we are
currently working towards the development and roll out
of level 3 training to all those requiring this level. All
employees must update their Safeguarding knowledge on a
least a three yearly basis. In the Wakefield locality SWYPFT
consistently achieve above the 80% target.
Safeguarding adults level 1: Wakefield total 94.74%
Safeguarding adults level 2: Wakefield total - 91.45%
A domestic abuse training presentation has been developed
to include the domestic abuse, stalking harassment and
honour based violence risk assessment form (DASH).
Information on Multi- Agency Risk Assessment Conference
(MARAC) training has also been completed. This training
has been delivered to other localities within the Trust
following recommendations from Domestic Homicide
Reviews and there is a rolling programme within the learning
and development prospectus to enable all staff trust wide to
be able to access the training.
In 2016, the Trust was subject to a CQC inspection process,
the CQC made the following comments in relation to
safeguarding within the organisation;
‘In all the services we visited, staff were able to explain
the potential identification of safeguarding concerns,
their responsibilities, and local referral procedures. There
were good links with the local safeguarding authority.
Safeguarding was discussed within supervision and team
meetings.’
The CQC inspectors found that ‘The trust had a clear
structure in place for the reporting of safeguarding incidents
from the ward to the board via a number of different
groups.’
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The
SWYPFT are promoting the whole family, think family PDF Page No.
provide support, advice and ensure correct governance
approach to safeguarding and to embed the principles
around the MARAC process.
and values further there has been an amalgamation of the
Safeguarding Adult Trust Action Group and the Safeguarding
The Safeguarding Adult Co-ordinators meetings are also a
Children Operational meeting. The new Safeguarding
remit through which peer support, advice and good practice
Operational meeting allows for agendas that cut across
can be shared and disseminated. The meeting provides a
both safeguarding adults and safeguarding children to be
vehicle through which findings from Domestic Homicide
considered from all perspectives. Those agendas would
Reviews, Safeguarding Adult Reviews and national and local
include domestic abuse, human trafficking, prevent and
guidance can be presented.
female genital mutilation.
The Safeguarding team are actively promoting the ‘Making
The Prevent Strategy has being further embedded within
Safeguarding Personal’ philosophy through training, advice
the Trust and there are 13 qualified Prevent trainers within
provision, information on the intranet and through the
the organisation who can deliver robust and comprehensive
dissemination of audit findings.
WRAP 3 Prevent training, this includes the Specialist
There is an expectation that all incidents concerning
Safeguarding Adults Adviser and the SWYPFT Prevent
potential or actual adult safeguarding concerns and any
Operational Lead who is the Named Nurse for Safeguarding
safeguarding concerns raised with partner organisation are
Children.
recorded on the internal Risk Management System, Datix.
There is an identified representative for SWYPFT for
This is regularly reviewed by Specialist Advisors, an Assistant
attendance at the Wakefield Channel Panel and Community
Director, Deputy Director and Director of Nursing and Quality
Safety Partnership meetings.
to ensure relevant advice and appropriate actions are taken.
SWYPFT continue to facilitate the delivery of Care Certificate
Julie Warren-Sykes
training through the induction period for new Health Care
Assistant Director of Nursing, Quality
Support Workers. The Safeguarding Team, both children
South West Yorkshire Partnership NHS
and adults, present the mandatory training element to
Foundation Trust
support this initiative and cross reference this with the
Care Certificate documentation. The feedback from the
safeguarding element of the training is always positive.

The Assistant Director of Nursing and Quality is a member
of the Safeguarding Adult Board (SAB) and the Deputy
Director of Nursing and Quality deputises when required.
The Specialist Adviser attends the SAB sub groups’,
networking events and conferences to ensure that learning
from local and national incidents, Safeguarding Adult
Reviews, Domestic Homicide Reviews and new initiatives is
disseminated throughout the organisation.
Employees work to the multi-agency Safeguarding Adult
Policy and Procedures. Easy access to Policies and
safeguarding information is available through the Trust
intranet.
The Safeguarding team support staff through advice
provision and the advice database indicates that staff in the
Wakefield locality utilise this resource. To further support
staff, there have been two new meetings that have been
well received, the MARAC coordinator meetings and the
Safeguarding Adult Coordinator meetings which are both
held on a quarterly basis.
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14. West Yorkshire Fire and 			
15. West Yorkshire Police
Rescue Service
West Yorkshire Police remains committed to providing a

Safeguarding of adults at risk from abuse or neglect remains
a priority with West Yorkshire Fire and Rescue Service
(WYFRS). The service continues to enhance its training
provision and up-date its internal strategy and procedures
in line with the Multi-Agency Safeguarding Adult Policy
and Procedures to better assist and safeguard the most
vulnerable in the community.
WYFRS has been instrumental in identifying and reporting
concerns of abuse and neglect. This has been achieved
through the enhanced and mandatory e-learning training
available to all front line staff. Regular safeguarding briefings
and training workshops are also delivered to help broaden
understanding of vulnerabilities and safeguarding of adults
and the internal processes to follow when reporting a
concern.
The launch of the new Safer Communities Strategy in April
2017 will see WYFRS expand its prevention offer in working
closely with partners to support the health and wellbeing of
vulnerable people within the community.
Working in conjunction with partner agencies we have
successfully delivered a range of training to our staff; this
has included Mental Capacity Act, dementia friends, prevent
and domestic abuse. Additional safeguarding training
strands are currently being explored. All Wakefield based
Fire Stations are registered as Safer Places and are actively
promoting the Herbert Protocol.(Scheme to quickly trace
persons with dementia who go missing by having prerecorded information on previous addresses and places
frequented to immediately check places likely to be rather
than collect this information each time they go missing).
Wakefield District supported the Safeguarding Week last
year through the delivery of a fire awareness session, which
was really well received. We aim to continue to support the
partnership going forward.
The District Prevention Manager continues to support
the WDSAB and Domestic Abuse Training Sub Group,
MAPPA and MARAC. WYFRS remains committed to work
in partnership to safeguard the most vulnerable in our
communities and promote the wellbeing of people with care
and support needs.
Mussarat Suleman
District Prevention Manager
West Yorkshire Fire and Rescue Service
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professional and collaborative approach to Safeguarding our
communities ensuring that they feel and remain safe. The
organisation continues to invest heavily in the Safeguarding
arena and Wakefield District has seen a significant up lift in
resourcing in this area of business over the past 12 months.
Within Safeguarding at Wakefield we have dedicated
specialist teams that deal with both Adult and Child related
cases where vulnerabilities are identified. These teams work
cohesively with internal and external partners some of which
are co-located at Normanton HQ ensuring vulnerability is
prioritised and tackled at the earliest opportunity.
As members of not only the Adult Safeguarding Board but
also the Domestic Abuse Management Board, we continue
to be involved in a review of all domestic abuse service
provision within the district ensuring timely, effective
interventions are available to all victims of domestic abuse.
The Wakefield District Domestic Abuse Service (WDDAS)
is now embedded in our daily business and are co-located
at Normanton HQ. This ensures timely information sharing.
A daily DRAM (Daily Risk Assessment Meeting) has been
initiated which involves WYP, WDDAS and Social Services.
This ensures that there are daily triage meetings reviewing
domestic occurrences where the police and local authority
assess risks in a professional capacity. This enables early
local intervention, agency involvement and enforcement
action if appropriate to protect all of those deemed
vulnerable to abuse.
A current review of working practice (February 2017) has
identified a breakdown in communication with WDDAS
and WYP with regards the referral mechanism. This is
currently being addressed by way of a deep dive and
recommendations around more efficient working practice
will be devised.
A recent increase in Domestic Abuse victim repeats has also
led to a District review. This looked at calls for service across
the partnership platform and how collectively this could
be addressed. A recommendation paper has been drafted
which looks at tackling this area in line with problem solving.
An intensive intervention plan has been generated around
a defined repeat occurrence and this allows a continued
partnership approach internally utilising Integrated Offender
Management (IOM), PWA problem Solving, CATO, along
with external partnerships inclusive but not exhaustive to
Perpetrator groups, Victim Support, WDDAS, Local housing.
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are providing some of the best care to our vulnerable
A newly formed Domestic Abuse perpetrator cohort
groups in the county and giving those who are the victim of
managed by our IOM team has led to increased intervention
crime the confidence and capability to support a successful
around those offenders who are considered as significant
prosecution.
risk and Wakefield shows the lowest repeat suspect rates
across the West Yorkshire Police Force.
Kate Riley

Operation Encompass is being prepared in conjunction
with the Local Authority and this when delivered will ensure
further support and protection to children involved in
Domestic Abuse incidents.

Chief Inspector
Partnerships Wakefield District

West Yorkshire Police continues to review its performance
measures, monitoring, audit & self- governance in relation
to adult safeguarding to bring them into line with the
requirements and expectations of both the Board and Her
Majesty’s Inspector of Constabularies (HMIC) to ensure a
national standard is achieved. The continued threat posed by
crimes such as Child Sexual Exploitation and the emerging
threats of Human Trafficking and Cyber Crime previously led
to a review of all safeguarding provisions within the district.
The Adult Safeguarding Unit at Wakefield has the
responsibility for the following areas of business - domestic
violence, adults residing within care home establishments,
financial abuse, abuse of positions, adults at risk, those
subject to concern for safety occurrences or with mental
capacity concerns, the investigation of serious sexual
offences, honour based violence, human trafficking. Forced
marriage and cyber-crime continue to be growth areas for
demand, education, prevention, prosecution and partnership
working. We seek to continue wherever possible to build
additional capacity to support adult safeguarding needs.
Due to the complex demands of those crime types that
have been highlighted and the significant uplift in staff it
is essential that appropriate training is provided. This is
continuing work in progress.
The Adult Safeguarding Unit at Wakefield District work
closely with the newly formed Local Authority Adult
Safeguarding Team ensuring professional understanding and
co-operation in some of the most complex of cases. There
is regular communication between the respective teams
forging close working relations. Joint training workshops
have also been undertaken around financial abuse, making
safeguarding personal and capacity.
From a policing perspective we continue to lead the Force
in terms of levels of detection for crime, and particularly
relevant is our outstanding record of successful conviction
rates and low attrition rates for domestic abuse which is
the best in the Force and has been month on month for
the previous 12 months. This indicates that as a district
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The

The figures below are the outcomes of inspections of adult
social care services in the Wakefield local authority area
in 2016/17 and show significant levels of inadequate care
compared to the national picture. However, these findings
are consistent with those in neighbouring Local Authority
areas (and across other parts of Northern England). These
are the total of all ratings recorded for all published reports.
This does not represent where we have subsequently
gone back into a location which was previously rated as
inadequate and rated as improved - as this report will be
still recorded in the numbers of total published reports as
inadequate.

The ratings picture

Good

1%

78%

Requires
Improvement Inadequate

19%

1%

Ratings - so far Wakefield
Outstanding

Good

1%

53%

Requires
Improvement Inadequate

34%

12%

Ratings - so far Bradford
Outstanding

Good

1%

52%

Requires
Improvement Inadequate

34%

13%

Ratings - so far Kirklees
Outstanding

Good

1%

56%

Requires
Improvement Inadequate

32%

11%

The inspection cycle of 2014- 2016 intention was to ensure
that all services were given a rating and inspected in line
with our new approach to inspection. The inspections which
have been rated as inadequate and the enforcement action
taken that has subsequently taken place has impacted on
the care system. This has been particularly the case for the
numbers of care home and nursing home beds available
when embargos on new admissions have been necessitated
in these locations restricting flow and access of beds in the
system.
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The main issues highlighted in the report are listed below:
• Age UK estimated in 2015 over a million older people
have unmet social care needs, up 800,000 from 2010
• 26% fewer older people receiving LA funded care 81% of councils reduced spending on social care
• Five-year increase in nursing home beds now stalled
• Improvements are becoming harder to make
• Some providers resigning contracts, councils warn of
more
These issues remain a concern as the public has become
more aware of the importance of Adult Social Care provision
on the whole care sector.

Ratings - so far National Picture
Outstanding

of Care Report 2015/16 published by CQC last
year highlighted the national concerns of the future of the
health and social care system.

The main themes of concern in Wakefield mimic the themes
nationally with most common breaches in regulation 12
and regulation 17, safe care and treatment and Good
Governance. These two regulations are inter dependent
upon each other and where there is poor leadership there
are issues in how the oversight of the safety of the service
is being managed. Frequently the common denominator in
these failing services is lack of leadership at provider level
and then poor quality management at the location itself.
Where there is no registered manager at the location this
has a profound effect on the quality of services provided at
the location.
In the locations where inadequate care was being delivered
the local authority and CCG worked proactively with the
Vanguard initiative to ensure that improvements were
made. The Vanguard has been an excellent initiative driven
nationally as an improvement agent joining up health and
social care services to enable the development of new
models of care provision. In Wakefield this element of the
Vanguard concentrated on improving the delivery of care in
Care homes. Working with all the partners involved with the
initiative CQC highlighted concerns about particular homes
provision from the inspections carried out. This meant that
the intelligence raised could be used with good effect to
support the delivery of best practice in these areas needing
support most. The inadequate rated homes have benefitted
greatly from the expertise of the multi- agency approach that
has been offered from the Vanguard team and this has been
a critical factor in the improvements in the ratings that have
occurred through this cycle of inspection.
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Our next cycle of inspections is targeted at getting backPDF
out Page No.
17.
Yorkshire Ambulance Service
to services (from date of publication of report) in line with
our ratings method;
YAS serves a population of more than five million people
and covers 6,000 square miles of varied terrain from the
Good and Outstanding services - 2 years
isolated Yorkshire Dales and North York Moors to urban
Requires improvement - 1 year
areas including Bradford, Hull, Leeds, Sheffield, Barnsley,
Inadequate - 6 months
Calderdale, Doncaster, Kirklees, Rotherham, Wakefield and
The changes in the approach to inspections has definitely
York.
impacted on the sector. The next cycle of inspections will
We are commissioned by 23 clinical commissioning groups
demonstrate where improvement has been made and also
(CCGs) and, as the only regional healthcare provider, we are
sustained.
ideally placed to support joined-up care for patients and
We continue to work closely with our colleagues in both
provide the gateway into urgent and emergency services.
the CCG and Local Authority to ensure that people are
We employ over 5,000 staff and have over 1,200 volunteers
safeguarded appropriately. The joint meetings that have
and provide 24-hour emergency care to the region.
been instituted between Healthwatch, CCG, Local Authority
and CQC colleagues in the other directorates of regulation
For everyone working at YAS, providing high quality patient
(Primary Medical Services and Hospitals) have this year
care is our key priority. This applies to our ambulance
provided a clear overview of intelligence across the care
clinicians responding to emergency 999 calls, to our
pathway with all partners. This exemplifies the commitment
Patient Transport Service (PTS) crews taking patients to
of all colleagues to work together to support quality of care
and from their planned hospital appointments, our call
delivery and safeguard vulnerable people receiving care
handlers handling 999 and NHS 111 calls, to our managers
across the Health and Social Care System.
developing new care pathways or ways of working, and to
our Trust Board making decisions about the future of our
Helyn Aris
Trust.
Inspection Manager
In 2016-17:
Kirklees and Wakefield Team
• We received 895,700 emergency calls;

• We responded to a total of 723,935 emergency calls;
• We undertook 1,020,621 non-emergency journeys.
A key priority during 2016-17 has been the establishment of
the Critical Friends Network (CFN) within YAS. This network
is made up of patients and members of the public who have
an interest in the ambulance service and recent experience
of using one of the services; the newly formed CFN, along
with Staff Forum Members, are now consulted prior to new
service developments and improvement projects.
The profile of safeguarding children and adults at risk
continues to grow and change and is a key priority across
YAS. Both policy and practice have been reviewed to ensure
compliance with legislation and good practice guidance. The
Safeguarding Team continues to engage and support staff
within all departments including The Emergency Operations
Centre, Operations, Patient Transport Service and NHS 111
to identify safeguarding priorities to ensure quality patient
care.
The Safeguarding Team continues to work Trust-wide, with
partner agencies, including commissioners, social care
and health partners, to review and improve the quality of
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the safeguarding service provided by YAS staff. EnsuringPDF Page No.
18.
Wakefield Clinical 				
YAS employees including, secondees, volunteers, students,
Commissioning Group
trainees, contractors, temporary or bank workers and NHS
111, have the appropriate knowledge and skills to carry out
Governance
their safeguarding children and adult duties.
NHS Wakefield Clinical Commissioning Group (CCG)
Safeguarding processes and practice are being continually
Governing Body Independent Nurse continued to represent
reviewed and strengthened; especially with regard to the
the CCG at the WDSAB and also acts as the Deputy chair of
quality of Safeguarding referrals to Adult and Children Social
the board. The CCG produced a Safeguarding Adult annual
Care, including the development of a referral form for a
report 2015-2016 which was approved by the Governing
Social Care Assessment., Tthe education and training of staff
Body.
and the safeguarding clinical audit processes.

Within the year, safeguarding practice has been enhanced
by the introduction of a safeguarding module within Datix.
This ensures accurate monitoring of activity, reporting and
the availability of trend analysis of current safeguarding
processes and work streams.
Ongoing priorities are to review the current Safeguarding
Children and Adult Referral Process, to ensure concerns are
effectively shared with local authorities, and to review and
develop the Mandatory Safeguarding Training Plan, for all
YAS staff, inclusive of NHS 111, volunteers and Community
First Responders (CFRs).
Extracts from YAS Quality Account 2016/17

The CCG Governing Body was attended by the Chair of the
WDSAB to present the WDSAB annual report on the 20th
September 2016, the Governing Body acknowledged the
work of the board and its partners.
The CCG Designated nurse attended the Overview and
Scrutiny Committee to present the WDSAB annual report
with the Local Authority Board member.
The CCG continues to present safeguarding adult reports
to the Wakefield CCG Governing Body and Integrated
Governance Committee (IGC) - a subcommittee of the
Governing Body. During 2016-2017 the NHS England
(NHSE) safeguarding assurance was presented.
NHS Wakefield CCG continues with its support to the
strategic and operational functions of the Board and is
represented at the sub groups, with the Designated Nurse
for Safeguarding Adults chairing the Quality Intelligence
Group (QIG) and the Learning and Development Sub Group
(previously called the Training Sub Group).
Assurance and Partnership Working
During 2016 NHSE undertook a national assurance
programme of CCG safeguarding performance (adults,
children, and looked after children). The CCG submitted
101 pieces of evidence and attended a challenge event
undertaken by the Regional NHSE safeguarding leads on
the 11th May 2016. The CCG was assessed as green (full
assurance) for all areas relating to adults.
Working with the WDSAB, the CCG undertook the informal
self-assessment and attended the challenge event. The CCG
has also supported the WDSAB with the informal challenge
events for other Board partners.
The CCG has been working on a pilot funded by the WDSAB,
with the Local Authority Safeguarding Team and Care and
Support Commissioning Team to develop a process for
monitoring the quality of care in care homes. The pilot will
commence in 2017-2018.
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During 2016-2017 the safeguarding standards for GP PDF Page No.
19.
practices have been reviewed and tested. The assurance
process will commence in April 2017.

All GP practices have now been inspected by the CQC: out of
40 GP practices, 3 are rated as outstanding, 36 good and 1
requires improvement. This is a significant achievement for
the CCG and its member practices.
The CCG reviewed its ‘level one’ safeguarding children,
adults and prevent training for staff and launched a training
package available on the CCG intranet.
Communication
The CCG has an intranet site Skyline which internal staff and
GP practices access, this provides access to a wide range
of safeguarding information, policies, procedures, guidance,
training, videos, and links to other websites. This has been
developed during the year.

Independent Care Home 			
Representative

We ensure that all residents within the care homes I am
associated with live in a safe, non-threatening and abusefree environment. Abuse, in any form will not be tolerated
As an active member of the Independent Sector Liaison
Group (Care Homes within Wakefield and Pontefract)
safeguarding adults is at the forefront of our business.
We ensure that suitable arrangements are in place to
safeguard the residents from risk of abuse by following
robust recruitment practices, and ensuring all staff are
updated in safeguarding training on an annual basis.
Residents and relatives / friends of the people who use the
service are made aware of safeguarding and the importance
of reporting concerns immediately no matter how small.

The CCG commissioned a new website for the CCG, and
safeguarding information will be developed over the 20172018 year for the public to access.

The policies within the care homes are clear identifying the
different types of abuse, stating how to identity, report, and
respond appropriately to suspected or actual abuse.

Regular information including education events and
resources relating to safeguarding adults are sent out to GP
practices via the Primary care weekly newsletter and GP
safeguarding leads on a regular basis.

The government and local guidance about safeguarding
people from abuse is accessible to all who use the services.
We are committed to pursuing a policy of zero tolerance to
any form of abuse within the care homes.

Jo Pollard
Executive Lead for Safeguarding Adults		
NHS Wakefield Clinical Commissioning Group

Caroline Walters

and

Director of Care
Warmest Welcome Ltd
ISGL Member

Jane Wilson
Designated Nurse for Safeguarding Adults 		
NHS Wakefield Clinical Commissioning Group
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is a growing organisation which is based across
20. Spectrum Community HealthPDF Page No.Spectrum

Spectrum Community CIC is a not for profit social
enterprise. We are passionate about healthcare delivery
and our expertise is in delivering services to adults who are
vulnerable or in vulnerable circumstances.

North, West and South Yorkshire and remains committed to
high standards of training and awareness
Julie Fleetwood, Chief Nurse
Spectrum Health Care

We provide prison healthcare, substance misuse services,
and sexual health services.
Not all our patients are vulnerable but a high proportion of
our patients’ lead risky lifestyles or have risky behaviours.
We work to support people to make informed decisions
and choices. As such most of our service users have the
capacity to understand lifestyle choices and would not have
issues that would normally require safeguarding referrals
but that makes us hyper vigilant to risk management, mental
capacity assessments and close multidisciplinary working.
We have an ongoing programme of learning and
development led by a Safeguarding lead that will ensure
the learning programme is tailored to individual groups.
Substance misuse services require a high degree of
understanding about self- neglect and financial abuse
.Sexual health services require work around sexual abuse
and associated risks with some behaviours for example sex
work.
Making safeguarding personal for us is reflected in the risk
assessment stage which supports the coproduction of risk
management plans. The level of vulnerability and fluctuations
in capacity require the ability for staff to access advice and
have consultations with safeguarding advisors and leads and
education is high priority.
Last year we saw safeguarding adults training mandatory
training reach 100% and bespoke sessions were held at a
service specific level.
In terms of audit we took part in the Wakefield audit and
have had an internal safeguarding audit which concluded
good safeguarding arrangements.
In substance misuse every referral into safeguarding adults
or children is peer reviewed in a multiagency environment to
ensure appropriate actions and that loops are closed.
Prison safeguarding is the responsibility of the prison but
we have ongoing work designed to ensure the safeguarding
of individuals and their families is part of the reception and
discharge package of care to support rehabilitation
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NHS England Responsibilities in relation to Direct
Commissioned Services
NHS England ensures the health commissioning system as
a whole is working effectively to safeguard adults at risk of
abuse or neglect, and children. NHS England is the policy
lead for NHS safeguarding, working across health and
social care, including leading and defining improvement in
safeguarding practice and outcomes. Key roles are outlined
in the Safeguarding Vulnerable People Accountability and
Assurance Framework 2015.
Yorkshire and the Humber has an established Safeguarding
Network that promotes shared learning across the
safeguarding system. Representatives from this network
attend the national Sub Groups, which have included
priorities around Female Genital Mutilation (FGM), Mental
Capacity Act (MCA), Child Sexual Exploitation (CSE) and
Prevent. NHS England Yorkshire and the Humber works in
collaboration with colleagues across the North region on
the safeguarding agenda and during 2016/17 a Clinical
Commissioning Group (CCG) peer review assurance process
was undertaken covering all 44 CCGs in the North region.
Sharing Learning from Safeguarding Reviews
In order to continuously improve local health services, NHS
England has responsibility for sharing pertinent learning
from safeguarding serious incidents across Yorkshire and
the Humber and more widely, ensuring that improvements
are made across the local NHS, not just within the services
where the incident occurred. The NHS England Yorkshire
and the Humber Safeguarding Network meets on a quarterly
basis throughout to facilitate this. Learning has also been
shared across GP practices via quarterly Safeguarding
Newsletters, a safeguarding newsletter for pharmacists has
been circulation across Yorkshire and the Humber and one
for optometrists and dental practices is being scheduled for
March 2017.
Safeguarding Serious Incidents
All safeguarding serious incidents and domestic homicide’s
requiring a review are reported onto the national serious
incident management system - Strategic Executive
Information System (STEIS). During 2016/17 a review of
current systems for recording safeguarding incidents and
case reviews across the North Region was undertaken to
support the identification of themes, trends and shared
learning. The Yorkshire and the Humber process to jointly
sign off GP Independent Management Reviews (IMR), as
CCGs responsibilities for commissioning of primary care
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is increasing, has been adopted across the north of
England region to ensure consistency. NHS England works
in collaboration with CCG designated professionals to ensure
recommendations and actions from any of these reviews are
implemented. Prior to publication of any child serious case
reviews, safeguarding adult reviews or domestic homicide
reviews NHS England communication team liaise with the
relevant local authority communications team regarding the
findings and recommendations for primary care medical
services.
Training and Development
Designated safeguarding professionals are jointly
accountable to CCGs and NHS England and oversee the
provision of safeguarding training for primary care medical
services. The main source of training for other primary care
independent contractors is via e-learning training packages.
NHS England Safeguarding Adults: Roles and competencies
for healthcare staff - Intercollegiate Document has been
awaiting final publication following review by - The Royal
College of Nursing, The Royal College of Midwifery, The
Royal College of General Practitioners, National Ambulance
Safeguarding Group and The Allied Health Professionals
Federation. The purpose of this document is to give detail
to the competences and roles within adult safeguarding and
the training guidance for healthcare professionals.
NHS England North hosted a safeguarding conference
on 10 December 2016 which included presentations on
forced marriage, honour based abuse, FGM and domestic
abuse and adult safeguarding. The conference aimed to
provide level 4 training for healthcare safeguarding adults
and children professionals and leads in the North region. A
conference was held on 11 November in York for named
safeguarding GPs in Yorkshire and the Humber attended by
Bradford named GPs, it was well evaluated and plans for a
north region named GP conference are in place for 2017/18.
NHS England has updated and is due to circulate the
Safeguarding Adults pocket book which is very popular
amongst health professionals and has launched the NHS
Safeguarding Guide App and a North region safeguarding
repository for health professionals.
Assurance of Safeguarding Practice
NHS England North developed a Safeguarding Assurance
Tool for use with CCGs across the North Region, which
was implemented in 2016/2017. NHS England North
Regional Designated Nurses undertook the review which
was intended to be supportive ,they reviewed all action
plans to identify key themes and trends across the North
Region with a view to identifying common areas requiring
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288LeDeR Programme recognises it is important to capture
The
support. Themes from this process have influenced the PDF Page No.
the extent of personalised services, including the use of
commissioning of leadership training for safeguarding
reasonable adjustments, choice and control and the wellprofessionals and there are future plans for a national
being of people with learning disabilities. Good practice
assurance tool for CCG’s.
examples will be written up and shared nationally.
Learning Disabilities Mortality Review (LeDeR)

Programme

Prevent

Over the last 2 years a focus on improving the lives of
people with learning disabilities and/or autism (Transforming
Care) has been led jointly by NHS England, the Association
of Adult Social Services, the Care Quality Commission, Local
Government Association, Health Education England and the
Department of Health. In November 2016 the national LeDeR
Programme has been established following the Confidential
Enquiry into the Premature Deaths of People with Learning
Disabilities (CIPOLD).

Across NHS England North there are a number of priority
areas which are designated by the Home Office, who fund
two Regional Prevent Coordinator posts. These posts support
the implementation of the Prevent Duty and ensure that
Health embeds the requirements of the Contest strategy and
specifically Prevent into normal safeguarding processes.
Funding to support this work was secured from the North
Region Safeguarding budget which has facilitated a number
of projects including supporting partnership working
with the North East Counter Terrorism Unit , delivering
a conference in October on ‘Exploitation, grooming and
Radicalisation ‘and an Audit of referrals to Prevent /Channel
where Mental Health concerns are understood to be a
contributing factor .

All NHS regions have been asked to establish the LeDeR
process locally to undertake the reviews. LeDeR also
complements the NHS Operational Planning and Contracting
Guidance for 2017/19 which contains 2 ‘must-dos’ for
people with learning disabilities:
• “Improve access to healthcare for people with a learning
disability so that by 2020, 75% of people on a GP register
are receiving an annual health check”; and
• Reduce premature mortality by improving access to
health services, education and training of staff, and by
making reasonable adjustments for people with a learning
disability and/or autism.
LeDeR involves:
• Reviewing all people aged 4 years and upwards;
• Identify the potentially avoidable contributory factors
related to deaths of people with learning disabilities;
• Identify variation in practice;
• Identify best practice;
• Develop action plans to make any necessary changes
to health and social care service delivery for people with
learning disabilities.
A national database has been developed and anonymised
reports will be submitted. This will allow, for the first time, a
national picture of the care and treatment that people with
learning disabilities receive.
The LeDeR Programme is not a formal investigation or a
complaints process and will work alongside any statutory
review processes that may be required.

A research project to scope the current, attitudes, awareness
and practice amongst GP colleagues has also been
commissioned in the Region. In December 2016, a North
Regional Prevent conference was held to raise awareness
of Prevent; delegates found this event a good opportunity
to increase their knowledge and confidence in the role of
the health sector in Prevent. Feedback received supported
that there was an overall improvement in understanding the
requirements of health organisations e.g.: CCGs under the
new statutory duty.
Pressure Ulcers - “React to Red”
React to Red was launched on 01 February 2016 at the
Pressure Ulcer Summit in Leeds. It is a bespoke training
package for pressure ulcer prevention which is competency
based and designed specifically for care home staff and
care providers. Since its launch in February 2016, there has
been significant interest in this resource from CCGs: private
organisations; secondary care; hospices; domiciliary care
providers; tissue viability nurses and care homes. During
2017/18 this work will continue to be a priority across NHS
England North and will focus on embedding the programme
as a quality improvement initiative using a focused approach
co-ordinated by CCG’s and robust evaluation by NHS
England North. In Wakefield this is being rolled out locally
in collaboration with commissioners.
Karen Rodger
Senior Nurse
NHS England - North (Yorkshire and the Humber)
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Local Healthwatch was established in April 2013 by
the Department of Health with an aim to strengthen the
collective voice of local people across both health and
social care, influencing Joint Strategic Needs Assessments
and joint health and wellbeing strategies on which local
commissioning decisions will be based. The funding for
local Healthwatch comes through local authorities and
organisations have developed nationally in different ways.
In April 2016 Healthwatch Wakefield became an
independent charitable company limited by guarantee. We
have robust safeguarding policies and procedures and a
zero tolerance approach to abuse of any description. Staff
are made well aware of their rights and responsibilities in
relation to safeguarding, and we also offer safeguarding
training and information to our volunteers.
Healthwatch Wakefield, although not a provider organisation,
does through the nature of its work occasionally encounter
safeguarding issues when looking into health and social
care provision. All staff are aware of the processes they
should follow in those circumstances and we have built
good relationships with partner organisations to pass on
intelligence in relation to any concerns we may have with
providers. Our place on the WDSAB helps give Healthwatch
Wakefield a broader perspective of safeguarding issues
within the district, which supports our intelligence reports to
commissioners.
Nichola Esmond
Chief Executive 				
Healthwatch Wakefield
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Summary of the Safeguarding Procedures
Number of Safeguarding Concerns
The overall number of safeguarding concerns raised in Wakefield may be levelling off, but remains at a high level of 2642
concerns per year.
All safeguarding concerns must be reported to Social Care Direct (SCD) where the Adults Triage Team screen for Section 42
eligibility / immediate safety needs.
If the section 42 eligibility criteria is met (adult with care and support needs / subject to abuse or neglect / and as a result of
their care and support needs cannot protect themselves from the abuse or the risk of it) then in most cases SCD will make
proportionate enquires into the concern and if satisfied that appropriate responses and plans are in place to manage the risk,
the enquiry will usually close at this stage.
The majority of referrals dealt with and closed at SCD which are recorded as a Section 42 enquiry are usually related to
medication errors or issues between residents resulting in no significant harm. The Service Provider or person / organisation
raising the concern may have already addressed the problem to minimise risk and a safeguarding plan may have been put in
place, which means that no further work is required. If SCD are satisfied this addresses the risk, the enquiry ends at this point.
If, following their initial enquiries, more in-depth work is required (going out to the service user / need for planning meeting
/ crime / police investigation / serious harm or imminent danger or a safeguarding plan putting in place or just not able to
conclude on eligibility) this will then be transferred to the Adult Social Care (ASC) Safeguarding Team to progress.
The ASC Safeguarding Team will ensure that proportionate action is taken on safeguarding enquiries, liaise where necessary
with the police and that employers follow their HR procedures for allegations against staff. An important part of their role is to
work with the adult or their representative to agree the outcomes they want any enquiry to achieve and work towards achieving
these outcomes.
There is no longer any requirement for the local authority to establish if abuse occurred or not, this is a matter for Police
criminal investigations or employers to decide under employment law. The change away from substantiating abuse to achieving
outcomes is a deliberate Care Act concept to move away from the semi legalistic former process which concentrated on
proving or disproving an allegation to focussing on the needs and wishes of the adult (with the proviso that there are occasions
when action must be taken irrespective of the adults wishes i.e. if other adults may be at risk).
The definition of what constitutes a S42 safeguarding enquiry changed significantly in 2015. This has required changes to
record-keeping and led to some inconsistencies across different authorities - making it very difficult to benchmark what is
happening in Wakefield with other similar areas.
Making Safeguarding Personal
The Care Act demands a transformation in adult safeguarding practice and culture. This has required changes in procedure
but it is the culture change which is more profound. Previous guidance encouraged a process driven approach to safeguarding
which tended, across the country, to result in people often feeling that they had no control or any real say over the key
decisions being taken. New guidance puts the person at the heart of adult safeguarding and the focus is on working with the
person to identify the outcomes they want as a result of safeguarding support.
This, in turn, also requires a new concept of risk. There is a starting presumption that all adults have the capacity to take
decisions about their own lives (and there is a requirement to provide support for those who do not have that capacity). Adults
may make decisions that professionals might not agree with - for instance about their relationships - but the task is to work
alongside people to help them manage and minimise risk rather than limiting their freedom of choice in order to eliminate risk
completely.
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These concepts, which are central to the way of workingPDF
nowPage
required,
Safeguarding Personal. This is a programme of work, supported by the Local Government Association and the Association of
Directors of Adult Social Services, designed to promote and share good practice and to embed a person-centred approach to
adult safeguarding.

More comprehensive information on the outcomes people say they want is now being captured, building on data that has been
collected and analysed for several years in Wakefield. Data for 2016/17 shows that Wakefield is above the England average
for the percentage of service users who feel as safe as they wanted (72.7%) and the percentage of service users who said
services had made them feel safe (87.9%).
The move to a specialist safeguarding team in the council will help to focus the development of this new approach in the
coming year but it is important to recognise that Making Safeguarding Personal is the way forward for all partners - the Police,
the Health Services and care providers - and the Board is continuing to champion these changes across the whole system.
Recording
Recording systems in Wakefield have also had to change to make them compliant with the aims of the Care Act and there have
been some issues embedding these changes as the local authority adjusts to a new way of working, new safeguarding team
and a new recording system. It was always known that most of the first quarter information for 2016/17 would be lost due to
the change in recording in June 2016, but the changes did not properly embed until October 2016, as it was discovered that
the safeguarding module was not being completed correctly for the safeguarding enquiries finalised by Social Care Direct staff.
A data cleansing process was undertaken in October to remedy these mistakes, but this was not fully successful in addressing
the issues identified. It did however ensure that data recording from October 2016 onwards was more accurate. As we knew
the data would be incomplete in this transition year in any case, a decision was made to focus on getting the information right
from October onwards and accept the data on individuals for 2016/17 would not be completely accurate.
Whilst accepting there are deficiencies in this year’s data, this was a recording issue and not a failure in terms of ensuring
adults were safe. The staff in Social Care Direct and the Adult Safeguarding Team has responded appropriately to concerns
raised and there has been a concerted multi-agency effort to ensure quality standards are maintained by service providers to
prevent safeguarding issues arising in the first place.
The local authority has instigated a monthly performance meeting to ensure the correct recording of information in 2017/18.
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Data relating to the new Risk Management Form A / Form AB Process
A process has been introduced as part of Wakefield’s safeguarding procedures which will help us to identify Section 42
enquiries which existing procedures were not able to. This is vital as it is a requirement of the statutory Safeguarding Adults
Collection (SAC). The procedures, as well as additional data being captured by the Adults Safeguarding Team will eventually
allow for better information reporting on lower level cases of neglect and care quality issues.
All Safeguarding concerns start their journey at Social Care Direct where the Adults Triage Team – screen for eligibility
/ immediate safety need and if eligible as a Section 42 enquiry will make the initial contact. If satisfied that appropriate
responses and plans are in place to manage the risk the enquiry will usually close at this stage. They will complete these
enquiries on Risk Management Part A template.
If following their initial enquiries the work is requiring more in-depth work this will then be transferred to the Adults
Safeguarding Team to progress.
The Adults Safeguarding Team are responsible for carrying out more complex safeguarding work which goes beyond the
remit of SCD so that is the distinction between the 2 teams. It is here where the Risk Management Part AB template will be
completed and where the Making Safeguarding Personal reporting will be required.
Following the introduction of the new process robust data has been received from quarter 2 onwards:
- Approximately 400-500 concerns are being closed each quarter at SCD.
- Around 450 cases each quarter are progressing to a Risk Management Part A.
- The numbers progressing to a Form AB have been more erratic with 90 in Q2, 38 in Q3, and 24 in Q4.
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CONCERNS INTO SCD EACH QUARTER
All concerns received at Social Care Direct
Adults Triage Team

2016/17 Wakefield
Q1

Q2

Q3

Q4

Actual Number

711

648

644

639

Per 100,000 pop

267

243

242

240

Narrative: The above relates to all concerns received at Social Care Direct Adults Triage Team however they subsequently
progress

2016/17 Wakefield

CONCERNS CLOSED AT SCD
Number of concerns received each quarter Actual Number
and closed at SCD (No further investigations
Per 100,000 pop
from the Safeguarding Team required)

Q1

Q2

Q3

Q4

No data

430

466

421

-

161

175

158

Narrative: A new data collection process started in June 2016. A significant number of concerns reported do not meet the
Safeguarding Section 42 Enquiry criteria. The majority of these issues are quality of service matters and we have a system
to collate and report these to the Local Authority Quality intelligence Group (QIG) and the CCG QIG where it relates to health
issues. A number of other cases are not safeguarding concerns even though reported as such but relate to care assessment
needs or referral to other services such as drug and alcohol.
Data from quarter 2 shows a consistent trend with around 450 cases each quarter progressing to a Risk Management
Part A

2016/17 Wakefield

RISK MANAGEMENT PART A
Cases with Risk Management Part A
completed.

Q1

Q2

Q3

Q4

Actual Number

141

454

454

459

Per 100,000 pop

52.9

170.4

170.4

172.3

Narrative: The above figures relate to cases where initial contact is made and appropriate responses and plans are in
place to manage the risk so the case is closed after initial enquiry. The majority of these cases usually related to such as
medication errors, resident on resident resulting in no significant harm, low level neglect / quality care issues. The Service
Provider or person/organisation raising the concern may have already addressed the problem to minimise risk and a
safeguarding plan may have been put in place, no further work is required as SCD are satisfied this addresses the risk. They
will complete these enquiries on Risk A Template. The figures were lower in Quarter 1 as the process was not introduced
until June 2016.
Data from quarter 2 shows a consistent trend with around 450 cases each quarter progressing to a Risk Management
Part A
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RISK MANAGEMENT PART B
Cases progressing to full Section 42
enquiries, including MSP - passed to Adults
Safeguarding Team for further investigation
and Risk Management Part AB completed.

2016/17 Wakefield
Q1

Q2

Q3

Q4

Actual Number

24

90

38

24

Per 100,000 pop

9.0

33.8

14.3

9.0

Narrative: The above figures relate to cases where initial enquiries determine that more in-depth work is required. (going
out to service user / need for planning meeting / crime/ police investigation / serious harm or imminent danger or a
safeguarding plan putting in place or just not able to conclude on eligibility). These cases will be transferred to the Adults
Safeguarding Team to progress. The Team are responsible for carrying out more complex Safeguarding work which goes
beyond the remit of SCD. It is here where the A & B template is to be completed which will have the Making Safeguarding
Personal element completed. The figures were lower in quarter 1 as the process was not introduced until June 2016.

Safeguarding Adults Collection (SAC) 2016-17 Collection
Every year we are required to submit a safeguarding return to NHS Digital which details safeguarding activity during the
previous 12 months. From 2015-16 onwards the return asked for data on ‘concerns’ and ‘Section 42 enquiries’ for the first
time (the return had previously captured data on the old definitions ‘alerts’ and ‘referrals’). For Wakefield the 2016-17 return
was the first year where we had processes in place to start capturing and reporting data as per the new definitions. Therefore
we don’t have any meaningful yearly comparisons or benchmarking data as yet but some key results from the 2016-17
collection are shown below :

Counts of Safeguarding Activity during year

Number

Individuals*

Total Number of Safeguarding Concerns received

2642

1673

Of which, progressed to a Section 42 Safeguarding Enquiry

469

392

*Some individuals were involved in multiple concerns / enquiries during the year
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The following data relates to all concerns which were raised or commenced during the reporting year (whether or not they
went onto a Section 42).
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Age group of alleged victims
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Gender of alleged victims
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Primary Support Reason of alleged victims
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Ethnicity of alleged victims
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Case Detail Tables:
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The following information relates only to Section 42 Enquiries that were concluded during the reporting year.
Location of alleged abuse

Nature of alleged abuse
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Concluded Section 42 Enquiries…
Risk Assessment Outcomes: Was a risk identified and was any action taken / planned
to be taken?

Risk identified and action taken

Total
Section 42

404

Risk identified and no action taken

0

Risk - Assessment inconclusive and action taken

1

Risk - Assessment inconclusive and no action taken

0

No risk identified and action taken

5

No risk identified and no action taken

2

Enquiry ceased at individual's request and no action taken

2
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Concluded Section 42 Enquiries…..
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Total
Section 42

Risk Outcomes: Where a risk was identified, what was the outcome / expected
outcome when the case was concluded?

Risk Remained

3

Risk Reduced

377

Risk Removed

24

Mental Capacity data:
The following information relates only to Section 42 Enquiries that were concluded during the reporting year.
Mental Capacity Table for Concluded Section 42
Safeguarding Enquiries
For each enquiry, was the adult at risk lacking
capacity to make decisions related to the
safeguarding enquiry?

Age Group
18-64

65-74

75-84

85-94

95+

Not
Known

Total

Yes, they lacked capacity

44

3

14

18

2

0

81

No, they did not lack capacity

24

9

6

6

1

0

46

Don’t know

0

0

0

0

0

0

0

Not recorded

91

30

63

90

13

0

287

Of the enquiries recorded as Yes in row 1 of this
table, in how many of these cases was support
provided by an advocate, family or friend?

13

0

7

6

1

0
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The following information relates only to Section 42 Enquiries that were concluded during the reporting year.
Counts of Safeguarding Adult Reviews

Count

Count of SARs where one or more individual died

0

Count of SARs where no individuals died

0

Counts of Individuals Involved in Safeguarding
Adult Reviews

Age Group
Total

18-64

65-74

75-84

85-94

95+

Not
Known

Count of individuals involved in SARs who suffered
serious harm and died

0

0

0

0

0

0

0

Count of individuals involved in SARs who suffered
serious harm and survived

0

0

0

0

0

0

0
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Deprivation of Liberty Safeguarding
(DOLS) Data

2014/15 Outtturn
Annual DoLS benchmarking data

2015/16 Outtturn

Comp.
England
Wakefield
Grp Ave.
Ave.

2016/17

Wakefield

England
Ave.

Comp.
Wakefield
Grp Ave.

Number of DoLS applications granted (per
100,000 population)

110.8

129.4

161.0

200.7

216.6

286.6

261.3

Number of DoLS applications not granted
(per 100,000 population)

9.2

34.5

24.2

13.3

66.7

55.3

16.1

Number of DoLS applications pending
assessment (per 100,000 population)

22.2

134.2

79.2

115.5

236.1

216.3

68.0

Number of DoLS applications withdrawn (per
100,000 population)

11.9

27.4

22.3

54.9

52.8

35.9

57.8

Total number of DoLS applications
(per 100,000 population)

154.1

325.5

286.7

384.3

454.4

507.4

403.2

Narrative : The Deprivation of Liberty Safeguards, DoLS are a legal requirement linked to the Mental Capacity Act 2005.
They provide a legal framework to regulate the provision of care in a Hospital or Care Home for someone who lacks capacity
to consent to those arrangements and they amount to depriving them of their liberty. The safeguards were designed to apply
only to a small minority of people but In March 2014 a Supreme Court judgement had the effect of lowering to a significant
degree the threshold at which someone’s care plan could be said to amount to a deprivation of their liberty. Consequently
Wakefield, in common with nearly all other Local Authorities have struggled to complete the volume of work which DoLS
now generates, despite devoting increasing resources to it. The LA continues to monitor this situation through SMT and
through quarterly updates to DMT.
Overall figures continued to increase for Wakefield during 2016-17 with a bigger increase in cases that were granted.
There was a marked decrease in cases that were still pending an assessment.
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Guardianship under the Mental PDF
Health
Act

Guardianship cases open at end
of period
Guardianship
cases open at
end of period

Actual no.
Per 100,000 pop

2014/15 Outtturn

2015/16 Outtturn

Comp.
England
Wakefield
Grp Ave.
Ave.

Comp.
Grp Ave.

2016/17
performance Wakefield

Wakefield

England
Ave.

8

3.4

3.2

12

2.7

3.6

11

3.1

1.2

2

4.6

0.95

1.7

4.2

Narrative: Staff training on making more appropriate use of the Guardianship provisions to safeguard people has taken place
in Wakefield and this may explain the numbers being above comparator averages. The number of cases as at 31 March
2016 increased to 12 from 8 in the previous year. 2016/17 has seen a reduction to 11 cases.

2014/15 Outtturn
New guardianship cases opened
New
guardianship
cases opened
during period

Actual no.
Per 100,000 pop

2015/16 Outtturn

Comp.
England
Wakefield
Grp Ave.
Ave.

Comp.
Grp Ave.

2016/17
performance Wakefield

Wakefield

England
Ave.

