BOARD MEETING OF THE GOVERNING BODY
TO BE HELD ON TUESDAY, 16 JANUARY 2018
BOARDROOM, WHITE ROSE HOUSE
AT 1.00 PM
AGENDA
PART 1
No.

Agenda Item

1.

Welcome and Chair’s Opening Remarks

2.

Apologies for Absence – Melanie Brown

3.

Public Questions and Answers

4.

Declarations of interest

5.

a Minutes of the meeting held on 14 November 2017
b Action sheet from the meeting held on 14 November
2017

6.

Matters arising

7.

Communication, Engagement and Equality Strategy
(including patient story)

Ruth Unwin

8.

Chief Officer Briefing

Jo Webster

9.

Progressing our collaborative journey with Wakefield
Council

Jo Webster

10.

West Yorkshire and Harrogate Sustainability and
Transformation Partnership Plan (STP) Draft Work Plan

Jo Webster

11.

Review of the Constitution and Appendices

Ruth Unwin

a)
b)
c)
d)

Lead officer

All present

Constitution
Standing Orders
Scheme of Reservation and Delegation
Prime Financial Policies

1

12.

Nominations Committee

Ruth Unwin

a) Terms of Reference
b) Governing Body Members Terms of Office
13.

Annual Public Health Report 2017 – Item withdrawn

14.

End of Life Care - Outline Business Case for change

15.

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

Andrew Pepper/
Laura Elliott

16.

Finance Report Month 8 - 2017/18

Andrew Pepper

17.

Receipt of minutes and items for approval
a
b

c

d

e
f
g
h

Audit Committee
(i) Minutes of meeting held on 26 September 2017
Integrated Governance Committee
(i) Minutes of meeting held on 19 October 2017
(ii) Minutes of meeting held on 16 November 2017
Clinical Cabinet
(i) Minutes of meeting held on 26 October 2017
(ii) Minutes of meeting held on 23 November 2017
Connecting Care Executive
(i) Minutes of meeting held on 12 October 2017
(ii) Minutes of meeting held on 9 November 2017
Probity Committee
(i) Minutes of meeting held on 24 October 2017
Health and Well Being Board
(i) Minutes of meeting held on 21 September 2017
Joint Committee of CCGs
(i) Minutes of meeting held on 18 October 2017
Decisions of the Chief Officer – verbal update

18.

Any other business

19.

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)”.

20.

Date and time of next Public meeting:
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Item withdrawn
Pat Keane/
Tina Turner, Chief
Executive Wakefield
Hospice

Tuesday, 13 March 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 14 November 2017
Hemsworth Community Centre
Present:

Andrew Balchin

Corporate Director, Adults, Health &
Communities – Wakefield Council
Programme Commissioning Director
Integrated Care
Lay Member
CCG Chair
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
Assistant Clinical Leader
Chief Operating Officer
Chief Officer

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

Edwina Harrison

Chair of Wakefield District
Safeguarding Children Board (item
17/166)
Chair of Wakefield District
Safeguarding Adult Board (item
17/165)
Senior Commissioning Manager,
Children’s Services (item 17/163)
Lead Nurse Looked after Children,
MYHT (item 17/169)
Chief Nurse, MYHT (item 17/160)
Associate Director Health & Housing
Transformation (shadowing Jo
Webster)
NHS Graduate Trainee
Head of Safeguarding (deputising for
Jo Pollard)
Minute taker
Performance & Intelligence Manager
(item 17/171)
Associate Director of Corporate
Affairs
Designated Nurse Safeguarding
Adults (item 17/167)

Bill Hodson

Ian Holdsworth
Hannah McGinty
David Melia
Sarah Roxby

Laura Schubert
Mandy Sheffield
Angela Peatfield
Natalie Tolson
Ruth Unwin
Jane Wilson
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17/154 Welcome and Chair’s Opening Remarks
Dr Earnshaw welcomed members to the meeting.
17/155 Apologies for Absence
Apologies were received from:
Dr Andrew Furber