1

1.4

1.0

4

1.2

1.9

0

0.4

0.5

0.5

1.5

0.4

0.9

0.0

Narrative: 4 new guardianship cases were opened during 2015-16 - an increase from just 1 in the previous year. No new
cases were opened during 2016/17.
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Making Safeguarding Personal Data

The Care Act demands a transformation in adult safeguarding practice and culture. This has required changes in procedure
but it is the culture change which is more profound. Previous guidance encouraged a process driven approach to safeguarding
which tended, across the country, to result in people often feeling that they had no control or any real say over the key
decisions being taken. New guidance puts the person at the heart of adult safeguarding and the focus is on working with the
person to identify the outcomes they want as a result of safeguarding support.
This, in turn, also requires a new concept of risk. There is a starting presumption that all adults have the capacity to take
decisions about their own lives (and there is a requirement to provide support for those who do not have that capacity). Adults
may make decisions that professionals might not agree with - for instance about their relationships - but the task is to work
alongside people to help them manage and minimise risk rather than limiting their freedom of choice in order to eliminate risk
completely.
These concepts, which are central to the way of working now required, are encompassed in the initiative called Making
Safeguarding Personal. This is a programme of work, supported by the Local Government Association and the Association of
Directors of Adult Social Services, designed to promote and share good practice and to embed a person-centred approach to
adult safeguarding. MSP outcomes are recorded on Part B of the Safeguarding template.
The below information shows the results of the MSP outcomes (Cumulative data for the full year 2016-17)

MAKING SAFEGUARDING PERSONAL DATA - DESIRED OUTCOMES
RECORDED
Percentage of people whose desired
outcomes were expressed at the start of the
process
(Cumulative figures during 2016-17)

2016/17 Wakefield
Q1

Q2

Q3

Q4

Actual number /
Out of number completed

-

7/13

13/20

31/39

Outturn

-

53.8%

65.0%

79.5%

Narrative : The above figures show that 31 out of 39 individuals expressed their desired outcomes at the start of the
process

MAKING SAFEGUARDING PERSONAL DATA - DESIRED OUTCOMES
FULLY / PARTIALLY MET

Percentage of people whose desired
outcomes were either fully or partially met at
the end of the process
(Cumulative figures during 2016-17)

Actual
number /
Out of
number
completed
Outturn

2016/17 Wakefield
Q1

Q2

Q3

Q4

Fully

-

3/6

6/12

20/30

Partially

-

3/6

6/12

10/30

Both

-

6/6

12/12

30/30

-

100.0%

100.0%

100.0%

Narrative: The above figures show that, of the 30 individuals that responded, 20 had their desired outcomes fully met and
10 had their outcomes partially met at the end of the process.
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MAKING SAFEGUARDING PERSONAL DATA - SATISFACTION WITH THE
SAFEGUARDING RESULT
Percentage of people who were either
satisfied or very satisfied with the end result
(Cumulative figures during 2016-17)

2016/17 Wakefield
Q1

Q2

Q3

Q4

Actual number /
Out of number completed

-

4/6

8/11

25/29

Outturn

-

66.7%

72.7%

86.2%

Narrative: Of the 29 individuals that responded 25 said they were either very satisfied or satisfied with the end result.

MAKING SAFEGUARDING PERSONAL DATA - SATISFACTION WITH
THEIR TREATMENT DURING THE PROCESS
Percentage of people who were either
satisfied or very satisfied with the way they
were treated during the process
(Cumulative figures during 2016-17)

2016/17 Wakefield
Q1

Q2

Q3

Q4

Actual number /
Out of number completed

-

8/8

13/13

30/32

Outturn

-

100.0%

100.0%

93.8%

Narrative: 93.8% of the 32 individuals that responded said they were either very satisfied or satisfied with the way they
were treated during the process.

MAKING SAFEGUARDING PERSONAL DATA - FULLY LISTENED TO
DURING THE PROCESS
Percentage of people who said they were
fully listened to during the process
(Cumulative figures during 2016-17)

2016/17 Wakefield
Q1

Q2

Q3

Q4

Actual number /
Out of number completed

-

6/8

11/13

27/32

Outturn

-

75.0%

84.6%

84.4%

Narrative : Of the 32 individuals that responded 27 said they were fully listened to during the process.

MAKING SAFEGUARDING PERSONAL DATA - RECEIVED SUFFICIENT
INFORMATION DURING THE PROCESS
Percentage of people who thought that they
received sufficient information during the
process
(Cumulative figures during 2016-17)

2016/17 Wakefield
Q1

Q2

Q3

Q4

Actual number /
Out of number completed

-

6/8

10/12

28/31

Outturn

-

75.0%

83.3%

90.3%

Narrative : Of the 31 individuals that responded 28 said they received sufficient information during the process.
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MAKING SAFEGUARDING PERSONAL DATA - FULLY UNDERSTOOD
INFORMATION PROVIDED
Percentage of people who fully understood
the information
(Cumulative figures during 2016-17)

2016/17 Wakefield
Q1

Q2

Q3

Q4

Actual number /
Out of number completed

-

6/7

10/12

25/31

Outturn

-

85.7%

83.3%

80.6%

Narrative : Of the 31 individuals that responded 25 said that they fully understood the information received.

MAKING SAFEGUARDING PERSONAL DATA - FELT SAFER FOLLOWING
PROCESS
Percentage of people who said they felt
safer after the process
(Cumulative figures during 2016-17)

2016/17 Wakefield
Q1

Q2

Q3

Q4

Actual number /
Out of number completed

-

5/6

9/11

18/28

Outturn

-

83.3%

81.8%

64.3%

Narrative : Of the 28 individuals that responded 18 said that they felt safer after the process.
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Adult Social Care Survey Data

PDF Page No. 307

Here are two relevant questions asked in the Adult Social Care Annual Survey regarding how safe people feel. The results of
this survey are published nationally in the Adult Social Care Outcomes Framework (ASCOF) and also the Local Account. Whilst
the survey does not relate to safeguarding per se, just to people who use services, the results have been shown below as they
are a measure of how people feel in the district generally.
Results from the 2016-17 survey show that :
72.7% of service users said that they felt safe. This demonstrates a further positive increase for Wakefield and we compare
favourably against other Councils - being higher than the average figure for England, Yorkshire & Humber and our comparator
group of Councils (Based on the latest benchmarking data available).
87.9% said that services had made them feel safe and secure. This again demonstrates a further positive improvement for
Wakefield against this measure and we have improved year on year over the last 4 years. We compare favourably against
other Councils - being higher than the average figure for England, Yorkshire & Humber and our comparator group of Councils
(Based on the latest benchmarking data available).

2014/15 Outtturn

2015/16 Outtturn

Wakefield

England
Ave.

England
Ave.

Comp. Grp
Ave.

238/359

307/450

304/441

290/402

322/467

306/435

259/347

67.9%

68.5%

67.6%

71.5%

69.0%

70.3%

72.7%

PERFORMANCE INDICATOR
Proportion of
people who use
services who
feel safe

Actual no.
Outturn

Comp. Grp
Wakefield
Ave.
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The chart above is based on 2015-16 data as we will not have the final published figures for all Councils until later in the year.

2014/15 Outtturn

2015/16 Outtturn

Wakefield

England
Ave.

England
Ave.

Comp. Grp
Ave.

294/355

372/440

360/432

339/394

388/454

363/424

301/337

82.9%

84.5%

82.5%

85.7%

85.5%

85.7%

87.9%

PERFORMANCE INDICATOR
The proportion
Actual no.
of people who
use services who
said that services
have made them Outturn
feel safe
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Comp. Grp
Wakefield
Ave.

2016/17
performance
- Wakefield
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The chart above is based on 2015-16 data as we will not have the final published figures for all Councils until later in the year.
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1.

Introduction
This report details the safeguarding adult activity undertaken by the NHS
Wakefield CCG and all the NHS providers within the Wakefield district. (Note:
Spectrum is commissioned by NHS England).

2.

National context
There have been no changes to the Care Act 2015 guidance since the
changes made in March 2016 particularly the sections relating to
Safeguarding (Section 42-47) which were reported in the annual report for
2015/2016.

2.1

Mental Capacity Act
During 2017 the law commission published its review of the Mental Capacity
Act and the Deprivation of Liberty Safeguards (DoLS). The DoLS aim to
protect people who lack mental capacity, but who need to be deprived of
liberty so they can be given care and treatment in a hospital or care home.
If a person’s right to liberty needs to be infringed in other settings, an
authorisation must be obtained from the Court of Protection.
The DoLS have been criticised since they were introduced for being overly
complex and excessively bureaucratic. In March 2014, a House of Lords
Select Committee published a detailed report concluding that the DoLS were
“not fit for purpose” and recommended that they be replaced.
At the same time, a case in the United Kingdom Supreme Court held that far
greater numbers of people need to be dealt with under the DoLS system than
had previously been thought. This has placed increasing burdens on local
authorities and health and social care practitioners administering the DoLS.
The Law Commission produced a final proposal on a replacement for the
Deprivation of Liberty Safeguards (DoLS), and suggested amendments to the
Mental Capacity Act itself. The changes to the Act are to incorporate the new
scheme, called the Liberty Protection Safeguards (LiPS), and to strengthen
people’s rights in areas such as best interest decisions. (Note there have
been no changes to the current law at the time of writing this report)

3.

Local context
North and West Yorkshire and York Safeguarding Adult Policy and
Procedures (2015) remained in place following the revision of the Care Act
Statutory Guidance in March 2016. The planned joint review with the 7 Local
Authority signatories to the policy and procedures was commenced, with a
project plan agreed by all the relevant safeguarding boards for a rewrite with a
timescale of completion by the end of October 2017 (please note that this
have been extended and is scheduled for January 2018 for complete sign off).
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The Wakefield Adult Social Care Team became fully operational and key links
established with the CCG. This is a key development in ensuring a consistent
approach to safeguarding including the Making Safeguarding Personal (MSP)
approach. Working with the safeguarding team has strengthened the
partnership, and areas of joint working have been established.
The CCG has continued to work with partners including NHS England,
regional safeguarding leads, and local NHS provider leads from Mid Yorkshire
Hospitals Trust (MYHT), South West Yorkshire Partnership Foundation NHS
Trust (SWYPFT), SPECTRUM CiC, Yorkshire Ambulance Service (YAS) and
GP networks.
3.1

Wakefield and District Safeguarding Adults Board
Wakefield and District Safeguarding Adults Board (WDSAB) reviewed and
agreed its constitution in 2016/17, with NHS Wakefield CCG Governing Body
member Sharon Fox remaining as the deputy chair.
The Board reviewed its sub group structure, and renamed the Reportable
Concerns Group the Local Authority Quality Intelligence Group (QIG),
mirroring the established QIG in the CCG to enable uniformity of language
across the partners when collating local intelligence about the quality of
services. Work was undertaken to ensure intelligence received by the Local
Authority particularly through Social Care direct (SCD) was shared with the
appropriate QIG (Local Authority or CCG)
During 2016/17 the board requested for the third year that the NHS, Local
Authority (LA) and police, as the statutory partners, undertook a selfassessment using the Yorkshire and Humber Safeguarding Adults’
Partnership self-assessment framework. NHS partners on the board were
also requested to complete the self-assessment including MYHT, SWYPFT
and Spectrum CiC. The WDSAB will hold challenge events during 2017 at
which the CCG will be represented by the Designated Nurse Safeguarding
Adults; the main aim will be for WDSAB to understand the current position of
its partners in relation to safeguarding adults, and to understand any recurring
themes.
The CCG self-assessment had no 'red rated' risks, and actions have been
incorporated into the safeguarding team action plan for 2017/18
The CCG Designated Nurse for Safeguarding Adults has continued to support
the board including representing the board at the Overview and Scrutiny
Committee for the WDSAB annual report 2015/16.
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3.2

WDSAB referral statistics
During 2016/17 the following performance information was reported by the
Local Authority:
Procedure

2014 / 15

2015 / 16

2016 / 2017

No. of concerns

2527

2710

2642

Number progressing to
a formal section 42
enquiry

305

187

469

% leading to a referral /
case conference

116

69

No longer
reported as
currently
managed
through a ‘risk
approach’

During 2016/17 the Local Authority Adults Safeguarding Team commenced
collating intelligence for concerns and section 42 enquires that could be
indicators of quality of care issues in care homes. This included resident on
resident incidents and medication incidents. The safeguarding team are also
members of the Local Authority QIG and report any quality issues/concerns
directly.
The team manager for the Local Authority safeguarding team attends the
CCG quarterly meeting with the CQC (social care section) to ensure shared
intelligence and partnership working.
3.3

Safeguarding Adult Review
There have been no referrals to the Safeguarding Adults Board regarding
cases that might meet the criteria for a Safeguarding Adults Review during
2016/17.

3.4

Wakefield CCG
The CCG has strong links with the Wakefield District Safeguarding Adults
Board (WDSAB), with the independent chair of the WDSAB Bill Hudson
attending the CCG Governing Body to present the WDSAB annual report for
2015/16 in September 2016. The CCG has supported the board with activities
it undertakes; such as the joint board events with the Wakefield and District
Safeguarding Children Board, and the Community Safety Partnership,
safeguarding week and network events.

5
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During 2016/17, the CCG attempted again to recruit a Lead GP for
safeguarding adults and the Mental Capacity Act (MCA), without success. At
the challenge event it was agreed that rather than recruit an individual GP a
leadership approach would be undertaken with consideration made as how
GPs could be supported. This was to be progressed through the CCG
safeguarding assurance self-assessment which is to be undertaken in
2017/18.
The Designated Nurse for Safeguarding Adults continued to chair the Local
Authority Quality Intelligence Group. During 2016/17 the group membership
was extended to include the Care Home Vanguard Team and the community
team for learning disability (CTLD). During 2016/17 the group presented its
first annual report to the SAB and was acknowledged for the work it
undertakes in safeguarding prevention. The need to become more responsive
and proactive with all the CQC registered care homes in the Wakefield District
was identified during 2017 in. Early discussions and development work was
undertaken in partnership with the WDSAB using the ‘Perfect Ward’ app. This
partnership approach to assuring the quality of care and supporting homes to
improve will be progressed during 2017/18.
Wakefield CCG Training statistics
The CCG reviewed the approach to level one safeguarding, and developed a
package of self-directed learning on Skyline with a self-declaration for CCG
staff to complete and return to Human Resources. The training package
includes safeguarding children, adults, Prevent, child sexual exploitation,
domestic abuse, human trafficking, female genital mutilation and Mental
Capacity Act (MCA). This is a 3 year mandatory requirement for all CCG staff
Training compliance
Level one
3.5

2016 / 17
91.53%

Mid Yorkshire Hospital Trust (MYHT)
MYHT provide services including intermediate care, acute (hospital-based
treatment) and specialist health services to people living in the Wakefield and
North Kirklees areas, and community health services for residents of
Wakefield and District. MYHT have a quarterly Trust Safeguarding Group (for
both adults and children) which reports to the MYHT Board through the
Quality Clinical Governance Group. Membership includes the CCG Head of
Safeguarding and the Designated Nurse for Safeguarding Adults.
Leadership
The organisational lead for safeguarding in MYHT is the Chief Nurse,
supported by a non-executive Director. MYHT safeguarding team consists of
the Head of Safeguarding, Named professional for safeguarding adults,
Named Doctor for safeguarding adults, Mental Capacity Act specialist advisor,
Learning Disability Nurses, and the Domestic Abuse specialist nurse, working
as an integrated team sharing skills and knowledge with the safeguarding
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children professionals. The named professional attends the sub groups of the
WDSAB.

Training Statistics
Training
Target Group

Safeguarding
Adult Level2 Classroom
sessions
Safeguarding
Adult Level2 - elearning option
Integrated
Safeguarding
Level 1 training
(induction,
workbook and
refresh)
Mental Capacity
Act (MCA)
Level 1 awareness
MCA level 2
classroom
sessions

MCA level 2
e-learning
MCA and
Deprivation of
Liberty
Safeguards level 3
– workshop or
master class

Annual
target
(%)

Compliance Compliance
2015/16
2016/17

All staff with
substantial
access to
85%
vulnerable adults
– every 3 years

74%

77%

All Trust staff –
every 3 years.

95%

86%

93%

All Trust staff –
every 3 years

95%

96%

96%

Anyone who
assesses
patients or who
needs to obtain
consent for any
aspect of their
role

85%

80%

87%

Senior staff who
are decision
makers

85%

80%

82%

7

PDF Page No. 323

3.6

South West Yorkshire Partnership Foundation Trust (SWYPFT)
SWYPFT are a specialist NHS Foundation Trust that provides inpatient and
community mental health and learning disability services to the people of
Barnsley, Calderdale, Kirklees and Wakefield managed as Business
Development Units (BDU). The Trust also provides some medium secure
(forensic) services to the whole of Yorkshire and the Humber.
SWYPFT have had safeguarding adults as part of the governance
arrangements for a number of years. The Safeguarding Trust Action Group
(TAG) meets on a monthly basis and includes representatives from all the
business development units (BDU), local safeguarding adult boards and
CCGs.
Leadership
The organisational lead for Safeguarding Adults is the Executive Director of
Nursing Clinical Governance and Safety supported by the Deputy Director of
Nursing Governance and Safety. The Safeguarding Adults team consists of a
specialist advisor for Safeguarding Adults and a Safeguarding Adults advisor
both are active within the organisation and in the sub groups of the WDSAB.
Training Statistics – trust wide
The Trust continues to deliver safeguarding adults training via a rolling
programme. This includes an induction at level 1, delivered face to face, a
level 2 face to face training package for staff with direct contact with service
users, with a 3 yearly refresher which can be undertaken either face to face,
e-learning or through completion of a workbook.
The Trust do not currently report on the MCA training but from 2017/18 a plan
is in place for mandatory training and will be reported in the 2017/18 annual
report.
Training
activity
Level 1
workbook
Level 2 basic
awareness

3.7

2014/15

2015/16

2016/17

82.5%

95.52%

92.19%

88.2%

88.76%

86.12%

Spectrum Community Interest Company (CIC)
Spectrum provide a number of services across the Wakefield district including
healthcare to the prison secure environments, community substance misuse
services and Contraception and Sexual Health Service (CASH). A number of
the services are providing care and support to adults at risk of abuse and
neglect, particularly those who are disengaged with main stream services due
to alcohol and substance misuse and / or homelessness.
Although the CCG does not commission services from Spectrum, the
designated nurses for adults and children (through the NHS Safeguarding
8
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accountability framework) retain a responsibility to provide support and advice
as Spectrum is a provider of health services in Wakefield. Therefore Spectrum
is included in this report as they work with some of the most vulnerable, hard
to reach Wakefield residents.
Spectrum has continued to have a joint adult and children safeguarding forum
which meet on a bi-monthly basis. Both the CCG Head of Safeguarding and
Designated Nurse for SA attend to enable a commissioner’s perspective and
provide professional advice.
Spectrum's board receive monthly safeguarding reports from the executive
lead which provides assurance and information.
Leadership
The organisational executive lead for Safeguarding Adults is the Executive
Director responsible for Quality and Patient Safety and Chief Nurse. The Chief
Nurse is supported by a full time safeguarding lead for children and adults.
Training statistics
Safeguarding adults
Level one – awareness
Level 2 – e-learning
/workbook
Mental Capacity Act
Awareness
E-learning
3.8

2014/15
100%
87.9%

2015/16
100%
86%

2016/17
100%
98%

2014/2015
98.5%
85%

2015/16
100%
85%

2016/17
100%
94%

Yorkshire Ambulance Service (YAS)
Leadership
The organisational lead for safeguarding is the Executive Director of Quality,
Governance and Performance Assurance, supported by the Head of
Safeguarding with a safeguarding team of a safeguarding specialist advisor
and Named professional (children). The current Head of Safeguarding was
recruited in January 2017, and has undertaken to work with the CCG to
maximise safeguarding performance in YAS.
Training statistics
Work was undertaken during 2016/17 to review the training resources to
ensure that they were complaint with legislation. The training programme will
be reviewed during 2017/18 with an emphasis on increasing the face to face
training for relevant practitioners. Training is currently undertaken using a
‘workbook’, but the plan for YAS is to introduce a bespoke e-learning package
that will be launched in late 2017.
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Safeguarding adults
2014/15
Training ( no
N/A
level specified )
3.9

2015/16
94.6%

2016/17
94%

Primary care
Work has continued to support practices in fulfilling their requirements to meet
the safeguarding adult agenda. Information has been sent out regularly via
the GP safeguarding leads and practice newsletter.
Work continues to been undertaken on the CCG intranet Skyline to enable
practices to access safeguarding and MCA policies, procedures, guidance
and useful information.

4

CCG 2016/17 objectives and outcomes
The objectives agreed by the governing body from the annual report 16/17
were:
Objective 2016/17
Undertake NHSE assurance process and
participate in the challenge panel
Recruit to lead GP post

Develop a safeguarding level one package for
CCG staff to be linked to the electronic staff
record (ESR)
Safeguarding adult training for CCG staff is
reported under the mandatory and statutory
training (MAST) reporting system, this will be
included in the annual report for 2016/17

Outcome
Completed
Agreed by the CCG
and WDSAB to not
pursue.
Completed

Completed

2017/18 objectives





To progress the development of the perfect ward app with care homes
To develop a CCG internet page for all aspects of safeguarding
To develop a safeguarding assurance for GP practices
To agree a joint safeguarding annual report for children and adults
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5

Recommendations
1. It is recommended that the Governing Body receives the NHS Wakefield
CCG Safeguarding Adults Annual Report 2016/17.
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Recommendation :
It is recommended that the Governing Body approve this report.
Executive Summary:
Under section 11 of the Children Act 2004, NHS Wakefield CCG, as the clinical commissioner
for healthcare services has a number of responsibilities. The CCG must ensure that:







All services it commissions provide their services with due regard to safeguarding
and promoting the welfare of children
Staff and those in services contracted by NHS Wakefield CCG are trained and
competent to be alert to potential indicators of abuse or neglect in children
Staff know how to act on their concerns and fulfil their responsibilities in line with the
Local Safeguarding Children Board procedures
They have in place a designated nurse and a designated doctor who have an overarching responsibility across NHS Wakefield CCG area, which includes all providers
The Chief Officer has the responsibility for ensuring that the health contribution to
safeguarding and promoting the welfare of children is discharged effectively
All health agencies with which they have commissioning arrangements are linked into a
Local Safeguarding Children Boards, and that there is appropriate representation at
an appropriate level of seniority. Also ensuring that health services and health care
workers contribute to multi-agency working

This report summarises the assurances NHS Wakefield CCG has received that indicate all the
above have been met within the last year. In addition, this report details safeguarding children
and child protection activity within the Wakefield district to provide the context for the provision
of services.
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1.

Introduction
Under section 11 of the Children Act 2004, NHS Wakefield CCG, as the
clinical commissioner for healthcare services has a number of
responsibilities. The CCG must ensure that:







All services it commissions provide their services with due regard to
safeguarding and promoting the welfare of children
Staff and those in services contracted by NHS Wakefield CCG are
trained and competent to be alert to potential indicators of abuse or
neglect in children
Staff know how to act on their concerns and fulfil their responsibilities
in line with the Local Safeguarding Children Board procedures
They have in place a designated nurse and a designated doctor who
have an over-arching responsibility across NHS Wakefield CCG area,
which includes all providers
The Chief Officer has the responsibility for ensuring that the health
contribution to safeguarding and promoting the welfare of children is
discharged effectively
All health agencies with which they have commissioning arrangements
are linked into all Local Safeguarding Children Boards, and that there
is appropriate representation at an appropriate level of seniority. Also
ensuring that health services and health care workers contribute to
multi-agency working

This report summarises the assurances NHS Wakefield CCG has received
that indicate all the above have been met within the last year. In addition,
this report details safeguarding children and child protection activity within
the Wakefield district to provide the context for the provision of services.
The report has been prepared by Mandy Sheffield, Head of Safeguarding
for NHS Wakefield Clinical Commissioning Group, with oversight from Dr
Paul Glover, Named GP for Safeguarding Children and Dr Steve Jones
Designated Doctor for Safeguarding Children. In preparing this report, the
annual safeguarding children reports from the provider trusts have been
scrutinised, alongside discussions with the safeguarding teams in the
organisations. Wakefield Metropolitan District Council has provided the
statistics included in the report.
2.

Background
The 2015/16 annual report was presented to the Clinical Commissioning
Group Governing Body in September 2016. This report examined the
performance of Mid Yorkshire Hospitals NHS Trust (MYHT), South West
Yorkshire Partnership Foundation Trust (SWYPFT) and Spectrum
Community Interest Company in safeguarding children. It concluded that:
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The CCG Governing Body has significant assurance that services the CCG
commissions continue to demonstrate commitment to safeguard and promote the
welfare of children during the year 2015‐16:
 The safeguarding children training continues to be prioritised in all health
providers, most of which have maintained recording systems that enable
them to report comprehensively on their performance;
 There has been reduced compliance in relation to mandatory training, but all
providers are aware of the gaps and risks and are actively managing these;
 Safeguarding children supervision compliance has largely been maintained
within the NHS, although the challenges of organisations tendering for new
provision makes analysis of continued improvement challenging;
 The CCG co‐ordinated an inspection of children Looked after and
Safeguarding undertaken by the CQC, the actions from this inspection
continue to be performance managed by the CCG;
 Continued commitment to the Multi Agency Safeguarding Hub (MASH) has
been validated with continuation of the highly regarded safeguarding system
within Wakefield that ensures relevant information has been shared with
partner agencies with the statutory duty to investigate child abuse and
neglect.

This report will analyse progress in relation to these areas. This annual
report for 2016/17 will examine the position in the following organisations:






Mid Yorkshire Hospitals NHS Trust (MYHT)
South West Yorkshire Partnership Foundation NHS Trust (SWYPFT)
Spectrum Community Interest Company (Spectrum CiC)
Primary Care
Yorkshire Ambulance Service

During the year, NHS Wakefield CCG did not have commissioning
responsibility for the services provided by Spectrum CiC, Health Visiting
and School Nursing, but continued co-commissioning responsibility for
primary care. For the first time, this annual report will consider the
safeguarding performance of Yorkshire Ambulance Service. It has been
agreed with NHS England (West Yorkshire Area Team) that the roles of the
Designated Professionals continue to monitor the performance in relation to
safeguarding children in the CCG local area, thus this report will continue to
report on the entirety of the NHS services within Wakefield.
This report will consider the pending transfer of provision for the 0-19
service from the Mid-Yorkshire Hospitals Trust to Bradford District Care
Trust which will take place on the 1st April 2017.
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3.

Safeguarding Children Statistics
The following statistical information has been provided by Wakefield
Metropolitan District Council (WMDC). The number of children subject to
child protection plans continued to remain consistent through the year. On
the 31st March 2016 there were 226 children subject to child protection
plans. The number of children at risk of abuse and neglect is now lower
than at any point in the last 7 years. In the annual report 2014-15, it was
reported that over the previous 12 months, WMDC had proactively
managed child protection cases with partner agencies, and had developed
programmes to ensure help was being made available earlier to families,
with the aim of preventing families moving into statutory intervention (child
protection plans / becoming Looked after Children).

450
400
350
300
250
Children Subject to CP
Plan

200
150
100
50
0

Chart 1 Children subject to Protection Plans as at 31st March annually
2010-2017
Review of the categorisation of child protection plans (see chart 2 below)
indicates that emphasis on the persistent categories of abuse (emotional
abuse and neglect) has persisted now for the last 4 years. whilst the
picture had remained fairly stable over the last 4 years, within the last year
the emphasis has been more marked, with 95% of children being at risk of
significant harm from emotional abuse or neglect. The remaining 5% being
at risk of physical abuse (0.5%) and sexual abuse (4.5%). It is still too
soon to see a reduction in the number of children at risk of persistent
abuse – as indicated in the last two annual reports; this will take a number
of years to change following the introduction of the Early Help Offer.
The Local Safeguarding Children Board has as one of its priorities
‘Tackling Neglect’, and has launched a neglect Strategy this year, with a
neglect toolkit being prepared for 2017.
5
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2017

2016

Emotional

Neglect

Emotional Abuse

Neglect

physical

sexual

Physical

Sexual

2015

2014

emotional

Neglect

emotional

Neglect

Physical

Sexual

Physical

Sexual

Chart 2 - Category of Child Protection Plan 2014-2017

4.

Training
NHS Wakefield CCG
All employees of the CCG require level 1 safeguarding children training 3
yearly. In the annual report for 2015/16 it was identified that the CCG did
not have a reporting process established for safeguarding training as
mandatory, and that compliance with the requirement was not at a high
enough level.
The CCG has proactively managed the development of an on line learning
using materials available to staff on ‘Skyline’ and a self-declaration. This
has seen a significant increase in the compliance for CCG staff with level 1
safeguarding children training, with 86% compliance being achieved.
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MYHT
MYHT has continued to prioritise safeguarding children training throughout
the year. This is reported quarterly to the Executive Quality Board. The
Trust has maintained the level of training over the year; however this
continues to fall short of the target set for the percentage of staff who have
received the appropriate level of training. On the 1st April 2017, the Trust will
lose a significant number of staff requiring level 3 training, which may affect
the level of training compliance. This will continue to be monitored.
Training
Target
Level 2
85%
Level 3
85%
Table 1 MYHT Training statistics

Actual
78%
83%

2015/16
76%
85%

SWYPFT
SWYPFT continue to report quarterly as a Trust for safeguarding training to
the Quality Board, but have again disaggregated the Wakefield cohort of
staff for the CCG (table 2).
Level
Target
Actual
Level 2
80%
75%
Level 3
80%
74%
Table 2 - Training compliance SWYPFT

2015/16
83%
85%

SWYPFT advise that the fall in percentage compliance in the Wakefield
Business Unit is related to an increase in qualifies nurses within the BDU,
who have a year to achieve full compliance with the Trust mandatory
training. The Trust report that they anticipate reaching 80% by February
2018.
Spectrum
Spectrum has continued to prioritise the provision of safeguarding training
to all staff in the organisation. Compliance is indicated in Table 3 below.
Spectrum's performance at level 2 and level 3 has increased significantly
during 2016/17. It is noted that Spectrum have produced statistics in
relation to level 3, which they had agreed would be provided this year.
Level
Target
Actual
Level 2
85%
100%
Level 3
85%
92%
Table 3 - Spectrum training compliance
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2015/16
78%
Not available
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Primary Care
The CCG has provided 'level 3' safeguarding children training through
locality networks through the year. Whilst the networks are encouraged to
select topics that are relevant to their practice population, in 2016/17 the
CCG has concentrated level 3 training for primary care on the LSCB
Neglect Strategy, and an introduction to the Neglect Toolkit. In addition, all
network Safeguarding Children Target sessions have included the
mandatory Workshop to Raise Awareness of Prevent (WRAP). Training
for GP trainees has continued, with final year trainees undertaking their
level 3 safeguarding children training prior to commencing in General
Practice. In 2016/17, level 2 ‘Basic Awareness sessions have
recommenced for staff in Primary care. These sessions are predominantly
accessed by staff from Dental practices, but are open to all practice GP
staff.
Within the year 147 staff from GP locality networks, and 26 GP trainees
received level 3 safeguarding children training. In addition, 26 GP trainees
and 20 primary care staff received level 2 safeguarding children training.
Yorkshire Ambulance Service
In 2016/17, the Trust has improved their position in relation to level 2
training, with a 5% increase in numbers trained. YAS continues to have no
staff requiring level 3 training, but report on level 1 training in addition to
level 2. YAS plan to relaunch their main materials for providing level 2
training in 2017, and anticipate that this change will further increase the
percentage of the workforce complaint with training in safeguarding
children.
Level
Target
Actual
2015/16
Level 1
85%
96%
Not reported
Level 2
85%
88%
83%
Table 4 – Yorkshire Ambulance training compliance
Analysis
The data from NHS providers in relation to training required in the
Intercollegiate Document (2015) for staff employed in the NHS is
encouraging. NHS Trusts and organisations appear to be aware of the
reasons behind lowered compliance, and have clear plans in place to
address the gaps.
The CCG should be assured that NHS providers within the district are
continuing to provide safeguarding children training at the appropriate
level for staff employed in their organisation, and that training continues to
be provided for GPs and other primary care staff appropriate to their
needs.
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The CCG will continue to request statistical information from the providers
during the year to ensure compliance is maintained.
The CCG has continued to offer support with training to provider
organisations, and has broad agreement from the main providers to look
at cross NHS training provision at level 3 in the next year, this will include
Bradford District Care Trust, which has already approached the CCG for
level 3 training support for the 0-19 services in Wakefield.
5.

Supervision
Safeguarding children supervision delivered within Trusts has continued to
be closely monitored by the CCG during 2016/17
MYHT
This is the last year that MYHT will report safeguarding supervision for
community practitioners in the 0-19 service. The Trust continued to ensure
that these staff, who work with families and children at risk of harm,
prioritise supervision, with high compliance for the requirement to have a
minimum of 4 safeguarding children supervision sessions in a 12 month
period.
The Trust has reported safeguarding supervision for midwives as a single
figure for this year (previously this had been reported as two separate
figures, one for ‘group’ and one for ‘individual’ sessions). The overall
percentage of community midwives undertaking four sessions a year has
fluctuated from 68% to 88%, with three months falling below 80%. This
position is a challenge to the Trust, and will be monitored by the CCG.
Staff group

Percentage
undertaken
Community Practitioners
93-98%
Community Midwives (group)
68-88%
Table 5 MYHT Supervision statistics as at 31.03.2017
SWYPFT
In the annual report in 2015/16 it was reported that SWYPFT had not fully
introduced a system for capturing data in relation to staff receiving
safeguarding supervision. This was undertaken as a trial with the staff in
the Barnsley Business unit, and has now been rolled out into other areas
of the Trust. SWYPFT are able now to report on specific service areas
within Wakefield, this is currently the child and adolescent mental health
service (CAMHS), shown in table 6 below.
Staff group
CAMHS
Early Intervention Psychosis Team
9

Percentage
undertaken
84%
80%
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Table 6 SWYPFT supervision statistics as at 31.03.2017
Spectrum
Spectrum has been unable to provide statistical data in relation to
safeguarding supervision for the year 2016/17. There has been a change
in personnel in safeguarding, and the systems in place are being improved
to ensure the data will be ready for the next annual report. Spectrum
report that all ‘level 3’ practitioners receive safeguarding children
supervision quarterly. The monitoring of this is now undertaken by the
named professional, and will be reportable in 2017/18
Primary Care
The Designated Doctor for Safeguarding children and the Named GP for
Safeguarding Children for NHS Wakefield CCG offer regular 'Peer Review'
for GPs within the District. Peer review enables GPs to receive case
supervision informally, and remains well attended by a small number of
GPs.
In addition, the Head of Safeguarding and the Named GP for
Safeguarding Children continue to provide information exchange and case
discussion opportunities in the Quarterly Safeguarding Lead GP meeting.
The Head of Safeguarding continues to offer bespoke safeguarding
supervision for staff within primary care. In 2017 both the specialist nurses
working within the Multi-Agency Safeguarding Hub will attend ‘Supervision
Skills Training’ commissioned by NHS England; this will increase the
number of supervisors available to offer the service to staff within the NHS
in Wakefield.
Yorkshire Ambulance Service
YAS have reported that only staff working within the safeguarding team
require safeguarding supervision. The compliance reported is at 100% for
2016/17. The Trust do offer clinical consultation as part of their managerial
and staff support processes. This is accessed by staff on a regular basis.
Analysis
Safeguarding children supervision is a vital part of the process to ensure
that practitioners working predominantly with children and their parents
function effectively in the need to safeguard and promote the welfare of
children.
Supervision in Spectrum was not available in 2015/16, but the
organisation reported this would be available in 2016/17. This does not
appear to be the case; however there has been a change in safeguarding
professional in the organisation, the organisation is confident that this
information will be presented for the CCG during 2017/18. There is a
10
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challenge for the CCG in receiving information for providers which the
CCG does not commission, but which fall in the ‘NHS providers’ that NHS
England require the CCG to support.
In 2015/16 the plan for YAS was to consider other staff in the organisation
requiring safeguarding supervision. A new Head of Safeguarding was
appointed in YAS towards the end of this reporting period, and has
undertaken to review the Trust supervision policy. This is anticipated
during 2017/18.
The CCG continues to require organisations providing NHS services to
report on supervision performance, and will continue to monitor
compliance regularly during the year.
6.

Inspections for Children Looked after and Safeguarding (CLAS)
In November 2015 NHS Wakefield CCG (and the health community) was
inspected by the CQC under their Children Looked after and Safeguarding
Inspection Framework.
The action plan resulting from the inspection findings has continued to be
updated by NHS providers, it is anticipated that the action plan will be
completed during 2017.

7.

Serious Case Reviews
There were no Serious Case Reviews (SCR) reported in 2016/17. Within
the NHS serious incident (SI) reporting framework, serious safeguarding
issues require reporting to NHS England. In 2016/17 no new safeguarding
SIs were reported in Wakefield District.
In February 2016 a neighbouring Local Authority convened a Domestic
Homicide Review Panel, which concluded a Domestic Homicide review
(DHR) would be undertaken. The victim/s received all health services from
Wakefield providers, and so the CCG is working with, and supporting the
GP practice to undertake the appropriate review of services provided. The
DHR has been undertaken with the relevant GP practice in Wakefield, and
the outcome of the review is anticipated in late 2017.

8.

Multi-Agency Safeguarding Hub (MASH)
NHS Wakefield CCG has continued to support the Multi-Agency
Safeguarding Hub, with the provision of appropriately skilled
professionals working closely with the Police, Education and Social
Care staff to manage the risks relating to children referred to Children’s
Social Care. This year has seen a number of changes in the structure
and function of the MASH, which have been closely monitored to
ensure maximum effectiveness remains.
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This close monitoring will persist through the next year to ensure that
the MASH remains effective in safeguarding and promoting the welfare
of children.
9.

Prevent
The Standard NHS contract requires all commissioned services to:
 Identify a lead for Prevent;
 Have in place a Prevent Training Plan and ensure relevant staff have
attended a Workshop to Raise Awareness of Prevent (WRAP).
The responsibility for monitoring Provider Prevent compliance has been
delegated to the CCG by NHS England from April 2016, with the exception
of the monitoring of providers who cover ‘High Risk’ locations, which report
to NHS England directly. NHS Wakefield CCG would ordinarily have been
required to report on the providers it is lead commissioner for, however
both MYHT and YAS provide services in local authority areas deemed to
be high risk, so the CCG is only required to seek compliance from
Spectrum.
Through 2016/17 the reporting arrangements for NHS providers has been
updated on a number of occasions, with organisations continuing to report
directly to NHS England where all or part of their services are delivered in
high risk areas. All NHS providers in Wakefield also report to the CCG.
Organisation
NHS Wakefield CCG
MYHT
SWYPFT
Spectrum
YAS

Level 1
91%
100%
100% Trust-wide
100%
95%

WRAP
100%
28%
60.3% Trust-wide
75%
87%

NHS Wakefield CCG has had three staff attend the NHS England ‘Train
the Trainers’ Prevent training. This has enabled the CCG to table
Workshops to Raise Awareness of Prevent (WRAP) at GP Target
sessions in 2016/17, and this will continue in 2017/18. The CCG continues
to monitor compliance for its own employees who require the WRAP
training, and will provide additional in house training as that is required;
however CCG staff have also had the opportunity to attend the WRAP
element of Target training.
10.

Planning & Development 2017/18
It is proposed that the CCG Governing Body has significant assurance
that services the CCG commissions continue to demonstrate
commitment to safeguard and promote the welfare of children during
the year 2016/17:
12
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11.

The safeguarding children training continues to be prioritised in all
health providers, the recording systems that enable providers to report
comprehensively on their performance are maintained by
organisations. This compliance monitoring has improved dramatically
over the last 4 years.
There has been reduced compliance in relation to mandatory training,
but all providers are aware of the gaps and risks and are actively
managing these;
Safeguarding children supervision compliance has largely been
maintained within the NHS, although the challenges of organisations
tendering for new provision makes analysis of continued improvement
challenging. This will continue to be monitored during the year
2017/18;
The CCG co-ordinated an inspection of children Looked after and
Safeguarding undertaken by the CQC, the actions from this inspection
continue to be performance managed by the CCG;

Recommendations
1. It is recommended that the Governing Body receives NHS
Wakefield CCG Safeguarding Children Annual Report 2016/17.

Mandy Sheffield
Head of Safeguarding
October 2017
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Introduction

Most children become looked after as a result of abuse and neglect. Although they
have many of the same health issues as their peers, the extent of these is often
greater because of their past experiences. For example, almost half of children in
care have a diagnosable mental health disorder and two-thirds have special
educational needs. Delays in identifying and meeting their emotional well-being and
mental health needs can have far reaching effects on all aspects of their lives,
including their chances of reaching their potential and leading happy and healthy
lives as adults. (Statutory Guidance on Promoting the Health and Well Being of
Looked after Children, Department of Health, March 2015)

This annual report, for the period 1st April 2016 to 31st March 2017, is an update on
the current health of ‘Looked After Children and Young People’ (LAC & YP) to NHS
Wakefield CCG Governing Body. The purpose of the report is to review the work
undertaken by the Looked after Children Health Team, including the challenges and
gaps in service provision and plans in place to redress this. It will make
recommendations for improvements for future care delivery as recommended by the
Statutory Guidance on “Promoting the Health and Well Being of Looked after
Children”, Department of Health, 2015.
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Executive Summary
The revised Statutory Guidance on Promoting the Health and Wellbeing of
Looked after Children (2015) requires an annual report on the delivery of
services and the progress achieved for the health and wellbeing of children in
care who have vulnerabilities over and above those of the general population
to be submitted to the Clinical Commissioning Group. The health of looked
after children (LAC) is monitored through initial and review health
assessments and the development of an individual health plan.
The trend in the number of children being looked after by local authorities is
rising, both nationally and locally. Between 31st March 2016 and 1st April
2017, 187 children were taken into care. As of 31st March 2017 there were
521 under care of Wakefield local authority. In this period 31st March 2016
and 1st April 2017, 380 children were continuously in care. Throughout the
year, there were 703 Wakefield looked after children referred to the looked
after children team and seen by the service.
Of the looked after children from Wakefield, 189 (27%) were placed out of
Wakefield District. There were also 252 looked after children from other local
authorities in care placements in Wakefield District.
A total of 955 looked after children were seen by the LAC team. This includes
703 children who were looked after by Wakefield authority and 252 children
who were under the care of other local authorities. Mid Yorkshire Hospitals
Trust charge the relevant Clinical Commissioning Group for services
provided by the LAC team for ‘externally placed’ children. NHS Wakefield
CCG is the responsible commissioner for health assessments undertaken by
NHS providers across the UK for Wakefield children placed in out of area
placements. These are commissioned via Service Level Agreements (SLA),
and are paid at ‘standard tariff’ (circa £560 for an Initial Health Assessment
and £260 for a Review Health Assessment).
During the year ending 31st March 2017:
 182 who were looked after by Wakefield authority ceased to be looked
after;
 43 children were approved for adoption;
 35 children were matched with adopters;
 123 care leavers - aged between 16 and 19 years, and
 24 children were discharged from care.
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Initial Health Assessments
In the year ending 31st March 2017:
 152 initial health assessments (IHA) were undertaken in the Wakefield
area;
 8 children were discharged without requiring initial health assessment
 23 IHA werecompleted out of Wakefield area.
Of the assessments carried out locally, only 3 children were not seen within
the stipulated time of 28 days. Once child was not brought for appointment
and the looked after children health team were not informed that the other 2
children had been taken into care. 98 percent of the initial health
assessments carried out locally were completed in time scales.
The Lead Nurse for the LAC team monitors performance on a monthly basis
so that any issues can be resolved or escalated as appropriate. There are bimonthly meetings attended by the Service Manager (Looked After Children &
Leaving Care, Wakefield Council), the designated doctor for LAC team and
the lead nurse for LAC team to resolve any issues.

Review Health Assessments:
In the year ending 31st March 2017, 491 review health assessments were
carried out in Wakefield. Children aged 0-5 years require two reviews a year,
and children aged 6-18 require one review a year.
In order to identify which children require reviews, the secretary in the LAC
Health Team identifies the children two months ahead of the date that the
health assessment is due and a reminder sent via the ‘task’ function on
SystmOne to the relevant LAC Specialist Health Advisor, School Nurse or
Health Visitor to ensure the assessment is completed on time.
The administration in the LAC health team prepares a monthly report on the
number of initial and review health assessments undertaken, the report also
highlights whether the assessments have been completed within timescales.

Emotional Health and Wellbeing
As part of every health assessment, the child/young person is routinely asked
about their emotional health and well-being so that appropriate support can
be offered or onward referral made if indicated. In addition to this, the child’s
social worker uses the ‘Strengths and Difficulties Questionnaire’ (SDQ) to
formally assess the child/young person’s emotional health. SDQs are
analysed by social workers, with support from the dedicated Emotional
5
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Wellbeing Team (EWBT) for LAC. At present, the SDQs are not being shared
with the LAC team. The LAC team have made requests for the SDQs to be
shared. Currently processes are being explored on how this can be achieved
from the local authority. Half of children in care have a score from the SDQ
that is borderline or cause for concern. It is recommended that supporting
children and young people to improve their resilience and wellbeing should
be a priority. This team also provides consultations to the local authority and
the LAC Health Team in respect of looked after children to determine the
most appropriate service or intervention for individual children.
In order to improve the systems for LAC in the NHS in Wakefield, a section
dedicated to LAC has been added to SystmOne. This allows for data
collection with regards to IHA, RHA numbers, consent to share Part C of
health assessments with the child’s GP, Quality Assurance and if an
interpreter has been required. The LAC team are also collecting data for the
following:
 Smoking
 Alcohol and substance misuse
 Registered with a dentist
 Last optician attendance date
 Growth measurements
 Allergies
 Registered with a GP
The IHA AND RHA forms have been modified to document concerns about
children who are at risk of Child Sexual Exploitation (CSE) and Female
Genital Mutilation (FGM).
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Background – Health of Looked after Children
Looked After children and young people are particularly vulnerable to poorer
health outcomes than their peers. Information obtained from the Office for
National Statistics highlights that:




Approximately two thirds of all looked after children have at least one physical
health complaint.
Looked after children are more likely to experience problems including
speech and language problems, nocturnal enuresis, co-ordination difficulties
and eye or sight problems than their peers.
Around 60% of looked after children in England have been reported to have
emotional and mental health problems; this is four times as many as the
population in general.

The health needs of looked after children and young people are often linked to
their experiences, including the circumstances in which they became looked
after and their experiences of being in care.




Looked after children and young people are more likely than their peers to
have experienced the death of a parent or sibling.
Nearly a quarter of looked after young people aged 11 -17 report having
experienced some form of sexual abuse.
Around 5% of looked after children are unaccompanied asylum seekers.

Looked after children may need particular help to look after their own health
because of their complex health needs and experiences:


Looked after Children are around 10 times more likely than their peers to
have significant learning needs, which for many will have implications for
how they can best be supported to understand health promotion messages,
manage risk, and be engaged in decisions about their health.
 Looked after children and young people are around 3 times more likely to
drink regularly and more likely to smoke than their peers. They are around 4
times more likely to simultaneously be a smoker, regular drinker and drug
user.
 Risky behaviour such as unprotected sex also appears to be particularly
prevalent. Both looked after young women and young men are more likely to
become teenage parents than their peers.
Delivering the health reforms for looked after children: How the new NHS will
work from April 2013.
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Policies and Legislation Relevant to Children in Care

Children Act (1989)
The Children Act 1989 provides a comprehensive framework for the care and
protection of all children and young people in need, including those living away
from home. The Act defines a child as being “looked after” by a local authority if
he or she is in their care or is provided with accommodation for a continuous
period of more than 24 hours by the authority. These children fall into four main
groups:





Children who are accommodated under a voluntary agreement with
their parents (Children Act 1989 – section 20)
Children who are subject to a care order (section 31) or interim care
order (section 38)
Children who are the subject of emergency orders (sections 44 and
46)
Children who are compulsorily accommodated. This includes children
remanded to the local authority or subject to a criminal justice
supervision order with a residence requirement (section 21)

The Legal Aid, Sentencing and Punishment of Offenders Act (2012)
This Act confers ‘looked after’ status to children and young people who are
remanded to local authority or youth detention accommodation, where the local
authority is held responsible for the care plan of the children.

Children (Leaving Care) Act (2000)
This Act amends the Children Act 1989 and places responsibility on local
authority to assess and meet the needs of children leaving care. Young people
from the age of 16 years are care leavers and remain the responsibility of the
LAC Health Team until they reach 18 years of age.

Children Act (2004)
The Act provides the legislative framework for the government's strategy for
improving children's lives through the Every Child Matters agenda. Key
provisions included the creation of the post of Children's Commissioner for
England, closer joint working and information sharing between agencies
involved with children, the introduction of Local Safeguarding Children Boards
8
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and a duty on local authorities to promote the educational achievement of
looked after children.
Statutory Guidance on Promoting the Health and Well-being of Looked After
Children (2015)
This document provides statutory guidance to all agencies involved in meeting
the health needs of Looked after Children and Young People. It defines the
roles, responsibilities and processes within and between organisations with the
purpose of promoting co-operation between agencies and improving and
promoting the health, well-being, safety and welfare of children that are taken
into care. This document details ‘best practice’ guidelines to all agencies
working with children and young people in care. This document sets out the
requirements for looked after children to receive holistic health assessments as
follows:
 Every Initial Health Assessment should result in an individual health plan
being formulated. There is a statutory requirement for the Initial Health
Assessment to take place within 28 days of the child/young person being
received into care.
 The Initial Health Assessment should be undertaken by a medical
practitioner in accordance with the Care Planning, Placement and Case
Review (England) Regulations 2010.
 Review health assessments should be completed every 6 months for
children less than 5 years of age and annually for children over 5 years
of age.
 The health plan should be reviewed at the child’s Statutory Review as
part of the child’s overall care plan.
 The health assessment is not an isolated event, but part of a continuous
process, with emphasis being put on ensuring actions and interventions
in the health plan are being taken forward.
 There are clearly identified responsibilities regarding the NHS’s
contribution to the health of looked after children; these can be divided
into three main categories:
 Commissioning effective services;
 Delivery of services through provider organisations;
 Individual practitioners providing co-ordinated care for each child or
young person and their carer.

Local authorities are responsible for making sure a health assessment of physical,
emotional and mental health needs is carried out for every child they look after,
regardless of where that child lives. Regulation 7 of the Care Planning, Placement
and Case Review (England) Regulations, 2010 requires the local authority that looks
after them to arrange for a registered medical practitioner to carry out an initial
9
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assessment of the child’s state of health and provide a written report of the
assessment
Statutory Guidance on Promoting the Health and Wellbeing of Looked after Children
(2015)
NICE guidance on Promoting the Quality of Life of Looked after Children and Young
People – PH28 (2010)
This document is a joint guidance from NICE and SCIE for all professionals
who have a role in promoting the quality of life (physical health, social,
educational and emotional well-being) of children and young people in care.
The focus of the document is on professionals, carers and children working
together to promote the quality of life of the children and young people.
Care Standards Act (2000)
The main purpose of the Act is to reform the regulatory system for care
services in England and Wales. Care services range from residential care
homes and nursing homes, children's homes, domiciliary care agencies,
fostering agencies and voluntary adoption agencies through to private and
voluntary healthcare services (including private hospitals and clinics and private
primary care premises). Local authorities are required to meet the same
standards as independent sector providers.

Children and Young Persons Act (2008)
The Act is intended to reform the statutory framework for the care system in
England and Wales, and to make provisions in relation to well–being of children
and young people, private fostering, child death notification to Local
Safeguarding Children Boards and appropriate national authorities.
Children and Families Act 2014
This guidance replaces previous guidance regarding adoption and details a
new quicker, faster process for adoption to tackle unacceptable delays in
adoption.
The act includes a number of new measures to protect the welfare of children,
including:
 Changes to the law to give children in care the choice to stay with their
foster families until they turn 21.
 A new legal duty on schools to support children at school with medical
conditions better.
10
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Making young carers’ and parent carers’ rights to support from councils
much clearer.
Reforms to children’s residential care to make sure homes are safe and
secure and to improve the quality of care vulnerable children receive.
A requirement on all state-funded schools, including academies, to
provide free school lunches on request for all pupils in reception, year 1
and year 2.
Amendments to the law to protect children in cars from dangers of
second-hand smoke

Demography of looked after children 2016-2017
In 2017 the numbers of looked after children in England continue to increase.
After small rises of 1% each year between 2014 and 2016, the rise this year
has been greater at 3%. At 31 March 2017 there were 72,670 looked after
children in England, an increase of 2,220 on 2016, and an increase of 4,600
on 2013. At 31 March 2017, 62 children per 10,000 of the population were
looked after, up from 60 children per 10,000 in the previous four years.
Number of children looked after at 31 March 2013 to 2017
Year ending 31st Number of
March 2017
Looked after
Children
2013
68,070
2014
68,820
2015
69,500
2016
70,450
2017
72,670
Source: SSDA 903

Year on Year
Change

+1%
+1%
+1%
+3%

Rate per 10000
children under
18
60
60
60
60
62

The age profile of looked after children is very similar to last year, with little
change in the proportion of children in each age group. Over recent years the
numbers of looked after children aged under 1 year have been decreasing; at
31 March 2016 this has fallen by 11% on five years ago, however there has
been a slight increase in 2016/17 of 280 children (8%). There has been very
little change in the number of 1-4 year olds and 5-9 year olds this year; after
decreasing slightly in recent years the 1-4 year old group has stabilised around
9,200 children in 2017 and the 5-9 year old group, after increasing in recent
years, has stabilised around 14,100.
Ethnicity of looked after children
Whilst looked after children are predominantly white, non-white children
appear to be slightly over-represented in the looked after children population.
11
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Children of Asian ethnicity are slightly under represented. Over the last five
years there have been small increases in the proportions of looked after
children of non-white ethnicity which is likely to reflect the increase in the
number of unaccompanied asylum seeking children.






with 75% of looked after children being white;
9% were of mixed ethnicity;
7% were black or black British;
5% were Asian or Asian British,
and 3% were other ethnic groups

Unaccompanied asylum-seeking children
The number of looked after children who are unaccompanied asylum-seeking
children continued to increase in 2017. The number of unaccompanied asylumseeking children who are looked after children increased by 6% compared to
last year to 4,560.
In recent years the increase in unaccompanied asylum-seeking children has
mostly been males – up by 5%, this year there has been a rise in females up
by 19%. However, females still only account for 390 (8%) of unaccompanied
asylum-seeking children looked after at 31 March 2017. The primary need for
unaccompanied asylum-seeking children is similar to figures seen over the last
5 years:
 89% absent parenting;
 5% abuse or neglect;
 3% family in acute stress,
 and 2% family dysfunction.
There is significant variation in the number of unaccompanied asylum-seeking
children across the country – many are concentrated in areas where they first
make entry into the country (for example Kent, Croydon, Hillingdon). At 31
March 2017 the number of unaccompanied asylum-seeking children in these
local authorities has reduced compared to 2016, this is a result of the
implementation of a National Transfer Scheme from 1 July 2016 resulting in
children being distributed across other local authorities within the country.
Reason for being looked after
When a child is assessed by children’s social care their primary need is
recorded. For children who are looked after at 31 March 2017, the proportions
of children with each recorded category of need is very similar to last year:





61% (44,600 children) due to an initial need of abuse of neglect;
15% (11,150) family dysfunction;
8% (6,030) family in acute stress,
and 7% (5,100) absent parenting.
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Legal status of looked after children
Most children are looked after under a Care Order; the numbers of children
looked after under a Care Order continue to increase. It is also noted that the
number who are looked after through a voluntary arrangement with parents
has continued to fall:
On the 31st March 2017, 50,470 children were looked after under a care
orderhad increased by10%, which represents an increase over the last three
years of 26%. The numbers of looked after children looked after under a
voluntary agreement under section 20 of the Children Act 1989 was highest in
2015 at 19,350 but has since fallen to 16,470 in 2017.
Adoption and placement orders
Over the past four years the numbers of placement orders has fallen. At 31st
March 2013, the numbers of children looked after under a placement order
peaked at 9,800 and has fallen steadily to 5,440 at 31 March 2017. In 2013,
placement orders represented 14% of looked after children whereas in 2017
only 7% of looked after children are on placement orders.
This is in line with quarterly adoptions data collected by the Adoption
Leadership Board, which has indicated that numbers decisions of the Adoption
Decision Maker in favour of adoption, and numbers of adoption placement
orders granted have decreased. On the 27th March 2016, the Department for
Education published a new adoption strategy “ Adoption – a vision for change”
which seeks to address the decline in Adoption Decision Maker decisions and
adoption placement orders.
Placement of children looked after
Most looked after children are accommodated in foster placements. 74% of
children looked after at 31st March 2017 were in foster placements, a similar
proportion as in previous years. There has continued to be a fall in children
placed with prospective adopters.
At 31st March 2017, there were 53,420 children in foster placements, up
from 50,560 in 2013. 62% of children fostered were placed within the council
boundary and 17% were fostered by a relative or friend. 380 children (1%)
were placed with a carer who is also an approved adopter (fostering for
adoption), or where they were subject to concurrent planning. The number
of children placed with their parents has continued to increase this year, up
13% from 3,890 in 2016 to 4,370 in 2017. 6% of looked after children were
placed with parents in 2017, the same as in 2016. 7,890 children were
placed in secure units, children’s homes and semi-independent living
arrangements, an increase in numbers of 2% on 2016.
13
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Number of children looked after at 31 March placed in foster placements
England, 2017
Placement type

Number

Percentage

Total foster placements

53,420

100%

Inside the council boundary
Outside the council boundary

33,270
20,160

62%
38%

With a relative or friend
With other foster carer

8,830
44,600

17%
83%

Children who ceased to be looked after
The number of children who ceased to be looked after fell for the first time in
2017 after rising steadily since 2008. There were 31,250 children who ceased
to be looked after in 2017, a decrease of 2% on 2016.
8,700 children ceased to be looked after on their 18th birthday (28% of children
ceasing to be looked after). This has increased from 6,830 (22% of children
ceasing to be looked after) in 2014 and is likely to reflect the increased
number of looked after unaccompanied asylum-seeking children over this
time. The next largest group is children aged 1 to 4 years – 7,160 children
ceased to be looked after which is 23% of all children ceasing to be looked
after. The number and proportion of children ceasing to be looked after in the
1 to 4 years age group have fallen from 28% since 2014 – this is likely a
reflection on the fall in the number of children who have been adopted.
Reasons for ceasing to be looked after
In 2017, of the 31,250 children who ceased to be looked after:
 9,970 (32%) returned home to live with their parents or relatives;
 4,350 (14%) children ceased to be looked after due to being adopted;
 3,690 (12%) ceased to be looked after due to a special guardianship
order, and
 15% moved into independent living
Children looked after who were adopted
The number of looked after children who were adopted in 2017 decreased,
continuing a decline from a peak 5,360 in 2015. This fall was expected as
since 2015 the number of looked after children with a placement order has
decreased, as has the number of looked after children who were placed for
adoption.
14
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Looked after
children in Wakefield
LOOKED AFTER CHILDREN
IN WAKEFIELD
DISTRICT
Statistics for Wakefield identify that between Ist April 2016 and 31st March
2017:
 187 children were taken into care


380 children had been continuously in care.



521 looked after children under Wakefield authority care.



4.4 % were under the age of 1 year



22.4% were aged 1-4 years



28.6% were aged 10-15 years



22.6% were aged 16-19 years



6 children in Secure Units and Children’s homes.



All looked after children who were placed for adoption were under 10 years of
age



189 looked after by Wakefield were placed outside Wakefield and District



252 looked after children were from other authorities placed in Wakefield
District.

Fig: 1 Age Distribution of children in care as of 31.3.17 (Information obtained from
Wakefield Metropolitan District Council)
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Commissioning Arrangements
Statutory guidance sets out responsibility for commissioning health care for
looked after children and young people up to the age of 18 (Statutory Guidance
on Promoting the Health and Well Being of Looked after Children, Department
of Health, March 2015)
The originating Clinical Commissioning Group remains the responsible
commissioner even when a child is placed outside the local authority boundary.
Where a CCG or a local authority, or both where they are acting together,
arrange accommodation for a looked-after child in the area of another CCG, the
“originating CCG” remains the responsible commissioner for any health
services required for the child.

Provider Arrangements
NHS Wakefield CCG commission Mid Yorkshire Hospitals NHS Trust (MYHT)
to provide health services for looked after children via joint commissioning
arrangements. South West Yorkshire Partnership Foundation Trust provides
Child and Adolescent Mental Health Services for looked after children.
The MYHT 0-19 Service provides specialist and universal health services for
looked after children and young people living in Wakefield who are looked after
by Wakefield Local Authority. From April 1st 2017 this arrangement has
changed and this will be provided by Bradford District Care Trust. Children who
reside outside the Wakefield boundary but who are looked after by Wakefield
Local Authority either have services provided or co-ordinated by the Specialist
Nurse Advisors - LAC dependent on their location. Universal Service
undertake health assessments and provide health services for children looked
after by other authorities placed within the Wakefield boundary; charges are
made for this by MYHT service under the Standard Charging Tariff.
Medical input into the needs of looked after children are provided by the MYHT
Community Paediatric Team; this includes Initial Health Assessments and the
provision of a number of services to which looked after children and young
people can be referred to, e.g. Child development clinics, Attention Deficit
Hyperactivity Disorder (ADHD) and Autistic Spectrum Disorder (ASD)
assessments. If specific health problems are identified during the health
assessments children are referred to the appropriate specialists or followed up
in community paediatric clinics.
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Structure of the Looked after Children Health Team
Mid Yorkshire Hospitals NHS Trust Looked after health team consists of:


1 Designated Doctor for Looked After Children 1 pa per week



One community Paediatrician – 2 sessions per week



1 Lead Nurse for Looked After Children (35 hours per week)



4 nurse advisors – one of whom is full time (37.5 hours) and 3-part time
(30 and 22.5 hours x 2)



1 Secretary for the Looked After Children’s Health Team (22.5 hours)



1 Secretary Team Leader for adoption and looked after children (19 hours)

The NHS Wakefield CCG Head of Safeguarding is the Designated Nurse for
Looked after Children, and supports the looked after children health team by
acting as a link between commissioners and provider services and Wakefield
and District Safeguarding Children Board as well as the local authority.
Over the past year the following have changes have occurred in the looked
after children team;


Appointment of an additional nurse advisor



Staff shortages continue in the emotional well-being team who support
emotional and behavioural needs of looked after children.



Now a doctor has been appointed to carry out regular IHA examinations
on every Monday at Pinderfields Hospital/ Pontefract Hospital.



Training has been provided to community paediatricians by the LAC
specialist nurses so that additional clinics can be provided when need
arises.

Function of the Looked after Children Health Team
The role of the Looked after Children (LAC) Health Team is to provide the link
between the Local Authority Family Services, health and other professionals so
that looked after children receive high quality health care provision. This
includes health assessments, interventions and health promotion.
The LAC Health Team:
17
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Initiates and coordinates Initial Health Assessments within 28 days of a
child being received into care of the Local Authority;
Initiates and coordinates Review Health Assessments: 6 monthly for
children aged under 5 years, and annually for children 5 and over;
Operate an Initial Assessment Clinic conducted by a Community
Paediatrician;
Provide training and support for practitioners to complete health
assessments and implement recommendations for follow up interventions;
Determine the quality of all health assessments undertaken using a
national quality assurance tool;
Contribute to children’s looked after reviews;
Offer health advice and support to children, young people, carers,
residential staff, social workers and the leaving care team;
Undertake individual or group health promotion to promote healthy, safer
lifestyles and minimise more risky behaviours;
Register young people for “C card” and provide condoms;
Contribute health expertise to panels such as Fostering and Adoption
Panel, Complex Care and Corporate Parenting Panels;
Undertake pre-adoption medicals;
Receive three monthly group safeguarding supervision facilitated by a
MYHT Named Nurse for Safeguarding Children in line with MYHT
Safeguarding Supervision policy.

The Nurse Advisors – LAC undertake review health assessments and ongoing
interventions where looked after children fulfil specific criteria including:







Young people in residential care
Young people aged 16 – 19yrs
Children or young people referred by a Social Worker to Specialist Nurses
Children or young people not engaged in education
Children or young people who are not accessing universal services
Children looked after by Wakefield who reside outside the Wakefield
boundary (up to a 50-mile radius from the centre of Wakefield)

All review health assessments completed by the 0-19 service, health visitors
and school nurses, are also quality assured by a LAC nurses. This process has
been reviewed of late following the recommendation of the CQC in its
Inspection Report (2015) which required MYHT to adopt a more robust quality
assurance process having identified inconsistencies in quality and
completeness of review assessments. In response to this recommendation, the
LAC lead nurse has also delivered bespoke sessions to all the 0-19 health
visitors and school nurses focusing on what is expected from a review health
assessment.
The role of universal services
18
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Universal 0-19 health services offer the Healthy Child Programme to all children
and young people including those who are looked after. School nurses and
health visitors undertake review health assessments which may identify the
need for interventions and services beyond the universal provision of the
Healthy Child Programme. In these instances, the school nurse or health visitor
will plan and deliver interventions or refer to other appropriate services to meet
identified health needs.
Prior to undertaking health assessments for looked after children, all staff must
attend training which is delivered by the Nurse Advisors – LAC “Looked After
Children: British Association for Adoption and Fostering (BAAF) Health
Assessment Training”. This training is an essential requirement for any qualified
nurse who will have responsibility for undertaking LAC health assessments;
training is a ‘once only’ during employment with the Trust, however updates will
be provided to any member of staff who feels that they need it or in the event of
any changes to statutory guidance or legislation.
Research shows that access to highly skilled and knowledgeable health
practitioners improves health outcomes. All training therefore is aligned to the
competences for health staff working with looked after children (RCN, RCPCH,
2015). Health practitioners in universal services and the LAC Health Team
liaise and work together to ensure the health needs of all looked after children
are met and that there is robust case management and oversight. This is
facilitated through effective communication both face to face and written and
utilisation of the shared electronic patient record.

The Role of Youth Offending Service
The Specialist Nurse – Youth Offending Service (YOS) offers a dedicated
health service to children and young people who are involved with youth justice
services. The Youth Offending team works across the district with 10 to 17 year
olds who are in the youth justice system. The Health Advisor offers health
advice and helps with any other health needs. They do this by offering therapy
or working with other appropriate healthcare teams to ensure the right care is
provided. The Specialist Nurse – Youth Offending Service works very closely
with the looked after children health team to ensure the health needs of this
vulnerable group of children and young persons are met. There are quarterly
meetings between the lead nurse and YOS nurse to liaise regarding LAC
children.
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Local Partnerships and Forums to Support Health of LAC
Children in Care Council
Although LAC nurses do not usually attend the Children in Care Council (CiC)
meetings, there is close liaison between the Participation worker from the CiC
and LAC nursing team. Advice is provided to the Participation worker when
needed. The LAC nurse can attend the meetings if requested, and has worked
with the participation worker who worked wth CiC to update the 18 year leaving
care health summaries.
Corporate Parenting Boards
The corporate parenting responsibilities of a Local Authority are defined within
Statutory Guidance for Promoting Health (Departments of Education and
Health: 2015)
The corporate parenting responsibilities of local authorities include
having a duty under section 22(3)(a) of the Children Act 1989 to
safeguard and promote the welfare of the children they look after,
including eligible children and those placed for adoption, regardless
of whether they are placed in or out of authority or the type of
placement. This includes the promotion of the child’s physical,
emotional and mental health and acting on any early signs of health
issues.
The Lead Nurse for Looked after Children is a member of the Corporate
Parenting Panel. Quantitative and qualitative health data is presented at the
panel, as is direct consultation and feedback from looked after children, foster
carers, partners and elected councillors. This is a quarterly meeting.

Complex Care Panel
The lead nurse from LAC team is a member of the monthly complex care panel
meeting. This panel determines quality, suitability, and funding for specialist
services and/or placements for children with complex and multiple needs,
whether or not the child is looked after.
Fostering Panel
Over the last one year the LAC nurses have not attended the fostering panel
due to capacity issues.
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Child Sexual Expoitation (CSE) Strategy Meetings
The LAC Lead nurse attends CSE strategy meetings and the Multi-Agency
Child Sexual Exploitation (MAACSE) Panel. It is well recognised that looked
after children especially children placed in residential care (children’s homes)
are at greater risk of going missing and being vulnerable to sexual and other
exploitation.

Health Assessments

Health Assessments – Initials and Reviews
Statutory guidance provides a framework by which to assess and meet the
health needs of looked after children. In line with this guidance the MYHT LAC
Health Team undertakes an initial health assessment on all children/young
people coming into care. From this assessment a health plan is formulated to
inform the child, parent, carer, agency and Independent Reviewing Officer of
the health needs of the child and the interventions required to ensure these
needs are met. The plan also identifies the person who is responsible for
delivering the agreed interventions, and the timescales in which these will be
achieved.
Local Performance Measures are in place to ensure completion of initial health
assessment within the statutory 28 days of a child becoming looked after.
Out of a total of total of 152 initial health assessments, 149 (98) were competed
within the stipulated 28 days of coming into care. There were only 3 breaches
this year. One child was not brought to the appointment. On the 2nd occasion,
the LAC team was not informed that the child was taken into care by the Social
worker responsible. This data is for LAC placed in Wakefield and not taking
into consideration out of area placements when IHA has to be requested to be
completed by the looked after children team from the receiving authority.
Consent
Consent is a vital part of the health assessment process. For any health
intervention including health assessment, valid written consent is required.
Depending on the type of Care Order the child/young person is subject to, or
whether there is a voluntary agreement in place, consent will be required from
an adult with parental responsibility, or the social work team manager.
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Presently all Wakefield LAC have an overarching consent process/document in
place called a ‘Placement Information Record’(PIR) which is a Local Authority
document. The child’s social worker gets it signed. The PIR has a health
section incorporated within this. A copy of this PIR is sent to the LAC health
team alongside the child’s IHA paperwork when first notified the child has been
received into care. This document is then scanned onto the child’s health
records. The consent signed indicates that health information can be shared
with other professionals and that statutory health assessments are to be
completed as requested.

Wakefield Statistics on Initial Health Assessments
In Wakefield, initial health assessments are undertaken on a weekly basis, with
four appointments per clinic. During 2016/17 there were:
 51 initial health assessment clinics, with 196 appointments available;
 152 children were seen for initial health assessments (78% utilisation of
appointment slots);
 44 appointment slots were not filled.
 98 % of initial health assessments are competed within timescales.

Wakefield Statistics on Review Health Assessments
During the year 2016/17, 491 review health assessments were carried out. The
LAC nurses provide a service to Wakefield children placed by the local
authority within a 50 mile radius f the centre of Wakefield. There can be delays
in the conduct of RHA for children placed beyond this distance: for these
children, the local health service is requested to undertake the assessment.
There have been delays due to other LAC team’s capacity. The area to whom
the request has been sent may have clinics which are not flexible so a child has
to wait for an appointment to become available or that the authority requests
the child’s GP to complete the review health assessment leading to delay.

Quality Assurance of Health Assessments
In Wakefield, all health assessments are quality assured by the Specialist
Nurse Advisors, using a nationally approved quality assurance tool. The
purpose of this being to:
 Ensure that looked after children receive a robust and accurate
assessment of their health needs, with planned interventions to meet
these needs
 Provide feedback to individual practitioners to improve the quality of
health assessments
22
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 Identify training and development needs
 Data collection for Commissioning Services
Review health assessments which do not meet all the criteria in the quality
assurance tool are returned to the practitioners with recommendations as to the
improvements that are required in the quality of the assessment, or plan. This
can result in delays in the final completion of the assessment.

Wakefield Statistics on Annual Cohort Returns
All local authorities have to report on the numbers of looked after children
health assessments completed within a financial year in accordance with
Department of Health requirements. These figures include all children who
were in care for a year or more from 1st April to 31st March; this group is known
as the annual cohort. In addition to reporting on the number of health
assessments completed the local authority provides data on immunisation
uptake and dental registration.
The DfE data indicated that a greater proportion of Wakefield’s looked after
children than the average for England had:
 Received an annual health assessment;
 Received a dental check-up.
 89% of the children aged five and under who had been looked after for
more than 12 months had an up-to-date development assessment,
greater than the England average of 86%,
 However, only 82% of looked after children were up-to-date with their
immunisations, fewer than the England average of 87%.

Mental Health of Looked after Children in Wakefield
Research shows that 45% of looked after children have a diagnosable mental
health condition; since 2008 local authorities have had a duty to administer a
screening questionnaire (for mental disorders) to the primary carers of any child
that has been LAC for at least a year. The strength and difficulties
questionnaire (SDQ) is the screening tool that is used; the questionnaire has 20
questions relating to emotional symptoms, conduct problems, hyperactivity and
peer problems. A score of less than 14 is considered normal; 14-16 is
borderline cause for concern and 17 or over is cause for concern. Looked after
children in Wakefield in 2013/14 had a lower average score (13.7) than national
(13.9) and regional averages (14.0). The average score of looked after children
has fallen year on year since 2011/12, when it was 14.0. Although the average
score per looked after child is considered to be normal, around 50% of looked
after children in Wakefield have scores that are borderline or cause for concern.
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(Wakefield Joint Strategic Needs Assessment, Children and Young People’s
summary of evidence, September 2015)
In Wakefield, the responsibility for completing this questionnaire lies with the
child’s allocated social worker. Analysis of completed questionnaires is
undertaken by the CAMHS Well Being Team. Since responsibility for
completion and analysis of the SDQ lies outside the LAC Health Team,
ensuring that they are available at the time of the health assessment can
present a challenge, which the LAC team are working to resolve.

High risk behaviour among Wakefield Looked after Children
SystmOne has now been modified and it is possible to capture data on life-style
choices for looked after children which have health implications. This includes:




95 looked after children who smoke tobacco;
29 looked after children who drink alcohol;
22 looked after children who misuse substances;

This information was used to inform the care planning for these young people.
Unfortunately SystmOne is not able to accurately give incidence of obesity in
children. The BMI noted is for adults and therefore not applicable for children.

Leaving Care
Children who have lived in the care of the local authority often have no
knowledge of their family health (for example inherited health conditions, and
traits). To assist them, a ‘Leaving Care Health Summary’ has been devised
information in consultation with Children in Care Council (CiCC) and the format
has been updated in 2016/17. The CiCC have had input into the design. This is
a 2 page document and a copy is given to the young person, the GP and the
Local Authority Leaving Care Team. A detailed leaflet also given with summary
on how young person can access services independently. In the year ending
31.3.17, there were 118 care leavers who were between the age of 16 to 19
years of age.

Fostering

The Designated Doctor – LAC is also the medical advisor for the adoption
panel. He scrutinises the information relating to the health of prospective foster
carers and adoptive parents provided by their General Practitioners and makes
recommendations about adult health and lifestyle to foster and adoption panels
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to ensure that they have no medical or lifestyle concerns that may impact on
their care of children.
In Wakefield, as of 31st March 2017, 292 looked after children lived with foster
carers and 95 were placed with family members.
The statistics for 2016/17 include:




17 Fostering Panels in the year.
24 foster carers approved;
24 foster carers were de-registered and are no longer providing the
service.

Adoption- changes to service
In June 2015, the Government announced that it wanted to move towards
regional provision of adoption services, encouraging local authorities and
Voluntary Adoption Agencies (VAAs) to come together with the aim of:






Speeding up matching;
Improving the life chances of children;
Improving adopter recruitment;
Improving adoption support; and
Reducing costs.

There are currently 180 individual adoption agencies across England, which,
at their height, placed 5050 children in a 12-month period. Currently each
agency has its own infrastructure and there are wide variations in performance
and practice between agencies. Regional adoption agencies would offer an
opportunity for a greater level of consistency with the aim of raising all
agencies to the highest standards of practice, improving the experiences of all
parties involved in the adoption journey and also economies of scale regarding
ongoing costs.
Leeds City Council is acting as the lead agency for this sub-region as they are
already delivering adoption services on a large scale and will host the regional
adoption service.
Leeds City Council’s adoption service has been part of the Yorkshire and
Humber adoption consortium. It consists of 15 Local Authorities, 5 VAAs
(including Doncaster Trust) and 2 adoption support agencies that already work
closely together. There was strong agreement across the region that the
Yorkshire and Humber Consortium should pro-actively move to a regional
model of delivering adoption services and a bid was successfully submitted to
the Government proposing the creation of one regional adoption hub for the
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Yorkshire and Humberside region, with three sub-regional adoption agencies
covering the North, South and West. The West sub-region would include five
Local Authorities - Bradford, Calderdale, Kirklees, Leeds and Wakefield

A West Yorkshire regional adoption agency would provide:








Recruitment and assessment of adopters;
Family finding for children;
A range of adoption support services;
Panel management;
Education support for adopted children;
Increase adopter involvement; and
Would be funded by contributions from individual agencies.

Since the last report there have been significant changes in the Wakefield
adoption agency. There has been regionalisation of the service and from April
2017 there will not be a local adoption panel in Wakefield. The adoption panel
will become regional and will be based in Leeds. The panel will be held in
Leeds, Bradford and Calderdale.

2016/17 Data on adoption for Wakefield Metropolitan District Council







17 adoption panels held
22 Agency Decision Maker (ADM) meetings held
43 children discussed at ADM and agreed a plan of adoption
35 children matched at adoption panel
15 households approved as prospective adopters
4 adoptive placements unfortunately ended in disruption

Strategy for Looked After Children

A community paediatrician from Calderdale NHS Trust has been given a
contract to carry out the initial examination for looked after children for MidYorkshire NHS Trust. A weekly clinic is held alternately at Pinderfields Hospital
and Pontefract Infirmary. In case of necessity the community paediatricians
from Mid-Yorkshire Trust provide additional clinics to support the looked after
children team in completing all the initial examination for looked after children in
statutory time limits.
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There is continued focus on improving quality of health assessments. A number
of the review assessments are being returned to the practitioners as the
standards were not met. The LAC team and social services are no longer
located in same premises. In order to improve teamwork, meetings are now
arranged every 2 months with the social work team and the LAC team.
The team are able to capture data about life style issues in looked after children
such as alcohol and substance misuse, obesity as well as emotional and
behavioural issues in looked after children. The team have been working
closely with IT professionals to optimise SystmOne to capture the data and for
easy retrieval of the data for audit purpose.
There is a need to maintain the impetus around the quality of the health
assessments; this will be achieved by continued quality assurance of
assessments along with feedback to practitioners and ongoing support and
training. The team have audited the quality of information available at initial
health assessments. There is now a process in place to ensure actions on
health plans are followed through.

Recommendations

1. SDQ for the looked after children are to be made available. This has been
discussed with the social work team.
2. Improved data collection systems to clearly identify the health needs of LAC,
data being collected for:
 smoking, alcohol and substance misuse,
 registration with dentist, optician and GP,
 allergies,
 growth measurements to highlight obesity / underweight issues,
 learning difficulties,
 emotional wellbeing CAMHS involvement, history of self-harming,
 child has additional educational support (my support plan or EHCP)
 immunisations being up to date.
3. Development of new Initial and Review Health Assessment form. A pilot is
being completed amongst LAC nursing team and 0-19 HV/SN teams. This
form is shorter and is expected to cut down admin time.
4. Ongoing evolvement of pathways for CSE, sexual health, alcohol and
substance misuse and emotional wellbeing. These have been designed with
leading practitioners within these fields and are evidence based practice.
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Executive Lead:
Recommendation:
It is recommended that Governing Body approve the proposed changes to the Terms of
Reference of Committees
Executive Summary:
In accordance with the Scheme of Delegation of the CCG, changes to the terms of reference
of committees require approval by the Board of the Governing Body.
It is good governance practice for committee terms of reference to be reviewed on a regular
basis, this will help to ensure that they are up-to-date and fit for purpose.
During September and October 2016 the Integrated Governance Committee, Clinical Cabinet,
Audit Committee, Probity Committee and Connecting Care Executive have all considered and
reviewed their terms of reference. The updated terms of reference are included as
appendices to this report (proposed changes are marked as tracked changes for ease of
reference), and are presented for approval.
In order to facilitate the management of conflicts of interest the terms of reference for
Integrated Governance Committee, Clinical Cabinet and Audit Committee include a
requirement to refer items to the Probity Committee if they present a conflict of interest.
Please note that following a review by the Governance and Board Secretary, there are no
proposed changes to the terms of reference of Nominations Committee, Remuneration
Committee. The only change to the Terms of Reference for the Connecting Care executive at
this point is to reference the establishment of the Health and Housing Sub Group, this is
referenced on Appendix 2 of the Terms of Reference.
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In summary the changes are designed to:
 Ensure greater consistency in terms of requirements for Quorum for all committees and
align this to the requirements for Board meetings – one third of the full membership
including at least one lay members, one clinician and one executive (or associate)
director
 Prioritise the time of elected GP members of the Governing Body and other GPs who
occupy leadership roles in the system to ensure optimum impact
 To focus the role of Clinical Cabinet on providing strategic advice and assurance rather
than decision making to strengthen its ability to draw on the intelligence and insight of
clinicians into the needs of local communities, without being constrained by potential
conflicts of interest
 Strengthen engagement with other primary and secondary care clinicians in developing
clinical pathways
Link to overarching
Reduction in hospital admissions where appropriate
principles from the
leading to reinvesting in prevention
strategic plan:
New Accountable Care Systems to deliver new
models of care
Collective prevention resource across the health and
social care sector and wider social determinant
partners
Expanded Health and Wellbeing board membership
to represent wider determinants
A strong ambitious co-owned strategy for ensuring
safe and healthy futures for children
A shift towards allocation of resources based upon
primary and secondary prevention and social
determinants of ill health
Transforming to become a sustainable financial
economy
Organising ourselves to deliver for our patients



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

Not applicable

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

The proposals are based on discussion in Governing Body
development sessions

Reference document(s) /
enclosures:

None

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

None

The Committees have reviewed the proposed changes to Terms
of Reference
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Risk Assessment:

Not applicable

Finance/ resource
implications:

Not applicable
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TERMS OF REFERENCE FOR
THE NHS WAKEFIELD CLINICAL COMMISSIONING GROUP INTEGRATED
GOVERNANCE COMMITTEE
Accountability
arrangements
and authority

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

Relationship and
reporting

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

The purpose of the committee is to:




Responsibilities

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

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

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

Workforce
 have oversight of local workforce planning;
 provide any workforce-related reports as required to the
Governing Body;
 monitor the Whistleblowing policy, including considering on an
annual basis a record of all issues raised under the policy at the
formal stage;
 approve Human Resources policies.
Equality and diversity
 oversee the development and publication of an Equality Strategy
and objectives which sets out how NHS Wakefield CCG intends
to discharge this duty, reviewing them at least every four years;
 ensure annual reporting on equality assurance to the Governing
Body;
 monitor progress of delivery of the public sector equality duty;
 seek assurance that relevant equality information is published
annually demonstrating due regard to the general duty of the
Equality Act 2010;
 seek assurance on the implementation of the Equality Delivery
System framework to improve equality performance.
Emergency Preparedness
 seek assurance on the effectiveness of organisational
arrangements for business continuity and emergency planning.
Research
 ensure that the CCG promotes research and the use of evidence
obtained from research
 seek assurance that effective arrangements are in place to
support the promotion of research, the use of research and
management of intellectual property.
Individual Funding requests (IFRs)
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seek assurance that effective arrangements are in place to
manage requests for an individual to receive a health care
intervention that is not routinely commissioned by the CCG
(referred to as individual funding requests).
ensure that the CCG has a an effective Policy for Individual
Funding Requests in place.

Continuing Healthcare
 ensure that the CCG complies with regulations which establish
the procedure for assessment and provision of NHS Continuing
Healthcare, Funded Nursing Care and Personal Health Budgets.
 seek assurance that the CCG has effective arrangements in
place to manage requests for NHS Continuing Healthcare,
Funded Nursing Care and Personal Health Budgets.
 seek assurance that the CCG has effective arrangements in
place to arrange for the provision of after care for persons
previously detained under the Mental Health Act, at the time that
they cease to be detained.
Emergency Preparedness
 ensure that the CCG has taken appropriate steps to secure that
it is properly prepared for dealing with relevant emergencies.
Procurement
 ensure robust and transparent decision making (including
equitable treatment of all parties) regarding procurement of
services, to ensure all decisions are robust and stand up to
challenge or scrutiny;
 agreed optimal tender routes and procurement method when
commissioning services.
 approve associated processes, strategies and policies.
Other Duties
 the committee will agree an annual work plan to ensure that it
covers all the duties above. The committee will also contribute to
the Governing Body’s annual self assessment.
 as appropriate, the committee supports development and
monitoring of the CCG’s Strategic Plan and supporting annual
delivery plan.
 the committee may agree other areas of responsibility as
appropriate with the Governing Body.
Membership

The membership of the Integrated Governance Committee is given
below.
Committee members will be appointed by the Governing Body on an
annual basis and will consist of the following:
The lay member who is the deputy chair of the CCG will be the chair
The lay member who is nominated lead for public involvement
Three elected GP members (one of whom will be the identified GP
member with two able to deputise)
The Chief Operating Officer as a member
The Chief Finance Officer
The Nurse Representative
The Chief of Service Delivery (Chief Nurse)
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The Associate Director of Corporate Affairs
The Chief Officer of the CCG will not be a member of the committee but
will have an open invitation to attend
All members of the committee have one vote. In the event of a tied vote
the Chair will hold a second and casting vote.
Other officers may be requested to attend in an advisory capacity.
In Attendance

Associate Directors and Heads of Service, as appropriate.
Governance & Board Secretary
Any Governing Body member wishing to attend.

Chair

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

Quoracy

The meetings will be run by the Chair. In the event of the Chair’s
absence meetings will be chaired by one of the elected GP members.

Comment [RU1]: Lay member?

The committee will be considered quorate when at least one-third of the
members are present, including as a minimum the Chair or Deputy
Chair, an Executive or Associate Director and one elected GP member

Comment [RU2]: Lay member?

Frequency of
meetings

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

Frequency of
attendance

Members are expected to attend all meetings; however a nominated
appropriate equivalent deputy can attend in extenuating circumstances.
Where an elected clinical member cannot attend, only another elected
clinical member may deputise and will be regarded as a full member of
the meeting (with voting rights) and will count towards the quorum.
Deputies acting for an executive or associate director will be in
attendance only and will not have voting rights.

Sub-Committees
/ Groups

The committee may establish groups to support it in its role. The scope
and membership of those groups will be determined by the committee.
At the date these terms of reference were approved the committee has
established one group; the Quality Intelligence Group.

Conduct

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

Declaration of
interests

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

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





Urgent matters
arising between
meetings

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

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

Monitoring of
compliance

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

Date agreed

To be approved by Governing Body on 24th November 2017

Review date and
monitoring

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

Comment [RU3]: Consistent with
scheme of delegation?

PDF Page No. 382

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

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

Relationship
and reporting

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

Role and
function

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

Responsibilities

Service Transformation and Commissioning
 Approveprovide strategic advice on proposals for service
transformation, pathway redesign and commissioning business
cases:
 ensure that the business justification for transformation projects
are clearly quantified;
 support effective commissioning to ensure national and local
priorities are delivered in the most effective way;
 ensure strong clinical leadership, clinical involvement and
influence informs key work streams and commissioning
decisions;
 champion patient-focused services, reduction of local health
inequalities, health promotion and patient and public
involvement ;
 take an holistic view of commissioning, ensuring key links
1
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between CCG business, and recognising interdependencies
with the wider health economy;
facilitate dialogue with clinicians across primary and secondary
care that promotes multi-professional engagement and
collaborative working towards better patient care;
ensure seek assurance that, where appropriate, arrangements
are in place to offer patients choice of healthcare providers;
seek assurance that the service transformation work streams
fully reflect elements of quality (effectiveness, safety and
experience) are in-line with national and local priorities and will
lead to improved outcomes;
encourage innovative thinking, developing new approaches and
improved mechanisms for integrated working;
ensure necessary resources are allocated to enable
implementation of transformation programmes and projects;
seek assurance that necessary resources are allocated to
enable implementation of transformation programmes and
projects
ensure seek assurance that equality and diversity is
appropriately featured in the of the commissioning intentions of
NHS Wakefield CCG, mindful of groups with, or associated
with, protected characteristics.

Comment [RU1]: ‘Ensuring’ action is
an executive function

Strategy
 influence and support the strategic vision and direction for
commissioning of NHS Wakefield CCG;
 provide overall strategic direction and guidance on the planning
and delivery of service development and transformation
programmes and associated work streams across NHS
Wakefield CCG based on local need, national frameworks and
guidance, good practice evidence and performance targets;
 resolve strategic and directional issues and ensure continued
alignment of the transformational programmes and associated
projects with strategic objectives;
Medicines Optimisation
 approve provide strategic advice on commissioning policy
recommendations on the use of medicines based on proven
clinical outcomes, affordability, and value for money;
QIPP
 ensure initiatives are in place to support the development of
Quality, Improvement, Productivity and Prevention (QIPP)
through embedding clinical advice, support and leadership into
key commissioning work streams and interlinking portfolio
working across the organisation.
 Seek assurance on the quality and safety impact of QIPP plans
Membership

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



Chair of the Committee (the Assistant Clinical Leader);
2

NHS Wakefield Clinical Cabinet Terms of Reference
Approved November 2016Draft October 2017
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responsibility transfers to Probity
Committee
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Deputy Chair of the Committee (the Lay member with responsibility
for patient and public participation matters);
All elected GP members of the Governing Body;
Network Chairs;
Up to two Practice Nurse representatives;
Chief Operating Officer;
Chief Finance Officer;
Chief of Service Delivery and Quality: and
Associate Director of Corporate Affairs mmissioning and
Integration

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 will not be a member of Clinical Cabinet but will have
an open invitation to attend

The Chair of the Clinical Cabinet may invite other officers to attend as
required.
In attendance








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

Other primary and secondary care clinicians may be invited to attend
the committee for specific items, subject to approval of the Chair of
Clinical Cabinet
Those in attendance do not qualify to vote.
The Chief Officer may attend any meeting of the Committee.
Chair

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

Quoracy

Frequency of
meetings
Sub-Committees /
Groups

The Clinical Cabinet will be quorate for decision making if one third of
the members are present; this will include at least four one elected GP
members of the Governing Body and two one Executive or Assoiate
Directorof the non clinical Executive Team, or in exceptional and
unforeseen circumstances an individual acting as their Deputy and one
lay member.
There shall be appropriate flexibility as the frequency of Clinical
Cabinet meetings, but these shall normally be held monthly.
The committee may establish groups to support it in its role. The
scope and membership of those groups will be determined by the
committee.
3
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At the date these terms of reference were approved the
committee has established one group; the Medicines
Optimisation Group.
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,
Principles of the Citizen’s Charter and the Code of Practice on Access
to Government Information.

All members will have due regard to, and operate within, the prime
financial policies, standing orders, the constitution and other policies
and procedures of NHS Wakefield CCG.
Declaration of
interests

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

Administration

Secretariat support for the Cabinet will be provided by the
administration function within NHS Wakefield CCG. They will ensure
that minutes of the meeting are accurately recorded and will provide
appropriate support to the Chair and Committee members.
Papers will be circulated at least four working days in advance of the
meeting.
Duties will include:
 agreement of agenda with Chair and attendees and collation of
papers;
 ensuring that minutes are taken and keeping a record of
matters arising and issues to be carried forward;
 timely distribution of papers, no later than 5 four working days
before a meeting for agenda and papers and no later than 5
four working days after a meeting for distribution of minutes;
 record of matters arising, issues to be carried forward.

Urgent matters
arising between
meetings

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

Monitoring of
compliance

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

Date Agreed

Approved at Governing Body on 8 24 November 2016 2017

Review Date

Annually, or as and when legislation or best practice guidance is
4
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and
Monitoring

updated.
Any amended terms of reference will be agreed by the Clinical Cabinet
for recommendation to a subsequent meeting of the Governing Body.

5
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TERMS OF REFERENCE FOR
THE NHS WAKEFIELD CLINICAL COMMISSIONING GROUP AUDIT COMMITTEE
Accountability
arrangements
and authority

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

Relationship
and reporting

The Audit Committee is a sub-committee of the Governing Body
for NHS Wakefield CCG. Minutes of meetings will be presented to
the Governing Body. Reports on specific issues will also be
prepared when necessary for consideration by the Governing
Body.
The committee will report annually to the Governing Body,
reviewing its own performance, membership and terms of
reference. This report will also include details of:
 fitness for purpose of the Assurance Framework
 the completeness and embeddedness of risk
management within the CCG
 the integration of governance arrangements
 the appropriateness of the evidence that shows the
organisation is fulfilling regulatory requirements relating to
its existences as a functioning business
 details of any significant issues considered in relation to
financial statements and how they were addressed
The committee may establish groups to support it in its role. The
scope and membership of those groups will be determined by the
committee.
1
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Role and
function

The role of the committee is to review and provide assurance on
the adequacy and effective operation of the overall internal control
system for the CCG.
It is noted that the Governing Body have established an Auditor
Panel to advise on the selection and appointment of the external
auditor. The Auditor Panel is distinct from the Audit Committee
and holds separate meetings. However where deemed
appropriate the Audit Committee will take account of and work in
partnership with the Auditor Panel.

Comment [GW2]: Is this a standing
committee or do we remove and re‐insert
when due for external auditor review.

Specific duties of the committee are categorised in the
“Responsibilities” section below.
The work of the committee will be flexible to new and emerging
priorities and risks.
Responsibilities Governance, Risk Management and Internal Control
The committee shall review the establishment and maintenance of
an effective system of integrated governance, risk management
and internal control, across the whole of the CCG’s activities that
support the achievement of the CCG’s objectives.
In particular, the committee will review the adequacy and
effectiveness of:









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

Financial Reporting
The committee shall ensure that the systems for financial
reporting to the CCG, including those of budgetary control, are
subject to review as to completeness and accuracy of the
information provided to the CCG.
The committee shall review the annual report and financial
statements before recommending to the Governing Body for
approval, focusing particularly on:









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

In carrying out this work the committee will primarily utilise the
work of internal audit, external audit and other assurance
functions, but will not be limited to these sources. It will also seek
reports and assurances from directors and managers as
appropriate, concentrating on the over-arching systems of
integrated governance, risk management and internal control,
together with indicators of their effectiveness.
This will be evidenced through the committee’s use of an effective
assurance framework to guide its work and that of the audit and
3
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assurance functions that report to it.
Internal audit
The committee shall ensure that there is an effective internal audit
function that meets mandatory Public Sector Internal Audit
Standards 20132017 and provides appropriate independent
assurance to the Audit Committee, Accountable Officer and
Governing Body. This will be achieved by:










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

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






Consideration of the performance of the external auditors,
making recommendations to the Auditor Panel;
Discussion and agreement with the external auditors,
before the audit commences, on the nature and scope of
the audit as set out in the annual plan, and ensuring coordination, as appropriate, with other external auditors in
the local health economy;
Discussion with the external auditors of their local
evaluation of audit risks and assessment of the CCG and
associated impact on the audit fee;
Review of all external audit reports, including the report to
those charged with governance, agreement of the annual
audit letter before submission to the CCG and any work
4
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undertaken outside the annual audit plan, together with the
appropriateness of management responses;
In partnership with the Auditor Panel, ensuring there is in
place a clear policy for the engagement of external auditors
to supply non audit services;
Receive and respond to a Public Interest Report if issued
by External Auditors;
External auditors have a right of access to the Audit
Committee at any time.