Director of Public Health, Wakefield
Council
Chief of Service Delivery & Quality
Associate Director Commissioning &
Integration

Jo Pollard
Michele Ezro

17/156 Public Questions and Answers
No public questions were received.
17/157 Declarations of Interest
17/169 – The Health of Looked after Children Annual Report 2016/17
Dr Phillip Earnshaw declared an interest in this item with regard to health
assessments of children placed in out of area placements. Advising that his
GP practices are across two Local Authorities which poses difficulties in the
completion of some health assessments.
This declaration was noted and as this is not a decision making item it was
determined that Dr Earnshaw could provide input into the debate.
17/158 a. Minutes of the meeting held on 19 September 2017
The minutes of the meeting held on 19 September 2017 were agreed.
A response to a question raised by a member of the public at the 19
September meeting was provided as an appendix to the minutes.
b. Action sheet from the meeting held on 19 September 2017
All actions were noted as complete.
17/159 Matters arising
There were no matters arising.
17/160 Mid Yorkshire Hospitals NHS Trust (MYHT) Care Quality Commission
(CQC) Inspection Report – Presentation
David Melia attended the meeting to give a presentation on the recent MYHT
CQC Inspection Report which gave an overall rating of “requires
improvement”. The presentation detailed the overall ratings and change from
the previous CQC inspection in 2015. Together with details of required
actions in relation to nurse staffing; escalation of deteriorating patients; falls;
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nutrition; extra capacity beds; patient moves at night and assessment of
patient mental capacity in relation to the Mental Capacity Act and Deprivation
of Liberty.
David Melia commented that the Trust received positive verbal feedback from
the CQC following the recent inspection noting there had been considerable
improvements within Community Services and the End of Life pathway was
rated as good. David also reported that there are currently no additional beds
open at the Trust.
Improved documentation on wards is now in place, particularly in relation to
recording the correct information for chronic conditions. Further development
of ward managers is ongoing.
David Melia reported that Falls incidents have decreased and volunteers on
wards to help with mealtimes have also proved successful.
Nurse recruitment is improving and work is ongoing to ensure staff remain
with the Trust and appropriate career progression is improved alongside
providing opportunities for staff to move around specialities and gain
experience in other areas of the hospital. It was noted that previously
employed nurses are choosing to return to work at the Trust. Huddersfield
University student nurses are now receiving an improved learning experience
at the Trust and a Mid Yorkshire School of Nursing is to be developed next
year.
A discussion followed. Diane Hampshire queried what were the key factors of
the community services improvement? David Melia responded that it was the
leadership and the targeted actions put in place. Mr Hany Lotfallah queried
the results of the Maternity and Gynaecology service in the inspection. David
Melia confirmed that he would provide further detail following the meeting.
It was acknowledged that Clinical leaders need to set the standards in key
areas such as good basic nursing care, reduced falls incidents and
appropriate dietary requirements for patients. It was noted that a Quality
Summit is to be held at the end of November 2017.
It was agreed that Pat Keane would update Jo Pollard of this discussion to
ensure quality matrix working and suggest a further update is presented to
the Governing Body following the scheduled Quality Summit.
Jo Webster thanked David Melia for the presentation and the improvements
already made with all partners in the system working together.
It was RESOLVED that:
(i)

members noted the content of the presentation

17/161 Strategic development of urgent and emergency care services for the
Wakefield district
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Dr Adam Sheppard gave a presentation regarding the strategic development
of urgent and emergency care services for the Wakefield district.
Adam explained that earlier this year the CCG were told there would be new
national guidance on urgent treatment centres. This gave the CCG an
opportunity to make it clear how urgent care services fit together so people
across the district can get the safest care when they have an unexpected or
emergency health need.
Advice was sought from the Yorkshire and Humber Clinical Senate regarding
the new national guidance and through feedback received from public
engagement it was clear local people, MPs and councillors who represent
them that people wanted 24/7 urgent care at Pontefract. The national
definition for conditions that can be treated in an Urgent Treatment Centre
matches the service already provided at Pontefract.
Adam explained some of the reasons for change including Pontefract being
unable to treat patients with very serious or life threatening illness or injuries.
Ambulances already take people who are very seriously ill to other hospitals.
During the day there are specialist doctors on duty at Pontefract but most of
the people who go there do not need this level of care and their specialist
skills could be better used at Pinderfields where people who are more
seriously ill already go.
The Business Case sets out the case for change for urgent and out of hours
care for the Wakefield district. Appropriate engagement with the local
population needs to take place to explain what each part of the urgent care
system offers so people can make the best choice about where to go in an
emergency.
It was noted that the proposed change in designation would be discussed by
the Overview and Scrutiny Committee (OSC) on November 16 2017 and the
OSC would consider whether the proposal constituted a substantial change
that would require formal consultation. It was noted that the business case
recommended a preferred option of Pontefract being re-designated as an
Urgent Treatment Centre open 24/7 365 days a year.
It was RESOLVED that:
(i)

members considered the advice from the Yorkshire and Humber Clinical
Senate and the feedback received through public engagement;
(ii) considered the case for change and which potential solutions best deliver
the required improvements in quality of care, patient experience and
sustainability; and
(iii) approve the Business Case and the proposal to take forward a preferred
option of re-designating Pontefract as an Urgent Treatment Centre.

17/162 Chief Officer Briefing
Jo Webster presented the Chief Officer briefing.
A petition has been received by the CCG from Andrea Jenkyns’ office (MP for
Morley and Outwood) regarding the consultation over possible closure of the
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Wrenthorpe Branch surgery of Outwood Park Medical Centre.
In relation to the Connecting Care Hubs, work at the Bullenshaw and
Waterton Hubs continues on track and the re-designed Hub Multi-Disciplinary
Teams (MDTs) are due to be operational by mid-November 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.
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. The last two
weeks has seen sustained improved performance at A&E with the support of
the ‘winter room’ which has enabled unblocking of beds and improved the
patient flow in the health system.
Wakefield, as part of the West Yorkshire and Harrogate Sustainability and
Transformation Partnership (STP) are implementing the second wave of the
National Diabetes Prevention Programme and a national provider is delivering
the programme in West Yorkshire and Harrogate. Wakefield is achieving the
target number of referrals into the 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.
A Housing, Health and Social Care Partnership group has been established to
look at transforming the partnership between health and housing. From the
start of October, Carelink is now offered as a standard part of the Reablement
Service on a trial basis. As a result many patients have been provided with
ongoing support in their home to maintain independence. As part of the Age
UK Hospital to Home transport service, patients will benefit from installation of
Carelink in their home providing ongoing 24/7 support free of charge for up to
one month.
The South Yorkshire STP (Working Together) is undertaking a review of
hospital services and an update on the review will be shared when available.
Stroke Services are included in this review noting that MYHT may be a
possible future importer of stroke patients and the West Yorkshire and
Harrogate STP are looking at a standard pathway for Stroke Services.
Engagement with clinicians, public and staff began on 27 October 2017.
A discussion followed regarding the Stroke Services and the increased
demand on MYHT if patients are imported from neighbouring districts. It was
suggested that as patients are medically optimised they could move to other
acute stroke units in the area to relieve any pressure on MYHT. A large
amount of the rehabilitation takes place in the community so these services
will also be stretched. The concerns were acknowledged and it was agreed
the risks need to be worked through.
Jo Webster and Dr Pravin Jayakumar agreed to meet to discuss further the
prevention of stroke pathways in primary care.
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It was RESOLVED that:
(i)