Comment [GW3]: See note above re
Auditor Panel

Whistleblowing
The Committee shall review the effectiveness of the arrangements
in place for allowing staff to raise (in confidence) concerns about
possible improprieties in financial, clinical or safety matters and
ensure that any such concerns are investigated proportionately
and independently.
Other assurance functions
The Audit Committee shall review the findings of other significant
assurance functions, both internal and external and consider the
implications for the governance of the CCG.
These will include, but will not be limited to, any reviews by
Department of Health arm’s length bodies or regulators/inspectors
(for example, the Care Quality Commission and NHS Litigation
AuthorityResolution) and professional bodies with responsibility
for the performance of staff or functions (for example, Royal
Colleges and accreditation bodies).
In addition, the committee will review the work of other
committees within the organisation, whose work can provide
relevant assurance to the audit committee’s own scope of work.
This will particularly include the Integrated Governance
Committee.

Comment [GW4]: Probity’s increasing
remit makes statement redundant.

Counter fraud
The Committee shall satisfy itself that the Clinical Commissioning
Group has adequate arrangements in place for counter fraud and
security that meet NHS Counter Fraud Authority’s (formerly NHS
Protect)’s standards and shall review the outcomes work in these
areas. The Committee will also approve the counter fraud and
security workplan.
Management
The committee shall request and review reports and positive
assurances from directors and managers on the overall
arrangements for corporate governance, risk management and
internal control.
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The committee may also request specific reports from individual
functions within the CCG as they may be appropriate to the
overall arrangements.
Other Duties
The committee will agree an annual work plan to ensure that it
covers all the duties above and undertake an annual self
assessment.
The committee may agree other areas of responsibility as
appropriate with the Governing Body.
Membership

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




Chair of the Committee (the nominated lay member with
responsibility for audit and conflict of interest matters);
The nominated lay member who is also the Deputy Chair of
the Governing Body;
Up to three nominated clinical members. A clinical member
of the Governing Body.

All members of the Committee have one vote.
Formatted: Font color: Red

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









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

Chair

The Chair of the committee will be the nominated lay member with
responsibility for audit and conflict of interest matters. The Deputy
Chair will be the nominateda lay member who is also the Deputy
Chair of the Governing Body.

Quoracy

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

Frequency of
meetings

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

Frequency of
attendance

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

Conduct

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

Declaration of
interests

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

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

Urgent matters
arising between
meetings

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

Monitoring of
compliance

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

Date agreed

Approved by Governing Body on 10 November 20175

Review date
and
monitoring

Annually, or as and when legislation or best practice guidance is
updated.
Any amended terms of reference will be agreed by the committee
for recommendation to a subsequent meeting of the Governing
Body.
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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 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
1
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the NHS Act but may be extended (subject to approval from the Governing
Body) 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

Comment [GW1]: A general
monitoring clause to assure itself or the
Governing Body that its decisions, roles
and functions are carried out to
acceptable standard.

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.

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;
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;
support the development of high quality 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;
seek to increase quality, efficiency, productivity and value for money and
to remove administrative barriers in primary medical 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
2

NHS Wakefield CCG Probity Committee Terms of Reference
Approved November 2016

Formatted: Highlight

Comment [RU2]: Could come out –
duplicates bullet point 1

PDF Page No. 397













/ 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 making 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



to plan, including needs assessment, primary medical services in
Wakefield district;
undertake reviews of primary medical care services in Wakefield district;
co‐ordinate a common approach to the commissioning of primary care
services generally;
manage the budget for commissioning of primary medical services in
Wakefield district;
support the development of high quality primary medical services in
Wakefield district;
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;
consider the outcome of programmes of post payment verification.









Monitoring and assurance

Comment [RU3]: Previously Clinical
Cabinet responsibility
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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.
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Network Clinical Commissioning Contract and Additional Patient Access
Contract ( or any successor schemes)
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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 self‐assessment.
The Committee may agree other areas of responsibility as appropriate with
the Governing Body.
Membership

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








Chair of the Committee ( the nominated lay member who is also the
Deputy Chair of the Governing Body);
Lay Member – Audit
Lay Member – Patient and Patient Involvement (Deputy Chair);
Chief Officer;
Programme Commissioning Director – Integrated Care
Chief Financial Officer;
Chief of Service Delivery & Quality;
4
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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 Programme Manager –
Primary Care Co‐Commissioning
Associate Directors, as appropriate;
Heads of Service, as appropriate;
Director of Public Health;
Governance & Board Secretary.

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.
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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 three
members shall be present. This must include a Lay Member, one executive
director and one clinical member. and either the Chief Officer, Chief Finance
Officer or , the Chief of Service Delivery and Quality; or Programme
Commissioning Director – Integrated Care.

Comment [GW5]: Chief Officer
removed
Comment [RU6]: COO
Comment [GW7]: Included
Programme Commissioning Director –
Integrated Care

Frequency of
meetings

There shall be appropriate flexibility as the frequency of meetings of the
Committee, but these shall normally be held quarterlyevery 2 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.

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 5 working days before a
meeting for agenda and papers and no later than 5 working days after
6
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Urgent matters
arising between
meetings





a meeting for distribution of minutes;
record of matters arising, issues to be carried forward.
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 sub‐committee.

Formatted: Font: 11 pt

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 10 November 2017
Annually, or as and when legislation or best practice guidance is updated.

Urgent matters
arising between
meetings
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The Chair of the Committee, the Chief Officer and Chief Finance
Officer, in consultation, may also act together on urgent matters
arising between meetings of the Committee.
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In the absence of the Chair, the Chief Officer and Chief Finance Officer and a
Lay Member, in consultation, may act together.
These matters will be ratified at the next meeting of the Committee.
Monitoring of
compliance

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

Date agreed

Approved by Governing Body on 10 November 2015

Review date and
monitoring

Annually, or as and when legislation or best practice guidance is updated.
Any amended terms of reference will be agreed by the Committee for
recommendation to a subsequent meeting of the Governing Body.
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SCHEDULE 2 GOVERNANCE

CONNECTING CARE EXECUTIVE AS THE PARTNERSHIP BOARD
(CHILDREN AND ADULTS)
WAKEFIELD COUNCIL
NHS WAKEFIELD CLINICAL COMMISSIONING GROUP
TERMS OF REFERENCE
1.

Introduction
The purpose of the Connecting Care Executive is to be the Partnership Board
responsible for review of performance and oversight of the Better Care Fund and to
deliver the ambition of the Health and Wellbeing Board to achieve more effective
integration between the commissioning of children’s, adults’, public health and NHS
services.
The Connecting Care Executive needs to also undertake the statutory functions
outlined in the Care Act 2014 and managing the implementation of the Better Care
Fund Plan and associated Section 75 Better Care Fund Partnership Agreement.
Constitution
The Connecting Care Executive will be a stand alone Partnership Board reporting to
Wakefield Council (Council) and the NHS Wakefield Clinical Commissioning Group
(CCG) (the Partners).

2.

Membership

2.1

The membership of the Connecting Care Executive will be as follows:

2.1.1 the Council:
 Corporate Director, Adults, Health and Communities
 Corporate Director, Children’s Services
 Group Finance Manager, Adults, Health and Communities
 Group Finance Manager, Children’s Services
 Service Director Strategy and Commissioning
1
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 Director of Public Health or Deputy Director of Public Health
or a deputy to be notified in writing to the Chair in advance of any meeting;
2.1.2 the CCG :
 Chief Officer
 Chief Finance Officer
 Assistant Clinical Chair of Clinical Commissioning Group
 Director of Commissioning and Integrated Care
 WCCG Governing Body Clinical lead for Children and Young People
 Chief of Service Delivery and Quality
 WCCG Clinical Lead for Care Home Vanguard and Connecting Care
or a deputy to be notified in writing to the Chair in advance of any meeting;
2.1.3 The Chair of Healthwatch Wakefield (or a deputy to be notified in writing to the
Chair in advance of any meeting) shall be a non-voting observer.
2.2

Appointments
Appointments to the Connecting Care Executive will be agreed by the Council and
CCG.

2.3

Chair
The Chair of the Connecting Care Executive will be the the Corporate Director,
Adults, Health and Communities of the Council and the Deputy Chair will be Chief
Officer of the CCG. If the Chair is absent then the Deputy Chair will preside. If both
the Chair and Deputy Chair are absent such member as the members present
choose will preside. The member presiding at the meeting will exercise any power
or duty of the Chair.

3

Arrangements for the Conduct of Business

3.1

Quorum
The quorum for meetings of the Connecting Care Executive shall be a minimum of
two members from the Council and a minimum of two members from the CCG.

3.2

Frequency of Meetings
Meetings will be held monthly.

3.3

Frequency of Attendance by Members
Members are required to attend at least 75% of the meetings held in any calendar
year.

3.4

Declaration of Interests
2
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The Partners shall ensure that those officers with decision-making responsibilities in
the Connecting Care Executive will comply with the relevant provisions of their
respective organisation’s Code of Conduct policies for managing conflicts of interest
to the extent relevant. In addition to each Partner’s own Code of Conduct Policy the
following principles for the management of conflicts of interest will also apply to
members of the Connecting Care Executive:
The Partners as commissioners and providers will be jointly developing new models
of integration, careful consideration will need to be given to potential conflicts of
interest.
Members of the Connecting Care Executive are expected to conduct themselves in
an appropriate manner and must refrain from actions that are likely to create any
real or perceived conflict of interest, save those that are inherent in the institutional
interests of the organisations that members represent.
Conflicts of interest may arise where a member of the Connecting Care Executive
has:
•An institutional or financial/pecuniary interest in a specific service change that is
being considered; and/or
•A close personal or professional connection with any individuals that may be
directly affected by proposed service changes.
If any member of the Connecting Care Executive has an interest, pecuniary or
otherwise, in any matter and is present at the meeting at which the matter is under
consideration, they must disclose, to the Chair of the Connecting Care Executive,
the nature of the interest at the meeting. This member will declare that interest as
early as possible and shall not participate in the discussions and decision on that
matter. The Chair will have the power to request that the member withdraw until the
Connecting Care Executive has considered and made a decision on that matter.
Information obtained during the business of the Connecting Care Executive must
only be used for the purpose it is intended. Particular sensitivity should be applied
when considering financial, activity and performance data associated with individual
services and institutions. The main purpose of sharing such information will be to
inform new service models and such information should not be used for other
purposes (e.g. performance management, securing competitive advantage in
procurement).
Members of the Connecting Care Executive are expected to protect and maintain
as confidential any privileged or sensitive information divulged during the work of
the Connecting Care Executive. Where items are deemed to be privileged or
particularly sensitive in nature, these should be identified and agreed by the Chair.
Such items should not be disclosed until such time as it has been agreed that this
information can be released.
All declarations of interest will be minuted.
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3.5

Urgent matters arising between meetings
Any urgent matters arising between meetings will be dealt with by the Chair’s action
after agreement between the Chair and Deputy Chair or their representatives.

3.6

Secretariat Support
Secretariat support for the Connecting Care Executive will be provided by both the
Council and CCG.
Minutes of all decisions shall be kept and copied to the members within seven days
of the next meeting.

4.

Authority
The Connecting Care Executive is authorised within the limits of the delegated
authority given to either Partner and exercised by its members (which is received
through their respective organisation’s own scheme of delegation).
The Care Act 2014 (Part 4, section 121, (3)) sets out the legislative framework that
the resources identified as part of the Better Care Fund are required to be placed
into pooled budgets under section 75 joint governance arrangements between the
CCG and the Council. The Connecting Care Executive shall haveoversight and
responsibility forthe statutory arrangements for the Better Care Fund.
Voting
Both the CCG and the Council will have three votes per organisation, in relation to
decisions. The following officers of the CCG and the Council through their
delegated authority from their respective organisation’s own scheme of delegation
will have voting powers in the Connecting Care Executive:
the Council
Director of Public Health/Deputy Director of Public Health
Corporate Director, Adults, Health and Communities
Corporate Director, Children and Young People Services
the CCG
Chief Officer
Chief Finance Officer
Programme Commissioning Director Integrated Care

5.

Role of the Connecting Care Executive

5.1

Role
4
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The role of the Connecting Care Executive across Adult and Children and Young
People arenas is:
a. To promote the agenda for integrating care, both in terms of sharing
commissioning resource but also in terms of delivering a far more joined up
service for people living in the Wakefield District
b. To have a forum where both the Council and the CCG can make commissioning
decisions collectively on areas of joint activity
c. To ensure individual organisational commissioning decisions which could have
implications or consequences for broader partners are shared through this forum
in a transparent manner
d. Whilst there will be a ‘host’ partner organisation for the management of the
Better Care pooled fund, it is intended that each partner organisation will follow
their own organisational policies and procedures for responsibility of
expenditure, commissioning and procurement policies. This is outlined in the
flowchart in the attached appendix 1.
e. Have oversight and assurance that commissioning strategy and commissioning
delivery plans drive forward the strategic intentions of the Health and Wellbeing
Board in relation to Wakefield’s published Joint Strategic Needs Assessment.
f. To have responsibility for the development and implementation of joint
commissioning strategies in line with the Joint Strategic Needs Analysis, Joint
Health and Wellbeing Strategy as approved by the Health and Wellbeing Board,
Children’s Partnership arrangements and the Better Care Fund arrangements.
g. Oversee all joint commissioning arrangements within agreed budgets. Ensure
the Connecting Care Executive are sighted throughout the commissioning cycle
on any joint commissioning activity (from understanding the need to reviewing
the commission that has been procured)
h. To ensure the quality, improvement, innovation and productivity (QIPP)
challenges are managed effectively through the joint commissioning process
i. The Connecting Care Executive will oversee joint decommissioning of services
and develop a prioritisation methodology to ensure as a District we invest in
services most likely to improve outcomes.
j. Collectively the Connecting Care Executive needs to be able to be responsive to
resolving commissioning issues that need addressing, regardless of their
threshold value.
k. The Connecting Care Executive needs to make decisions about the position it
will adopt in relation to any joint commissioning activity and consider the
approach of joint procurement arrangements and and market management
issues collectively.
l. To oversee partnership agreements under Health Act flexibilities
m. To monitor the formal Better Care Fund pooled budget arrangements and any
other appropriate informal aligned budgets
n. To take a strategic approach to commissioning for transformation
o. To build effective partnerships to promote collaborative commissioning to
achieve better outcomes with other local partners, including third sector and
independent sector
p. To oversee a joint transformation programme across the Children and Young
People and Adult’s arena that will support implementation of Connecting Care
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by focusing on two specific areas of joint interest in 2017/2018, these joint areas
will be reviewed annually:




Learning Disability care packages review
Mental Health- review of the dementia pathway
Integrated Community Equipment Services (ICEs)

q. To oversee a joint transformation programme across the Children and Young
People and Adult’s arena that will support implementation of Connecting Care
over the following key enablers:





Estates
Information, Communications and Technology (ICT)
Communications and Engagement
Contracting and Commissioning models for Integrated Care- the
mulispeciality community provider

r. To undertake the statutory requirements outlined in the Children and Families
Act 2014 introducing a new statutory framework for local authorities and CCG’s
to work together to secure services for children and young people (up to the age
of 25) who have Special Education Needs or Disability (SEND), including a new
statutory code of practice which captures key actions and behaviours.
s. To undertake the statutory requirements outlined in the Care Act 2014.
t. To undertake the role of Partnership Board for the Better Care Fund and carry
out the following in connection with the Better Care Fund:






to agree the strategic planning and direction on the Individual Schemes;
to receive the financial and activity information;
to oversee, review and performance manage the planning as well as the
practical and financial implementation of the Better Care Fund;
to review the operation of this Agreement and Schedules and agree such
variations from time to time as it thinks fit;
to promote a creative and innovative approach to health and wellbeing using
the freedoms afforded by the pooled funds of the Better Care Fund

6.

Relationships and Reporting

6.1

Reporting arrangements from sub-committees/groups
Existing commissioning and operational and transformational boards/groups
between the CCG and the Council will report into the Connecting Care Executive as
outlined in Appendix 1.

6.2

Reporting Arrangements
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The Connecting Care Executive will ensure the progress on the work programme
and minutes that record commissioning decisions are provided to and published by
the Wakefield District Health and Wellbeing Board and the CCG’s governing body.
6.3

Sub groups for Connecting Care Executive
The structure highlighted in Appendix 2 outlines the groups that will continue to
exist and report into the Connecting Care Executive these include for example the
existing transformation programmes on Urgent Care, Planned Care, Mental Health
and Children and Young People’s partnership Transformation Boards. Some
workstreams of enablers will be developed to go across both adults and children
and young people arena, these will include ICT, communications and engagement,
Estates and contracting and commissioning models for integrated care.
It is proposed in 17/18 two areas of transformation are scoped out across both
Adults and Children and Young People arena and these are recommended to be
focused on mental health and personalised budgets. More work is required to
define the scope of this work to ensure this adds value and doesn’t duplicate
existing work programmes.
A formal sub-group of the Connecting Care Executive will be held following the
commissioning aspect of the Connecting Care Executive has been undertaken. This
formal sub-group (Connecting Care Health and Social Care Partnership) will be a
broader business meeting with wider colleagues across Health, Social Care, VCS
and other appropriate organisations invited. It will adopt it’s own terms of reference
and have its own distinct membership. This meeting will provide Wakefield with the
opportunity to resolve challenges and issues collectively with partners and ensure
the richness of co-production is not lost in this revision of governance
arrangements.

7.

Monitoring of Compliance
The Chair and Deputy Chair will monitor compliance with these terms of reference.

8.

Connecting Care Executive Decision making
Decisions of the Connecting Care Executive shall be made unanimously. Where
unanimity is not reached then the item in question will in the first instance be
referred to the next meeting of the Connecting Care Executive. If no unanimity is
reached on the second occasion it is discussed then the matter shall be dealt with
in accordance with the dispute resolution procedure set out in the Section 75 Better
Care Fund Partnership Agreement.

9.

Monitoring Information and Reports
The following reporting arrangements will be monitored by the Connecting Care
Executive:
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10.

Connecting Care Adults Assurance Framework will be reported by Public Health
quarterly
Children and Young People’s Performance Framework will be reported quarterly
All areas of joint commissioning activity or pooled budget activity across Adults
and Children’s arena will be reported to the Connecting Care Executive monthly
Better Care Fund Pooled Fund Manager shall supply to the Connecting Care
Executive on a Monthly basis the financial and activity information as required
under the Agreement.
NHS England has published templates for the Better Care Fund assurance and
monitoring. These will be available as both quarterly reports and as an annual
report and will be shared at the Connecting Care Executive before formal sign
off at the Health and Well-being Board. These requirements are to ensure the
ability to monitor the effectiveness of the pooled fund arrangements and provide
assurance to NHS England as to the appropriate use of the Better Care
Fund.The assurance templates cover reporting on: income and expenditure,
payment for performance, supporting metrics, and the national conditions. This
template is available in the Better Care Fund: Guidance for the
operationalisation of the BCF in 2017/19.
NHS England require submission of the monitoring reports at 5 points in the
year, these dates have not been confirmed for 2017/2019. The host partner shall
submit reports in accordance with the required timescales as specified by NHS
England.

Review of Terms of Reference
These terms of reference will be reviewed annually or earlier in the light of
national/local policy changes. The next review will take place in October 2018.
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Integrated Quality and Performance
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(Governing Body Summary)
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Public/Private Section:

Public
Private
N/A



Information

Report Author and Job Natalie Tolson, Performance & Intelligence Manager
Title:
Lucy Dyson, Quality Co-ordinator
Responsible Clinical
Dr Phillip Earnshaw, GP Board Member
Lead:
Responsible
Andrew Pepper, Chief Finance Officer
Governing Board
Jo Pollard, Chief of Service Delivery & Quality
Executive Lead:
Recommendations:
It is recommended that the Governing Body:1. Note the current performance against the CCG strategic objectives and Quality Premium
2. Note the actions being taken to address areas of performance
3. Note the discussion points from Integrated Governance Committee
The Governing Body are presented with a summary of the Integrated Quality and Performance
(IQP) Reports presented at Integrated Governance Committee in September and October
2017.
During August 2017 the CCG was under-performing in all of the 6 performance domains:

The attached report provides further explanation of each domain.
In addition IGC reports included:

Further details of the discussion at IGC are provided in the report but in particular these
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included:
 CQC rating for MYHT
 Acute Quality Commissioning Dashboard
 Health Care Associated Infections
 GP Survey 2017
 Quality Premium at the end of Q2
 Declining performance against the 4 hour waiting time target
 MYHT and CCG performance against the cancer waiting time targets
 Performance against the YAS category 1 and crew clearance targets
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:
Assurance departments/
organisations who will
be affected have been
consulted:
Previously presented at
committee / governing
body:

Not applicable

Reference document(s) /
enclosures:

Not applicable

Risk Assessment:

Mitigating actions have been included within the report and risks
are captured as appropriate in the Governing Body Assurance
Framework and Corporate Risk Register.
Mitigating actions required to improve performance or quality are

Finance/ resource

Complaints, PALS enquiries and patient feedback is mapped at
the Quality Intelligence Group and themes identified are detailed
in the report.
Not applicable
A joint report between Performance and Quality Team.

Integrated Governance Committee – 21 September and 19
October 2017.
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implications:

assessed on an individual basis for any finance or resource
implications.
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Headlines from IGC
Summary of items covered in September and October IGC integrated quality and performance
reports:


Acute Non-Invasive
Ventilation Audit



Complaints and
Compliments



CQUINS Q1 17/18



GP FFT exception
report



Medicines Related
Thematic Review – Q1
17/18



Patient Advice and Liaison
Service Contacts



Quality Measures – MYHT
Registered Nurse, Midwife
and Healthcare Assistant
Staffing exception report



Mental Health FFT
exception report



MYHT Patient Experience
Report – Q4 16/17



Quality Premium



National Heart Failure
Audit 2015/16



Serious Incidents (SI)
Summary



Strategic performance



SWYPFT Customer Services
Report Q1 17/18



The National Chronic
Obstructive Pulmonary
Disease (COPD) Audit



YAS response times

Summary of items discussed at Integrated Governance Committee (IGC)
The Integrated Quality and Performance Report is presented monthly at the Integrated Governance
Committee (IGC). This page summarises the discussion from each meeting.
IGC – September 2017
 The Committee were presented with an overview of the CCG’s performance at the end of July 2017 and






noted the system wide actions currently in place to address under-performance. The Committee were
advised that the Mid Yorkshire Hospitals NHS Trust achieved the monthly STF trajectory against the national
diagnostic target but failed to achieve the A&E, referral to treatment and cancer 62 day waits monthly STF
trajectory.
The Committee were presented with the latest results of the national GP survey. The results have
deteriorated compared to the previous year and the Committee discussed whether this was an overall
deterioration across all practices or whether there were a cluster of practices whose results had deteriorated
significantly. It was confirmed that more targeted work for a number of practices was required and the new
Primary Care Performance meeting has been established.
The Committee were advised that midwifery vacancy rates had increased above 10% for the first time. The
actions being taken reflect those which were presented to the Committee in July 2017 when MYHT
colleagues presented at IGC.
As requested at a previous meeting, the Committee were presented with the latest results of the National
Heart Failure Audit which shows improvement in all inpatient care standards at Pinderfields for 2015/16
compared to 2014/15. Standards relating to treatment and management on discharge have improved too
with the exception of ‘received discharge planning’.

IGC – October 2017
 The Committee were presented with an overview of the CCG’s performance at the end of August 2017 and







noted the system wide actions currently in place to address under-performance. The Committee were
advised that the Mid Yorkshire Hospitals NHS Trust achieved the monthly STF trajectory against the national
diagnostic and cancer waiting time targets. The Trust failed to achieve the A&E and referral to treatment
monthly STF trajectory.
The Committee acknowledged the decline in performance against the YAS category 1 response time target
and the crew clear target. The Committee were advised that an exception report detailing current YAS
performance would be available in November’s IQP Report.
The Committee were presented with the outcomes from the recent CQC inspection of the Mid Yorkshire
Hospitals Trust which was published on 13 October 2017. Although the overall rating has not improved,
there has been significant improvement for a number of service areas particularly the Wakefield Intermediate
Care Unit (previously Queen Elizabeth House) which was previously rated as Inadequate. It was confirmed
that MYHT Chief Nurse will be attending the CCG Governing Body meeting in November 2017.
The improvement in overall and weekend mortality rates at MYHT as measured by Hospital Standardised
Mortality Ratio (HSMR) was highlighted.
The report contained a discrepancy in the number of open Serious Incidents (SIs) at MYHT, it was confirmed
that the correct number open (this means those that are still being investigated, reviewed by the CCG, or
where additional information is required) was 110.
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Executive Summary
This summary report provides a high level overview of performance and quality reported in the
Integrated Quality and Performance Report. The report is divided into two sections; acute
commissioning (Mid Yorkshire Hospital NHS Trust) and place based reporting (Wakefield CCG).
Mid Yorkshire Hospitals NHS Trust (Acute Commissioning)
The Trust is underperforming in all five performance domains:
Access to cancer
diagnosis and treatment

A step change in the
productivity of elective
care

Access to the highest
quality urgent &
emergency care

System wide quality
measures

Citizen participation &
empowerment

The CCG is underperforming in all six performance domains:
Access to cancer
diagnosis and treatment

A step change in the
productivity of elective
care

Access to the highest
quality urgent &
emergency care

Mental health service
transformation

System wide quality
measures

Citizen participation &
empowerment

Cancer waiting time targets – In terms of monthly performance, the Trust achieved 7 of the 8
cancer access standards in August, including the 85% standard. The Trust failed to achieve the 90%
target for 62 days wait for first definitive treatment following a consultant’s decision to upgrade the
patient. August’s performance reported at 81.8%.
The CCG continues to achieve 6 of the 9 cancer waiting time constitutional targets at the end of
August. The CCG failed to achieve the 31 days wait for subsequent treatment where treatment is
surgery (91.9%), 62 days wait from an urgent GP referral to first definitive treatment for cancer
(82.8%) and 62 days wait for first definitive treatment following a consultant’s decision to upgrade a
priority patient (76.9%).
Referral to treatment 18 weeks – Performance for the Trust remains below the 92% national
standard and monthly STF trajectory, with August’s performance reporting at 82% for the Trust. The
over 18 week backlog now stands at 6,366. Four specialities continue to perform above the national
standard at the end of August.
Performance this month for the CCG showed a marginal improvement with August’s performance
reporting at 86.0%. The over 18 week backlog now stands at 3,773.
Diagnostics 6 weeks – The Trust achieved the 99% national standard and monthly STF trajectory at
the end of August with performance reporting at 99.08%. The CCG remains slightly below the 99%
national standard at the end of August. However performance did increase in the month of August to
98.9% from 98.7% at the end of July.
A&E waits - Performance against the A&E 4 hour waiting time target experienced a further decrease
this month with August’s performance reporting at 83.8%. This remains below the national standard
and STF trajectory.
Acute Trust and Ambulance turnaround – Validated performance data against the 15 minute Trust
handover target showed signs of further improvement this month with performance increasing to
92.6% at the end of August. The 100% national standard continues to be achieved at the Pontefract
site.
Acute Commissioning Quality Dashboard
Friends and Family Test (FFT): In June 2017, patient satisfaction with MYHT services was amongst
the best, particularly A+E, scoring 96.0%.
Healthcare Associated Infections
Clostridium Difficile – 8 cases were assigned to MYHT during August 2017.
MRSA – 1 case of MRSA was assigned to MYHT during August 2017.
3
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Acute non-invasive ventilation (NIV)
Times from diagnosis to starting NIV are excellent and the team have been recognised by The
National COPD Audit Programme Team as a top performing hospital for NIV within 3 hours of arrival.
The National Chronic Obstructive Pulmonary Disease (COPD) Audit Programme
MYHT was in the top 10, ranking joint seventh with East and North Hertfordshire NHS Trust,
achieving 78% best practice tariff.
MYHT Mortality
Mortality rates as measured by Hospital Standardised Mortality Ratio (HSMR) have reduced over the
past six months to within expected rates. The overall HSMR in June was 82.53 (89.89 YTD) and
weekend HSMR was 93.26 (90.67 YTD) against an expected rate of 100. Palliative care coding has
improved to be comparable to other Trusts and this has contributed to the reduction in MYHT’s
HSMR.
NHS Wakefield CCG (Place based)
GP Survey 2017
The National GP Survey 2017 results show that patients have a poorer overall experience compared
to results of last year. This includes making an appointment, contact via the telephone and waiting
time for the appointment.
Healthcare Associated Infections
Clostridium Difficile –11 cases were assigned to Wakefield CCG during August 2017.
MRSA – 0 cases of MRSA were assigned to Wakefield CCG during August 2017, although the post48 hour case for MYHT affected a Wakefield patient.
Mental Health - The latest IAPT referral to treatment data against both the 6 and 18 week targets
reported at 100% for August. Performance against the dementia diagnosis rate target slightly
reduced in the month of August with performance reporting at 65.7%.
Other Providers
YAS
Category 1 8 minute response – Performance against the Category 1 (8 minute) response target
experienced a decline in August with performance reporting at 65.8%.
Crew Clearance - Performance against the crew clear target continues to show signs of
deterioration with August’s performance reporting at 59.9%.
Cardiac arrest – During May 2017 YAS were above target (9.0%). 11.7% of patients were
discharged from hospital alive following resuscitation by ambulance service following a cardiac
arrest.
Further details explaining the reasons for under-performance and the recovery actions in place can
be found within the individual metric sections of this report.
The Interactive IQP Report can be accessed here.
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Performance Trend Key:

B = Performance Improvement

D = Performance Deteriorated

NC = Performance Stabilised
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Mid Yorkshire Hospitals NHS Trust Quality Scorecard
Key Performance Indicator

Target

Apr‐17

May‐17

Jun‐17

2017/18
Q1

Jul‐17

Aug‐17

D

0

1

0

1

0

1

2

D

1

3

1

5

2

8

15

Apr‐17

May‐17

Jun‐17

2017/18
Q1

Jul‐17

Aug‐17

2017/18
YTD

La test Monthly trend

2017/18
YTD

System wide quality measures
Healthcare acquired infections - MRSA

0

Healthcare acquired infections - C Diff - MYHT

27

Key Performance Indicator

Target

1
0

La test Monthly trend

Citizen participation & empowerment

17

FFT - A&E

86%

FFT - Inpatient

96%

FFT - Outpatient

93%

FFT - Community

96%

FFT - Maternity: Antenatal

96%

FFT - Maternity: Labour Ward

97%

FFT - Maternity: Postnatal Ward

94%

FFT - Maternity: Postnatal Community

98%

Key Performance Indicator

Target

0
0
0
0
0
1
1
1

18

19

20

21

D

96.0%

96.0%

96.0%

96.0%

95.0%

95.8%

D

98.0%

97.0%

98.0%

97.7%

97.0%

97.5%

NC

97.0%

97.0%

97.0%

97.0%

97.0%

97.0%

NC

98.0%

98.0%

98.0%

98.0%

98.0%

98.0%

NC

97.0%

98.0%

96.0%

97.0%

96.0%

96.8%

B

98.0%

98.0%

94.0%

96.7%

95.0%

96.3%

NC

100.0%

97.0%

88.0%

95.0%

88.0%

93.3%

NC

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

Apr‐17

May‐17

Jun‐17

2017/18
Q1

Jul‐17

Aug‐17

2017/18
YTD

La test Monthly trend

Maternity

1
1

B

11.7%

16.8%

17.4%

17.8%

12.8%

15.3%

‐

‐

2.6%

4.8%

2.5%

4.4%

3.6%

3.6%

70%

0

D

71.0%

68.0%

70.9%

70.2%

69.6%

69.9%

6.2%

1

D

6.3%

0.0%

0.0%

1.6%

‐

2.0%

2.0%

0

NC

0.0%

11.1%

0.0%

0.0%

‐

2.8%

2.5%

0

NC

3.1%

5.6%

0.0%

0.0%

‐

2.2%

5.2%

1

D

12.5%

5.6%

0.0%

4.9%

‐

5.8%

Safety Thermometer: Physical harm free care

79.3%

0

B

87.5%

83.3%

87.2%

93.4%

‐

87.9%

Quality Measures

Target

Apr‐17

May‐17

Jun‐17

2017/18
Q1

Jul‐17

Aug‐17

2017/18
YTD

% of patients risked accessed for Venous Thromboembolism

>95.0%

0

B

‐

95.2%

‐

‐

95.6%

‐

95.4%

% of patients receiving harm free care

>95.0%

D

93.2%

93.2%

92.6%

‐

‐

‐

93.0%

Maternity Dashboard: Emergency C-section rate (%)
Maternity Dashboard: Post partum haemorrhage - >1500ml as % of
women delivered
Maternity Dashboard: % of live births resulting in feeding initiation
(babies) - breast
Safety Thermometer: Proportion of women that had a maternal infection
since the onset of labour or within 10 days of birth
Safety Thermometer: Proportion of women that had a 3rd/4th degree
perineal trauma
Safety Thermometer: Proportion of women who reported being left alone
at a time that worried them during labour or birth
Safety Thermometer: Proportion of women who reported they had
concerns about safety during labour and birth that were not taken
seriously

<15.2%

La test Monthly trend

Proportion of patient safety incidents that are harmful (community)

<50.0%

Summary Hospital Mortality Indicator

<100.0%

1
1
0
1
1
0

Hospital Standardised Mortality Ratio (elective & emergency
admissions)

<100.0%

Hospital Standardised Mortality Ratio (weekend)

<100.0%

WTE registered Nurse vacancies (acute and community)

<132.4

WTE registered Midwife vacancies

Number of never events

0

Number of new serious incidents for the month

‐

Proportion of patient safety incidents that are harmful (acute)

<29.0%

NC

0

1

0

0

0

0

1

13

15

9

37

7

12

56

B

26.0%

25.3%

‐

‐

27.7%

24.7%

24.0%

B

55.1%

61.5%

‐

‐

53.1%

47.8%

54.9%

D

‐

‐

‐

‐

‐

‐

‐

0

B

‐

90.79

82.53

‐

‐

‐

89.89

D

‐

86.67

93.26

‐

‐

‐

90.67

B

186.63

196.78

‐

‐

196.9

195.07

‐

D

8.49

9.05

‐

‐

14.82

23.1

‐

<14.35

1
1
0

WTE Healthcare Assistant vacancies (acute and community)

<76.1

1

B

92.65

97.72

‐

‐

99.94

73.37

‐

Sickness Absence Rate

<4.8%

D

4.7%

‐

‐

5.2%

5.4%

5.0%

Staff FFT: % of staff recommending the Trust as a place of work

64%

B

‐

‐

‐

56.0%

‐

‐

56.0%

Staff FFT: % of staff recommending the Trust as a place of care

81%

1
1
1

4.4%

B

‐

‐

‐

62.0%

‐

‐

62.0%

*At this time the Safety Thermometer data has some inaccuracies and should not be used as a reliable source.

Performance Trend Key:

B = Performance Improvement

D = Performance Deteriorated

NC = Performance Stabilised
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Mid Yorkshire Hospitals NHS Trust & NHS Wakefield CCG
Performance & Quality Summary
Access to cancer diagnosis and treatment
Reasons for under-performance
Wakefield CCG
In the month of August the CCG achieved 6 of the 9 cancer waiting time targets. Overall performance
experienced an improvement but the CCG remained below the national standard against the following
cancer waiting time targets:






31 days wait for subsequent treatment where treatment is surgery – 91.9% (3 breaches out of 35
patients treated). This was a performance improvement from the position reported at the end of
July (82.9%).
62 days wait from an urgent GP referral to first definitive treatment for cancer – 82.6% (16 breaches
out of 92 patients treated). This was a performance improvement from the position reported at the
end of July (78.6%).
62 days wait for first definitive treatment following a consultant’s decision to upgrade a priority
patient – 76.9% (3 breaches out of 13 patients treated). This was a performance improvement from
the position reported at the end of July (71.4%).

In terms of performance against the 62 day wait from an urgent GP referral to first definitive treatment, the
specialities that performed under the 85% target were: lung, lower GI, gynaecological, head & neck and
haematological (excluding acute leukaemia).

Mid Yorkshire Hospitals NHS Trust
For the Trust, in the month of August, 7 of the 8 cancer waiting time targets were achieved, including the 62
days wait from an urgent GP referral with monthly performance reporting at 86.9% and aggregated
performance reporting at 85.7%. In terms of the monthly performance, this was an increase from 84.5% at
the end of July and from 85.5% achieved across Q1. The majority of breaches were shared pathways with
another provider.
The measure the Trust failed to achieve was the 62 days wait for first definitive treatment following a
consultant’s decision to upgrade priority of the patient. August’s performance reported below the 90%
target at 81.8% and this was a result of 3 breaches. However, this was an improvement from the position
reported at the end of July (73.3%).
Recovery actions in place
Demand continuing to exceed capacity at Mid Yorkshire Hospital Trust (across outpatient, diagnostic and
treatment) remains the main cause for under-performance against a number of cancer waiting time targets.
Mid Yorkshire Hospital Trust continue to maintain a Trust wide Cancer Wait Time (CWT) recovery action
plan. The action plan continues to undergo weekly review and updates by the Trust Lead Cancer
Management Team.
A performance trajectory has been put in place for 2017/18 to support the improvement and monitoring of
performance against the national standard.
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Dashboard: Cancer Waiting Times
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A step change in the productivity of elective care
Referral to treatment 18 weeks
Reasons for under-performance
Wakefield CCG
Performance this month has shown a marginal increase for the CCG, with August’s performance reporting
at 86.0% for the CCG. However this remains below the 92% national standard. At the end of August 3,773
patients had been waiting over 18 weeks from referral. This was a decreased of 48 patients from the
position reported at the end of July.
Mid Yorkshire Hospitals NHS Trust
For the Trust, August’s performance against the 18 week referral to treatment measure reported at 82%,
which was a 0.3% improvement from the previous month. However, performance remains below the 92%
national standard and monthly STF trajectory. Four specialities continued to perform above target at the
end of August. These were – Cardiology (92.4%), Neurology (94.4%), General medicine (100%) and
Geriatric medicine (97.3%).
For the Trust, 6,366 patients had been waiting longer than 18 weeks from referral at the end of August.
This was a decrease from 6,424 over 18 weeks at the end of July 17 and from 8,422 at the end of August
last year.
The three specialities with the highest volume of patients waiting over 18 weeks were general surgery,
ophthalmology and thoracic medicine. The total waiting list increased further in the month by 220 patients
and the over 18 week backlog decreased by 58 patients.
The actions the Trust is taking have reduced the overall waiting list. During the last 7 months, the actions
have reduced the backlog from 8.6 thousand to 6.4 thousand.

Recovery actions in place
The Trust has put in place an STF trajectory to support performance improvement throughout 2017/18.
A number of further actions and system wide assurance arrangements are also in place to address underperformance. There has been an agreement between the CCG and Mid Yorkshire Hospital Trust on a
number of implementation projects that form part of the overall Outpatient Improvement Programme.
These are:
 The management of patients waiting over 35 weeks
 Waiting list validation and patient transfer (as per monies made available from NHS England) for
those patients waiting over 18 weeks, but less than 35 weeks for gastroenterology, T&O and
ophthalmology.
 The implementation of primary review for the follow-up backlog across all Wakefield District General
Practices to ascertain those patients who could be safely managed in primary care.
 A working agreement with the Trust to look at a plan to phase out paper referrals, which can create
unnecessary admin time, both for primary and secondary care, and create unnecessary waits for
patients to access care.
 The transfer of booked appointment slots to alternative community providers.
 Development of speciality level plans to minimise demand and capacity imbalances at MYHT.
Mid Yorkshire Hospitals NHS Trust are currently in the process of working through their action plan to
improve 18 week performance and are working with the community MSK service to transfer patients who
have been unable to access an appointment at the Trust.
These actions will be delivered throughout 2017/18 led by the Planned Care Improvement Group.
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Dashboard: Referral to Treatment
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Diagnostic 6 week waits
Reasons for under-performance
Wakefield CCG
At the end of August 98.9% of CCG patients on diagnostic pathways were waiting less than 6 weeks. This
was a performance improvement compared to July’s performance, but remains below the 99% national
standard. The number of patients waiting over 6 weeks for a diagnostic test fell from 70 at the end of July
to 59 at the end of August and the number of patients waiting over 13 weeks remained at 3.
Mid Yorkshire Hospitals NHS Trust
The Trust continues to achieve the 99% national standard against the number of patients on diagnostic
pathways waiting less than 6 weeks, with August’s performance reporting at 99.1%. Of the 7,150 patients
waiting for a diagnostic test, 66 were waiting over 6 weeks at the end of August and 2 patients had been
waiting over 13 weeks.
The majority of these breaches were patients waiting for an endoscopy procedure. There has been an
increased shift from endoscopy to colonoscopy services, which limits the number of scopes that can be
undertaken in the capacity available.

Recovery actions in place
A number of actions are in place to address the demand and capacity issues within the endoscopy service.
The Trust is working with other AQP community providers to transfer those patients that can be scoped
within the community. The Trust has also increased its resources (through the use of external resources)
in order to increase capacity and achieve performance. Further to this the Trust are also looking at
recruitment into vacant posts.
The Planned Care Improvement Group are also looking at the current referral process which is in place for
endoscopy and reviewing the option of adopting a triage model.
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Dashboard: Diagnostic Test Waiting Times
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Access to the Highest Quality Urgent and Emergency Care
A&E Waiting Times
A&E 4 Hour Performance
Reasons for under-performance
August’s performance demonstrates that 83.8% of patients attending the Trusts emergency department
were admitted, transferred or discharged within 4 hours of arrival, which is a decline compared to the
previous month of 85.4%. September demonstrates a slight improvement with performance reporting at
84.7%.
Both August’s and September’s performance remains below the 95% national standard and
monthly STF trajectory.
Performance for non-admitted patients in August decreased to 91.8% and for admitted patients it
decreased to 57.1%.
Of the three Trust sites, the Pinderfields site has the lowest performance against the 4 hour standard
(73.7%) in August. The 4 hour standard was achieved at Pontefract Site (95.6%) and almost achieved at
the Dewsbury site (90.2%).
The conversion rate from A&E to emergency admission was 22.2% in August (Type 1 ED attendances
only).
‘Waiting for a bed’ continues to be one of the most common reasons for breach of the 4 hour standard.

Recovery actions in place
West Yorkshire has been chosen as an Accelerator Site to improve A&E performance across the region.
This has provided funding for ambulance handovers, GP streaming and enhanced ambulatory care
opening at the Pinderfields site.
The A&E Improvement Group has updated the work plan following NHS England’s publication of the Next
Steps on the 5 Year Forward View and Delivery Plan to support further improvement. Key areas of the
plan intended to support further ED performance include:
 The Acute Care of the Elderly Units are now open at the Pinderfields and Dewsbury hospital sites to
help prevent admissions and reduce length of stay.
 Primary Care Streaming will be strengthened at Dewsbury ED and Pinderfields ED from September
to meet national guidance.
 Ambulatory Care is open 24:7 at Pinderfields.
 From September the Trust is aiming to open a 24:7 discharge hub at Pinderfields to improve patient
flow.
 Opening of the new Medicine and Elderly Care Step Down wards at Dewsbury in September.
 Recruitment of two Trusted Assessors for Wakefield to help speed up discharges to care homes.
 Extended primary care opening across Wakefield from September, 6pm – 10pm evenings and 9am3pm at weekends. It is intended that this will help ease pressure at busy times for ED.
 Launch of discharge to assess in Pinderfields ED from October 2017 to help prevent admissions.
 Continuation of the successful roll out of SAFER on the wards at MYHT, which is intended to help
improve discharge processes to reduce length of stay.

An STF trajectory has been put in place for 2017/18 to support performance improvement and the
achievement of the 95% national standard.
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Dashboard: A&E Waiting Times
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A&E Handovers
Reasons for under-performance
A&E Handovers:
At the end of August validated performance against the 15 minute handover target reported at 92.6%, the
highest it has been over the last 12 months. However the number of handovers to A&E that took place
between 30 and 60 minutes from arrival at the Trust increased from 75 at the end of July to 85 at the end of
August. 10 of these ambulance handovers that took place over 60 minutes from arrival at the Trust against
a target of zero. This was an increase of 2 compared to the previous month (8 handovers).
Of the three Trust sites, performance reported the highest at the Pontefract site (100%), with the Dewsbury
site reporting performance of 96.2% and the Pinderfields site reporting performance of 91.3%.
The main cause for under-performance continues to be:
• Lack of A&E clinical staff for handovers.
• Cubicle availability (specifically in Pinderfields and Dewsbury)
• Clinically appropriate patients in resus
% of handovers within 15
minutes

Aug-16

Sep-16

Oct-16

Nov-16

Dec-16

Jan-17

Feb-17

Mar-17

Apr-17

May-17

Jun-17

Jul-17

Aug-17

YAS

69.0%

68.4%

64.0%

65.2%

64.5%

62.1%

63.9%

70.7%

73.0%

71.1%

76.0%

75.9%

76.3%

























53.7%

53.0%

49.0%

70.5%

73.7%

69.7%

77.6%

85.9%

86.7%

88.8%

91.2%

91.8%

92.6%

























Dewsbury

70.0%

71.2%

70.2%

73.8%

75.6%

72.6%

80.2%

85.7%

94.3%

95.2%

96.4%

95.4%

96.2%

Pinderfields

46.8%

46.6%

40.7%

69.1%

72.9%

76.6%

76.6%

85.8%

87.1%

84.0%

89.5%

90.6%

91.3%

Pontefract

91.7%

93.8%

93.2%

96.9%

88.9%

97.2%

81.8%

96.8%

94.4%

100.0%

100.0%

100.0%

100.0%

% of handovers within 30
minutes

Aug-16

Sep-16

Oct-16

Nov-16

Dec-16

Jan-17

Feb-17

Mar-17

Apr-17

May-17

Jun-17

Jul-17

Aug-17

YAS

92.4%

92.2%

89.0%

90.0%

89.6%

86.9%

88.2%%

93.6%

94.4%

93.1%

96.3%

96.3%

95.1%

MYHT

82.1%

80.9%

77.8%

89.6%

91.9%

91.6%

95.4%

99.2%

96.8%

96.9%

98.6%

98.0%

97.6%

MYHT

Performance by Site: Ambulance / Trust handovers
within 15 minutes

Ambulance / Trust handovers within 15 minutes
120.0%

120.0%

100.0%

100.0%

80.0%

80.0%

60.0%

60.0%

40.0%

40.0%

20.0%

20.0%

0.0%

0.0%
Aug-16

Oct-16

Dec-16

Feb-17

Apr-17

Jun-17

Aug-17

Aug-16

Oct-16
Dewsbury

Dec-16

Feb-17

Pinderfields

Apr-17
Pontefract

Jun-17

Aug-17
Target

Recovery actions in place
YAS have identified ambulance handover performance as one of its’ main priorities for improvement this
winter. YAS local management teams continue to work with Mid Yorkshire Hospitals NHS Trust
managers around providing individual PIN to the ED staff, to enable more robust reporting of handover
and the audit of any exceptions.
Mid Yorkshire Hospitals NHS Trust continues to implement the emergency care flow nurse at Pinderfields
and this role is staffed from 10am to 10pm 7 days per week as a minimum. The Trust is now one of the
better performing Trusts for A&E handover in Yorkshire.
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System Wide Quality Measures
Healthcare Associated Infections – MYHT
Exception Report - Clostridium Difficile (last exception report – July 2017)
8 cases were assigned to MYHT in August 2017 against a target of 2 per month.