members acknowledged receipt of the Petition regarding the proposed
closure of Wrenthorpe branch surgery; and
(ii) noted the content of the Chief Officer briefing for information and
supported ongoing developments outlined in the content of the report.
17/163 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 and Ian Holdsworth presented this paper. In June 2017
Wakefield had a joint Care Quality Commission (CQC) and Ofsted Inspection
of SEND services and this highlighted a range of areas of strengths and a
number of areas that required improvement. The length of wait for children
on the diagnostic pathway for Autistic Spectrum Disorder (ASD) was identified
as a significant weakness and the CCG were required to write a Written
Statement of Action with partners across the system to detail how this
situation will be recovered.
The Statement sets out the work to be undertaken and the trajectory to
achieve recovery in order to comply with NICE guidelines. A series of
quarterly assurance meetings with NHS England and the Department for
Education are already set up and the first assurance meeting has taken place.
A discussion followed and it was acknowledged that a considerable amount of
work has been undertaken to develop an integrated flexible pathway although
there is still lots more to do. Andrew Balchin commented that from a Local
Authority perspective there was much more confidence and clarity in the
process and wished to express thanks to Melanie Brown, Ian Holdsworth and
the team for the work undertaken to develop this plan.
Jo Webster commented that the Governing Body are accountable to ensure
that the Written Statement of Action is progressed. It was agreed that once
the report had been presented to the Health and Well Being Board a
diagnostic report would be brought to a future Governing Body meeting.
It was RESOLVED that:
(i)

members approved the Written Statement of Action in relation to
Children’s Autistic Spectrum Disorder (ASD) Diagnostic Pathway for
submission to NHS England/Department for Education for Ofsted and
Care and Quality Commission assurance

17/164 Better Care Fund 2017/19
Melanie Brown presented this paper advising that following a presentation at
a Governing Body meeting on 17 January 2017 it was agreed that delegated
authority for signing off the Section 75 for the 2017/19 Better Care Fund
(BCF) plan was given to the Chief Officer, Clinical Leader and the Chair of the
Audit Committee. The BCF Plan was signed off by all parties and submitted
to NHS England on 11 September 2017.
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On 27 October 2017 the CCG received the assurance outcome letter from
NHS England confirming that the Wakefield BCF plan was approved. The
letter also authorised the release of the BCF funding of £77,877 million
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 and Wakefield CCG will
continue to host the Better Care Fund pool in 2017/19. It was noted that the
section 75 agreement is currently with the legal team and will require sign off
by the end of November 2017.
Melanie Brown and Andrew Balchin both wished to thank all colleagues
involved in the success of this approved plan and noted the desire of
colleagues to retain and develop further good working relationships between
the CCG, the Local Authority and other local partners.
It was RESOLVED that:
(i)

Members noted that Wakefield CCG 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) noted 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) noted agreement for Wakefield CCG to continue to host the Better Care
Fund pool in 2017/19; and
(iv) noted the Better Care Fund plan approval from NHS England.

17/165 Wakefield and District Safeguarding Adults Board Annual Report
2016/17
Bill Hodson attended the meeting to present the Wakefield and District
Safeguarding Adults Board Annual Report for 2016/17. During 2016/17 the
Board oversaw significant changes to the way in which support to adults at
risk of abuse was delivered and supported more work to implement the aims
and objectives of the Care Act. A new dedicated safeguarding adults team
within the local authority has been established and has a greater focus on
adult protection, a better understanding of the risks facing people in the
community and a clearer overview of the overall picture across Wakefield.
A review of the West and North Yorkshire Policy and Procedures is currently
underway to bring the procedures up to date with current practice. The focus
of the Board remains ‘Making Safeguarding Personal’ a reality. 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.
Bill Hodson commented that partnership working is always a key element and
there have been some 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 there is a clearer,
mutual understanding of where adult safeguarding fits into broader initiatives
on preventing crime and improving health.
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It was RESOLVED that:
(i)