Reasons for underperformance
Eight post 72 hour cases were reported by MYHT, six cases in Wakefield residents. Five cases have been
reviewed at the CDI panel and all deemed non-preventable. Three cases are to be discussed at panel.

Lessons learnt




Staff not completing Bristol Stool Charts
Staff recruitment remains an issue
Some issues with cleaning standards on the ward noted

Actions to be taken




CDI Post-infection review (PIR) tool and PIR process under review due to new checklist on local
assessment of CDI cases from NHS Improvement. The tool has been adapted to include community
information and will be trialled at the next PIR.
Kirklees and Wakefield Infection Prevention Control Team continue to undertake enhanced surveillance
to determine common themes to enable targeted work.
Lessons learnt are incorporated into action plans for CDI to be monitored by IPC divisional group and
reported into MYHT IPC monthly group, attended by Head of Health Protection and Lead IPC Nurse for
Wakefield and Kirklees Council.
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Exception Report - MRSA (last exception report – July 2017)
1 case was assigned to MYHT in August 2017 against a target of 0 per month.

Reasons for underperformance
One case of MRSA bacteraemia in Wakefield resident was reported by MYHT. Admitted with abdominal
pain and distension with a past medical history of gastrointestinal dysmotility and jejunostomy and
gastrostomy with a complication of bowel perforation in May during jejunostomy change. The patient had a
previous history of MRSA and was decolonised on admission following positive admission screen of nose
and groin but not devices. PICC line inserted for Total Parenteral Nutrition. The line became infected but no
action taken and was not removed until the following day. Other invasive devices in situ.
The case was deemed preventable due to the PICC not being removed when signs of infection noted,
sporadic documentation and information on Vital Pac not completed.

Lesson to be learnt from the post case:







Timely removal of device when signs of infection
Sub optimal documentation around devices
Incomplete VIP scoring
Inappropriate administration of MRSA decolonisation treatment
Nose and groin swabbed on admission not invasive device as per policy
Inappropriate antibiotic for PICC line infection and delay in administering

Actions to be taken
Action plan developed by MYHT Division of Surgery to address lessons learnt including:
 Medication charts to be checked daily by doctors and pharmacist
 Staff to be educated on length of suppression treatment
 Staff to be educated on MRSA policy and ensure aware of sites for screening
 Staff to be educated on antibiotic prescribing
 Senior staff to check peripheral venous cannula daily
 Discuss all patient with PVC at daily safety brief
 Ensure no red clocks on Vital Pac
 Ensure documented on Vital Pac inserted and removal
 Education of junior medical staff on removal of PICC line
Actions identified to be completed by 1 December 2017.
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Acute Commissioning Quality Dashboard
(Last reported - March 2017)
The 6 acute providers included in this dashboard undertake the most activity for Wakefield CCG patients.

Target

Period

Measure
Safe
MRSA assigned cases

Actual

YTD DoT Actual

0
Q1 17/18
1
1
varies by
2
Q1 17/18
Clostridium Difficile assigned cases against trust target
trust
Safety Thermometer - patients receiving harm free
94.2%
Jul-17 88.9% 90.9%
care
Incident reporting - fair and effective reporting

-

Aug-17

Calderdale and
Huddersfield

Barnsley

Within the
middle range

Doncaster and
Bassetlaw

YTD DoT Actual

Leeds Teaching
Hospitals

Mid Yorkshire
Hospitals Trust

YTD DoT Actual YTD DoT Actual

Sheffield Teaching
Hospitals

YTD DoT Actual

YTD DoT

-

0

0

-

1

1

-

4

4

-

1

1

-

1

1

-

-

-

6

-

-

8

-

-

27

-

-

5

-

-

25

-

-

94.3% 94.2%

-

94.8% 94.2%

-

94.4% 94.8%

-

92.6% 92.9%

-

93.4% 92.9%

-

-

Within the
middle range

-

Within the
middle range

-

Within the
middle range

-

Within the
middle range

-

Within the
middle range

-

Caring
A+E FFT - % patients recommending the service
Inpatient FFT - % patients recommending the service

88% (nat
av)
96% (nat
av)

Jun-17

84.0%

-

B

85.0%

-

D

90.0%

-

NC 87.0%

-

B

96.0%

-

B

88.0%

-

B

Jun-17

97.0%

-

NC 95.0%

-

D

99.0%

-

B

96.0%

-

B

98.0%

-

B

96.0%

-

NC

-

B

32.3%

-

B

28.8%

-

B

16.8%

-

D

22.0%

-

D

10.2%

-

D

-

B

81.0%

-

D

76.0%

-

D

87.0%

-

B

62.0%

-

B

91.0%

-

NC

Well-led
Staff FFT - response rate
Staff FFT - recommend as a place of treatment

13% (nat
Q1 17/18 21.4%
av)
81.0%
Q1 17/18 79.0%
(nat av)

Effective
Summary Hospital Mortality Indicator (SHMI)
Sentinel Stroke National Audit Programme Level
(SSNAP)
Governance
CQC Rating

<1
A-C

Good

Jan - Dec
16
Dec 16 Mar 17

Aug-17

0.99

B

1.05

B

1.04

D

0.98

B

0.99

D

0.98

D

C

-

B

-

B

-

C

-

C

-

C

-

Requires
Improvement

-

Requires
Improvement

-

Requires
Improvement

-

Good

-

Requires
Improvement

-

Good

-

Key messages
Clostridium Difficile
Each acute trust is given an individual target linked to past performance, for example, the target for MYHT
is 27 cases or fewer. Only Sheffield are above their trajectory in quarter 1.
Friends and Family Test (FFT) - % of patients recommending the service
Patient satisfaction with MYHT services is amongst the best, particularly A+E, scoring 96.0% in June 2017.
Staff FFT - % of staff recommending as a place of treatment
MYHT scored 62.0% during quarter 1 on the staff FFT for recommend as a place of treatment, which
compared to the other five acute providers and the national average (81.0%) is significantly lower.
However, this score has improved from quarter 4 (56.0%).
Sentinel Stroke National Audit Programme (SSNAP)
MYHT has maintained their Level C result.
Safety Thermometer – patients receiving harm free care
MYHT are performing under target (94.2%) for patients receiving harm free care, along with Barnsley and
Sheffield Teaching Hospitals.
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MYHT CQC Inspection Report 2017
The CQC inspected the Mid Yorkshire Hospitals Trust in May and June 2017. They published their
inspection reports on 13 October 2017. Reports are available for the Trust overall, each of the 3 hospital
sites, community health services for adults, and community health inpatient services
http://www.cqc.org.uk/provider/RXF/reports
Details about the ratings and findings for the latter two services are detailed on the ‘place’ commissioning
section of the report.
The CQC carried out an announced inspection of the Trust between 16-19 May 2017 as part of the CQC’s
comprehensive inspection programme and to follow up on progress from their previous comprehensive
inspection in July 2014, a focused inspection in June 2015, and unannounced inspections in August and
September 2015. This included unannounced visits to the Trust on 11, 22 May and 5 June 2017.
The CQC found that the Trust had improved in some areas, particularly within community services.
However, it remains rated as ‘requires improvement’ overall.

Detailed findings
Overall ratings for The Mid Yorkshire Hospitals NHS Trust

Ratings for Pinderfields Hospital

19

PDF Page No. 435

Ratings for Dewsbury and District Hospital

Ratings for Pontefract Hospital

Services where ratings have improved
Services that have improved include Surgery at both Dewsbury and District Hospital and Pinderfields
General Hospital. These services were previously rated as Requires Improvement but are now rated as
Good at both providers.
Previously Community health inpatient services (Wakefield Intermediate Care Unit) was rated
Inadequate but has now achieved an overall rating as Good.
The Community health services for adults and Community health dental services were not inspected
in 2015 due to achieving Good.
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Services where ratings have deteriorated
Services that have deteriorated include Outpatients and diagnostic imaging. Previously these services
were rated as Good across all site but are now rated as Requires Improvement.
Critical care has worsened at Dewsbury and District Hospital, achieving Requires Improvement, where
previously this service was rated as Good.
At Pinderfields General Hospital Medical Care has been rated as Inadequate where previously this service
was rated as Requires Improvement.
Finally, Maternity and gynaecology has worsened at Pinderfields General Hospital after achieving
Requires Improvement. Previously, this service was rated Good.

The key findings were as follows:



















The trust had systems in place to manage staffing shortfall as well as escalation processes to maintain
safe patient care. However, a number of registered nurse shifts across the trust remained unfilled
despite these escalation processes. This was a significant concern within medical care wards where
actual nurse staffing figures were significantly below establishment planned numbers evidence by poor
fill rates. Some staffing escalation procedures within this division added little to the staffing situation.
Within the medical care division across the trust, staff shortages impacted on the ability of ward staff to
provide the level of care they would like to. As a result of working under such pressure and time
constraints we did observe some care which was not of an acceptable standard. Some patients also
reported this was affecting the length of time it took for call bells to be answered.
At Dewsbury Hospital we were very concerned that patients were not having observations monitored or
had appropriate escalation when there was elevated NEWS scores.
Staff across most specialties were not meeting the trust’s mandatory training targets.
Patient outcomes from national audit data were variable. Overall, heart failure, myocardial infarction and
diabetes outcomes were worse than national average. The trust was an outlier in a number of mortality
alerts across divisional services. The trust has six active mortality outlier alerts as at 3 April 2017.
Within medical care services, the meal time initiative to support patient nutrition and hydration was not
robust. Nursing documentation to support nutrition and hydration was poor.
Staff knowledge and understanding of deprivation of liberty safeguards and the Mental Capacity Act
principles was variable across some services within the trust.
Access and flow, across the emergency department, medical care and surgical services, and
outpatients remained a significant challenge.
The emergency department was failing to meet the majority of national standards relating to Accident
and Emergency performance. However, recent information showed that this was improving.
The use of extra-capacity beds in existing bays within medical care wards, particularly in Pinderfields
Hospital was impacting negatively on patient experience and at times compromising privacy and dignity.
Medical boarders were impacting in most clinical areas within the trust.
There were a considerable number of patient moves after 10pm causing distress, inconvenience and
confusion to many patients. Delays in obtaining suitable community care placements were causing
access and flow difficulties, particularly in medical care services.
There were issues regarding referral to treatment indicators and waiting lists for appointments. The
backlog of patients waiting for first and follow up appointments across the trust outpatient departments
had deteriorated since the last inspection.
The senior team was aware of the challenges and issues within the organisation and had developed
strategies and tightened governance processes to meet these challenges. However, these needed
embedding the pace of this improvement needed to increase.
There was some improvement in strengthening of governance processes across the trust. However,
within some services, particularly medical care and critical care, there were gaps in effective capturing
of risk issues and in how the services monitored quality and performance.
Governance and assurance processes within the medical care division, for the care and management
of patients, did not support the provision of safe care, quality outcomes and positive patient experience
21

PDF Page No. 437

on these wards.

However:




Overall, the culture within the trust had improved since the last inspection and there were indications of
a positive cultural shift.
There was effective multi-disciplinary (MDT) working to secure good outcomes and seamless care for
patients across the trust.
Community services within the trust had improved since our last inspection.

The CQC saw several areas of outstanding practice including:















The emergency departments had introduced an ambulance handover nurse. This has led to a
significant reduction in ambulance handover times.
The facilities at Pinderfields Hospital on the spinal unit for rehabilitation and therapies were modern,
current and progressive.
The cardiology e-consultation service at Pinderfields Hospital which provided a prompt and efficient
source of contact for primary care referrers who sought guidance on care, treatment and management
of patients with cardiology conditions.
The proactive engagement initiatives used by the dementia team involving the wider community to raise
awareness of the needs of people living with dementia. The use of technology to support therapeutic
engagement and interaction with patients, stimulating activity and reducing environmental conflict.
The Plastic Surgery Assessment Unit was developed November 2016 at Pinderfields Hospital. This was
designed to improve the patient experience and ensure capacity was maintained for the assessment of
ambulatory patients that required a plastic surgery assessment by assessing patients direct from the
emergency department. Faster pre-theatre assessment was provided which helped ensure treatment
was delivered quicker. The surgical division had reduced pressures on Surgical Assessment Unit (SAU)
by taking the bulk of ambulatory plastics patients out of SAU.
The burns unit play specialist ran a burns club, which provided psychological support to children and
their families. This included an annual camp and two family therapy weekends a year.
The maternity service at Pinderfields Hospital had implemented the role of ‘Flow Midwife’, a senior
member of staff who had oversight of the service during the day. The aim of this role was to ensure a
smooth flow of patients throughout the unit; this included the risk of transfers from the stand-alone birth
centres and concerns with the discharging of patients from the postnatal ward and labour suite.
There was direct access to electronic information held by community services, including GPs. This
meant that hospital staff could access up-to-date information about patients, for example, details of their
current medicine.
The trust had a new electronic process with remote monitoring to alert staff to fridge temperatures being
below recommended levels to store drugs.
At Dewsbury Hospital panic buttons had been installed for staff to use in the emergency department if
they felt in any danger from patients, visitors or anyone walking into the department. The panic buttons
had been installed in direct response to and following a review of a serious incident which occurred in
the department.
We saw evidence of the risk assessment in patients` notes and falls bands were visible on patients.
This enabled all staff in the hospital to identify patients at risk of fall no matter where they were in the
hospital.

However, there were also areas of poor practice where the trust needs to make improvements.
Importantly, the trust MUST:





Ensure that there are suitably skilled staff available taking into account best practice, national guidelines
and patients’ dependency levels.
Ensure that there is effective escalation and monitoring of deteriorating patients.
Ensure that there is effective assessment of the risk of patients falling.
Ensure that the privacy and dignity of patients being nursed in bays where extra capacity beds are
present is not compromised.
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Ensure that there is effective monitoring and assessment of patients nutritional and hydration needs to
ensure these needs are met.
Ensure that there is a robust assessment of patients’ mental capacity in relation to the Mental Capacity
Act and Deprivation of Liberty Safeguards.
Ensure that mandatory training levels are meeting the trust standard.

The CQC has previously issued Warning Notices in relation to the above ‘must do’ actions against
Regulations 10 (Dignity and respect), 11 (Need for consent), 12 (Safe care and treatment), 14 (Meeting
nutritional and hydration needs) and 18 (Staffing). They have also issued Requirement Notices against
Regulations 12 (Safe care and treatment) and 17 (Good governance).

Next Steps






It should be noted that the final phase of the Acute Hospital Reconfiguration (AHR) has taken place
since the CQC inspection. One of the main drivers for this change was to protect patient safety and
improve clinical effectiveness and outcomes.
As previously shared there has been a system-wide response to the warning notice resulting in:o a sustained reduction in the number of additional capacity beds open across the Trust.
o roll out of SAFER across all wards
o Discharge to Assess has commenced in A&E, Acute Assessment Unit and Ambulatory Care. To
commence at Gate 41 and 43 shortly.
o Continuing Healthcare – two PDSA cycles have been completed and work continues to meet
national CHC assessment outside of hospital by March 2018.
Outcomes and action from the CQC are discussed monthly at Executive Quality Board, with a focus at
the 19 October meeting.
Trust colleagues will present to Wakefield CCG Governing Body in November 2017.

The CQC will present its findings to a local Quality Summit in November involving commissioners,
providers, regulators and NHS England. The Summit will consider the Trust’s response, proposed actions
in response to issues identified and external support offer.
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Patient Safety Walkabouts (PSW)
Walkabouts involve a small team of clinical and non-clinical staff walking onto a ward to note their first
impressions and talk to patients and staff to identify areas of good practice and areas for improvement. This
summarises the findings from the Patient Safety Walkabouts that took place at Dewsbury and District
Hospital on 09 August 2017 and Pinderfields Hospital on 21 September 2017.

Ward 4 (Neuro/Stroke Rehabilitation), Dewsbury and District Hospital
Staff were very pleasant and friendly towards the team during the walkabout. Overall patients spoken to
were very positive and complimentary about their care. Caring attitudes to patients were observed and the
team noted good use of curtains and lowered voices to maintain patient privacy and dignity. The ward
décor was tired and had an air of neglect about it with chipped or dirty paint and unfinished maintenance
work. Staff worked well together and there was evidence of team work and supportive behaviours.

Acute Care of the Elderly Unit, Dewsbury and District Hospital
The walkabout team were very much welcomed on to the new unit. The unit was busy but it felt like a calm
environment. Very few patient buzzers were heard and when they were, staff responded quickly. Half of the
patients and visitors spoken to said they were not kept well enough informed about the plan for their/their
relative’s care and did not know when they were likely to be discharged. New documentation was reviewed
and demonstrated a high standard of assessment by both medical and nursing staff.

Gate 28 - (Plastics), Pinderfields Hospital
On arrival the ward atmosphere was calm and welcoming. Medicine cabinets and clinic cupboards were all
locked. All were clean and tidy, drawers were labelled and items were easy to find and in date. In the Sluice
room commodes appeared very clean, however there was no ‘I am clean’ label attached. The qualified
nurse on duty stated that she felt the ward was well led. They were supported by senior staff and there was
good team morale.

Gate 33 – (Surgery), Pinderfields Hospital
Patients were seen to have access to drinks, walking aids and call bells. The patient lounge was sparse
and unwelcoming. Patients spoken to stated that they did not always understand what the doctors were
saying to them and that they used jargon that they did not always understand. Some noted that they would
welcome more information about their treatment. The communication board was up to date and contained
information about patient harms, FFT and staffing numbers.

Gate 43 - (Elderly Care), Pinderfields Hospital
The ward appeared calm and well organised. Patients stated that they were happy with the standards of
care they had received. The team looked at a small number of nursing notes and found that documentation
was inconsistent. Sharps bins in the clinical room did not have the temporary closure mechanism in place.
There were inappropriate items including syringe packages and disposable gloves seen inside. Staff ratios
for shift, name of ward manager and named nurse were clearly displayed.

Actions
All immediate issues were raised on the day of the Patient Safety Walkabout. A debrief takes place
immediately after the Walkabout with senior nursing staff and an MYHT Director. The full report and
MYHT’s response are shared at a future MYHT Executive Quality Board.
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NHS Wakefield CCG Strategic Performance & Quality Summary
(Place based)
Quality Premium
Latest position at August 2017:

NHS Wakefield CCG Quality Premium Scorecard
2017/18
Eligible Funding

Potential Value
£

Quality Premiums

1,846,810

Quality Premim

£

NHS Constitution Rights and Pledges

141,281

% of QP

Potential
Value

Target

Latest
Direction Measured Eligible funding
performance
achieved

Early Stage Cancer Diagnosis

17%

£ 313,958

53.4%

52.4%

£

GP Appointment

17%

£ 313,958

67.8%

75.1%

£

NHS CHC Checklist

9%

£ 156,979

80.0%

40.0%

‐

NHS CHC Assessments

9%

£ 156,979

15.0%

51.4%

‐

Childrens

17%

£ 313,958

No
baseline

No data
available

‐

E‐Coli

6%

£ 109,885

249

88

E‐Coli BSI

2%

£ 31,396

No
baseline

No data
available

Prescribing UTI: Trimeth Nitro

4%

£ 70,640

1.527

Prescribing UTI: Trimeth

4%

£ 70,640

Prescribing: STAR‐PU

2%

Smoking Prevalence

15%

% of QP Potential
Value

Target

YTD
Direction Measured Eligible
performance
achieved funding

RTT‐Incomplete

33%

£47,094

92%

85.1%

£0

‐

A&E Waits

33%

£47,094

95%

87.1%

£0

£

‐

Cancer: max (62day) wait
from an urgent GP referral

33%

£47,094

85%

83.6%

£0

£

‐

£

‐

£

‐

£

‐

1.22

£

70,640

8,717

7,936

£

70,640

£ 31,396

1.161

1.17

£

‐

£277,022

21%

19.50%

£

‐

‐

‐

‐

‐

Constitutional Rights

Net Total Payable:

£0

Action Plan Updates:
GP Access and Experience
Action plans are being developed for practices with poor GP Access and Experience and discussions are
being discussed at Practice Manager meeting’s.
Bloodstream Infections
The baseline for WCCG was 277 for 2016/17 and a 10% reduction was applied for 2017/18, with a 50%
reduction by 2021. An initial meeting held on 23 May 2017 and the following actions were agreed:* Nurse TARGET in October - confirm whether E.coli blood stream infections and primary care data
collection can be covered
* Explore possibility of including completion of the primary care dataset in 2018/19 iteration of Wakefield
Practice Premium Contract
* Review MYHT E.coli surveillance form and remove fields relevant to secondary care
* Devise SystmOne template/EMIS mail merge document to support completion of primary care dataset
using revised surveillance form.
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Mental Health Service Transformation
Dementia
Reasons for under-performance
Performance against the dementia diagnosis rate target slightly reduced in August with performance
reporting below the 67% target at 65.7%.
Under-performance is due to a change in the methodology of how the performance measure is calculated
and subsequently this has had an adverse effect on the CCG. The number of patients aged 65+ diagnosed
with dementia decreased by 12 from 2,632 in July to 2,620 at the end of August.

Recovery actions in place
Actions are in place to address under-performance and the CCG is currently addressing GP Practices who
are performing under target. These practices are:
Registered 65
and over

Recorded with
dementia

Target
Shortfall

NORTHGATE

1992

78

1

PROSPECT SURGERY

1508

57

3

EASTMOOR HEALTH CENTRE

355

11

3

RIVERSIDE MEDICAL CENTRE

1956

73

5

PATIENCE LANE

486

14

5

TIEVE TARA

614

18

6

CHAPELTHORPE

2813

105

7

QUEEN STREET SURGERY

566

15

7

FRIARWOOD SURGERY

2765

102

8

NEWLAND SURGERY

713

19

9

CHURCH STREET SURGERY

2643

95

10

PARK VIEW SURGERY

451

8

10

ALVERTHORPE

511

10

10

MAYBUSH MEDICAL CENTRE

1355

43

11

ORCHARD CROFT

2476

87

11

NEW SOUTHGATE SURGERY

2405

79

16

OUTWOOD PARK MEDICAL CENTRE

2794

92

19

DRS ROBERTS AND WAKEFIELD

1346

31

22

HENRY MOORE CLINIC

1790

46

25

MIDDLESTOWN

1747

36

33

COLLEGE LANE

2052

41

40

CROFTON AND SHARLSTON MED PRAC

2082

40

43
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System Wide Quality Measures
Healthcare Associated Infections – Wakefield CCG
Exception Report - Clostridium Difficile (last exception report – July 2017)
11 cases were assigned to Wakefield CCG in August 2017 against a target of 6 per month. One case in a
Wakefield resident was a post 72 case in South West Yorkshire Partnership NHS Foundation Trust. The
Community Infection Prevention and Control Team is awaiting information on the case.

Reasons for underperformance
Four pre 72 hour cases, one sample taken in Leeds Teaching Hospital and three from GP samples. The
LTHT case and one GP sample were from the same practice, the other two were from different practices.
One case has no information available due to access rights. Three cases: - two had been recent inpatients,
two had a malignancy, all cases were on a PPI and had received recent antibiotics.

Actions to be taken


CDI PIR tool and PIR process under review due to new checklist on local assessment of CDI cases
from NHS Improvement. The tool has been adapted to include community information and will be
trialled at the next PIR.



Kirklees and Wakefield Infection Prevention Control Team continue to undertake enhanced surveillance
to determine common themes to enable targeted work.
Lessons learnt are incorporated into action plans for CDI to be monitored by IPC divisional group and
reported into MYHT IPC monthly group, attended by Head of Health Protection and Lead IPC Nurse for
Wakefield and Kirklees Council.
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MYHT CQC Inspection Report 2017
Ratings for Community Services

Services where ratings have improved
Previously Community health inpatient services (Wakefield Intermediate Care Unit) was rated
Inadequate but has now achieved an overall rating as Good.
The Community health services for adults and Community health dental services were not inspected
in 2015 due to achieving Good.
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GP Survey 2017 – Wakefield CCG
This summary for Wakefield CCG is taken from The National GP Survey 2017 data. Results for every
question are available online at practice and CCG level. In NHS Wakefield CCG, 11,252 questionnaires
were sent out, and 4,541 were returned completed. This represents a response rate of 40%. The data in
this slide pack are based on the July 2017 GPPS publication. In contrast to previous years when the
survey was carried out across two waves, the GPPS now consists of a single wave of fieldwork carried out
annually, from January 2017 to March 2017. However, the sample size has remained similar, continuing to
provide practice-level data. Due to the amount of data and questions asked, this summary highlights
areas where there has been the largest change over time.
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Online GP Services
What patients do when they are unable to get appointment / are offered an inconvenient appointment?

40%
35%
30%
25%
20%
15%
10%
5%
0%

32%

35%
20% 20%

16%
7%

Went to the
appointment I
was offered

6%

Got an
Had a
appointment for aconsultation over
different day
the phone

3%

5%

Went to A&E
CCG

3%

3%

Saw a
pharmacist

6%

16% 15%

13%

6%

Used another
NHS service

National

Decided to
Didn’t see or
contact my
speak to anyone
surgery another
time

As far as you know, which of the following online services does your GP surgery offer?
50
45
40
35
30
25
20
15
10
5
0

46%
38%

38%

36%

34%

9%

Booking appointments
online

46%

Ordering repeat
prescriptions
online

9%

7%

Accessing my medical
records
online
CCG

9%

None of these

Don't know

National

And in the past 6 months, which of the following online services have you used at your GP?
90
80
70
60
50
40
30
20
10
0

83%

9%

9%

13%

12%
1%

Booking appointments online

83%

Ordering repeat prescriptions
online
CCG

2%

Accessing my medical records
online

None of these

National
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Out of hours appointments
Considering all of the services you contacted, which of the following happened on that occasion?
59%
61%

I contacted an NHS service by telephone
18%

A health professional called me back
A health professional visited me at home

26%

National

32%
34%

I went to A&E
10%
11%

I saw a pharmacist

23%
23%

I went to another NHS service
Can't remember

CCG

4%
6%

3%
4%

How do you feel about how quickly you received care or advice on that occasion?

Considering all of the people you saw or spoke to on that occasion, did you have confidence and
trust in them?

Actions







Survey findings to be discussed at network level and practice managers meetings.
Findings to be included in the annual performance review meetings with individual practices and
measured against contractual requirements.
The Walk in Centre contract has been extended until 31 March 2019.
The Extended access scheme (GP Care Wakefield) will be launched in the autumn.
Survey results to be discussed in the Primary Care Operational Group.
Use results to inform Access element of new Wakefield Practice Premium Contract (WPPC).

31

PDF Page No. 447

Care Home Walkabouts – Perfect Ward®
Perfect Ward® is funded by the Wakefield Safeguarding Adults Board and is a new smartphone/iPad
application for healthcare inspections that enables walkabout teams to monitor the quality of care in care
homes. Perfect Ward® was developed for use in hospital settings, but has been adapted for care home
settings in Wakefield. Within the app there are four audits which are completed on each inspection:
Environment, Resident Experience, Leadership and Documentation. When using the app the walkabout
team answer different closed questions and the team are able to add comments and take photographs,
when appropriate to evidence good practice or areas for improvement. The app provides instant feedback
after each audit is submitted and RAG (red (0<70%), amber (70<90%) and green (90%)) rated by
generating a detailed report for each module. This summarises the findings from each care home that have
taken place recently.

Priory Gardens

05 September 2017

Documentation
(D)

86.7%

-

100.0%

-

-

Not
inspected
Not
inspected

-

-

Trend

-

Trend

07 August 2017

82.2%

Leadership (L)

Priory Gardens

First

Trend

01 August 2017

Visit
number

Trend

Stella House

Date of Visit

Environment
(E)

Care Home

Resident
Experience (R)

Modules

-

First

82.3%

-

Not
inspected

Second

84.4%

B

67.5%

-

72.2%

-

Not
inspected
Not
inspected

-

88.9%

B

74.0%

B

-

Carlton Lodge

08 September 2017

Second

64.3%

D

Not
inspected

Castleford Lodge

11 September 2017

Second

62.2%

D

53.9%

D

80.7%

B

53.6%

D

Earls Lodge

13 September 2017

Second

91.5%

B

93.8%

B

88.2%

D

98.0%

B

Manor Park

18 September 2017

Second

85.1%

D

85.2%

D

84.4%

B

89.3%

D

Croft House

25 September 2017

Second

85.6%

B

85.3%

B

69.6%

B

93.8%

D

Brantwood Hall

28 September 2017

Second

Not
inspected

-

Not
inspected

-

98.1%

B

Not
inspected

-

Performance Trend Key:

B = Performance Improvement

D = Performance Deteriorated

NC = Performance Stabilised

Perfect Ward® has now developed an audit for residents with learning disabilities.
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Citizen Participation and Empowerment
Quality Intelligence Group (QIG)
The Group represents every team within the CCG, plus colleagues from Public Health, the Local Authority
and Healthwatch. At each meeting a template captures and triangulates ‘soft’ intelligence from sources
such as: Patient Opinion, feedback from member practices, PALS enquiries, media reports, staff
observations (including patient safety walkabouts) and staff/family experiences. From this key themes are
identified and any actions agreed dependent on the strength of evidence, link with ‘hard’ data sources, and
judgement on the level of concern.
160 items of intelligence were gathered at August’s meeting.
Theme Identified
GP appointments
Ash Grove
Trinity
The Grange
Compliments
Worries about new housing
developments

CHC
Delays

Car parking charges
Discharge Transfer

Actions taken
1. Access being reviewed as part of PPV visits to all practices –
feedback used at visits.
2. Extended access service being launched in Autumn.
3. Feedback to individual practices.
1. Feedback to individual practices and MYHT Patient Experience
committee.
1. The Strategy team are looking at estates in terms of primary care
provision alongside wider health and social care across a number of
areas of the district, working with a wide group of stakeholders.
1. Appeals and retrospectives – commissioned Doncaster CCG to
review all cases (>200).
2. Communication – changes to roles in admin team; awaiting new
telephony systems; closer working with Local Authority.
3. All CHC letters being reviewed – standard templates and increased
scrutiny on bespoke letters.
1. Request an update from Healthwatch Kirklees on ongoing dialogue
with MYHT re: car parking.
1. System-wide action to reduce escalation beds includes workstreams
on improving discharge processes.

133 items of intelligence were gathered at September’s meeting.
Theme Identified
GP Access
Trinity
Maybush
The Grange
Lupset
Ash Grove
Prescribing
Changes in prescribing
Potential incidents
Compliments
White Rose
Rycroft
Phoenix
Knees
Stroke
Positive intelligence
Maternity
Emerging theme

Actions taken
1. Extended access – need to improve communications about the new
service.
2. Response to Patient Experience Report on primary care (draft to be
discussed at October QIG).

1. Discuss with Medicines Safety Officer.

1. Feedback to provider.

1. Monitor new theme.
1. Feedback to provider.
1. Discuss at next Maternity Quality Partnership.
2. Agree next Patient Experience report - focus on maternity.
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South West Yorkshire Partnership NHS Foundation Performance & Quality
Reporting
Strategic Balanced Scorecard

*At this time the Safety Thermometer data has some inaccuracies and should not be used as a reliable source.
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Yorkshire Ambulance Service Performance & Quality Reporting
Am
Strategic Balanced Scorecard

Exception Reporting
Ambulance Response Times
Reasons for under-performance
Performance against the category 1 (RED) 8 minute response time measure experienced a 9.2% increase
in August, with performance reporting at 65.8%.
The Trust continues to experience increased, unpredicted demand which is cited as the main reason for the
underperformance against this standard.
YAS have experienced spikes in demand over 1 to 2 hour periods rather than sustained over longer
periods.

Recovery actions in place
A number of recovery actions are in place to address under-performance. These are:
•

Implementation of the recommendations in the Ambulance Response Programme. YAS has
participated in the pilots. The recommendations include:
•
•

•

Change the dispatch model of the ambulance service, giving staff slightly more time to identify
patients’ needs and allowing quicker identification of urgent conditions.
Introducing new target response times which cover every single patient, not just those in immediate
need. For the most urgent patients YAS will collect mean response time in addition to the 90th
percentile, so every response is counted.
A change to the rules around what “stops the clock”, so targets can only be met by doing the right
thing for the patient. This means if a patient requires a vehicle to transport them to hospital, only the
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•

arrival of that vehicle can stop the clock. Previously the arrival of any vehicle would stop the clock,
regardless of whether it was capable of transporting the patient. Multiple vehicles were often
dispatched to the same patient in a race to “stop the clock”.
Implement the “Nature of Call” system which introduces three standardised pre-triage questions to
increase the early recognition of cardiac arrest. Based on London Ambulance Service figures
obtained by Sheffield University, it has been estimated that up to 250 additional lives will be saved in
England every year.

Crew Clearance Delays
Reasons for under-performance
In terms of the 15 minute crew clear target, August reported performance of 59.9%. This was a further
performance reduction in comparison to previous month’s performance. Performance against the
percentage of crews who are able to accept new calls within 30 minutes shown signs of marginal
improvement with August’s performance reporting at 95.6%.
Of the three Trust sites, performance was the highest at the Pontefract site with performance of 66.7%.
However this was a decrease from 90.5% reported at the end of July. Performance at the Dewsbury site
reporting the lowest performance of 57.4% and performance at the Pinderfields site reported at 60.5%.
Number of crews ready to
accept new calls within 15
minutes

Aug-16

Sep-16

Oct-16

Nov-16

Dec-16

Jan-17

Feb-17

Mar-17

Apr-17

May-17

Jun-17

Jul-17

Aug-17

YAS

25,707

25,323

26,606

26,071

27,453

26,668

23,663

24,503

23,123

22,713

21,407

22,141

21,707

MYHT

3,128

3,105

3,285

3,189

3,327

3,235

2,766

2,601

2,500

2,383

2,360

2,223

2,127

Aug-16

Sep-16

Oct-16

Nov-16

Dec-16

Jan-17

Feb-17

Mar-17

Apr-17

May-17

Jun-17

Jul-17

Aug-17

76.3%

76.1%

76.7%

76.7%

76.2%

75.7%

75.3%

73.3%

71.3%

71.4%

70.4%

70.0%

69.9%

























81.3%

81.8%

79.9%

78.8%

75.9%

75.8%

71.6%

70.1%

68.4%

67.2%

63.6%

60.0%

59.9%

























Dewsbury

76.3%

79.6%

79.6%

76.6%

73.1%

72.6%

71.4%

66.4%

65.5%

61.9%

58.2%

54.3%

57.4%

Pinderfields

83.2%

82.5%

80.9%

79.7%

76.8%

76.6%

71.6%

71.2%

67.7%

70.2%

65.1%

61.6%

60.5%

Pontefract

77.8%

84.8%

81.8%

71.9%

77.8%

97.2%

81.8%

77.4%

80.6%

72.7%

80.0%

90.5%

66.7%

% of crews ready to accept
new calls within 30 minutes

Aug-16

Sep-16

Oct-16

Nov-16

Dec-16

Jan-17

Feb-17

Mar-17

Apr-17

May-17

Jun-17

Jul-17

Aug-17

YAS

98.2%

98.3%

98.3%

98.3%

98.0%

98.0%

98.0%

97.8%

97.6%

97.4%

97.5%

97.2%

97.3%

MYHT

98.7%

98.8%

98.6%

98.4%

98.1%

98.2%

98.1%

97.6%

96.8%

96.5%

95.9%

95.1%

95.6%

% of crews ready to accept
new calls within 15 minutes
YAS
MYHT

Recovery actions in place
YAS local management teams are working with Mid Yorkshire Hospitals NHS Trust managers around
providing individual PIN to the ED staff, to enable more robust reporting and the audit of any exceptions.
A detailed exception report outlining the reasons for under-performance and recovery actions will be
reported in October’s IQP summary report.
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Clinical and Commissioning Leads

Indicator(s)
Constitutional
Cancer Waiting
Time measures
Referral to
Treatment 18 &
52 week waits
Diagnostic 6
Week Waits
A&E 4 hour waits
Healthcare
Associated
Infections
Urgent and
Emergency Care
– YAS 111
Urgent and
Emergency Care
– YAS 999
Mental Health
Service
Transformation
Friends and
Family Test
NHS Wakefield
Complaints
Patient Advice
Liaison Service

Commissioning
Lead

Clinical Lead

CCG Assurance

Risk
Register
ID

Michelle Ashbridge

Dr Abdul Mustafa

MYHT Executive Contract Board
Planned Care Improvement Group

492

Pat Keane

Dr Patrick Wynn

MYHT Executive Contract Board
Planned Care Improvement Group

685

Pat Keane

Dr Patrick Wynn

Jason Storey

Dr Adam Sheppard

Laura Elliott

Dr Andrew Furber

MYHT Executive Quality Board

862

Jason Storey

Dr Adam Sheppard

111 West Yorkshire Quality Group

172/323

Jason Storey

Dr Adam Sheppard

YAS Contract Management Board

426/427

Michele Ezro

Dr Clive Harries

Turning Point Contract Meetings
SWYPFT Quality Board

456

Laura Elliott

Dr Patrick Wynn
Dr Debbie Hallott
Dr Clive Harries
Dr Greg Connor

Provider-specific Quality Boards
Practice Visits

N/A

Ruth Unwin

Dr Adam Sheppard

Integrated Governance Committee

N/A

Laura Elliott

tbc

Quality Intelligence Group

N/A

MYHT Executive Contract Board
Planned Care
Improvement Group
MYHT Executive Contract Board
A&E Improvement Group

734
758
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Governing Body
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Paper Title:

Finance Report Month 7 2017/18

Purpose (this
paper is for):

Decision

Agenda
Item:

Discussion

15

Public/Private Section:

Public
Private
N/A
Assurance



Information

Report Author and Job Karen Parkin
Title:
Associate Director of Finance and Contracting
Responsible Clinical
Not applicable
Lead:
Responsible
Andrew Pepper, Chief Finance Officer
Governing Board
Executive Lead:
Recommendation :
It is recommended that the Governing Body receive and note the contents of the report.
Executive Summary:
The CCG is reporting an overspend year to date but a balanced position at year end. There is
still a high level of risk within the whole system and net risk of £14.4m has been reported in
the risks and mitigations report. The CCG needs to work at pace to reduce the scale of net
risk to prevent it crystallising at year-end to the full extent.
As part of the acute system recovery process, a second iteration of recovery plans and
financial assessment was submitted to regulators and there will continue to be systemrecovery activity to improve the position with further plans submitted later in the month.
The internal recovery actions have identified and transacted benefit in month (both in year to
date and forecast positions), however, the main areas of gross adverse forecast out-turn are :
• MYHT
£10.4m
• QIPP Delivery
£6.8m
This is offset in part by undertrades in Continuing Healthcare, utilisation of Contingency and
residual mitigation relates to assumed schemes both planned and delivered.
The CCG has been in close dialogue with NHS England (NHSE) to undertake a detailed
financial review and North East Commissioning Support (NECS) to complete a QIPP Progress
Report.
Link to overarching
principles from the
strategic plan:

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



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

Not applicable

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

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

Reference document(s) /
enclosures:

Month 7

Not applicable

None identified

Finance Report.

Risk Assessment:

Risks are identified on the CCG risk register


Risk 1015 Score 16
There is a risk that the 18/19 financial challenge remains
at a high level for the CCG, the local health system and
the Sustainability & Transformation Plan (STP) footprint.



Risk 991 Score 20
There is a risk that the local Mid Yorkshire health and care
system does not deliver its combined financial
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requirements 2017/18.


Risk 989 Score 20
There is a risk that the CCG will not deliver its control total
for 2017/18.



Risk 990 Score 16
There is a risk that CCGs in the STP (including Wakefield
CCG) – as part of the STP system – does not deliver its
part of the wider STP financial control total for 2017/18

Finance/ resource
implications:

Not applicable
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Finance Report
Month 7
2017/18
Liz Goodson – Commissioning Accountant
Eamonn May – Corporate Financial Accountant
Date : 13th November 2017

PDF Page No. 457

Executive Summary ‐ Key Indicators
Indicator

Apr‐17

May‐
17

Jun‐17

Jul‐17

Aug‐17

Sept‐
17

Oct‐17

Variance to
Plan YTD

0

0

0

0

0

(8.9m)

(8.6m)

Variance to
Plan FOT

0

0

0

0

0

0

0

QIPP Delivery
FOT

20.6m

20.6m

20.6m

20.6m

20.6m

20.6m

13.8m

In year surplus

4.5m

4.5m

4.5m

4.5m

4.5m

4.5m

4.5m

Running Costs
Delivery FOT

7.6m

7.6m

7.6m

7.6m

7.6m

7.6m

7.4m

Nov‐17

Dec‐17

Jan‐18

Feb‐18

Mar‐
18

Headlines
The CCG is reporting an overspend year to date but a balanced position at year end. There is still a high level of risk within the whole system and net risk of
£14.4m has been reported in the risks and mitigations report. The CCG needs to work at pace to reduce the scale of net risk to prevent it crystallising at
year‐end to the full extent.
As part of the acute system recovery process, a second iteration of recovery plans and financial assessment was submitted to regulators and there will
continue to be system‐recovery activity to improve the position with further plans submitted later in the month.
The internal recovery actions have identified and transacted benefit in month (both in year to date and forecast positions), however, the main areas of
gross adverse forecast out‐turn are :
• MYHT
£10.4m
• QIPP Delivery
£6.8m
This is offset in part by undertrades in Continuing Healthcare, utilisation of Contingency and residual mitigation relates to assumed schemes both planned
and delivered.
The CCG has been in close dialogue with NHS England (NHSE) to undertake a detailed financial review and North East Commissioning Support (NECS) to
complete a QIPP Progress Report.
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MYHT Trading Analysis – July / August / September Comparison

Other
NEL
£1.6m

NEL
Casemix
£3m

NEL
£2m

NEL
Casemix
£1.8m

NEL
£2m

ARMD
£1.7m
AEC
£3m
The adverse forecast position on Mid Yorkshire Hospitals NHS Trust has improved slightly at month 7. However, the main overtrades are in Non Elective (NEL)
Activity in both General Medicine and Geriatric Medicine , Ambulatory Emergency Care ( AEC) and Outpatient Procedures and Follow up’s in Ophthalmology for Age
Related Macular Degeneration (ARMD).
The weekly contract discussion meetings have identified a number of high priority issues which are now being investigated further; including those listed above and
further review of Short Stay Emergency Admissions and a revised regional approach to Sepsis coding under HRG4+.
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MYHT FOT Dashboard Month 6 Flex

Note : The £9.2m forecast overtrade is net of CQUIN Reserve
An interactive version of the dashboard can be found on Skyline

4
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Financial Position-Narrative
Other Acute
There are pressures on other NHS contracts mainly at Leeds Teaching Hospitals NHS Trust (LTHT) in Day cases and Adult Critical Care and
Barnsley Hospital NHS Foundation Trust (BHNHST) in trauma and orthopaedics. The pressure at Barnsley is a result of the patients transferred
from other NHS providers. This pressure has been experienced all year and the forecast has continued to grow in Month 7.
There are also overtrades in community settings mainly in cataract AQP. There is currently a system pressure with Ophthalmology. Some of this
is in relation to ARMD waiting lists clearance.
There are also overtrades within other non NHS acute services. This may be in part as a result of waiting list pressures within other NHS
organisations.
Continuing Health Care (CHC)
At present there is a forecast underspend on CHC taking into account information contained in the CHC QA database, assumptions about new
patients and local intelligence. A full review of CHC is being undertaken and is a key area of focus identified in the NECS report. The CCG will also
aim to accelerate outstanding invoice queries with providers.
Looking ahead, the national change in commissioned setting for a cohort of patients (as part of the Transforming Care Partnerships programme
for NHS England) will mean that the patients will become the responsibility of the CCG. The full impact of cost is still to be assessed on a regional
basis.
Prescribing
August 2017 prescribing data is available at the time of writing. The Business Services Authority (BSA) forecast at this date is showing an
overspend. However, this is required to be adjusted for the impact of rebates and flu and does not take full account of the QIPP schemes which
have been introduced as part year effect. The impact of Cat M drugs and No Cheaper Stock Obtainable (NCSO) drugs are also a factor. Therefore
the CCG has adjusted the BSA forecast based on local knowledge and interpretation.
Other Services
There is currently a forecast underspend on Other Services. This is mostly due to the inclusion of assumed mitigations which have been included
in the forecast out‐turn position which have yet to be delivered.

5
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Risks and Mitigations
Plan 23/3/17 Reported P2 Reported P3 Reported P4 Reported P5 Reported P6 Reported P7
Risk

£m

MYHT Tariff Premium
Inflationary pressures (e.g. CHC, Prescribing)
CHC Restitution claims
Co‐Commissioning (inc.CQC and DDRB)
Elective and Non Elective Activity
Contingency used in YTD position to offset MYHT
QIPP delivery ‐ additional schemes required due to the
16/17 MYHT Arbitration outcome.
QIPP delivery ‐ RightCare
Identified but untransacted QIPP risk
AQP activity risk
NHS Acute and AQP Activity
Other net risks including AQP
YAS AHR
WIC Contract
Prescribing ‐ NCSO
Total Risks
Mitigation
Remaining Contingency 0.5%
Co‐Commissioning Mitigations
Restriction of Non recurrent Investment
.
Schemes identified through QIPP clinics
Expedite RightCare opportunities and identification of
additional contingency schemes
Identified but untransacted QIPP risk
Contingency used in YTD position to offset MYHT
Internal Recovery Measures & Pipeline Schemes
System Recovery Schemes
Stretch Opportunities
Additional measures to mitigate MYHT position
Total Mitigations
Net Risk

6

1.56
0.45
0.10
1.32
2.68

£m
1.50
0.45
0.10
1.32
0.71

£m
2.76
1.32
2.76

6.84
‐0.00

£m

£m

1.50

0.10
0.67
7.70
‐1.20

0.00
0.67
10.10
‐1.20

0.00
0.67
8.80
‐1.20

0.67
10.90
0.00

0.00
10.40
0.00

1.78
5.05
2.18
1.00
0.00

1.78
5.05
2.00

1.78
5.05
1.55

1.78
5.05
1.55

1.78
5.05
0.70

1.00

1.50

1.50

0.00

0.00

0.35
0.10

0.35
0.10

0.00
0.37
0.00
0.00

18.78

20.90

18.60

21.90

18.30

0.73

13.68

£m

1.50

4.50
5.10

6.84

£m

£m

£m

£m

£m

£m

2.80
1.32
2.70
1.80

1.60
0.67

1.58
0.67

0.67

0.67

0.00

1.80

1.78

1.78

1.78

0.00

5.06

5.06

5.05

5.05

5.05
1.55
1.20

13.68
‐0.00

9.65
18.78
‐0.00

11.82
20.90
0.00

11.10
18.60
0.00

11.65
21.90
0.00

0.00
0.70
0.00
1.10
1.40
0.70
0.00
3.90
14.40

The CCG is showing net risk of
£14.4m. This is comprised of gross
risks including overtrades with
MYHT and other NHS & non‐NHS
providers, mitigated by internal
turnaround schemes transacted
during the month.
Mitigations include residual QIPP
available to transact, additional
internal recovery and pipeline
schemes, those schemes identified
as part of the system recovery
process and stretch opportunities
as currently assessed.
There continues to be further work
on quantifying further stretch
opportunities and the CCG is
putting in place increased
governance to identify and deliver
further efficiency.
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Reported Financial Position 17/18
Allocations Table

Opening
Budget agreed
by Governing
Body
£'000

Opening Allocation
Variance
FOT
Budget to
Expenditure
to date Variance Received P3
Date
to Date
Received P4

Change

Annual
Budget

£'000

£'000

£'000

£'000

£'000

Expenditure
Acute
Mental Health
Community
Continuing Care
Prescribing
Co‐Commissioning

295,385 ‐ 3,659
48,658
74
40,972
11,951
34,317
761
64,545 ‐ 2,650
56,561 ‐ 1,100

291,726
48,733
52,923
35,078
61,895
55,461

170,382
28,427
30,872
20,462
36,105
32,352

179,343
28,273 ‐
30,895
19,083 ‐
36,283
32,061 ‐

Other Services
QIPP
Non Recurrent Investment
0.5% Uncommitted (Held)
0.5% Contingency
Contingency Held for Risks
Total Programme Services
Running Costs
Total Running Costs Services
Total Expenditure .

17,230
‐20,577
4,926
2,780
2,804
2,781
550,383
7,633
7,633
558,016

22,121
‐7,654
769
2,499
2,804
320
566,674
7,622
7,622
574,296

13,514
‐4,465
769
‐
2,804
187
331,410
4,446
4,446
335,856

13,062
‐65
1,051
‐
0
187
340,172
4,269
4,269
344,441

‐
‐
‐
‐
‐

4,609
12,923
3,876
282
‐
2,461
16,291
11
11
16,280

‐

‐

‐
‐

£'000

Received P5
Insulin pumps
Spinal outpatients
Structured Education: Diabetes Treatment
and Care Transformation Fund ‐ Bid ID
DTCN20
MDFT: Diabetes Treatment and Care
Transformation Fund ‐ Bid ID DTCN20

8,961
16,162
155 ‐
304
23
100
1,379 ‐ 1,079
178
305
292 ‐
500 NCM Q3 vanguard funding ‐ Wakefield EHCH
452 ‐ 18,525 Received P6
4,400
6,830 Elective care transformation on an STP basis
across Y&H
282
‐
Early Diagnosis funding
‐
‐
2,804 ‐ 2,804 Living with and beyond cancer funding
Cancer 62 day wait tranche 3 North funding
0
‐
Cancer 62 day wait tranche 3 North funding
8,762
184
CYP IAPT Trainee staff support costs
177 ‐
184
Acute hospital UEC liaison mental health
177 ‐
184 services
8,585
0
Community Services Development Fund
Received P7

Allocation
Allocation
Historic Bfwd Surplus from 16/17
Total Allocation

562,551
16,284
5,985 ‐
4
568,536
16,280

Surplus
Technical Surplus

4,539
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5,981

578,835
5,981
584,816

338,125
2,991
341,116

10,520

6,137

344,441
‐
‐
344,441

‐

‐

6,316 ‐ 4,539 Total Allocation
2,991 ‐ 5,981
3,325 ‐ 10,520

6,137 ‐ 10,520

Total
NR
£'000
£'000
568,540
4,835
7,556
7,556
5,514
5,514
326 ‐ 1,249
3
3
31
31

7

7

36

36

101
178

101
178

290
1,555
138
73
102
21

290
1,555
138
73
102
21

40

40

483

483

2,702

2,702

584,816

19,536

R
£'000
563,705

1,575

‐

‐
565,280
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Non recurrent expenditure
.
2017/18
£'000
Budget

Connecting Care Total
PMO teams
Mental Health
Hospices 24/7
Resilience
STP
Healthy Futures
GPFV
In year cost pressures
N/R that can be committed

650
300
200
200
400
2,025
75
1,095
3,043
7,988

Lead

Mel Brown
Mel Brown
Michele Ezro
Pat Keane
Pat Keane
Pat Keane
Ian Holmes
Greg Connor

2017/18 2017/18
2017/18
2017/18
£'000
£'000
£'000
£'000
Staffing Committed Proposed Uncommitted
Trf to Internal
Recovery QIPP
0
100
0
0
300
0
0
0
0
135
0
0
0
54
146
0
69
30
10
0
0
1,286
0
0
75
0
0
0
0
1,095
0
0
0
1,683
0
282
445
4,383
156
282

The remaining uncommitted balance of £282k has now been used to support the internal recovery process.

8

2017/18
£'000
Uncommitted
Trf to QIPP
550
0
65
0
291
739
0
0
1,078
2,723
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Cash and Better Payment Practice Code
Cash

Better Payment Practice Code (BPPC)

Month 7 Cash Position
£000

P5

P6

P7

Annual cash drawdown

569,853

570,031

572,733

572,733 *

Cash drawdowns from NHSE

46,000

40,000

45,000

293,000

Payments made by NHS BSA

5,059

5,157

5,238

35,091

51,059

45,157

50,238

328,091

Balance of MCD left

Cum YTD

244,642

Percentage of MCD utilised
Percentage of months completed in year

Closing bank balance
% of monthly drawdown

9.0%
8.3%

7.9%
8.3%

8.8%
8.3%

301
0.65%

395
0.99%

347
0.77%

57.3%
58.3%

* Note MCD is calculated on Revenue Resource Limit, excluding planned surplus, 1st April Bank
balance and technical ajustments

9

Aug‐17
Sep‐17
Oct‐17
Month 07 2017/18
Number £000's Number £000's Number £000's
Year To Date
Non NHS Creditors
Total bills cumulative
5,139 55,896
5,887 60,624
7,007 71,413
Total bills paid within target cumulative
5,066 55,710
5,796 60,283
6,908 71,047
Percentage of bills paid within target
99%
100%
98%
99%
99%
99%
NHS Creditors
Total bills cumulative
1,114 149,384
1,358 179,052
1,407 208,329
Total bills paid within target cumulative
1,083 148,655
1,326 178,329
1,375 207,606
Percentage of bills paid within target
97%
100%
98%
100%
98%
100%
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Statement of Financial Position analysis
Statement of Financial Position

Aged Debtors and Creditors

Statement of Financial Position
31‐Oct‐17 31‐Mar‐17
£000
£000
Non‐current Assets
Property, Plant & Equipment
Total Non‐current Assets

181
181

91
91

Current Assets
Inventories
Trade & Other Receivables
Cash & Cash Equivalents
Non‐current Assets held for Sale
Total Current Assets

582
1,810
347
0
2,739

582
2,030
678
0
3,290

Total Assets

2,920

3,381

Current Liabilities
Trade & Other Payables:
Provisions
Total Current Liabilities

(46,717)
0
(46,717)

(26,590)
(238)
(26,828)

Total Assets less Current Liabilities

(43,797)

(23,447)

0

0

Total Assets Employed

(43,797)

(23,447)

Financed by Taxpayers’ Equity
General Fund
Total Taxpayers’ Equity

(43,797)
(43,797)

(23,447)
(23,447)

Total Non‐current Liabilities
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Month 7 Receiveables past their due date
Aug‐17
Sep‐17
£000
£000
By up to three months
33
73
By three to six months
235
14
By more than 6 months
7
228
275

Oct‐17
£000
84
0
243

315

327

By more than six months Oct‐17
£170k ‐ WMDC for joint funded CHC patients
£43k ‐ NHSE Development of integrated hubs
Month 7 Payables past their due date
Aug‐17
Sep‐17
Oct‐17
£000
£000
£000
By up to three months
1,825
1,558
2,344
By three to six months
1,078
1,311
725
By more than 6 months
2,009
2,237
1,268
4,912
5,106
4,337
By three to six months
£62k relates to Wakefield Council re CHC
£202k relates to Spamedica, awaiting confirmation from commissioner
£136k relates to Mid Yorks market rent increase

By more than 6 months
£427k relates to Wakefield Council re CHC
£195k relates to YAS A & E reconfiguration
£150k relates to Mid Yorks Continence and market rent increase
£90k relates to North Yorks CC for CHC
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Reported Financial Position WY & H STP
Period 6 Position
Net Risk

In Year Surplus/(Deficit)

YTD In Year
FOT In Year
Surplus/(Deficit) Surplus/(Deficit) Month 6 Net Risk
Variance to Plan Variance to Plan
West Yorkshire & Harrogate
CCG Name
NHS Harrogate and Rural District CCG
NHS Airedale, Wharfedale and Craven CCG
NHS Bradford Districts CCG
NHS Bradford City CCG
NHS Leeds North CCG
NHS Leeds West CCG
NHS Leeds South and East CCG
NHS Calderdale CCG
NHS Greater Huddersfield CCG
NHS North Kirklees CCG
NHS Wakefield CCG
subtotal

11

£m

£m

0.00
0.10
0.30
0.10
0.00
0.00
0.00
0.00
0.00
(2.50)
(9.00)
(11.00)

£m

0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00

(7.60)
0.00
0.00
0.00
0.00
0.00
0.20
(3.60)
(2.90)
(11.50)
0.00
(25.40)

QIPP

Underlying Position

YTD QIPP
Forecast QIPP
Variance to Plan Variance to Plan
£m
£m

(1.10)
0.00
0.10
0.00
0.00
(0.30)
0.00
(2.40)
(2.30)
(1.20)
(5.00)
(12.20)

(2.60)
(0.70)
(6.50)
(1.00)
0.00
(1.50)
0.00
(4.30)
(6.20)
(5.50)
0.00
(28.30)

2017/18 exit underlying
position
£m

(3.50)
2.90
3.80
1.20
1.20
2.60
3.60
(2.00)
(6.00)
5.30
5.30
14.40

%

-1.60
1.30
0.80
0.80
0.40
0.60
0.90
-0.60
-1.80
2.00
0.90
0.40
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Better Care Fund Financial Plan Summary
Wakefield Better Care Fund 2017‐18
WCCG
Direct
£'000

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

Total
£'000

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

Variance
Full
Year
£'000

BCF Commissioning by scheme
Scheme 1 Proactive Care:
Scheme 2 Prevention & Self Care
Scheme 3 Community Solutions
Scheme 4 Mental Health
Scheme 5 ICES & Wheelchair Service
Scheme 6 Care Homes Vanguard
Scheme 7 MCP Vanguard
Scheme 8 Enhanced Community Services

25,664
0
384
3,128
0
801
2,805
10,500

8,813 40,545
8,933 10,466
1,796 3,369
69 6,028
863 3,363
0
801
0 2,805
0 10,500

25,813 14,708 40,521
0 10,444 10,444
349 2,930 3,279
3,257 2,652 5,909
0 3,342 3,342
0
791
791
3,150
0 3,150
10,325
0 10,325

(24)
(22)
(90)
(119)
(21)
(10)
345
(174)

Total BCF Pool Expenditure by scheme

43,281 14,121 20,475 77,877

43,684 34,076 77,760

(117)

WCCG
Direct
£'000
BCF Commissioning by cost type
MYHT Community Nursing
Other MYHT Community
Acute services in the Community
Mental Health (exc MH social care)
Self care, prevention, social care, DFG,
other
ICES & Wheelchairs
Connecting Care commissioning
Social care funding transfer
Reablement services
Care Act Funding
Improved Better Care Funding
Vanguards
Total BCF Pool Expenditure by type
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6,068
1,533
1,190
2,831
2,500
0
0
0

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

Total
£'000

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

12,952
12,403
10,500
3,434

0
0
0
0

0 12,952
0 12,403
0 10,500
0 3,434

12,952
12,403
10,325
3,714

349
0
0
0
3
0
0
3,641

455
2,500
426
7,383
2,507
850
0
0

9,253 10,057
863 3,363
0
426
69 7,452
1,476 3,985
0
850
8,813 8,813
0 3,641

349
0
0
0
0
0
0
3,941

43,281 14,121 20,475 77,877

0 12,952
0 12,403
0 10,325
0 3,714
9,632
3,342
427
7,085
3,927
850
8,813
0

Full
Year
£'000
0
0
(174)
280

9,981
3,342
427
7,085
3,927
850
8,813
3,941

(76)
(21)
1
(367)
(58)
0
(0)
300

43,684 34,076 77,760

(117)
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Agenda item : 16a(i)
NHS Wakefield Clinical Commissioning Group
AUDIT COMMITTEE
Minutes of the meeting held on 27 July 2017

Present:

In
Attendance:

17/78

Sandra Cheseldine
(Chair)
Dr Deborah Hallott
Richard Hindley

Lay Member

Phillip Godfrey

Senior Contracts Manager (item 17/85)

Jonathan Hodgson
Rob Jones
Helen Kemp-Taylor
Eamonn May
Karen Parkin
Angela Peatfield
Olivia Townsend
Gareth Webb

Audit Yorkshire
KPMG
Audit Yorkshire
Corporate Financial Accountant
Associate Director Finance & Contracting
Minute Taker
Audit Yorkshire
Interim Governance & Board Secretary

Nominated Clinical Member
Lay Member

Welcome and Chair’s opening remarks
Sandra Cheseldine welcomed everyone to the meeting.

17/79

Apologies for absence
Apologies for absence were received from Dr Adam Sheppard, Dr Clive
Harries and Andrew Pepper.

17/80

Declarations of interest
Sandra Cheseldine invited members to declare conflicts of interest. No
declarations of interest were declared.

17/81

Minutes of the meetings held on 25 May 2017
The minutes of the meeting held on 25 May 2017 were agreed as a correct
record.

17/82

Action sheet from the meeting held on 25 May 2017
The action sheet from the meeting held on 25 May 2017 was noted.

17/83

Conflicts of Interest Management Update
Gareth Webb presented this update advising that following receipt of further
statutory guidance on managing conflicts of interest from NHS England a
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review of the CCG’s policy and processes has taken place. Gareth
provided a summary of the key changes advising that these were presented
to the Integrated Governance Committee on 20 July 2017. An action plan
has been developed regarding the changes and the relevant revised
policies will be presented for approval at the September Integrated
Governance Committee meeting.
Helen Kemp-Taylor commented that it was good to see NHS England had
listened to the feedback on the Conflicts of Interest guidance and one of the
key changes of the guidance suggests only decision making staff are
included on the published declarations of interest register.
It was noted that following approval of the revised policies, staff and
members of the Governing Body will be informed of the changes to the
process.
Dr Deborah Hallott queried whether the same rules apply for primary care
and Gareth Webb responded to confirm that following approval of the
changes this information will be shared with primary care colleagues as part
of sharing best practice.
It was RESOLVED that:
i)
ii)

17/84

the Audit Committee noted the NHS England Letter and new Conflicts
of Interest statutory guidance; and
noted the result of the review and actions for updating the current
policies.

Governance Exceptions Report
Gareth Webb presented this regular report providing an update on a
number of governance control mechanisms, including declarations made,
noting the following:
 Eight declarations under the CCG’s Standards of Business Conduct
policy
 Six tender waiver exceptions
 One rebate scheme approval
 The CCG’s seal has not been used to execute any documents
 There have been no suspensions of Standing Orders
 There have been no instances of Losses and Special Payment
Sandra Cheseldine referred to the tender waiver exceptions appendix and
the adverse publicity that the Marie Stopes Clinic has received and asked
what the CCG are doing about this issue. Phillip Godfrey agreed to clarify
the position and it was suggested that a further update to be brought back
to both the Audit Committee and Integrated Governance Committee.
It was RESOLVED that:
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i)

the Audit Committee noted the Governance Exceptions Report

Action: Phillip Godfrey to clarify the current position regarding the Marie
Stopes Clinic and provide an update to a future meeting.
17/85

Register of Procurement Decisions Update
Phillip Godfrey attended the meeting to present this regular report providing
an update on the Procurement Decisions undertaken by the CCG.
It was noted that following signing of the MYHT contract in December 2016,
further work has continued to populate the contract with the additional
information required relating to contract variations. Phillip advised that the
contract should be fully signed by the end of next week.
The Leeds Teaching Hospitals Trust contract has been signed and the CCG
has signed their part of the South West Yorkshire Partnership Foundation
Trust contract, although the contract is not fully signed by all parties
concerned.
It was RESOLVED that:
i)
ii)

17/86

the Audit Committee received the Register of Procurement Decisions;
and
approved for publication on the CCG website

Annual Accounts 2016/17 – Post Balance Sheet Events Letter
Eamonn May presented this paper advising that NHS England requested
that all NHS bodies consider whether any post balance sheet events have
occurred as part of the 2016/17 Annual Accounts process. A standard letter
was issued and submitted on the due date of 22 June 2017.
Eamonn confirmed that following consultation with external auditors, as
appropriate, the CCG was able to submit a positive return with no events to
report. A copy of this letter was circulated to members for information.
It was RESOLVED that:
i)

17/87

the Audit Committee noted the Post Balance Sheet Events Letter for
2016/17

Continuing Health Care Legacy Provision
Eamonn May presented this paper providing details of the current
Continuing Health Care legacy provision and advised that the Independent
Review Panel have referred one case back for further review regarding the
period of eligibility, this is the only unassessed case outstanding.
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There are currently 12 cases assessed but not paid totalling £219k with five
cases reopened since the year end awaiting a decision following an appeal
by the claimants. The maximum liability could be up to £576k. It was noted
that the provision for these cases is held by NHS England.
Richard Hindley queried what the liability is expected to be for 2017/18.
Eamonn May agreed to check and confirm.
Sandra Cheseldine agreed that there was no requirement for the Audit
Committee to receive further updates on the legacy provision but requested
a final report when all the cases are completed. It was agreed that if there
were any significant changes to the process the Audit Committee would be
informed.
It was RESOLVED that:
i)

the Audit Committee noted the assessment of the current position and
provision

Action: Eamonn May to clarify what the liability is expected to be for
2017/18 in respect of legacy costs.
17/88

Future developments in financial reporting
Eamonn May presented this paper detailing the key changes that will affect
the CCG over the next three years when producing the annual report and
accounts.
Eamonn May advised that there will not be many material changes for the
CCG.
It was RESOLVED that:
i)

17/89

the Audit Committee noted the future developments in financial
reporting requirements

Recovery of salary overpayment
Eamonn May presented this paper advising that following an employee
leaving the organisation, a termination form was not completed and this had
resulted in the individual receiving three months overpayment of salary.
Attempts have been made to recover the debt but due to a payment plan
not being adhered to, possible external debt recovery is now being
considered.
A discussion followed and it was noted that a review of the termination form
is to be undertaken to ensure lessons are learned from this incident.
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An update following the external debt recovery process will be provided to
the Audit Committee.
It was RESOLVED that:
i)

the Audit Committee noted the steps taken to recover a salary
overpayment

Action: Eamonn May to provide an update following completion of the
external debt recovery process
17/90

Internal Audit Progress Report
Jonathan Hodgson presented the Internal Audit Progress Report which
provided details of the finalised reports since the last Audit Committee
meeting.
Jonathan advised that a Governing Body Assurance Framework workshop
was held on 13 July 2017 and was attended by senior managers and Heads
of Service to look at how the Assurance Framework is scored and the
difference between controls and assurance to support staff in completing
the document. A further session is scheduled to be held for the Governing
Body members on 10 October with the aim of having a consistent approach
when populating this document.
It was noted that Internal Audit had reviewed the financial sustainability of a
Practice and this draft report should be available shortly.
Details of the follow up of recommendations is included in Appendix B.
It was RESOLVED that:
i)

17/91

the Audit Committee noted the progress made against the 2016/17
and 2017/18 Internal Audit Plans

Anti-Crime Progress Report
Olivia Townsend presented this report providing a summary of the anticrime work undertaken so far during 2017/18. It was noted that the AntiFraud Bribery and Corruption Policy has been reviewed and approved by
the Integrated Governance Committee on 20 July 2017.
The second edition of the Anti-Crime Newsletter was issued in June 2017
and Olivia advised that she continues to base herself one day a week at
White Rose House to be on hand to answer queries from staff.
The progress report also included a Security Management Update advising
that following a review of NHS Protect’s functions and services the
Department of Health have agreed in principle that NHS Protect becomes a
special health authority to take forward counter fraud work for the NHS.
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The new organisation, NHS Counter Fraud Authority, has been in shadow
form since 1 April 2017. It is anticipated that the new organisation will be
launched in the Autumn.
It was RESOLVED that:
i)
17/92

the Audit Committee noted the Anti-Crime Progress Report

Annual Audit Letter 2016/17
Rob Jones presented the Annual Audit Letter 2016/17 for information. It
was noted that following a discussion with Karen Parkin it is the intention to
progress the audit early, where possible, as part of the 2017/18 annual
report and accounts process.
It was RESOLVED that:
i)

17/93

the Audit Committee noted the Annual Audit Letter 2016/17

External Audit Technical Update
Rob Jones presented this update which provides highlights of the main
technical issues which are currently having an impact on the health sector.
It was RESOLVED that:
i)

17/94

the Audit Committee noted the External Audit Technical Update

Any other business
None

17/95

Date and time of next meeting
Tuesday, 26 September 2017, 1.00 to 3.00 pm, Boardroom, White Rose
House.
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Agenda item: 16b(i)

NHS Wakefield Clinical Commissioning Group
INTEGRATED GOVERNANCE COMMITTEE
Minutes of the Meeting held on 17 August 2017
Present:

Richard Hindley(Chair)
Dr Pravin Jayakumar
Stephen Hardy
Andrew Pepper
Jo Webster

Lay Member
Nominated Clinical Member
Lay Member
Chief Finance Officer
Chief Officer

In Attendance:

Sue Allan-Kirk

Headquarters Services Manager (item
17/165 and 17/166)
Head of Finance (item 17/163)
Lay Member
Quality Coordinator (item 17/159)
Head of Quality & Engagement
Engagement Manager (item 17/161)
Commissioning Accountant (item
17/162)
Director of Nursing and
Quality/Deputy Chief Executive MYHT
(item 17/156)
Director of Operations – Community
Services (item 17/156)
HR Manager (item 17/164 and
17/167)
Performance and Intelligence
Manager (item 17/159)
Associate Director of Corporate
Affairs
Governance Officer Minute Taker
(item 17/157 and 17/158)

Marie Bedford
Sandra Cheseldine
Lucy Dyson
Laura Elliott
Dasa Farmer
Elizabeth Goodson
David Melia

Debbie Newton
Esther Short
Natalie Tolson
Ruth Unwin
Pam Vaines

17/151

Apologies for Absence
Apologies were received from Dr Phil Earnshaw, Pat Keane and Jo
Pollard.

17/152

Declarations of Interest
No declarations of interest were made.
At point 17/161 – Engagement Annual Report 2016/17, Dr Pravin
Jayakumar declared an interest as his Practice is mentioned in the
report. The Chair acknowledged the declaration.

17/153

Minutes of the Meeting held on 20 July 2017
The minutes of the meeting held on 20 July 2017 were approved.
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17/154

Action Sheet from the Meeting held on 20 July 2017
All actions were noted.
Ruth Unwin advised that the membership of the Integrated Governance
Committee is currently being reviewed as part of the review of the Terms
of Reference and will be concluded in November 2017. In the meantime,
the Governance Team will endeavour to ensure that the Committee
remains quorate.

17/155

Matters Arising
There were no matters arising.

17/156

Deep Dive – Community Services/MYHT Staffing/Therapy Services Presentation
David Melia and Debbie Newton attended the meeting to give a
presentation on the Community Services, staffing issues and Therapy
Services at Mid Yorkshire Hospitals NHS Trust (MYHT).
Staffing issues in respect of nursing staff is a national concern, not just
affecting MYHT.
There has been a steady but slow improvement in relation to recruitment
with the number of band 5 vacancies within the community nursing team,
reducing from 18 in March to 8 in July, with additional staff set to join the
team in November. The new staff cohort is made up of both experienced
staff and new graduates. It is expected that there will be no outstanding
healthcare vacancies by November.
However MYHT are aware that retention and sickness now pose a
concern. Emphasis will be placed on training and supporting the new
senior nursing team to provide good, strong leadership.
MYHT are considering building staffing resilience by ‘over recruitment’
where more than one appointable applicant is successful at interview, as
a way to manage future retirements/leavers etc.
Teams are being re-structured to ensure a spread of experience across
the area.
Work is continuing to re-allocate certain tasks from experienced nurses
to other appropriate staff to release registered nursing time. Within the
first week of the establishment of phlebotomy assistance, 66
appointments were carried out, releasing the equivalent time for
registered nurses.
Additional new roles have been identified and recruitment is underway.
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Community staff are now registered with NHS Professionals to reduce
administration time for leaders. It was noted that Acute staff are already
registered in this way.
The current team design reflects GP Network boundaries, and although
this works for the most part, there are some issues along boundaries.
MYHT are working with the Connecting Care team to review the current
distribution. Jo Webster will discuss this with Mel and asked that any
proposed changes be considered by the New Models of Care Team.
MYHT have made a large investment in IT to support mobile working and
a review of how to make the most of this equipment is currently
underway.
Work is also underway the Connecting Care partners to improve working
relationship between District Nurses and Practice Nurses.
Debbie Newton confirmed that sickness continues to be an issue, but is
improving (down from 15% in January to 8% in July). Unfortunately
August is proving to be a difficult month. Debbie is aware that the impact
on staff of carrying a large number of vacancies over a sustained period
and is hopeful that increased staffing will contribute to reduced sickness
levels. A sickness review will take place later in the year.
MYHT are aware that a large cohort of staff will be due to retire in 2020
and the Trust is looking at ways to manager this, including working with
Bradford University for Dewsbury Hospital to provide clinical community
placements for graduates.
Dr Pravin Jayakumar recommended looking at how the Academy can
support the community teams and Jo Webster provided Kerry Munday,
Strategic lead for the Wakefield GP Workforce Development Academy as
a point of contact.
Dr Pravin Jayakumar asked that a future report included sickness issues
and known leavers so that a full picture of staffing levels can be obtained.
David Melia and Debbie Newton then provided information relating to
stroke interventions both in hospital and in the community.
David Melia confirmed that the length of stay was higher than average
due to issues with multi-skill working and inconsistencies in pro-active
actions to seek appropriate place for next care.
David Melia is to identify whether out of area patients attending MYHT
due to the Golden Pathway for Stroke at Pinderfields, is contributing to
higher than anticipated increases in demand and lengths of stay, and
delays in discharges. .
Sandra Cheseldine raised concerns regarding poor outcomes on stroke
and fractured neck of femur and asked for clarity as to how often patients
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successfully completed the Golden Pathway for Stroke. David Melia
offered to host a visit by members of the Group to the ward to see the
work in progress.
A discussion took place regarding access to 24/7 diagnostic testing. It
was confirmed that MRI and CT scans for urgent clinical requirements
are now 24/7 and work will continue to provide non-urgent access on the
same timescale, but this remains a longer term goal.
Jo Webster thanked David Melia and Debbie Newton for their detailed
update on a phenomenal piece of work. She commented that it is helpful
to see specialist community services wrap around community care.
It was RESOLVED that:
i)

17/157

the Committee noted the Community Services/MYHT
Staffing/Therapy Services presentation

Risk Register Update
Pam Vaines presented the Risk Register update to reflect the position as
at 11 August 2017.
There were 59 risks on the risk register, including six marked for closure
and three new risks.
There are no risks currently scoring as Critical (scoring 20 or 25) with 11
risks scoring as Serious (scoring 15 or 16).
As well as the usual reviews by Risk Owners, Senior Managers and
Directors, all High scoring risks (scoring 8 to 12) were discussed at the
July Better Value Group and all risks were considered at the 2 August
2017 the Executive Team meeting.
Sandra Cheseldine raised concerns that several of the current risks raise
issues at GP practices which may be inappropriate to be raised in public
or to be made available on the CCG website. It was agreed that in future
any item which cannot be included without breaching an FOI exemption
would be taken to the Private section of the Integrated Governance
Committee.
It was RESOLVED that:
i)

17/158

the Committee approved the Risk Register for NHS Wakefield
Clinical Commissioning Group as a correct reflection of the current
position.

Governing Body Assurance Framework
Pam Vaines presented the refreshed Governing Body Assurance
Framework.
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Sandra Cheseldine commented that the intention was for each entry to
be no longer than one side of A4, and that the assurances, especially the
external assurances, were not always appropriate.
Assurances currently reflect groups or committees but need to indicate
the information that is given there which in turn will assure the Governing
Body of the progress being made.
A training session for Governing Body Members is being arranged in
October 2017 which will support the next refresh in early 2018, after
which, Directors will be asked to encourage appropriate completion of
the GBAF.
Entry 7 – Specialised Commissioning – has reached the target score.
The recommendation was that the item be removed from the Governing
Body Assurance Framework, however following discussion, it was
agreed that the risk would remain on the Governing Body Assurance
Framework.
It was RESOLVED that:
i)

17/159

the Committee accepted the updated 2017/18 Governing Body
Assurance Framework for NHS Wakefield Clinical Commissioning
Group.

Integrated Quality and Performance Report
Natalie Tolson presented this paper together with Lucy Dyson.
Several areas were discussed, including six week diagnostic programme
where regionally there are staffing shortages for technicians. It is not
easily possible to recruit to these positions and most Trusts have to
“grow their own talent”, with the training lasting a number of
years. Therefore when staff leave there is a significant lag time to return
to full staffing levels. Reduction in staffing causes extra pressure on
remaining staff who then have higher sickness levels. These factors are
currently combined with maternity leave within MYHT and result in the
reduced numbers that are seen within the week target.
The Trust does not expect this performance to turn around in the near
future.
Dr Pravin Jayakumar asked whether MYHT are in breach of contract by
failing to meet the cardiology diagnostic performance targets. Laura
Elliott will raise at Mid Yorkshire Executive Quality Board (EQB) and
explore whether a community provider should be sought.
There has been a slow improvement in the 18 week situation. Wakefield
is now 9th within the West Yorkshire area, up from 11th.
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Jo Webster explained that work is taking place to reduce the number of
Appointment Slot Issues (ASIs) currently impacting on 18 week wait,
including the use of Oscar and Referral Support as well as econsultations.
Jo Webster confirmed that long-term/deeper resolution options were
being considered, alongside short term solutions.
Sandra Cheseldine asked that referral to treatment figures for SWYPFT
be included in future reports.
Jo Webster will share the Special Educational Needs and Disability
(SEND) letter – a warning notice regarding waiting times – to the
Committee members, together with Wakefield CCG response to
OFSTED with an action plan to improve the situation.
Jo Webster also informed the Committee that the CQC have challenged
the Trust to reduce the number of escalation beds which impact
adversely on staffing. Meetings have taken place across the System and
work has resulted in the number of escalation beds being reduced from
148 to below one hundred. Laura Elliott was asked to produce a report
on this topic for the September meeting.
A&E performance is being monitored by CQC, NHSI and NHS England.
A discussion took place regarding YAS response to moving patients to
different MYHT locations and what consideration is being given to
providing clinical support when reaching the decision to open ‘surge’
beds in any given location. This will be monitored via the Quality Board.
It was acknowledged that Winter Planning work is underway.
It was RESOLVED that:
i)
ii)

17/160

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

Equality Delivery System Report 2016/17
Laura Elliott explained that following the presentation of this paper at the
July meeting, additional work has been carried out on Section 7 –
Grades for Goals 3 and 4, and the wording amended.
Laura Elliott also mentioned that posters and training sessions were now
available in relation to anti-bullying and harassment. Jo Webster
confirmed that the data is being reviewed so that any specific teams or
groups of staff are affected, can be discussed with the relevant directors.
It was RESOLVED that:
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i)
ii)
17/161

the Committee noted the updated contents of the EDS2 report
the Committee approved the report for publication

Engagement Annual Report 2016/17
Dasa Farmer attended the meeting to present this paper providing details
of the patient and public engagement activity carried out in 2016/17.
As well as a number of small engagements there were several large
scale or sensitive projects undertaken in 2016/17, including the closure
and patient dispersal for Kings Street and the changes to the prescribing
policy.
Dasa Farmer explained that assurance had been obtained from Internal
Audit and the work carried out has been recognised by NHS England
which had included some of Wakefield CCG’s processes in their Good
Practice Guide.
Acknowledgement was given to Healthwatch who have supported
several engagements throughout the year, and are currently working with
the Engagement Team in relation to changes at Pontefract A&E.
Stephen Hardy commented that it was excellent to see external
acknowledgement of the fantastic work carried out by the team.
He then asked how the CCG would ensure the continued involvement of
GP patient groups as the Confederations become established. Jo
Webster confirmed that the CCG would liaise with the Federation Leads
to ensure that this happens.
Laura Elliott confirmed a paper will be taken to the September Governing
Body Meeting.
It was RESOLVED that:
i)
ii)

17/162

the Committee noted the contents of the report for information: and
the Committee ensure public engagement is considered and
undertaken for all commissioning intentions.

Finance Report, Month 4
Elizabeth Goodson presented this paper.
It was confirmed that the CCG is reporting a year to date balanced
position and is forecasting to meet its financial plan at year end albeit
reporting a higher level of risk, mainly due to the MYHT trading position.
Some received data did not match expectations, so ‘Café Sessions’ have
been established weekly to ensure understanding and clarity of data. For
example, there has been an unexpected increase in cataract activity in
community.
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There was an acknowledgement that work undertaken to reduce MYHT
backlogs will have an impact on costs.
It was noted that Wakefield CCG currently has £20m at risk, half of which
relates to MYHT. A further £5m relates to Right Care, and whilst work is
underway to manage the situation, the matter has not currently been
resolved.
Andrew Pepper drew the Committee’s attention to concerns that North
Kirklees CCG is carrying a risk of £1.4m in relation to MYHT. He is
liaising with colleagues to clarify the issue. .
Andrew Pepper and Elizabeth Goodson commented that the financial
position is ‘tight’ however plans to manage the situation will be brought to
IGC in September 2017.
Andrew Pepper identified an error on page 10 of the balance sheet –
Renewables are £210 thousand, not £210 million).
It was RESOLVED that:
i)
17/163

the Committee received and noted the contents of the report,
subject to the correction above in relation to Renewables.

QIPP Report, Month 4
Marie Bedford presented this paper and confirmed that the situation was
similar to previous months. There have been delays in receiving the
results of monitoring but this is being pursued and will be available for
September.
All QIPP Clinics have been held, with a second round scheduled for
October/November.
The Better Value Group regularly discusses the impact of QIPP.
Marie Bedford was pleased to inform the Committee that since the report
was prepared, another of the targets on the Risk Management graph has
progressed to green from amber (Attain Review, Audit Yorkshire Review
and North Kirklees Read-Across).
Sandra Cheseldine voiced concerns about closing the gaps for some
QIPP.
It was RESOLVED that:
i)

17/164

the Committee receive and note the contents of the report.

Employment Policies
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Esther Short presented this report commenting that all the following
policies have been reviewed by the Partnership Working Group and the
IGC Policy Group.










Employee Leaver Notice Period Exit Interview Policy
Management of Performance Policy
Retirement Policy
Expenses Policy
Management of Stress Policy
Equality and Diversity Policy
Maternity, Adoption, Paternity and Parental Leave Policy
Dignity at Work Policy
Grading Review Policy

Andrew Pepper requested that the Freedom to Speak Up Guardian be
referenced in the Dignity at Work Policy
Stephen Hardy requested that the Equality and Diversity Policy makes
reference to discrimination for other characteristics than those mentioned
in the Act, such as trade union membership etc.
It was RESOLVED that:
i)

17/165

the Committee accepted the Policies, subject to the changes listed
above.

CONSENT AGENDA – Display Screen Equipment Policy
Sue Allan-Kirk attended to respond to any questions. No questions were
asked.
It was RESOLVED that:
i)

17/166

the Committee noted the changes to the Display Screen Equipment
Policy

CONSENT AGENDA - Health & Safety Report
Sue Allan-Kirk attended to respond to any questions.
Stephen Hardy asked whether, , as one of the incidents related to an
over-heating laptop, any consideration was being given to
advice/training for users. Ruth Unwin confirmed that she would liaise
with The Health Informatics service to suggest that advice is given and
this will be supported with an information session at a Staff Briefing.
It was RESOLVED that:
i)

the Committee note the Health & Safety incidents reported during
Quarter 1 2017/18 (1 April 2017 to 30 June 2017)
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17/167

CONSENT AGENDA - Workforce Services Update
Esther Short attended the meeting to respond to any questions.
It was noted that sickness absence is currently below target and that 2
long term sickness absences have been resolved.
Sandra Cheseldine raised queried the reporting of non-compliance with
mandatory training, specifically in relation to some Governing Body
members. Ruth Unwin will liaise with the people concerned to ensure
attendance at training sessions.
It was RESOLVED that:
i)

17/168

the Committee noted the content of the report

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

Mid Yorkshire Hospitals NHT Trust Executive Quality Board –
minutes of meeting held on 15 June 2017
Mid Yorkshire Hospitals NHS Trust Executive Contract Board –
minutes of meeting held on 15 June 2017
Quality Intelligence Group – minutes of meeting held on 11 July
2017
Mid Yorkshire A&E Improvement Group – minutes of meetings held
on 27 June 2017 and 19 July 2017
South West Yorkshire Partnership Foundation Trust – minutes of
meeting held on 14 July 2017
YAS 999/111 Joint Strategic Commissioning Board – minutes of
meeting held on 5 June 2017

It was RESOLVED that:
i)
17/169

the Committee noted the minutes of meetings

Consider future topics for Deep Dive
No comments or new topics were received.

17/170

Any other business
None

17/171

Date and time of next meeting:
Thursday, 21 September 2017, 9.00 am to 12 noon in the Seminar
Room, White Rose House.
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Agenda item: 16b(ii)

NHS Wakefield Clinical Commissioning Group
INTEGRATED GOVERNANCE COMMITTEE
Minutes of the Meeting held on 21 September 2017
Present:

Richard Hindley(Chair)
Dr Phillip Earnshaw
Stephen Hardy
Andrew Pepper
Jo Pollard

Lay Member
Nominated Clinical Member
Lay Member
Chief Finance Officer
Chief Officer

In Attendance:

Sandra Cheseldine
Lorraine Chapman

Lay Member
Head of Contracting & Procurement
(items 17/190 & 17/198)
Head of Quality & Engagement (item
17/190)
Head of Medicines Optimisation (item
17/193)
Minute taker
Senior Information Governance
Officer (17/192)
Governance Officer
Interim Governance & Board
Secretary

Laura Elliott
Jo Fitzpatrick
Angela Peatfield
James Siddall
Pam Vaines
Gareth Webb

17/185

Apologies for Absence
Apologies were received from Jo Webster, Pat Keane and Dr Pravin
Jayakumar.

17/186

Declarations of Interest
Dr Phillip Earnshaw declared an interest as a GP in Wakefield as there
are a number of papers that refer to GP practices. The Chair noted the
declaration and determined that Dr Earnshaw could provide input into the
discussions.

17/187

Minutes of the Meeting held on 17 August 2017
The minutes of the meeting held on 17 August 2017 were approved.

17/188

Action Sheet from the Meeting held on 17 August 2017
All actions were noted.

17/189

Matters Arising
There were no matters arising.
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17/190

Integrated Quality and Performance Report
Laura Elliott and Lorraine Chapman attended the meeting to present this
report. Laura advised that the report has been revised this month to be
in line with acute commissioning and place-based reporting. It was noted
that the CCG is under-performing in all of the six performance domains.
It is proposed that at future meetings a shorter report will be provided
and all members will have access to the interactive Integrated Quality
and Performance report which is available on the CCG’s intranet site,
Skyline. A training session will be scheduled for members to be
instructed on how best to use the interactive report.
A discussion followed and it was acknowledged that the A&E 4 hour
waiting time and the 62 days wait from an urgent GP referral target are
two of the main areas where the constitutional targets are not being met
and which the CCG are held responsible for.
Jo Pollard commented that where the report refers to acute
commissioning this includes the Mid Yorkshire Hospitals NHS Trust and
other providers who provide services through Any Qualified Provider
arrangements.
Laura Elliott advised the results of the GP Survey had been published in
July 2017 and the data has been shared with GP practices in the form of
a slide pack. Actions which include extending the GP Care Scheme will
be agreed at network level and discussed as part of the Wakefield
Practice Premium Contract by the Probity Committee. It was noted that
targeted support will be provided to the poorer performing practices. Jo
Pollard agreed to discuss further with Dr Greg Connor, Executive Clinical
Advisor on how this support would be provided.
Laura referred to the MYHT staffing report based on July information
which for the first time has flagged staffing vacancies within the midwifery
service.
Lorraine Chapman gave an overview of the performance section of the
report. Sandra Cheseldine noted that clearing the 18 week backlog is
given as one of the reasons for the overtrade with MYHT but the 18 week
backlog is increasing or static which would seem to contradict this. This
issue is included as part of the system recovery, demand management
and internal efficiency discussions that are ongoing.
It was RESOLVED that:
i)
ii)
iii)

the Committee noted the current performance against the CCG
strategic objectives and Quality Premium;
noted the actions being taken to address areas of performance; and
noted the revised amendments to the Integrated Quality and
Performance Report.
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17/191

Update on escalation bed reduction at MYHT following Care Quality
Commission inspection
Jo Pollard presented this paper confirming that this topic had already
been discussed at the Governing Body meeting on Tuesday, 19
September 2017 noting that the Care Quality Commission (CQC) system
wide target of a reduction of 100 escalation beds at Mid Yorkshire
Hospitals NHS Trust (MYHT) by 31 August 2017 was achieved.
A comprehensive whole system action plan was developed and
implemented through July and August and overseen by senior leaders
from all stakeholder organisations. Additional longer term planning has
commenced to deliver sustainable transformation of discharge
processes. Both NHS England and NHS Improvement are fully involved
in the process.
It was noted that the Emergency Care Improvement Programme (ECIP)
surveyed 270 ‘stranded’ patients on the Pinderfields Hospital site during
the week commencing 10 July 2017 and the proposed actions from this
survey were incorporated into the whole system action plan.
It was RESOLVED that:
i)
ii)

17/192

the Committee noted the reduction of the number of escalation
beds in use at MYHT; and
noted the reduction in the number of stranded patients, identified
through the ECIP review and the achievement of the CQC
requirement

Information Governance
James Siddall presented the Information Governance update report
providing progress with the annual information governance work
programme. It was noted that version 14.1 of the Information
Governance Toolkit was released by NHS Digital on 5 July 2017. There
are no substantive changes and this version does not include any
General Data Protection Regulation (GDPR) requirements.
A draft version of the Information Governance Work Plan for 2017/18 is
presented to the Committee for approval. As far as possible the work
plan remains consistent with the other three CCGs who are part of the
shared information governance service.
James advised that the Data Security Awareness Level 1 e-learning
package which replaces the annual IG training provided through the IG
Training Tool is now live on the e-learning website. The new training
module will be promoted to staff during an ‘Information Governance
Week’ commencing Monday, 25 September 2017.
The Governance Leads of the shared Information Governance service
together with the IG Manager have been reviewing the current service
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capacity to deliver the implementation requirements of the GDPR. A
post for a band 3 IG Administrator has been agreed across the four
CCGs. The Governance Leads are also undertaking work to set out the
possible options for delivery of the Data Protection Officer function.
The Information Governance Policy and Framework and the Information
Governance Strategy and Strategic Vision documents were presented
for approval following review to ensure they remain accurate and up to
date. The review has been a ‘light touch’ as the documents will be
reviewed again later in the year to ensure they both reflect the provisions
of the forthcoming General Data Protection Regulation.
James Siddall highlighted the key areas of work:





Progression of the Information Governance Work Plan 2017/18
Progression of the GDPR action plan
Continue to support the digital integration strategy and Vanguard
schemes
Continue support in relation to NHS Digital data governance
requirements

Dr Phil Earnshaw queried how systems have been improved to enable
information sharing across organisations. A discussion followed and it
was acknowledged as part of the integrated agenda processes need to
be developed to link with the new accountable care organisations. It was
proposed that a deep dive on information governance is presented at a
future IGC meeting highlighting the systems being developed to enable
the sharing of information securely. It was suggested the presentation
should include case studies on confidentiality and how data can be
unlocked.
It was RESOLVED that:
i)
ii)
iii)
iv)
17/193

the Committee noted the content of the report and the progress
being made by the IG team;
approved the Information Governance Policy and Framework;
approved the Information Governance Strategy and Strategic
vision; and
approved the Information Governance Work Plan 2017/18.

Conflicts of Interest and associated policies update
Gareth Webb presented this update advising that following the approval
of the recommended changes by the IGC in July 2017, three policies
have been updated to reflect those changes.
Conflicts of Interest Policy – the policy has been updated to ensure
that as a minimum on an annual basis the CCG’s register of interest is
accurate and up to date. Only decision-making staff will be included on
the published register. A new annex has been added to the policy to
provide further advice on identifying, declaring and managing conflicts of
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interest in the commissioning of new care models.
A discussion took place and it was agreed that section 5.7 would be
amended in relation to decision-making staff and reference to
“employees at Band 8a” and above would be removed and replaced by
“only decision-making staff names” would be published on the CCG
website.
Standards of Business Conduct and Receipt of Hospitality – the
policy has been updated in line with the NHS-wide guidance regarding,
the value of gifts that can now be accepted, full details in the policy.
Joint Working and Sponsorship from the Pharmaceutical Industry
and other organisations
Joanne Fitzpatrick attended the meeting to present this revised policy
which has been updated to reflect the new Conflicts of Interest guidance
and the following principles have been included in the policy:







Clarification that under no circumstances will the CCG endorse
individual companies or their products.
No information should be supplied to a company for their commercial
gain unless there is a clear benefit to the NHS.
Further clarification about the CCG’s position on receiving samples of
medicinal products.
Confirmation that CCG staff may accept commercial sponsorship for
courses, conferences, post/project funding, meetings and
publications if they are reasonably justifiable and in accordance with
the principles set out in this policy and receive prior approval.
Approval process amended to reflect that in the absence of the Head
of Service, approval could be made by other senior managers within
the team.

A discussion followed and it was agreed that the policy would be
amended with reference to the approval process and job titles would be
included for clarification of who can approve requests.
It was agreed that the first paragraph in point two on page four of the
policy will be amended. The last sentence should now include
Federation and Confederation when referring to the “policy is advisory for
GP member practices in Wakefield”.
It was suggested that a letter is sent to the Federations explaining that
this policy is advisory for GP member practices/Federations/
Confederations.
It was RESOLVED that:
i)
ii)

the Committee approved the Conflicts of Interest Policy subject to
agreed amendments;
approved the Standards of Business Conduct, Receipt of Hospitality
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iii)

17/194

and Anti-Bribery Policy; and
approved the Joint Working with and Sponsorship from the
Pharmaceutical Industry and other Organisations Policy subject to
agreed amendments.