Members supported and noted the content of the report

17/166 Wakefield and District Safeguarding Children Board Annual Report
2016/17
Edwina Harrison attended the meeting to present the Wakefield and District
Safeguarding Children Board Annual Report for 2016/17. Edwina explained
that the report had been withdrawn from the papers as a minor error had been
identified. This will be rectified and the annual report will be re-published.
Edwina gave assurance to the members that all statutory functions of the
Wakefield and District Safeguarding Children Board had been undertaken and
commented on the Wakefield Safeguarding week which took place earlier in
the year and was very successful with over 50 agencies represented.
In July 2016 Ofsted undertook the Review of the Local Safeguarding Children
Board (LSCB) alongside the Inspection of Children in Need, Children in Care
and Care Leavers. The report was published with the judgement that
Wakefield and District Safeguarding Children Board is “Good” with positive
comments about the Children’s Charter as well as many other aspects of the
work which takes place across Wakefield.
Following new guidance received after the completion of the Wood Report the
Children and Social Work Act 2017 has removed the statutory requirement for
each area to have an LSCB. A further change is that the role of the
“Independent Chair” has been replaced by that of an “independent person”. It
is the intention that the three key partners consisting of Local Authority, the
CCG and the Police will take responsibility for the arrangements and publish a
plan demonstrating how the arrangements will be delivered with other local
partners participating.
A discussion followed and Mandy Sheffield informed members that the final
action plan following the CQC inspection of Children Looked after and
Safeguarding (CLAS) in December 2015 hosted by the CCG will be presented
to the Integrated Governance Committee on 16 November 2017. Providing
assurance of the actions to be completed.
Reference was made to the toolkit developed for GPs and whether this has
been circulated. Dr Deborah Hallott confirmed she would raise this with Dr
Paul Glover, Named GP for Safeguarding Children.
It was RESOLVED that:
(i)

Members supported and noted the content of the report

17/167 CCG Safeguarding Adults Annual Report 2016/17
Jane Wilson presented this report detailing the safeguarding adult activity
undertaken by the CCG and all NHS providers within the Wakefield district.
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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. This is a three year mandatory requirement for all CCG
staff and 91.53% training compliance was achieved during 2016/17.
During 2017 there was a need identified to become more responsive and
proactive with all the CQC registered care homes in the Wakefield District.
Discussions and development work was undertaken in partnership with the
Wakefield District Safeguarding Adult Board using the “Perfect Ward” app.
This continues to be progressed during 2017/18 with the CCG being the first
national organisation to use this tool.
It was RESOLVED that:
(i)

Members supported and approved the content of the report

17/168 CCG Safeguarding Children Annual Report 2016/17
Mandy Sheffield presented this report noting that Under section 11 of the
Children Act 2004 the CCG, as the clinical commissioner for healthcare
services, has a number of responsibilities. This report provides assurances
that the responsibilities have been met within 2016/17. The report also details
the safeguarding children and child protection activity within the Wakefield
district.
Mandy Sheffield referred to Prevent training and advised that the 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 during 2016/17 and 2017/18. The
CCG continue to monitor compliance for its own employees who require the
WRAP training and provide additional in house training as required.
It was RESOLVED that:
(i)

Members supported and approved the content of the report

17/169 The Health of Looked after Children Annual Report 2016/17
Mandy Sheffield and Hannah McGinty presented this annual report noting that
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.
The trend in the number of children being looked after by local authorities is
rising, both nationally and locally. As of 31 March 2017 there were 521
children under care of Wakefield local authority. Throughout the year, there
were 703 Wakefield children referred to the looked after children team and
seen by the service. 189 were placed out of Wakefield District and 252
looked after children from other local authorities are in care placements in
Wakefield District.
A discussion followed regarding health assessments and it was noted that
health assessments for children placed in out of area placements are
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commissioned via a Service Level Agreement and are paid at standard tariff.
23 initial health assessments were completed out of the Wakefield area.
In the year ending 31 March 2017, 152 initial health assessments were
undertaken in the Wakefield area with 8 children being discharged without
requiring initial assessment. The LAC health team prepares a monthly report
on the number of initial and review health assessments undertaken and also
highlights whether the assessments were completed within timescales.
A concern was raised that some Local Authorities refuse to undertake health
assessments for children out of area. Hannah McGinty advised that this was
a national issue. It was agreed that this issue will be discussed further
outside of the meeting.
Dr Phillip Earnshaw declared an interest as his GP practices are across two
areas which presents difficulties dealing with different Local Authorities.
Mandy Sheffield commented that the relationships of health visitors across
boundaries are key to supporting the health assessment process.
It was RESOLVED that:
(i)