Business Continuity Plan Review
Gareth Webb presented this paper advising that an independent review
of the plan was undertaken by an Internal Auditor for Spectrum
Community Health CIC and two recommendations were suggested:



Appendix 7 of the plan to be moved to the beginning of the plan for
ease of reference
Reference the use of safe haven fax in the event of failure of outlook
email including ensuring that the receiver has a safe haven fax.

Gareth confirmed that these recommendations had been incorporated in
the updated plan.
It was RESOLVED that:
i)
ii)
17/195

the Committee approved moving Appendix 7 to the beginning of the
plan; and
agreed to include a section on safe haven receiver checks.

Finance Report Month 5 2017/18
Andrew Pepper presented the Month 5 Finance Plan confirming that the
CCG continues to see a high level of risk within the system which was
also discussed at the Governing Body meeting held on 19 September
2017. There is a large overtrade on Mid Yorkshire Hospitals NHS Trust
(MYHT) and also in acute services provided in the community. The
MYHT overtrade is being reviewed in detail via weekly data analysis
meetings with system partners.
At present the gross risk is assume to be mitigated both year to date and
forecast through initiatives being developed in the five part recovery
process. This will be kept under review.
Andrew advised that there is a meeting next week with NHS England,
NHS Improvement, MYHT, North Kirklees CCG to review the system
recovery plans and reporting.
A discussion followed and it was suggested that an analysis of MYHT
trading is included in the Finance Report in October.
It was noted that the Executive Team have discussed the QIPP
programmes that are currently highlighted in red and agreed a plan to
take this issue forward.
It was RESOLVED that:
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i)
17/196

the Committee noted the content of the Month 5 Finance Report

QIPP Report Month 5 2017/18
Andrew Pepper presented the Month 5 QIPP Report. The QIPP
Dashboard has been completed using the month three closed down
figures and month four flex figures of the 2017/18 activity data. This data
is being used to further test and develop the system for monitoring the
delivery of QIPP schemes. It was noted that Prescribing areas have been
included in the report and Multi-Speciality Community Provider and Care
Home Vanguards are in development.
A discussion took place regarding the significant increase in the cost of
medication and one of the reasons being that there is no cheaper stock
currently available. In addition, any cost increases would normally be
partly offset by Cat M price changes but these have been retained
nationally. Andrew Pepper advised that it is expected all CCGs within
Yorkshire and Humber will report a pressure in respect of the prescribing
budget for 2017/18.
The second round of QIPP Clinics has now been scheduled and the
weekly Better Value Group meetings are focusing on Acute System
Recovery.
It was noted that £6.83m is a critical area of delivery made up of Right
Care £5.05m and Other Schemes £1.78m and is a focus of the Acute
System Recovery process being undertaken by the Wakefield and North
Kirklees CCGs with MYHT.
Discussions continue with teams on establishing ways of reducing
spending and the need to make some difficult commissioning decisions.
It was RESOLVED that:
i)

17/197

the Committee noted the content of the Month 5 QIPP report

Long Term Financial Plan
Andrew Pepper gave a verbal update on the Long Term Financial Plan
advising that the plan will be produced following the completion of the
system recovery decisions. It is intended that the focus in the report
presented to the October IGC will be the trading analysis and the Long
Term Financial Plan will be presented in November.
It was RESOLVED that:
i)

17/198

the Committee noted the verbal update

Contract, Governance and Assurance Report
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Lorraine Chapman attended the meeting to present this regular report.
Richard Hindley referred to section 2.5 of the report relating to Contract
Notices/Suspension/Terminations and advised that this section would be
noted in the Private session of the meeting.
Lorraine referred to section 2.1 relating to 2017/18 contracts and the
current invoice reconciliation issues, noting there are a number of
outstanding queries in relation to the appropriate use by providers of
procedure codes. External expertise has been sought and it is
anticipated that through a rapid piece of work the CCG will be able to
ensure that procedure level service specifications can be implemented in
due course.
Details of the contracts awarded since the last update in May 2017 were
included in the report including a new contractual arrangement with
Conexus Healthcare Ltd for the delivery of extended access as detailed
in the GP Care Wakefield specification.
Lorraine advised that the CCG continues to support Wakefield District
Metropolitan District Council with their procurement for replacement IT
solutions for Wheelchair and Adaptions and Integrated Community
Equipment Services. The specifications have been drawn up by the
CCG and these are to be shared with the council IT department for final
approval. Awards for both tenders are anticipated to be made in
December 2017.
It was RESOLVED that:
i)
17/199

the Committee noted the content of the report

Minutes of meetings
The minutes of the following meetings were shared and noted for
information.
i)
Mid Yorkshire Hospitals NHT Trust Executive Quality Board –
minutes of meeting held on 20 July 2017
ii) Mid Yorkshire Hospitals NHS Trust Executive Contract Board –
minutes of meeting held on 20 July 2017
iii) Quality Intelligence Group – minutes of meeting held on 8 August
2017
iv) Mid Yorkshire A&E Improvement Group – minutes of meetings held
on 17 July 2017 and 9 August 2017
v)
YAS999 Contract Management Board – minutes of meeting held on
22 June 2017
vi) Public Involvement and Patient Experience Committee – minutes of
the meeting held on 30 March 2017
It was RESOLVED that:
i)

the Committee noted the minutes of meetings
Page 8 of 9

PDF Page No. 492

17/200

Consider future topics for Deep Dive



17/201

Cancer Services
Information Governance

Any other business
None

17/202

Date and time of next meeting:
Thursday, 19 October 2017, 9.00 am to 12 noon in the Seminar Room,
White Rose House.
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Agenda item : 16c(i)

NHS Wakefield Clinical Commissioning Group

CLINICAL CABINET
Thursday, 24 August 2017
9.00 am – 12.30 pm
Seminar Room, White Rose House

APROVED MINUTES
PRESENT
Members:
Dr Adam Sheppard
Dr Aly Damji
Dr Tim Dean
Michele Ezro
Stephen Hardy
Dr Pravin Jayakumar
Dr Nadim Nayyar
Pat Keane
Andrew Pepper
Dr Colin Speers
Non Members:
Rachel Binks
Dr Chris Bolton
Simon Dale
Michala James
Jeanette Miller
Tracy Morton
Jane O’Donnell
Zoe Richardson
Simon Rowe
Meher Shergill
Phil Smedley
Jo Webster
Dena Coe

Chair, GP, WCCG
GP, WCCG, Network 6 Chair
GP, WCCG, Network 2 Chair
WCCG, Associate Director, Commissioning and Integration
WCCG Board Lay Member
GP Board Member, WCCG, Network 5 Chair
GP, WCCG, Network 1 Chair
WCCG, interim Chief Operating Officer
Chief Finance Officer
GP, WCCG, Network 4 Chair

Nurse Consultant – Digital & Acute Care, Airedale NHS Foundation Trust
GP, WCCG
Associate Director – Delivery & Sustainability – Wakefield CCG
Senior Commissioning Manager – Planned Care
Senior Engagement Manager
Senior Commissioning Manager
Head of Health Protection, Kirklees Council
Project Support Officer – Care Home Vanguard

Senior Commissioning Manager
Attain, Manager
Senior Commissioning Manager
Chief Officer
WCCG, Minutes

51 APOLOGIES FOR ABSENCE
Apologies were received from Dr Clive Harries, Dr Debbie Hallott, Pat Keane, Jo Pollard, Dr Chris
Barraclough, Dr Omar Alisha, Dr Patrick Wynn, Ruth Unwin
52 DECLARATIONS OF INTEREST
Item 55 ‐ Dr Colin Speers declared a conflict of interest as he is a member of the GP Wakefield
Board.
53 MINUTES OF MEETING HELD ON 27 July 2017 and Matters Arising
The minutes were agreed as a true record of the meeting.
54 ACTION LOG
Michele Ezro very briefly updated on the Action Log confirming there were no outstanding
actions which required consideration.
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55 Revised walk‐in centre service specification
Colin Speers declared an interest as member of GP Wakefield Board. It was agreed that Dr
Speers could remain in the meeting.
Dr Chris Bolton attended to present the service specification for the extension of the Walk‐in
Centre contract (upto 31 March 2019). In essence the same service would be provided, nurse‐
led with no GP presence, and the opening times would change to 10am to 10pm (previously
8am to 8pm). NHSE guidance on provider requirements to adapt to emerging care models,
extra diagnosis etc. had been incorporated into the contract.
Discussion took place on:
 GP support out of hours
 LCD links to GP Care
 Small number of patients with specific issues which the contract does not cover (i.e.
pregnant patients)
 Issues of prescribing
Discussion took place on public engagement, in particular around the issue of change to
opening times and further details were requested.
Detailed discussion took place on the financial implications which had resulted from closure of
the GP service which meant two floors would not be in use but would need to be paid for by the
CCG. This included options on the lease and looking at different options for lease/rental and
early end to the lease.
It was clarified that this was a transitional and fluid arrangement due to potential adverse risks
for the CCG; cost implications and potential of inadequate patient care by ceasing to provide
the service.
ACTION: Further conversation to take place outside the meeting regarding Urban House.
ACTION: Details on public engagement particularly change to opening hours to be clarified.
It was suggested that a clear understanding by GP Care Wakefield with regard to the future of
where this service is located was confirmed at the earliest opportunity.
IT WAS RESOLVED: That Clinical Cabinet approved the service specification for the extension of
the Walk‐in Centre contract
56 Service Specification – Extended GP Care Wakefield
Dr Chris Bolton outlined the proposed service specification of Extended GP Care Wakefield. The
proposal would aim to consolidate all existing out of hours schemes to offer Wakefield district
patients access to urgent and routine appointments. It was highlighted that this is a phased
approach with a “soft” launch on 5 September 2017 with eight practices taking part initially and
with a view to be fully operational by 10 October 2017.
Discussion took place on some specific technical and safety details such as :
 Definition of routine/urgency appointments
 Public perception of urgent
 Associated risks of complex referrals
 Cost of transfer of telephone calls
 Potential to increase capacity to long‐term complex cases
It was requested that the actual offer for the £2million/£6 per head spend should be clarified
2
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against the national ask and appropriate communication given to the public to give assurance
that the extra spend would improve patient experience.
It was recognised that this is start of a new way of working and further development and
expansion to the scheme should follow for long‐term sustainability and extension, however
assurance was given that this first phase would improve patient experience for out of hours
service throughout the district.
It was requested that some flow charts and simple messages to clearly articulate the changes
were developed to ensure public awareness.
IT WAS RESOLVED: That Clinical Cabinet approved the service specification for the extension of
out of hours GP provision in Wakefield (GP Care Wakefield).
57 Thinking Radically – The Canterbury Experience Action Plan
Simon Rowe, Meher Shergill and Tracy Morton attended. Jo Webster outlined some of the
background to the proposals and highlighted the critical need to reach agreement and
consensus in order to move forward into the accountable system model of health care as soon
as possible.
Simon Rowe outlined the two issues of focus; Appointment Slot Issues and Outpatient Follow‐
up Backlog and the proposed review process to reduce current numbers and to minimise and
prevent further issues.
Discussion took place on where risk lies and at which point in the referral process the 18 week
wait period starts. Also discussed was what percentage reduction would the CCG look to
achieve. It was agreed that all clinical colleagues need to be kept informed on the process.
It was suggested that a progress update on ASIs was included on the CC agenda on a monthly
basis for information although it was stated that there was no further need to bring back to
Clinical Cabinet for further approval of the process.
It was noted that Network 3 was not represented at the meeting, however it was agreed that
approval could be given on a majority basis.
ACTION: Simon Rowe to speak directly to Dr Shakeel Sarwar, Network 3.
IT WAS RESOLVED: That Clinical Cabinet approved the recommendations to:
 Approve the stated roles and responsibilities for network chairs to reduce ASIs.
 Approve the three‐staged approach between now and the end of 2017 to reduce ASIs.
 Approve the option for individual member practices to review their ASIs on their
referral worklist.
 Champion the development of thought about the RSS and how the RSS and Mid‐
Yorkshire can work together to prevent new ASIs being created.
 Approve the nomination for Network Chairs to work with Mid‐Yorkshire clinicians to
assess how joint‐working can reduce the size of backlog.
 Approve the nomination of Network Chairs to direct the timescales for the reduction
backlog and what interventions are implemented to do this.
58 Community TB
Michala James and Jane O’Donnell attended to present the details of the revised Community TB
Services specification. It was highlighted that the minor changes to specifications were in line
with new NICE guidelines. IGC approved the procurement via competitive tender at the current
3
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contract value. Clinical Cabinet were asked to approve the clinical elements of the service
specification.
Jane O’Donnell asked that an amendment was made to the specification regarding contact
screening for those aged over 65. Contacts aged over 65 will be risk assessed and if they are
symptomatic will be issued an ‘inform and advise’ letter. If they are symptomatic they will be
referred for a chest x‐ray and to secondary care. The amendment was supported and approved.
Brief discussion took place regarding Urban House patients and which service specification TB
testing should be included. As notification had been received that future funding from NHSE
may be reduced, it was proposed that this should be included in the TB Service specification. It
was agreed that further discussion was required and detail of potential volume of patients was
required outside of the meeting between Michala James and Michele Ezro.
IT WAS RESOLVED: that Clinical Cabinet
 Noted the recommendations contained within the Community TB Service – Service
Review
 Noted the findings of the Integrated Impact Assessment and confirmed the mitigating
actions identified were appropriate and adequate
 Approved the revised service specification for Community TB Services (with the
amendment from the Integrated Governance Committee on 17 August 2017) and the
Urban House amendment).
59 Airedale Telemedicine Pilot
Zoe Richardson, Lesley Carver and Rachel Binks attended. The model was outlined and financial
details were also presented, it was highlighted that this was enhancing rather than replacing
patient care in participating care homes.
Discussion took place on how prescriptions were issued and paid for and joint governance
issues such as data sharing and storage.
It was highlighted that in order to be successful it was important that MDT were involved.
It was noted that Wakefield CCG had been allocated free IT equipment in order to test the
model and the trial had been very well received.
It was requested that retrospective data was sent from GPs regarding visits to enable more
comprehensive reports to be provided.
Discussion took place on potential funding options to facilitate implementation in the West
Yorkshire region and it was requested that a formal proposal, including financial detail, was
presented at a future Clinical Cabinet for approval.
ACTION: Formal, costed proposal for implementation region‐wide was requested. (Dr Ann
Carrol, Rachel Bink).
IT WAS RESOLVED: that Clinical Cabinet noted the presentation and requested a formal costed
proposal to be submitted for approval.
60 Engagement Update
Jeanette Miller attended to present the Engagement report. The background to the report, i.e.
legal responsibilities, and detail of the report were briefly outlined, including new methods of
engagement with colleges, Job Centres and via telephone as well as on‐going PIPEC, PRG
4

PDF Page No. 497

Network and Equality Panel functions. It was highlighted that a voluntary audit had been
undertaken by Yorkshire Audit and that a good and very positive result had been achieved.
Discussion took place on engagement regarding Pontefract ED, referrals, follow‐ups, planned
and elective care. Concern was raised regarding potential loss of the public voice due to
reconfiguration of services and it was requested that consideration was given on how to
publically re‐engage at the appropriate level going forward.
The team were congratulated for their hard work particularly recognising the extra work that
had been undertaken in the past year.
ACTION: An update was requested on public engagement for the King Street Walk‐in Centre
with regard to the change to opening hours.
IT WAS RESOLVED: that Clinical Cabinet noted the content of the report for information; and
committed to ensure public engagement was considered and undertaken for all commissioning
intentions.
61 RightCare Update
Phil Smedley and Tracy Morton attended to present a RightCare update. The RightCare process
highlighted 10 areas of potential unjustified variation and in conjunction with QIPP, areas of
focus had been identified; Pain, Paracetamol, hip replacement (non‐cemented) and trauma and
injury. The process also highlighted high cost – low volume procedures for potential focus to
achieve savings.
Discussion took place on back pain variance and progress made to date to mitigate high costs
and re‐model the service.
ACTION: List of high‐cost / low‐volume procedures to be circulated to Network Chairs.
ACTION: An update on pain management on the October Clinical Cabinet agenda was
requested.
IT WAS RESOLVED: that Clinical Cabinet noted the update and requested a further update on
pain management.

62 QIPP & Finance Update
Andrew Pepper updated on the QIPP Risk Report for Quarter 1 of 2017/18. It was agreed that a
full financial update would be included on the next Clinical Cabinet agenda (September 2017).
Discussion took place on the need for a full membership meeting to update colleagues on the
situation. Also requested was a simplified slide set which could be disseminated at Network
meetings to clarify and engage GP colleagues regarding the need to work together as a whole
system.
ACTION: PowerPoint presentation to be circulated.
IT WAS RESOLVED: that Clinical Cabinet noted the finance presentation.

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

64 MINUTES FROM SUB COMMITTEE TO NOTE
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The Medicines Optimisation Group minutes from 13 July 2017 were noted.

65 ANY OTHER BUSINESS
The Clinical College event scheduled for Wednesday 20 September 2017 was highlighted and it
was requested that clinical colleagues disseminate the details as widely as possible.
The recent dementia diagnoses rates by GPs were highlighted and it was suggested that further
discussion was required at the next Clinical Cabinet meeting (September 2017).
DATE AND TIME OF THE NEXT MEETING:
Informal Clinical Cabinet: Thursday, 14 September 2017
1.00 – 2.30 pm, Boardroom, WRH
Clinical Cabinet:
Thursday, 28 September 2017
09.00 – 12.30, Seminar Room, White Rose House ‐ Deadline for papers 20 September 2017
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NHS Wakefield Clinical Commissioning Group

CLINICAL CABINET
Thursday, 28 September 2017, 9.00 am – 12.30 pm
Seminar Room, White Rose House

APPROVED MINUTES
PRESENT
Members:
Dr Adam Sheppard
Dr Aly Damji
Dr Phil Earnshaw
Michele Ezro
Dr Debbie Hallott
Stephen Hardy
Dr Clive Harries
Dr Pravin Jayakumar
Dr Nadim Nayyar
Andrew Pepper
Dr Colin Speers

Chair, GP, WCCG
GP, WCCG, Network 6 Chair
GP, Chair WCCG
WCCG, Associate Director, Commissioning and Integration
GP, WCCG
WCCG Board Lay Member
GP, WCCG
GP Board Member, WCCG, Network 5 Chair
GP, WCCG, Network 1 Chair
Chief Finance Officer
GP, WCCG, Network 4 Chair

Non Members:
Esther Ashman
Dr Chris Barraclough
Dr Ann Carroll
Lesley Carver
Morna Cooke
Janette Earnshaw
Simon Rowe
Jason Storey
Janet Wilson
Dena Coe

Head of Strategic Planning
GP, WCCG
GP, WCCG
Senior Project Manager, Care Homes Vanguard
Senior Commissioning Manager, Service Development and Transformation
Project Support Officer – MCP and Care Home Vanguard
Senior Commissioning Manager
Urgent Care Transformation Lead, Service Delivery & Transformation
Public Health Principal
WCCG, Minutes

17/66

APOLOGIES FOR ABSENCE
Apologies were received from Dr Tim Dean, Jo Pollard, Dr Patrick Wynn, Dr Omar Alisha,
Simon Dale.

17/67

DECLARATIONS OF INTEREST
It was acknowledged that all GPs had an interest in Primary Care Update but would remain
in the meeting and contribute to discussion.
Item 71 ‐ Dr Phillip Earnshaw declared an interest as his wife was part of the team for the
presentation of the One Practice One Care Home Model. Dr Earnshaw remained in the
meeting and took part in the discussion.
Item 73 ‐ Dr Colin Speers declared an interest as he is a Member of the board for GP Care
Wakefield he remained in the meeting and took part in the discussion as the item was for
information only.

17/68

MINUTES OF MEETING HELD ON 24 August 2017 and Matters Arising
The minutes of the meeting held on 24 August 2017 were agreed as a true record.
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Janet Wilson outlined her current role within the CCG supporting Planned Care Programme.
17/69

ACTION LOG
Michele Ezro updated on the Action Log, it was confirmed that details regarding
engagement on opening times for the Wakefield Walk‐in Centre had been circulated and
there were no outstanding actions which required consideration.

17/70

Finance Update
Andrew Pepper outlined the wider overall financial position. This included QIPP delivery
(including RightCare), MYHT overtrade and new and emerging risks on unplanned
AQPs. The gross risk at the current period, Period 5, was outlined and proposed or planned
mitigation.
Detailed discussion took place on :
 Perfect Week 2016
 ARMD
 AEC Clinical Walk through/pathway review
 Planned Care issues and specific challenges, including Clinical Summit
 The need to continue to support QIPP clinics to eliminate residual un‐transacted
QIPP.
Action: Seek assurance from Local Delivery Board regarding agreed actions from the Perfect
Week 2016
Action: AEC Clinical Walk through / pathway review – a clinical review to understand the
process and coding issues in order to work towards re‐negotiating contracts and tariffs for
2018‐19.
Action: Jo Pollard and Judith Wild to be requested to update on CHC at the October 2017
Clinical Cabinet meeting.
Action: Pat Keane and Dr Clive Harries to be requested to provide Planned Care
Prioritisation Index/Matrix for information.
Action: Meeting to be scheduled with MYHT colleagues, specifically the Medical Director
(Karen Stone) to include Dr Clive Harries, Dr Phillip Earnshaw to understand planned care
challenges.
Action: CB to remove the additional prescribing opportunities.
IT WAS RESOLVED THAT: Clinical Cabinet noted the financial information presented and
requested the above six actions.

17/71

Item 71 ‐ Dr Phillip Earnshaw declared an interest as his wife was part of the team for the
presentation of the One Practice One Care Home Model. Dr Earnshaw remained in the
meeting and took part in the discussion.
One Practice One Care Home Model
Dr Ann Carroll, Lesley Carver and Janette Earnshaw attended to outline the proposed model
for the One Practice One Care Home. It was noted that two federations were keen to accept
and move forward and that there were some issues which required further work or
clarification in one area.
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Discussion took place on potential issues of capacity for individual practices and the need to
assure long‐term ability to sustain patient care. Resilience, the necessity for fall‐back
positions and also further options to be considered within the Model, i.e. Telemedicine were
highlighted. It was noted that homes that care for those with learning disabilities and
residents under 65 years of age had not been considered under the proposed model.
The issues of patient choice and informed consent were discussed, it was accepted that this
could impact on the timing of implementation. It was also suggested that the extra pressure
of the Winter period, in terms of resilience, should be considered for the schedule of
implementation.
It was noted that a marketing and communication strategy was planned and it was
suggested that carers and care home managers be targeted.
It was agreed that the preferred option for facilitating the obtaining of informed consent
was undertaken centrally with appropriate practice support.
It was recognised that Clinical Cabinet were keen to move forward at pace but
acknowledged that the process of implementation required further clarification, this to
include detail of scale and understanding of potential risks.
Action: It was requested that wording was amended to “appropriately skilled clinician”
rather than “appropriately skilled senior nurse”.
Action: It was requested that more detail was provided on the process of implementation
for the Model by way of a mobilisation plan was provided, to include confirmation that all
practices were fully committed to the Model and a proposed timescale To be scheduled on
the Clinical Cabinet October 2017 agenda.
IT WAS RESOLVED THAT: Clinical Cabinet approved the proposed model but requested
further detail on the process of implementation.
17/72

Maternity Update
Morna Cooke attended to present an update on the Local Maternity System developed for
the West Yorkshire and Harrogate STP. It was noted that the plan was developed from the
Better Births document, was a four year strategy and required submission by the end of
October and although mandated was not part of the STP. The vision and key deliverables
were outlined.
Detailed discussion took place on governance issues and it was noted that this could impact
on CCG finances and any potential changes of service which would require public
consultation. Discussion also took place on safety issues, attitudes, cultural barriers and
public health issues such as obesity and smoking.
Action: Further details on governance, including sign‐off of strategy and financial resource
allocation was requested for the October 2017 meeting.
IT WAS RESOLVED THAT: Clinical Cabinet noted the update on Local Maternity Systems.

17/73

A Declaration of Interest was declared by Dr Colin Speers as he is a member of the GP Care
Wakefield Board, he remained in the meeting and took place in the discussion as the item
was for information only.
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Urgent Care Update; to include H2H, Primary Care Streaming and Urgent Care Treatment
Centre. Jason Storey attended to give an update on various Urgent Care work streams.
GP Care Wakefield had been implemented with a soft launch on 5 September and would be
fully operation by 10 October 2017. Uptake has steadily increased and it had been apparent
that utilisation of Pontefract facilities had improved. It was highlighted that there had been
more uptake on urgent care (approximately only 20% uptake on routine care) and it was
requested that more promotion of the routine care element of the service was encouraged
as funding was predicated on the national ask. Very positive feedback had been received to
date and data would be collated to be included in the major communication strategy
planned for 10 October 2017.
Detailed discussion took place on switch‐over to the out of hours service and clarification
was requested, particularly around diverting calls for LCD and the time slot of 18:00 to
18:30.
Action: Clarification and technical details of the telephone switch‐over to the out of hours
service was requested for the next meeting, October 2017.
An update on Primary Care Streaming was given. This is a national ask and implementation
is required by 1 October 2017 with no additional funding attached. The proposed process
was outlined including costings and tariffs. Detailed discussion took place on the
mandatory aspect of the process. Integration and alignment of the Wakefield Walk‐in
Centre and the need for whole‐system flexibility going forward was also covered.
An update was given on UTC, specifically detailed information on services at Pontefract
Hospital. The proposed two options were outlined and it was noted that a business case
would be presented to the WCCG Governing Body on 10 October 2017. Discussion took
place regarding the signage for Pontefract Hospital and hearsay regarding the future of
service provision at Pontefract.
It was highlighted that Jason Storey had asked for specific anonymised data on Ambulatory
Emergency Care experience so that a co‐ordinated response could be pulled
together. Lynne Hall would be co‐ordinating the overall response. It was suggested that
Datex and e‐referral/SystmOne could offer effective methods of capturing required data.
IT WAS RESOLVED THAT: Clinical Cabinet noted the updates provided.
17/74

Five Year Forward View Update
Esther Ashman attended to give an update on the Wakefield Plan which was designed to
deliver the elements of the Five Year Forward view for the Wakefield area.
The five work‐streams were outlined and an update on progress against the objectives was
given. The role of the Wakefield Health and Well‐being Board was noted and it was
highlighted that all communication and branding would come under Connecting Care
scheme. It was also noted that Cllr Richard Forster had agreed to be the communications
champion on the H&WBB.
IT WAS RESOLVED THAT: Clinical Cabinet noted the update on the Five Year Forward View.

17/75

STP Update – West Yorkshire Sustainability and Transformation Partnership
Esther Ashman attended to give an update on current work across the West Yorkshire and
Harrogate STP footprint. The key developments were noted, including refreshing the
financial plans and future work‐streams on estates and capital requirements.
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Discussion took place on the plan’s priorities and the governance arrangements through the
Joint Committee. The issue of clinical representation and work on Planned Care within the
STP was also discussed.
Action: Dr Clive Harries requested further information on Cancer (WY&H Cancer Alliance),
Esther Ashman to liaise with Sean Duffy for details.
IT WAS RESOLVED THAT: Clinical Cabinet noted the update on the West Yorkshire
Sustainability and Transformation Partnership.
17/76

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

17/77

MINUTES FROM SUB COMMITTEE TO NOTE
 Medicines Optimisation Group minutes from 17 August 2017

17/78

Progress Update on ASIs
Simon Rowe attended to provide an update on ASIs.
It was reported that meetings had taken place with Chairs, MYHT and NHS Digital and the
proposed amended process would be circulated after the meeting. The action which
remained outstanding was to ensure that patients who are removed from the list are taken
off both the practice and service provider’s list.
Discussion took place on the following:
 Assurance was requested on engagement and commitment of the service provider to
undertake the actions and follow‐ups proposed
 Where responsibility for the decision sits ‐ it was highlighted that the risk still lies with
the practice
 Options on process of review, i.e. initial administrative review, followed by clinical
review
 Clarity was requested on scale and timescale of the process once underway in order to
alert provider
 Concerns over GP capacity to undertake the review.
It was agreed to focus on generating a list per practice and specialisms in order to evaluate
the scale and capacity of the task. Once this had been generated two pilots would be
undertaken to determine the most effective and mutually agreed approach.
Action: Two pilots to review the process to be undertaken. Dr Clive Harries and Dr Colin
Speers to implement.
Action: An update required at the October 2017 meeting in order to agree
IT WAS RESOLVED THAT: Clinical Cabinet noted the update and agreed the process
proposed.

17/79

ANY OTHER BUSINESS
DATE AND TIME OF THE NEXT MEETING:
Informal Clinical Cabinet: Thursday, 12 October 2017, 1.00 – 2.30 pm, Boardroom, WRH
Clinical Cabinet: Thursday, 26 October 2017
09.00 – 12.30, Seminar Room, White Rose House ‐ Deadline for papers 18 October 2017
5
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Agenda item : 16d(i)
Connecting Care Executive meeting
Thursday 14 September 2017
9.00am to 11.00am
Seminar Room, White Rose House, Wakefield
Present:
Andrew Balchin (Chair)
Melanie Brown (MB)
Nichola Esmond (NE)
John Wilson (JW)
Andrew Furber (AF)
Dr Adam Sheppard (DrS)
Jo Pollard (JoP)
Angela Nixon (AN)
Michele Ezro (ME)
Karen Parkin (KP)
Sarah Roxby (SRo)
In attendance:
Adam Robertshaw (AR)
Kerry Munday (KM)
Martin Smith (MS)
Ian Holdsworth (IH)
Katie Roebuck (KR)
Karen Benstead (KB)
Michelle Domoney (md)

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

Strategic Project Accountant, WCCG
Interim Head of Network Development, WCCG
Programme Manager Integrated Care, WCCG
CP Programme Manager, WCCG
Interim Head of Nursing Care Closer to Home, MYHT
Minute Taker

Meeting Minutes:
1.

Action:

Welcome and Apologies:
Andrew Pepper, Jill Holbert and Jo Webster (JoW) submitted their
apologies.

2.

Declarations of Interest:
No declarations of interest were advised.

3.

Minutes from 13 July 2017:
The minutes were approved as an accurate record.
JW advised of a Matter’s Arising relating to agenda item 8 and the SEND
Inspection, advising the report has been published and meetings have
taken place across partners to review the key priorities in preparation for
1
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the Written and Statement of Action (WSA)to be submitted to OFSTED by
13 November 2017. JW added the final version of the action plan and
WSA will be presented to CCE for ratification at November’s CCE
meeting. ACTION: SEND WSA to be added to workplan for inclusion on
md
November CCE agenda.
4.

Action Log:
Reviewing the action log, the CCE noted the updates provided, adding:
 20170511‐009: With regard to the development of a Joint
Commissioning Framework (JCF) ME advised after further discussions
with JW, it is proposed a Joint Commissioning Forum for Children
Services is developed as a first phase and joining adults and children
together at a later date if CCE are agreeable. ME recommended this
action be removed from the action log in view of the change in
direction.

5.

FOR DECISION: ACN Nursing Specification 6 Monthly Review:
Referencing the supporting paper, KR and KB provided an update on the
ACN Nursing Specification; highlighting:
 The initial specification with an expiry of 31 March 2017 has been
extended in view of some concerns and challenges within the system
which still remain;
 The concerns and system challenges are to be managed in two
phases;
 The extension will also allow new procedures and process to become
more embedded within the system.
The CCE discussed the information provided, specifically the staffing
challenges and if other organisations are supporting with those
challenges. KB advised the staffing position is much improved, with an
improved vacancy rate and recruitment of 4 additional district nurses.
Noting the elements of phase one, the CCE asked what key achievements
have been made whilst this work has been taking place. KB advised the
biggest improvement has been in partnership working. In addition there
has been the introduction of new policies and operating procedures
which have been shared between organisations including care homes.
The CCE discussed Flu Vaccinations following receipt of some guidance
from Public Health England (PHE) in terms of who can and cannot
vaccinate on behalf of Primary Care. KM advised following discussion at
LMC last week, a letter has been sent to Primary Care colleagues from Dr
Greg Connor giving Practices two options (in view of DES legislation and
payment) and responses from Practices are pending. KM added KB (on
behalf of MYHT) had offered a variety of things to address the issue and
2
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subject to the responses received from Practices, KB is happy to have
further discussions to see what support her service can provide.
ACTION: Copy of letter sent to Practices from Dr Greg Connor to be
shared with KB

KM

MB discussed the Acute Response rate of 60% within 24 hours and asked
what can be done to improve this rate noting the target is 95%. KB
advised there was an inputting error and the target of 95% has been met,
adding there is an error within SystmOne in terms of how data is
collected, therefore manual corrections have to be made.
Reviewing the elements of phase one and two and what is needed from
partners, MB suggested the paper is presented for discussion at
October’s New Models of Care Board (NMOCB). AB agreed, adding it
would be helpful to understand the scale and different aspects of the
work involved. ACTION: Paper to be shared with Federation Chairs for
discussion at Federation meeting and October’s NMOCB.

MB

The CCE discussed staff sickness rates including the reasons behind the
high rates and what can be done to address them. KB confirmed
meetings have and continue to take place with Human Resources (HR)
and Occupational Health (OH); adding the predominate reason for
absence was work related stress and anxiety, however this balance is
moving towards muscle‐skeleton reasons due to an aging and overweight
workforce. KB added OH are working with staff to improve the position.
AF advised if there is anything Public Health (PH) can do to support those
services commissioned through PH to let AF know.
Following all discussion, the CCE agreed to the direction of travel and
approach described in the paper with papers presented at October’s
NMOCB meeting.
6.

FOR DECISION: Vanguard Expenditure Proposals:
MB talked the CCG through the supporting paper describing the funding
proposals for the Care Home and West Yorkshire Urgent Care Vanguards.
The CCE agreed the release of funding from the s256 arrangements to
support both the Care Home and West Yorkshire Urgent Care Vanguards.

7.

FOR DECISION: Hospital to Home and Emergency Responder Pilot:
SRo talked the CCE through the supporting paper outlining the proposals
for a Hospital to Home (H2H) Emergency (Care Link) Service; highlighting:
 The proposal is to build upon the current H2H service Age UK
currently run;
 The pilot will offer 24 hour support in the form of Care Link
3
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technology and a responder service;
 WDH will install the technology required;
 The Business Case includes some statistics on the current responder
service and how that can help prevent ambulance callouts;
 The proposal is to run as a pilot in the first instance and report back
to CCE on its successes.
Discussing the proposal and noting the pressures within the wider
system, the CCE asked how quickly the pilot could be implemented. SRo
advised two additional responders would need to be recruited however
it may be possible to stage the rollout and get the technology installed
immediately if that was the decision of the CCE adding it should be
possible to commence the pilot in November 2017 adding conversations
are already taking place with Age UK in terms of finalising processes and
flow of moving the pilot forward at pace. SR added recruitment of
responders has not been an issue in the past; adding the team has a full
complement of staff currently.
The CCE discussed evaluating the pilot and demonstrating how it would
contribute to the wider system. SRo confirmed the system easily
identifies H2H patients and therefore these patients will be monitored in
terms of number of callouts. Noting there is a weekly System Response
meeting every Monday morning, AB suggested if the pilot is approved, it
would be helpful to share details of the pilot to ensure it fits within
future discharge planning arrangements.
Continuing discussions regarding staffing, SRo confirmed the capacity of
the additional two responders will be included within the rest of the
infrastructure so there will be a team of six responders in total. In
2016/17 3,000 patients benefited from the service. SR expressed
confidence that the whole team will be able to respond to the expected
demand and provide value for money.
The CCE discussed the 2016/17 performance noting the pilot seems a
great opportunity when considering the low number of Care Link
patients who generated an ambulance call out. SRo confirmed reporting
on the pilot can be as frequent as required and given at any forum
deemed appropriate.
Discussing the cost to the patient of the service, SRo confirmed the first
month would be free, however for those who wished to continue the
weekly cost for Care Link would be £4.25 with an additional £2.50 for
those who wished to add the responder service. SRo advised
conversations would take place with patients to see if they wish to retain
the service after the first month and at what level; adding a similar
process has been followed with re‐ablement whereby the equipment is
installed for free to begin with and conversations with the patient take
4
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place to see if they wish to continue. In most cases, patients opt to
continue with the service; adding it can be other family members who
take the service on in view of the additional security it provides.
Discussing patients who fall regularly who do not have a responder, SRo
advised offering these patients a responder would probably be the next
business case model to present; adding if the pilot can demonstrate a
positive impact, there would be scope to expand the service further.
However, SRo confirmed if a patient has a fall and they are not linked
with the responder service, links are made to the Falls Assessment
pathways to ensure patients receive a full assessment in addition to
offering advice, looking at home adaptations and providing them details
of the responder service.
Discussing the cost implications of the pilot; MB advised funding for this
pilot will come from within the Connecting Care Budget at WCCG.
Following discussion, the CCE agreed to the one year Responder pilot
and the Care Link Response.
8.

FOR DISCUSSION: Update Regarding 2017‐18 Vanguard Funding and
Schemes:
MB talked the CCE through the supporting paper highlighting:
 There were 4 national conditions which Wakefield needed to address
in order to access the full allocation of national resources (£3.1m).
Steps were being taken to meet these 4 national conditions;
 In August, Wakefield were advised that future funding allocations for
the MCP Vanguard were no longer focused on the 4 national
conditions for the MCP but instead on delivery of emergency
admissions reduction for which there would be 2 key pieces of
analysis taken by NHSE, one being deliver 1% underneath the national
target for growth on emergency admissions. MB advised the
recognised national target was 3.8‐3.9% last year. Between June
2016 and June 2017 analysis was undertaken by the New Model of
Care Team to review Wakefield’s emergency admissions data. In
order to be awarded Quarter 3 resources directly, Wakefield needed
to achieve lower than 2.8% growth of our emergency admissions. MB
continued, when that analysis was conducted, Wakefield was at 5.9%,
however there were 5,150 Ambulatory Emergency Care attendances
included in the data due to a coding error with our SUS data;
 This means that in Wakefield, the 1% less growth than the non‐
vanguard areas has not been met, however this does not mean
Quarter 3 resources will not be released for the MCP Vanguard. The
NMOC National Team and the STP Leader will discuss this decision
week commencing 2 October 2017 and advice Wakefield of the
decision.
5
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The CCE noted the contents of the paper and the risks in terms of future
resources. The CCE also noted conversations are taking place to address
and anticipate all potential outcomes of this decision. The CCE noted the
contents of this report.
9.

FOR DISCUSSION: Future in Mind:
Referencing the supporting paper, IH talked the CCE through an update
of the Future in Mind programme, highlighting:
 Primary Practitioners lead young people through the pathway into
CAMHS so by the time these young people arrive, they are known to
services, all other intervention options have been considered and
CAMHS has a good history and understanding the needs of the
patient;
 A working group has been created to consider what support can be
given to the special schools within Wakefield with a more direct route
into the CAMHS service;
 A second refresh of the transformation programme is due at the end
of October 2017; work has begun to review the progress made over
the last 12 months and also develop a clear plan for the next 12
months to demonstrate to NHSE how effectively financial resources
have been spent and how effective the service and changes are etc.
Discussing the supporting paper, the CCE asked if feedback had been
received in terms of access to services and if schools had reported any
improvement. IH noted it was wrongly assumed in the early stages of
the programme that schools were the only way for CAMHS to obtain
information; however by developing this model, wherever the referral
comes from, the Primary Practitioners is the person responsible for
gathering information etc. IH added feedback from schools has been
very positive; commenting the referral system appears to be more
connected together.
The CCE welcomed the improvement in the service and recognised the
positive effects this has had for the patient and wider mental health
system.
Discussing the CAMHS waiting list and if there has been an improvement,
IH confirmed the Primary Practitioner provides a different service to
CAMHS therefore when a young person is added to the waiting list, that
person requires a clinical intervention which the Primary Practitioners
cannot offer. IH added the transformation work CAMHS are doing and
the early prevention work being undertaken by the Primary Practitioners
has started to have a positive effect on the CAMHS waiting list, however
it will take some time before the waiting list reduces more rapidly.
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Continuing discussions regarding the CAMHS waiting list, IH confirmed all
patients would have received an initial appointment and will be known
to the service before arriving; adding there is a real appetite within the
CAMHS services and SWYPFT to improve things as soon as possible. In
discussion, it was suggested there is some confusion regarding
ADHD/ASD referrals and perhaps some communications detailing how to
access children’s mental health services would be of benefit. ACTION: IH
to pick up communications and how to access children’s mental health
services with DrS.

IH

The CCE also discussed longevity of funding. IH confirmed the Future in
Mind programme has funding until 31 March 2020, however tentative
discussions regarding how the programme can continue after this date
have begun including consideration of exit strategies and sustainability
plans; adding that every part of the country is investing in additional
services therefore there would be a real ‘cliff face’ for children’s mental
health services if the Government did not provide alternative funding
post 2020.
Noting there will be a number of nationally funded pilots, schemes,
programmes etc. which will be coming to a close in 2018/19 and 2020,
JoP asked if there was system oversight on all of those programmes. KP
advised details of non‐recurrent funding available up to 2020 and time
limited resources are known, however no financial plans have been
released from NHSE or Department of Health (DoH) beyond 2020. In
terms of Financial Planning Timetables, KP advised over the next 4
months, a 2018/19 refresh will take place on the Financial Plan and
beyond. The CCE suggested a piece of work takes place on sustainability
and risk across the system in order to understand the totality as a whole
in order to be sighted on what will happen if resources do not continue,
what impact this will have on partners (Voluntary Sector investments for
example) and consider what would Wakefield be left with. ACTION:
System oversight of funding resources to be conducted with a view to be
presented at a future CCE meeting.
10.

KP

FOR DISCUSSION: Feedback from 31 August ASD Summit:
ME provided a verbal update following an ASD Summit held on 31 August
2017 which looked at a recovery plan for ASD, advising:
 Time was taken to understand the current position and plans and
what else can be done to accelerate the recovery;
 A number of actions were identified (supporting paper for agenda
item 13) agreeing each organisation would provide assurance that
what was in the current recovery plan, would continue to be
provided;
 There are 4 different pathways for different age groups associated
with the recovery plan (2‐7, 8‐11, 12‐14 and 14+) with different
7
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numbers of professionals and need organisations involved;
 Graphs have been produced detailing at what point Wakefield would
become NICE compliant for each pathway;
 A further meeting will be held on 21 September 2017 with each lead
organisation proposing what they might do to accelerate the recovery
plan;
 It was also agreed that a consolidated communications plan was
required to ensure by the time the WSA has been submitted, that
parents have been involved in co‐designing what that might look like
and have a full understanding of the plans moving forwards. The
communications workstream will be led through the SEND action plan
for which all organisations will input.
Discussing the update, parent experience was discussed noting
evaluating someone’s experience, is different to a communications plan.
ME advised the communications plan will ensure parents are involved in
responding to the WSA and designing what the pathway may look like in
the future, therefore it is not a plan to communicate with people, it is a
plan to demonstrate intentions and involve parents and children in the
process moving forwards. NE advised Healthwatch have been doing a
piece of work along a similar vein and offered to ask parents questions
and join both pieces of work together, though Healthwatch would need
help in accessing parents. ACTION: ME to make Ruth Unwin aware of
NE and Healthwatch’s offer.

ME

Noting that across the Wakefield system there are a number of different
pressures (SEND, A&E, RTT and financial) and that Wakefield is a system
with several pinch points across different organisations each with its
own respective action plan, JoP asked if there were any risks to the
system within the inspection report. JW advised NHSE and DFE will
monitor Wakefield Quarterly (the first meeting has already taken place)
and when the action plan has been submitted and agreed at Ministerial
level, Wakefield will report to NHSE and DFE quarterly and they will
review Wakefield’s performance and report back to the Minister. After
12 months, the Minster will come to a view on whether the actions taken
are adequate or not.
The CCE agreed it was important to keep highlighting the risks within the
whole system. MB noted the seriousness of the ASD recovery plan
advising the WSA cannot repeat the narrative shared at the inspection
and that the WSAmust address the issues clearly and explain in detail
what steps are to be taken to address the situation.
11.

FOR ASSURANCE: Integrated Hubs Capital Spend:
RM talked the CCE through the supporting paper, providing an update on
progress within the Connecting Care Hub and expenditure, highlighting:
8
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 Bullenshaw and Waterton Hubs are vastly improved in terms of
accommodation following capital investment from WMDC and WCCG
resources, particularly from WMDC;
 All improvement work within these hubs have been brought in under
budget therefore allows scope for additional work for the fit out of
Holywell Lane, Castleford;
 SystmOne development is largely complete, there will be continued
development as SystmOne is further implemented and some monies
held in reserve will be required to support this work with MYHT;
 It has been agreed with MYHT that they will provide ongoing support,
development and training in the short term, however an agreement
will need to be reached between MYHT and WMDC in terms of how
training will continue to be developed in the longer term;
 With regard to the purchase and implementation of the PIC file, the
procurement has gone through WMDC, the order has been placed for
the unit with an expected delivery of 3‐8 weeks;
 Bids are being made for a number of projects with a total bid value of
£380k.
The CCE discussed the paper, particularly SystmOne implementation
within GP practices with EMIS. RM advised conversations are taking
place with NHS Digital and NHSE to understand the current position;
adding one small element of work is taking place nationally which will
enable EMIS to be viewed through SystmOne and vice versa, however it
is unclear what detail that will give, in addition there is no progress on
how EMIS and SystmOne will message and task between the two
separate systems. RM confirmed there are currently 4 GP practices using
EMIS, of which one is very large and causes some concern going
forwards, however work continues with these practices with the aim of
moving them to SystmOne as soon as realistically possible. MB and RM
acknowledged Practices being on EMIS causes difficulties for Public
Health in terms of access to data and evaluation.
SystmOne within MYHT was also discussed. RM advised as part of the
CQC response, SystmOne will be implemented onto the Wards and
discharge processes will be included as part of that implementation. In
terms of implementation within Emergency Departments, RM advised
progress is slow, however JoP suggested MYHT would wish to implement
SystmOne onto the Wards first due to the scale of the change before
considering next departmental steps. ME added SWYPFT have made the
decision to move from Rio to SystmOne which will therefore provide
further connections.
The CCE thanked RM for his work, in particular supporting the CHC Team
and SystmOne implementation at MYHT.
From WMDC perspective, AB advised the biggest investment is still to
9
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come; noting although good things are happening within the hubs, the
external appearance, fabric and access arrangements are currently poor
and will be the next phase of development. AB added work is taking
place to quantify the cost of these works, the details of which are
expected in the coming weeks.
12.

FOR ASSURANCE: Report to CCE Regarding Delegated Decision Made
Since July 2017 CCE Regarding Nova Core Funding :
MB confirmed the supporting paper was presented for assurance
purposes; adding the approval of grant funding for Nova for 2017/18 was
made via delegated arrangements following the cancellation of August’s
CCE meeting.

13.

FOR ASSURANCE: ASD Summit Notes From 31 August 2017:
Discussed as part of agenda item 10.

14.

FOR ASSURANCE: Joint Legacy Reserves:
The Joint Legacy Resources paper providing an update on the current
position was noted by the CCE for assurance.

15.

FOR ASSURANCE: Better Care Fund Plan 2017‐2019:
MB presented the supporting paper of the BCF Plan submitted for
2017/19 highlighting:
 The pool has increased from £58m last year to £77.9m;
 All possible work has been done to respond to the key lines of
enquiry;
 A commitment has been made within the BCF plan to work towards
delivering the national 3.5% Delayed Transfer of Care (DToC)
trajectory.
With regard to the DToC trajectory, MB advised in the last few weeks an
issue has arisen involving algorithms created on the national DoH
template which projected Wakefield’s variance on the DToC trajectory
as 20%, North Kirklees as 56% and York as 200%. MB advised if the
correct submission data could be uploaded from July rather than June,
Wakefield would be at 0% variance. This has been raised with national
colleagues both verbally and via letter. Wakefield will be required to
take further DToC action or if this mitigation will be accepted. MB
assured CCE members all steps had been taken to address the DToC
issue, however if by November 2017 Wakefield has not met the 3.5%
DToC target, even if the BCF Plan is assured, all plans will become un‐
assured.
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The CCE thanked MS, Jon Parnaby, MB and colleagues for the work
which has taken place in developing the BCF Plan and dealing with the
DToC issues.
AB noted the issues regarding DToC are a concern and presents risks for
WCCG, WMDC and the system if targets are not met; though how those
risks will materialise are unknown. AB added, local government
communication has advised, at best, only half of local authorities who
responded, have agreed a BCF with a CCG. WMDC have noted the risks
within the BCF, however agreed it would be better to agree with
reservations rather than not agree at all and the implications that would
present.
The CCE discussed the importance of ensuring all coding and data is
correct and suggested this is repeated at the A&E Improvement Group
meetings.
16.

FOR INFORMATION: Connecting Care Project Management
Documents: Risk Log and Highlight Report:
The risk log and highlight report were noted by the CCE for information.

17.

ASD Prevalence:
This agenda item has been deferred to October 2017 CCE meeting.

18.

Any Other Business:
No items of other business were raised.

19.

Date and Time of Next Meeting:
Thursday 12 October 2017 from 9.00 to 11.00am in the Seminar Room,
White Rose House.
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Agenda item : 16e(i)
NHS Wakefield Clinical Commissioning Group
PROBITY COMMITTEE
Minutes of the Meeting held on 25 July 2017

Present:
Richard Hindley
Melanie Brown

Lay Member (Chair)
Programme Commissioning
Director Integrated Care
Lay Member
Executive Clinical Advisor
Lay Member
Nurse Member

Sandra Cheseldine
Dr Greg Connor
Stephen Hardy
Diane Hampshire

In Attendance:
Nichola Esmond
Dr Hany Lotfallah
Anna Ladd
Chris Skelton
Ruth Unwin
Cllr Pat Garbutt
Gareth Webb
17/029

Healthwatch Representative
Secondary Care Consultant
NHS England Representative
Head of Co Commissioning
Associate Director of Corporate
Affairs
Health and Wellbeing Board
Representative
Minute Taker

Apologies
Apologies were received from, Jo Pollard, Andrew Pepper and Jo Webster.

17/030

Declarations of Interest
There were no declarations of interest made.

17/031

(a) Minutes of the meeting held on 13 June 2017
The minutes from the meeting held on 13 June 2017 were agreed as an accurate
record.
(b) Action sheet from the meeting held on 13 June 2017
Anna Ladd stated that there was an action for her to complete related to ETTF
which she was not aware of. A colleague at NHS England who leads on ETTF is in
conversation with the CCG and Mr Skelton and can bring back to a future Probity
Committee if requested.
Other actions on the Actions worksheet have been completed.
1
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17/032

Matters Arising
There were no matters arising.

17/033

Wakefield Premium Practice Contract – Performance Update.
Chris Skelton presented the paper on the Wakefield Premium Practice. The paper
followed on from a previous discussion at Probity Committee in respect of having a
process in place should a GP Practice not deliver elements of their contract and
the recourse to take some of the funding back. Chris provided a detailed
explanation of how the framework in the paper would work using Care Planning as
an example. However there was a caution that setting levels of penalties too high
or too low would not achieve the improvements the CCG is seeking therefore they
were trying to achieve the right levels.
Dr Conner provided the timescales for agreeing the paper stating that in
September there would be a list of recommended changes; by October a final draft;
with the consultation to start in November 2017. Sandra Cheseldine questioned the
sanctions and how they were calculated in relation to mechanisms for re-take
funding. It was her view that KPI’s should come with consequences and wanted
them to be more punitive. Dr Conner acknowledged there was a sensitive line
between encouraging improvement and disincentivising if too punitive, but there is
a need for learning for the future particularly with Practice Plus.
Diane Hampshire recommended that where the paper stated that if a practice is
failing the matter should be brought back to the Probity committee to make a
decision then it would be helpful to have criteria which can be applied to provide a
consistent approach.
It was RESOLVED that:
Probity Committee agreed to implement the proposed framework for 2017/18.

17/034

Late Visiting Specification
Melanie Brown presented the paper. The proposal was a new way of working with
General Practices and Community Nurses. It is still in the pilot phase and is to be
piloted by a number of practices from the beginning of August 2017. The pilot will
be thoroughly evaluated before it proceeds past the pilot stage. The evaluation will
be shared with Probity once completed.
Sandra Cheseldine brought to the attention of the committee a deliverable
outcome on Page 4 that appeared to contradict the urgent visit necessity the pilot
is seeking to address. Melanie thanked Sandra for this observation and will
feedback this contradiction. Also a KPI stated the last referral was 17:30 pm
however the last appointment was for 17:00. If an urgent visit arrives at 17:05
what would happen. Melanie stated this had undergone discussion and will
continue to be considered but she thought the clinical team would act appropriately
to the response for need. Melanie would come back to the committee with the
result of the discussion.
2
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Sandra also raised concerns that the costs were blank with a note which said that
provider will bring back this information. Melanie Brown responded by saying that
at the time of drafting there had been considerations of where the funding would
come from, which has now been identified for band 3 and 5 community matrons.
Sandra questioned whether it would cover all the associated costs as it did not
include additional costs such as administration, without which there could not be a
proper evaluation. It was agreed that at the evaluation stage all costs would be
included.
The timescale were: Aiming to get the evaluation in December/January time and
feedback about February 2018.
It was RESOLVED that:
i)

17/035

Probity committee noted the contents of the report and contributed to the
discussion.

Outwood Park Branch closure consultation
Chris Skelton stated that the Primary Care Team had been approached by
Outwood Park about the processes involved when considering making a branch
closure. During the last few weeks the team had worked with the practice
supported by the engagement team. A representative from the practice had come
to present their rationale for the proposal requesting for Probity to comment on
their consultation.
Glennis Rhodes, Practice Manager at Outwood Park provided the background for
how Wrenthorpe became associated with Outwood Park. Glennis also outlined
Outwood’s reasons for the branch closure:






Building access issues.
Parking at rear so those attending must be reasonably mobile.
The internal premises only just compliant
The numbers of attendees.
There is a flu clinic and a number of incidents have occurred involving those
with mobility difficulties.
Didn’t think the people who attend the centre get the service they deserve
and would get a better service from Outwood Park.

Ruth Unwin, who is responsible for public engagement with the CCG, asked
whether the Patient Reference Group (PRG) had been approached for feedback.
In response Glennis said initially she thought there would be some resistance as
many of the members had been with Wrenthorpe for many years however there
was much support for the proposal and most of the discussion was to do with
communication with the stakeholders. Councillor Garbutt asked that elected
members be informed of the discussions too.
Sandra Cheseldine was aware that this would be the second branch closure which
had taken place in the area although it was an area of growing housing
development. In previous proposal for closure it was usually a question of sufficient
3
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staffing however on this occasion the issue seems to be in respect of the premises
and access. Glennis responded stating staffing was not an issue, however
extended services couldn’t be provided to both Outwood Park and Wrenthorpe.
Local practices had been informed of the potential closure as well as the
Federation, it was not anticipated that there would be significant pressure on
surrounding waiting lists. The consultation would be a 12 week consultation and
there would be no redundancies.
The Councillor Garbutt was concerned that with new developments in the area and
the potential closure of this branch whether there were sufficient vacancies on the
lists within surrounding practices. Glennis was not aware of any closed list in
Wakefield and the Outwood branch would not be closing its list. Dr Conner stated
the consultation also needs to consider the vulnerable patients and what could be
done to support them especially those with transport and mobility issues.

It was RESOLVED that:
i) Probity Committee approved ‘In principle’ the proposal put forward and
agree to the practice undertaking a patient engagement and
communications exercise focusing on service provision and patient benefits.
ii) A decision concerning the proposed closure will be made by Probity
Committee once the patient engagement exercise is complete and with
regard to clinical safety/care (a quality impact assessment), patient
experience and financial viability.
17/036

APAC Performance
Dr Greg Connor presented the 1st Quarter Performance Monitoring report on the
Additional Patient Access Contract (APAC). The report measures the number of
contacts.
There is a 90% target for this financial year by practice and details:
 how many extra contacts;
 whether over achieved;
 achieved the 90%; and
 if under achieve and what we do about it.
Patience Lane was just short by 44 contacts has been experiencing staffing
problems and impacting on their ability to deliver the panel believed it would be
possible for the practice to catch up on that shortfall during quarter 2 and meet the
quarter 2 requirement. Eastmoor had for a number of reasons failed in obtaining
any contacts and failed in reporting any issues and therefore the recommendation
is to:
 Approve payment to practices apart from Eastmoor;
 Suspend payments to Eastmoor.
It was RESOLVED that:
i) The Probity Committee approved the report of the APAC Scrutiny Panel
4

PDF Page No. 519

including the proposals for payments to 36 practices and suspends
payments to Eastmoor.
17/037

Co Commissioning Update
Chris Skelton outlined the Wakefield Practice Premium contract performance
review for quarter 1. He reported that the majority of practices were on track,
however there were a couple of practices where more assurance was needed and
locality managers would be going out to those practices.
Chris provided an update on the Estates and Technology Transformation Fund.
NHS England the bids submitted were in the process of reviewing the Castleford
bid. There are currently 150 schemes being reviewed by NHSE in Yorkshire and
Humber and they need to make sure they are progressed at the same rate. There
is a delay in reviewing the Wakefield bids because they are currently not a priority;
however the CCG is awaiting a response back from NHSE as to when they will be
reviewed.
Chris, Andrew Pepper and Esther Ashman Head of Strategy are currently
reviewing the Estate Strategy to know what is in our estate and what would be
needed for the future, taking into account current housing developments in key
areas. Also in September 2017 will be holding a stakeholder event and Probity
members will be invited. We have invited the consultants working on the
Castleford bid and the local authority to talk about their current plans. Although
there is already a bid in there are other options which can be considered with input
from other interested parties. Following the event the Castleford bid will be back to
Probity for a decision on what the bid would look like.
The CCG was waiting for NHSE and Primary Care Support England to pass them
data about King Street patients to allocate them with the most suitable practice.
The CCG would be communicating with the practices within the next 2 weeks to
inform them of their allocations and subsequently send out letters to all patients
informing them of which practice they have been allocated. The information is
being sent first to practices just in case a patient had previously been removed
from their list as the CCG doesn’t have the historical data. When this has been
completed a paper will be brought back to Probity explaining where the allocations
have been made. Councillor Pat Garbutt had received a request from a constituent
who had just moved into the area and had tried to get onto a practice list. Melanie
Brown offered to discuss with Councillor Pat Garbutt to make arrangements.
It was RESOLVED that:
i)

17/038

The Committee noted the content of the verbal report.

Interim Provider Policy
Chris Skelton presented the Interim Provider Policy. Under delegated authority
from NHS England for Primary Care Contracts the CCG is required to have in
place an Interim Provider Policy. The policy would only be enacted when the CCG
or provider terminated a contract at short notice and an alternative provider was
required and sufficient time did not allow for a full procurement. This would only be
5
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an interim measure were there was an urgency. A more formal procurement would
be follow when time allowed, it was to ensure that patients got a continuity of
service. Chris had conducted a review and no changes had been made as no
updating was required.
It was RESOLVED that:
i) The Probity Committee approved the CCG’s Interim Provider Policy.
17/039

Practice Resilience – Strategic update (Verbal)
Chris Skelton provided an outline of the GP resilience work he and the primary
care team were involved in, and they were currently making practice visits and
have added a section on Practice Resilience in the plans to reflect on what is their
workforce strategy. The feedback has provided good awareness for the team about
where practices are and have collected good practice which the CCG has begun to
share with other practices. The CCG is also good practice will be brought together
in a report which will be shared with practices and presented to Probity Committee.
Also looking at ways of putting resilience into the Wakefield Practice Premium
Contract for next year and practices will have a formal method for reviewing their
workforce and to manage those risks themselves. An application had been made to
NHS England’s Practice Resilience funding. The CCG has put forward a number
of bids to support practice resilience. Practices in Pontefract have been talk
together about how they share services and rather than just considering their
practice and their patients they are considering the patients of a population
The CCG would be sponsoring a merger session in September 2017, as there are
a number of practices who are looking to merge with another provider with the
intent on becoming more resilient. The event will be supported by an organisation
called Primary Care Commissioners, they will be stating the benefits of merging but
a merger would not necessarily suit every practice.
It was RESOLVED that:
i)

17/040

The Committee noted the content of the verbal report.

Any Other Business
No items were identified for discussion.
Richard Hindley then reminded the members 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).

17/041

Date and Time of Next Meeting
Tuesday 28 September 2017, 12:30pm, Meeting Room 3, White Rose House

6
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Agenda item: 16e(ii)
NHS Wakefield Clinical Commissioning Group
PROBITY COMMITTEE
Minutes of the Meeting held on 28 September 2017

Present:

Richard Hindley
Melanie Brown

Lay Member (Chair)
Programme Commissioning
Director Integrated Care
Lay Member (not present for item
17/060)
Executive Clinical Advisor
Lay Member
Nurse Member
Chief Finance Officer (not present
for item 17/060)

Sandra Cheseldine
Dr Greg Connor
Stephen Hardy
Diane Hampshire
Andrew Pepper

In Attendance:

Nichola Esmond
Chris Skelton
Ruth Unwin
Pam Vaines

17/048

Healthwatch Representative
Head of Co Commissioning
Associate Director of Corporate
Affairs
Minute Taker

Apologies
Apologies were received from Cllr Pat Garbutt, Pat Keane, Anna Ladd, Jo Pollard
and Jo Webster

17/049

Declarations of Interest
There were no declarations of interest made.

17/050

(a) Minutes of the meeting held on 25 July 2017
The minutes from the meeting held on 25 July 2017 were agreed as an accurate
record.
(b) Action sheet from the meeting held on 25 July 2017
Mel Brown confirmed that a GP has been found for the constituent involved in item
17/037 and that item is now closed. The rest are on-going.

17/051

The action sheet was noted.
Matters Arising
There were no matters arising.
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17/052

Wakefield Premium Practice Contract – Performance Update.
Chris Skelton confirmed that he would share Wakefield Premium Practice Contract
(WPPC) details with Committee members. A full report, including the six month
update report will be presented at the next Probity Committee meeting.
It was RESOLVED that:
i.

17/053

Probity Committee noted that data will be shared with members by email
and a full report will be presented at the next meeting

Delegated Commissioning responsibility for Primary Medical Care Services
Memorandum of Understanding (MoU) 2017/18
Melanie Brown presented the paper and highlighted that NHS England provided a
proposed document several weeks ago. The Committee members were asked to
provide any feedback to Melanie Brown as soon as possible so that the CCG can
feedback to NHS England.
The Committee were asked to note that when the final document is sent by NHS
England, a prompt response for signature by the CCG will be required.
Andrew Pepper asked if there was any reference to financial support within the
document. Melanie Brown confirmed that there was no reference to this in the
document but that she will request guidance for future.
Chris Skelton noted that the additional document (RASCI) referred to in draft MOU
hasn’t yet been sent to the CCG.
Mel Brown asked the Committee to approve the document as provided by NHS
England and to review the additional documents when they are submitted.
It was RESOLVED that:
i)
ii)

17/054

Probity committee reviewed and noted the contents of the Memorandum
of Understanding
Probity committee agreed that CCG signs the Memorandum of
Understanding.

Virtual Practice
Dr Greg Connor informed the Committee that work on practice resilience is
progressing. Progress has taken place with GPs on the GP strategy and
development of practice federations.
The workforce academy has identified a number of issues facing practices in
providing support to new staff. Practices have been finding it difficult to release
staff to mentor new people. Also a cohort of ‘older’ staff will be leaving NHS shortly
but have considerable experience which will be lost when these staff leave. This
will result in a large knowledge gap.
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The intention is to establish a Virtual Practice will be staffed by experienced staff
who may otherwise have left the local health economy. Interest has already been
received in fulfilling this role.
The Virtual Practice would provide mentoring, back office functions to help support
practices. This would enable practices to implement one central protocol across the
Wakefield patch which could provide consistent support to less experienced staff.
Dr Greg Connor has discussed the proposal with the general practice development
group who have developed the proposed specification with identified costs and are
currently reviewing funding options.
The NHS England GP Resilience Fund had shown interest in the scheme but are
unable to provided funding. The STP is currently considering options available to
them.
Dr Greg Connor is also investigating the option of discretionary funding, which is to
‘top-slice’ an element of GP funding to support the Virtual Practice or for practices
to pay for the services they use.
Stephen Hardy welcomed the idea of a Virtual Practice. He asked whether part of
the role would be to support federation planning and whether this would be a
conflict as the Federations are providers. Dr Greg Connor stated that the plans for
the Virtual Practice did not yet include support to Federations although it may be
that once the Virtual Practice is established, it could be managed by the Federation
in future.
Sandra Cheseldine indicated concerns that the CCG should not become involved
in the workings of the Federations as they are independent organisations. She
stressed that the CCG should not fund Federations. Dr Greg Connor responded
that dispersing money from the PMS contract review may help to support struggling
practices but wasn’t a resolution. A Virtual Practice working with the Academy
would provide support for the core issues and is something that the CCG should
consider as a co-commissioner of primary care providers.
Sandra Cheseldine asked for clarity regarding the reporting structure for the Virtual
Practice and for very clear governance arrangements to be in place.
Nichola Esmond stated that in addition to the frontline costs there will be hidden
costs which would need to be taken into account and suggested that GPs could
part fund £5k each. Dr Greg Connor indicated that one of the reasons for funding
the scheme by ‘top slicing’ funding is to ensure that the CCG receives funding from
GPs whilst protecting the contribution from Practices which may be struggling
financially.
Diane Hampshire was also concerned by the funding arrangements. She was
concerned that the CCG has put a lot of resources to shore up practices and
considered that bringing mentoring into place would help for future.
Stephen Hardy asked that the costings quoted in the paper are reviewed as they
do not seem accurate.
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Nichola Esmond reflected that any help that can be provided to practices to enable
them to deal more effectively with patient requests for appointments would be
beneficial to both patients and practices.
The Committee accepted that there was merit to the theory behind the Virtual
Practice and asked that further development work be carried out and reported at a
future committee.
It was RESOLVED that:
i) Probity Committee noted the content of the Virtual Practice proposal and
support further development of the model to cover an STP footprint

17/055

Prospect Surgery List Closure
Chris Skelton reminded the Committee that on 13 June 2017 authorisation was
given to the temporary closure of the Prospect Surgery list.
The practice has now made the necessary recruitment and hopes to reopen the list
in early December 2017.
The CCG continues to monitor progress which is currently on track.
It was RESOLVED that:
i) The Probity Committee noted the content of the verbal report.

17/056

Kings Street Closure - Allocation
Chris Skelton presented the paper, highlighting that there was a delay in the
timeline for obtaining data from NHS England to be able to consider the allocations.
A manual process to allocate practices then followed, which was time consuming.
The allocation process has tried to take into account the capacity of neighbouring
practices.
The Committee were asked to note that a number of letters have been returned as’
not known at this address’. There is a national process to move these to ‘ghost
patients’, approximately 170, which go on the list until the patient has tried to
register at a different practice.
Following discussion it was agreed that there is not enough evidence to suggest
any possible fraud on the part of these patients. There was concern that 20
children were included in this cohort and in view of possible safeguarding
concerns, more work is being done to trace these patients, involving LA education
and social services.
The Committee was also asked to note that practices in the area have been very
supportive.
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Chris Skelton stated that following reflection on the work carried out, it will be
prudent to have earlier involvement from the Information Governance Team for
future projects.
NHS England has suggested to a neighbouring CCG that they follow the Wakefield
process, which is seen as approval of the process the CCG has followed.
Melanie Brown will write to Local Care Direct to thank them for the support in
dealing with unregistered patients while the CCG resolves this issue.
Ruth Unwin and Sandra Cheseldine commented on the excellent work carried out
by the team to resolve this matter.
It was RESOLVED that:
i)

17/057

The Committee noted that patients previously registered with Kings
Street have been reallocated to other GP practices or managed by the
NHS England FP69 process.

Outwood Park Branch closure consultation update
Chris Skelton provided the Committee with an update on the Practice’s
consultation regarding the closure of Outwood Park Branch, which continues until
the end of October 2017.
The CCG has received a petition against the closure and has met with local elected
representatives and the MP. A further petition is expected via Andrea Jenkins MP
in early October 2017.
Public events and discussions within the practice are continuing to take place.
If, following the conclusion of the consultation, the Practice make a formal request
to the CCG to close the branch, it will be discussed in the November/December
Probity Committee meeting to be arranged.

It was RESOLVED that:
i) The Probity Committee noted the update.
17/058

Premises Re-imbursement
Andrew Pepper informed the Committee that premises are a ‘hot’ topic and that he
will bring a detailed summary to next meeting.
The report will list all the items the CCG have to pay and what is required. Chris
Skelton has proposed a process for requests for premises reimbursements which
links closely to other processes. The governance route would be via the WPPC
Scrutiny Panel.
5

PDF Page No. 526

Sandra Cheseldine commented that a process is needed to amalgamate details for
CCG costs.
It was RESOLVED that:

17/059

i.

The Committee approved that practices seeking additional premises
reimbursement, outside of those contractually required under the GP
Premises Direction (2016), make a formal application via business case
in advance of development.

ii.

The Committee approved the business case template and the
associated review panel recommendation.

iii.

The Committee approved that business cases are reviewed by the defined
CCG Panel.

iv.

The Committee approved that appeals against the decision of the panel
would be heard by Probity Committee and a decision made by them.

Co Commissioning Update (Verbal)
Chris Skelton provided a verbal update to the Committee.
The CCG had facilitated a merger meeting for practices who have shown an
interest in merging, to understand what a merger involves the meeting was
attended 5 practices. The slides have been made available for any practices who
may become interested in this topic. The slides include detail of the Due Diligence
requirements.
Two GP Resilience Fund bids supported by the CCG have been successful 

The Grange has obtained funding in relation to GP recruitment as part of the
NHS England resilience process.
3 GPs in Pontefract have obtained funding to support work together.



Chris Skelton informed the Committee that a Castleford premises meeting has
been held regarding the re-development of Castleford Health Centre. Further work
is required including understand any implication to revenue costs to CCG.
It was RESOLVED that:
i.
17/060

The Probity Committee noted the verbal update

Practice Resilience – Strategic Update (Presentation)
Andrew Pepper and Sandra Cheseldine left the meeting. The Chair stated that the
meeting was no longer quorate.
Dr Greg Connor delivered a presentation and provided a verbal update on practice
6

PDF Page No. 527

resilience, supported by slides, stating that the current situation in the Wakefield
area, the vision for general practice in 2020 with an overview of the local and
national context.
Practices provide the CCG with regular reports to support their resilience, support
is included at both practice and sector level.
Dr Greg Connor provided background to health and social care interventions,
including weakness in the framework regarding what the vision is for GPs. This
requires further work, including defining how GP practices are orientated to health
and care system. Its aims are to: –
 Improve population health
 Better patient experience of care
 Increased efficiency.
 Enhancement of staff morale and wellbeing
Melanie Brown informed the Committee that Wakefield CCG is no longer using the
phrase ‘Accountable Care’. This is to prevent confusion, as this title is also being
used for a national pilot.
Wakefield CCG invests in high quality, what but there are issues across the patch.
Even large practices can be affected. Investment in people makes more of a
difference than a simple increase in the amount of money available.
There are currently nine projects underway, including home visiting, pharmacies,
Academy, Vanguards, STP, etc The Primary care home project also underway.
This model could fit with connecting care and Federations, this has been approved
nationally. Practices are currently working together to provide support and share
learning. Challenges include Practice workload, clinical and managerial leadership.
The Probity Committee were asked to note the scale of change and the work
undertaken to manage finance to get more for no extra cost. There is also a need
to build resilience into practices.
In relation to the financial aspect of this work, Dr Greg Connor stated that there is
only a small element of discretionary funding available. The system is currently in
deficit with only 1% annual increase.
The possibility of a delegated budget is being investigated as it is hoped that this
would provide an increased cash flow.
Dr Greg Connor then discussed how to prioritise interventions to take us in the right
direction, ensuring that all actions -.
 Improve patient care
 Increase resilience
 Benefit health and social system.
In order to improve resilience the CCG needs to review succession planning and
the duplication of work needs to be reduced so that common tasks are only carried
out once.
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Work needs to continue to ensure that tasks are carried out by the most
appropriate professionals, such as pharmacist etc, and not relying on GPs carrying
out all patient contacts.
Dr Greg Connor confirmed that the following items are taking priority:
At sector level –
 Develop federations and Conexus
 Central resilience support, not on individual basis.
 Develop a hub based approach for specialisms
 Migrate the 9 transformation projects to recurrent funding and unified
approach
At system level  New models of care board
 Create partnerships to extend primary healthcare teams
 Integrate 24/7 urgent generalist care
 Close gap between GPs and consultants to replace outpatient care
There is a need to establish KPIs as part of next steps and to develop appropriate
monitoring processes.
Stephen Hardy commented that some terms used may not be familiar to Lay
Members so this may impact on how people identify that they should deal with
conflicts of interest.
Melanie Brown accepted the proposal and recommends that the issue be taken
forward at a Board Development Session.
Diane Hampshire found the presentation to be interesting and informative. Some
things we are working towards. However, she asked if we can agree the ‘givens’
and then look at what needs to priorities (which of the 9 transformation areas are
we going to go forward with). She would like clarity around the aims we are trying
to achieve. It was acknowledged that there isn’t an agreed vision for the future.
Evaluations are ongoing. eg the ‘physio first ‘scheme isn’t reducing referrals as we
expected. Work is underway to identify whether the scheme should continue or be
adapted. A plan will be in place by March. In the meantime, the contract is being
reduced and will be revised as it may be an appointment issue not a fundamental
service issue.
The pharmacy scheme is working very well and producing quality and financial
improvements.

It was RESOLVED that:
The Probity Committee noted the verbal update
17/061

Any Other Business
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No items were identified for discussion.
17/062

Date and Time of Next Meeting
Tuesday 24 October 2017, 2:00pm, The Seminar Room, White Rose House
A further meeting has been requested for November/December 2017
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Agenda item: 16f(i)

West Yorkshire & Harrogate Joint Committee of Clinical Commissioning Groups
Minutes of the meeting held in public on Tuesday 4 July 2017
Kirkdale Room, Junction 25 Conference Centre, Armytage Road, Brighouse, HD6 1GF

Members

Initials

Role and organisation

Marie Burnham

MB

Independent Lay Chair

Richard Wilkinson

RW

Lay member

Fatima Khan-Shah

FKS

Lay member

Dr James Thomas

JT

Clinical Chair, NHS Airedale, Wharfedale and Craven CCG

Dr Andy Withers

AW

Clinical Chair, NHS Bradford Districts CCG

Helen Hirst

HH

Chief Officer, NHS Bradford City & Districts

Dr Alan Brook

ABr

Clinical Chair, NHS Calderdale CCG

Matt Walsh

MW

Chief Officer, NHS Calderdale CCG

Dr Steve Ollerton

SO

Clinical Leader, NHS Greater Huddersfield CCG

Carol McKenna
Dr Alistair Ingram

CMc

Chief Officer, NHS Greater Huddersfield CCG

AI

Clinical Chair, NHS Harrogate & Rural District CCG

Amanda Bloor

ABl

Chief Officer, NHS Harrogate & Rural District CCG

Dr Alistair Walling

AWa

GP Clinical Lead, NHS Leeds South & East CCG

Dr Gordon Sinclair

GS

Visseh Pejhan-Sykes

VPS

Dr David Kelly

DK

Clinical Chair, NHS Leeds West CCG
Chief Finance Officer, NHS Leeds CCGs Partnership (deputy for
Philomena Corrigan)
Clinical Chair, NHS North Kirklees CCG

Richard Parry

RP

Chief Officer, NHS North Kirklees CCG

Dr Phillip Earnshaw

PE

Clinical Chair, NHS Wakefield CCG

Jo Webster

JW

Chief Officer, NHS Wakefield CCG

Dr Akram Khan

AK

Clinical Chair, NHS Bradford City CCG

Dr Jason Broch

JB

Clinical Chair, NHS Leeds North CCG

Philomena Corrigan

PC

Chief Executive, NHS Leeds CCGs Partnership

Moira Dumma

MD

Director of Commissioning Operations (Y&H), NHS England

In attendance

Initials

Apologies

Role

Lou Augur

LA

Director of Delivery – West Yorkshire, North Region NHS England

Ian Holmes

IH

Programme Director, WY&H STP

Jonathan Webb

JWe

Director of Finance, WY&H STP

Stephen Gregg

SG

Joint Committee Governance Lead (minutes)

Karen Coleman

KC

WY&H STP Communication & Engagement Lead
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For items 03/17 and
04/17
Rory Deighton

RD

Director, Healthwatch Kirklees

Dr Graham Venables

GV

Jacqui Crossley

JC

Jonathan Booker

JBo

Clinical Director, Y&H Clinical Networks
Head of Clinical Effectiveness and Governance, Yorkshire
Ambulance Services
STP Senior analyst

Linda Driver

LD

STP Stroke Project Lead

25 members of the public attended the meeting.
Item No.
01/17

Agenda Item

Action

Welcome, introductions and apologies
The Chair welcomed everyone to the first meeting in public of the Joint
Committee. Apologies were noted. MB said that the Committee brought together
the 11 CCGs across WY&H. She emphasised that although the Committee
supported the STP, the Committee only included CCGs and did not represent all
of the partners involved in the STP.
MB highlighted that the role of the Committee was to make collective decisions
on shared priorities across WY&H, and that it was not the business of the
Committee to deal with issues in individual places.
Open Forum
Before the start of the formal meeting, there was an opportunity for members of
the public to make representations or ask questions about the work of the Joint
Committee. A Deputation was received from the campaign group Hands off
Huddersfield Royal Infirmary (HRI):
 How do the STP and local plans fit together? Would specialist stroke
services be based at HRI? Was consideration being given to the
availability of community based services to support stroke patients once
they had been discharged?
Members of the public asked questions about:
 Had decisions already been taken to close hyper acute stroke units? The
availability of detailed STP financial information and how decisions
would be made about finance gaps within the STP? The validity of the
evidence collected as part of the stroke engagement exercise and case
for change? Who would ultimately make decisions about the
configuration of stroke services?
 From the memorandum of understanding for the Joint Committee: what
is a Lead commissioner/Contractor? What decisions are delegated to the
Joint Committee? What happens when a CCG disagrees with a decision
of the Joint Committee?
 The impact of budget reductions across WY&H on plans to close the
A&E department at HRI?
MB said that, where appropriate, answers to these questions would be provided
as part of the relevant agenda items. If this was not possible, a full written
response would be provided. These questions, and the answers to them, would
be posted on the Joint Committee webpages following the meeting.
WY&H Joint Committee of CCGs – 04/07/2017
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Item No.

02/17

Agenda Item
JW emphasised that this was a meeting in public, not a public meeting. Local
issues should be taken up at place level. WY&H stroke questions would be
addressed under the specific agenda items, and there would be a further
opportunity for questions later in the meeting.
Declarations of Interest
The register of interests of members of the Joint Committee was tabled at the
meeting. The Chair reminded Committee members of their obligation to declare
any interests they may have on any issues arising at meetings which might
conflict with the business of the Committee. No further declarations were made.

03/17

Learning from patients and the public – Stroke
MB emphasised the importance of public engagement in informing and shaping
the design of care pathways, and introduced AW, who chaired the stroke Task
and Finish Group. AW presented the background to the work and introduced the
stroke specialists, including clinical advisors, who were in attendance today.
In 2013, the 10 WY CCGs had identified stroke as a priority for West Yorkshire.
3 elements had been highlighted – prevention, discharge and hyper acute
stroke units (HASU). At that time, Airedale HASU had been forced to close as it
had not been sustainable, and services had transferred to Bradford. This had
emphasised the importance of sustainability across WY&H, which became a
priority for the STP.
There were 3600 admissions a year across WY&H, which was expected to
increase by 10%. There were 2 big issues involved with ensuring access to
specialist care – workforce and capacity. The case for change recognised the
need to further improve and ensure the sustainability of services.
Referencing 2 of the questions posed earlier, AW emphasised that no specific
recommendation or decisions had yet been taken on the number of HASUs.
Although the focus of today was on HASUs, he emphasised the need to
address the whole stroke pathway and ensure that the right support services
were available close to people’s homes.
AW highlighted the need to engage with people to identify their needs. This
would then be used to review the existing pathway and develop new clinical
models over the coming months.
The Committee watched a short video featuring Malcolm and Sue. Malcolm had
suffered a stroke, and the video presented the challenges that he and his family
had faced.
RD then presented the results of a public engagement exercise led by
Healthwatch in February and March 2017. Healthwatch had used a variety of
methods to engage the public. Feedback from social media indicated that
98,000 people were aware of the engagement exercise.
940 surveys had been returned. 75% of respondents had direct lived experience
of stroke, either as a patient or carer. The work had also included consultant-led
focus groups and interviews. RD noted the main messages, which included
immediate access to tests and treatment, effective discharge and follow up
services, the role of voluntary organisations, and the need to join up services
and provide ongoing support and review. The importance of prevention work
had also been highlighted.
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Agenda Item
RD said that the approach to stroke services met the Healthwatch principles of
engagement. There had been transparent engagement from the start, with
people with lived experience of stroke.
FKS congratulated Healthwatch on the report and methodology. The quality of
engagement had been good. There was a recognised need to engage more
effectively with some minority groups, including Eastern European and BME
groups.
JW felt that it was an excellent piece of engagement work. She questioned
whether more focus was needed on recognizing the signs of stroke.
SO highlighted some powerful messages, including the variation in care
between weekdays and weekends and that some respondents had been
diagnosed but not admitted.
DK questioned the variation in survey response rates. RD said that there were
fewer in Bradford, as similar work had already been done in that area.
In response to a question from MB, RD said that there had been feedback to
everyone who had participated in the engagement.
Responding to a question from FKS, KC said that engagement colleagues were
exploring a variety of options for involving patients in the Task and Finish Group.
MB invited questions from members of the public:
 How could quality stroke support be provided in the community in the
light of financial challenges?
 How could Healthwatch be seen as independent?
AW responded that the aim of the redesign was to improve quality and
outcomes. There may be cost impacts, but the focus was firmly on quality.
RD said that Healthwatch was an independent charity, funded by local
authorities. They had set out to listen to local people, and had no preconceived
‘agenda’.
The Joint Committee: Noted the Stroke Services Engagement Report key
findings and next steps.

04/17

Improving stroke outcomes
JW presented the report, highlighting three main objectives: improving stroke
outcomes, using resources efficiently and effectively and ensuring that stroke
services were sustainable and fit for future. The focus of today was on
specialist services, but there was a need to cover the whole pathway in future
work.
The case for change recognised that high quality care in the first few hours was
critical. There were significant workforce challenges in ensuring high quality
services, 24 hours a day, 7 days a week. Clinical outcomes varied across
WY&H and there was a need to learn from best practice and experience
elsewhere, which indicated that outcomes were better when treatment was
provided in specialist centres. Key factors to be taken into account included
NICE guidelines and opportunities provided by new technology.
The case for change highlighted clearly the need to review existing services.
There had been extensive engagement with key stakeholders, including the
Clinical Senate, patients and the public, providers and Overview and Scrutiny
Committees.
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The first stage of the NHSE assurance process had been completed. The next
steps were to develop an outline business case and report back to the Joint
Committee in November.
FKS welcomed the case for change. She identified some areas for further focus,
including supporting carers/families to travel to specialist centres and prevention
support for BME and Eastern European groups. JW acknowledged the need to
do more to engage with some populations.
DK identified the need for greater consistency of post-stroke support across all
places in WY&H. He felt that the Committee had an important role to play in
addressing resourcing and workforce issues. JW said that this was a good
example of how the STP and Joint Committee could support work across a
WY&H footprint. AW added that the Task and Finish Group would be addressing
the whole care pathway.
HH asked whether the identified risks around workforce and the sustainability of
services could be managed within the proposed timeframe. JW responded that
the current services were providing safe care, but that there was a need to
strengthen resilience. At present, it was planned that options for change would
be presented to the Joint Committee in November.
ABr noted that only a proportion of patients would benefit from HASU services,
and emphasised the importance of effective ambulance care. JC added that the
aim was a ‘gold standard’ pathway, with patients receiving the best possible
care.
MB welcomed the report and the engagement that supported it. FKS added that
the Lay Member Reference Group of the WY&H CCGs had been updated on the
process so far.
MB invited questions from the public:






The finding that outcomes for stroke patients are better from specialist
services was questioned, particularly in relation to thrombolysis.
How will you ensure clinically led, evidence based care when dealing with
financial challenges? Where is the money coming from?
How will you ensure high quality care at home?
Where will decisions be taken about the reconfiguration of services
A comment was made that the Healthwatch findings supported the ‘basics’
of good care, follow up and local services.

GV responded that thrombolysis had limited value, but that some stroke patients
did benefit from it. All aspects of stroke care were much better organised in
specialist centres and benefitted everyone who came through the service.
Critical issues like swallowing, positioning and hydration were dealt with by
specialist staff.
AW responded that the stroke work was strongly clinically driven and included
acute hospital stroke leads. He added that investment in prevention services
could reduce the number of strokes.
JW invited members of the public to submit any further questions outside of
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meeting.
MB welcomed the interim report and looked forward to firmer proposals on the
way forward coming back to the Committee in November.
The Joint Committee:
•
Noted progress to date;
•
Noted the Engagement Report and Strategic Case for Change; and
•
Noted the next steps and timelines.

05/17

The Operation of the Joint Committee
SG presented the report, which set out the role, membership and purpose of the
Joint Committee and how it would operate.
The report set out the basis on which the 11 CCGs in WY&H had delegated
WY&H-level decisions to the Joint Committee. Appendix A included the
Memorandum of Understanding for Collaborative Commissioning and the
membership and terms of reference of the Joint Committee. It also covered the
quorum for the Committee and the voting arrangements.
Appendix B presented the Committee’s workplan. This set out the specific
decision areas which had been delegated to the Joint Committee by the CCGs,
including stroke, urgent care and cancer services.
To ensure appropriate challenge and transparency, the Joint Committee was
Chaired by an Independent Lay Chair and also included 2 Lay members from
the CCGs. Meetings were held in public and agenda papers, minutes and
decision summaries would be posted on the Committee’s webpages.
The Committee had set out some principles for involving the public, and would
review these as the Committee developed.
The Committee workplan was firmly focused on what needed to be done at
WY&H level to deliver the outcomes set out in the STP. The Committee’s
workplan had been prepared in late 2016 and was very high level. There was
now a need to be more specific about the scheduling of decisions that would be
coming to the Joint Committee.
HH highlighted the need to log and respond to all relevant questions and to post
answers on the website.
MB noted the need to distinguish clearly between issues at WY&H level for
which the Committee was responsible, and work at place level, which should be
addressed locally.
JW noted the need to engage effectively at local place level and emphasised
the ‘3 tests’ which defined work at WY&H level. These were where WY&H –
level work was needed to improve outcomes, share best practice of deal with
common problems.
DK emphasised the need to establish greater clarity about the Committee
workplan.
MB advised that the Committee needed to appoint a Deputy Chair. She
proposed that Gordon Sinclair be appointed for a six months interim period. In
response to a question from DK, MB explained that GS had extensive
experience of chairing the Collaborative of CCGs over the past 3 years. He
would act as Deputy for six months, whilst the 2 CCG Lay members gained
experience of the operation of the Committee.
GS noted that if he was required to deputise, any conflicts would be identified
WY&H Joint Committee of CCGs – 04/07/2017
Page 6 of 7

Action

PDF Page No. 536

Item No.

Agenda Item
and managed appropriately. He reiterated that the Committee had delegated
responsibility for commissioning decisions.
MB invited questions from the public:
 When would the earlier questions about the MOU be answered? Why
were local authorities not represented on the Joint Committee in their
role as commissioner?
JW responded that the CCGs worked closely with local authorities at both place
and WY&H level. Answers to all questions would be provided following the
meeting.
The Joint Committee:
 noted the Memorandum of Understanding for Collaborative
Commissioning
including the Committee’s Terms of Reference,
membership and Workplan
 noted the appointment of the Independent Lay Chair and 2 Lay
representatives, and appointed Gordon Sinclair as interim Deputy Chair
for six months.
 noted how the public will be involved and the shared outcomes and
targets towards which the Committee is working.
 noted the approach to refreshing the Committee’s workplan and
requested that an updated workplan be brought back to the Committee
for approval in November 2017.

06/17

Action

SG

Any other business
There was none.

Next Joint Committee in public - Tuesday 5th September 2017, Kirkdale Room, Junction 25 Conference
Centre, Armytage Road, Brighouse, HD6 1GF.
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Joint Strategic Commissioning Board (111/999)
Minutes
8 August 2017, 12:00 – 13:00
The Boardroom, Wakefield CCG, Wakefield
Present:
Jo Webster (Chair)

YAS HQ, Wakefield WF2 0XQ
Commissioners
Chief Officer,
Wakefield and
CCGYAS

JW

Carol McKenna

Chief Officer, Greater Huddersfield CCG

CM

Martin Pursey

Head of Contracting and Procurement, Greater Huddersfield
CCG

MP

Adam Shephard

Assistant Clinical Chair, Wakefield CCG

AS

Jo Pollard

Chief of Service Delivery and Quality, Wakefield CCG

JP

Daniel Mason

Yorkshire and Humber Integrated Urgent Emergency Care
Lead Y&H CCGs

DMs

John Darley

Head of Urgent and Emergency Care, Hambleton Richmond
and Whitby CCG

JD

Peter Moore

Director of Strategy & Integration, Sheffield CCG

PM

Phil Foster

Director of Planned and Urgent Care, YAS

PF

Leaf Mobbs

Director of Planning and Development, YAS

LMo

Business Support Officer 111/999, Greater Huddersfield CCG
(Minutes)

CH

Louise Metcalfe

Delivery Manager, NHS England

LM

Keith Wilson

West Yorkshire and Humber Urgent Emergency Care Network
Programme Director

KW

Rachel Gillott

South Yorkshire and Bassetlaw Urgent Emergency Care
Programme Director, SYB ACS

RG

Alex Seale

Director of Commissioning and Transformation, East Riding of
Yorkshire CCG

AS

In attendance:
Chantelle Harrison
Apologies:

1

Welcome, Introductions and Declarations of interest
The Chair welcomed everyone to the meeting and introductions were made. No declarations
of interest were made.

2

Apologies for absence
Were received and noted.

3

Minutes and actions of the previous meeting held on 5 June 2017
The minutes were accepted as a true record and the action log was updated as necessary.
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7.

Yorkshire and Humber Joint Commissioning Committee update
JW updated the group that the Joint Committee feasibility was being reviewed as the
progression of the STPs has meant that the intended decision making/delegated authority
may not be possible. In the meantime the JSCB would continue to be the decision making
forum.
2:30pm LMo joined the meeting.
PF provided a quick recap for LMo benefit and the discussion continued around the many
interpretations across the region of how the STPs communicate with each other and work
the other governance in place such as the Accident and Emergency Delivery Boards. LMo
raised concerns regarding the Design & Delivery Board and its function and expressed
concern that it was contractual in focus. CM confirmed her understanding that this was not
the intention behind the D&DB, and that it will focus on the design of the IUEC system in
Y&H and how this should be delivered. JW suggested as part of reviewing the function of
the proposed Joint Commissioning meeting, that the Terms of Reference be reviewed for
the rest of the governance structure to ensure alignment and fulfil the purpose. CM added
that whilst a lot of people attend all the various meetings, there was a need to ensure that
effective communication took place between organisational representatives as consistency
of representation in each meeting was not always achievable.

6

STP/ ACO update from sub regions
PM provided an update for the South Yorkshire STP and it was noted there were many
changes taking place. JD updated for Hambleton, Richmondshire and Whitby CCG with the
priority in the area remaining Acute reconfiguration. CM provided the West Yorkshire
update, the possibility of moving into an Accountable Care System, this had been through
the Leadership Forum. Service reconfigurations were ongoing. JW added Wakefield were
out to consultation on the Pontefract changes as a result of the Mid Yorkshire Hospitals
reconfiguration.
No update was provided for North Yorkshire as there was no representative.
JW asked PM to share the South Yorkshire STP Urgent Care Strategy, PM agreed to this.
Action 41: PM to share the South Yorkshire STP Urgent Care Strategy

4

NARU Film
It was agreed to circulate the film to the group following the meeting and to have a
discussion about it at the next meeting.
Action 42: NARU film to be circulated following the meeting.

5

Strategic issues for discussion
a. Impact of GP extended hours on West Yorkshire Urgent Care (WYUC)
Discussion took place around the proposed changes taking place at Wakefield CCG and the
need for the CCG to understand the consequences of the proposed changes and the impact
on WYUC/ NHS 111. The times being offered for extended hours were also discussed and it
was acknowledged there was the need to understand what all 11 CCGs across West
Yorkshire were looking to offer to be able to fully understand the impact as a whole. JW
added this links to the five year forward view which has to be delivered by 2019 across all
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Primary Commissioners.
PF added an action had been identified at a recent NHS 111 Contract discussion to look at
what was happening across West Yorkshire.
CM concluded it would be useful to have some of these in depth discussions at the
workshop planned for 20 September around Integrated Urgent Care. In particular the need
to hear the asks, givens and potential consequences/ un intended consequences to avoid
any surprises.
8

National Ambulance issues update
PF provided an update on the Ambulance Response Program (ARP), new national
guidance was expected.
Discussion took place around when ARP would be rolled out nationally and the proposed
changes to be made around no longer re triaging certain calls.
JW suggested a discussion at the next meeting around Urgent Treatment Centres would be
beneficial.
Action 43: Urgent Treatment Centre discussion to be added to the agenda for the next
meeting.

9.

AOB
No further items were raised.

10.

Future items for the board
Items were picked up through the agenda and action log.
Date and time of next meeting
29 September 2017, Boardroom, Wakefield CCG
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