Members noted the content of the report

17/170 NHS Wakefield CCG Committee Terms of Reference
Ruth Unwin presented this paper advising that it is good governance practice
for committee terms of reference to be reviewed on a regular basis, this will
help to ensure that they remain up to date and fit for purpose.
During September and October 2017 the Integrated Governance Committee,
Clinical Cabinet, Audit Committee, Probity Committee and Connecting Care
Executive have all considered and reviewed theirs terms of reference.
The revised terms of reference are presented to the Governing Body for
approval, with changes highlighted for ease of reference. Ruth advised of
one further amendment regarding the Integrated Governance Committee.
When an urgent matter arises between meetings it will be the responsibility of
the Chair of the Committee and the Chief Finance Officer to agree a decision,
this will then be minuted at the following meeting.
It was RESOLVED that:
(i)

Members approved the proposed changes to the Terms of Reference of
Committees

17/171 Integrated Quality and Performance Summary Report
Natalie Tolson attended the meeting to present this report providing a high
level overview of performance and quality in two sections; acute
commissioning (MYHT) and place based reporting (Wakefield CCG).
Natalie advised that MYHT and the CCG are underperforming in the following
performance domains; access to cancer diagnosis and treatment; step
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change in the productivity of elective care; access to the highest quality
urgent and emergency care; system wide quality measures and citizen
participation and empowerment. The CCG is also underperforming in the
additional performance domain of Mental health service transformation.
6 week diagnostic performance – performance against endoscopy services
has significantly improved with gastroscopy and colonoscopy achieving the
target for the first time since October 2016. The number of patients waiting
over 6 weeks continues to decrease month on month. The Trust has
achieved this by increasing resources and working with community providers
to transfer patients who could be seen in the community.
Referral to Treatment – the CCG achieved 86.5% against the 92% standard,
a slight improvement. Unfortunately a 52 week breach was reported in
September against a Wakefield patient at Doncaster and Bassetlaw Trust. A
Root Cause Analysis is being undertaken and findings will be shared in due
course. A breach notice was issued.
MYHT – the Trust continues to achieve the performance target in four
specialities; neurology; general medicine; geriatric medicine and cardiology.
The specialities with the highest volume of patients waiting over 18 weeks are
ENT, Oral Surgery and Ophthalmology.
MYHT continues to implement the actions of the outpatient improvement plan.
These actions have collectively reduced the size by nearly 5000 over the last
12 months and the 18 week backlog continues to reduce month on month.
Cancer Waiting Times – the CCG achieved 6 of the 9 Cancer Waiting Times
national standards at the end of September. The Trust achieved 7 of the 8
Cancer Waiting Times Standards including the 62 days wait from an urgent
GP referral. The Trust failed to achieve the 31 days target. The reasons for
the breaches were due to the complexity of patient pathways, theatre capacity
issues and late referrals into the pathway. The Trust continues to undergo
weekly reviews of the Cancer Waiting Times action plan.
Urgent Care – the Trust continues to underperform on this target, waiting for a
bed is a key driver behind the underperformance. To improve performance
the Trust have implemented their ‘winter room’ from 10.00 am to 10.00 pm 7
days a week. There has been a significant improvement in A&E performance
during November which is reporting at just under 92%. Also in place to
improve patients’ access to urgent care is the extended access to primary
care on an evening and at the weekend. Wakefield Walk in Centre is now
open 10.00 am to 10.00 pm, 7 days a week.
A&E handover performance has decreased from 92% to 88% in September.
The CCG have sought assurance from the Trust that the actions in place are
still effective.
MYHT Mortality – mortality rates have reduced over the past six months to
within expected rates. Palliative care coding has improved to be comparable
to other Trusts and this has contributed to the reduction.
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A discussion followed and it was suggested that a report is presented at a
future Governing Body meeting regarding the results of the GP practice
survey now published. It was noted that some intensive work is ongoing to
provide support to particular practices.
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.
17/172 Finance Report Month 7 - 2017/18
Andrew Pepper presented this report confirming that 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 section.
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). The main areas of gross
adverse forecast out-turn are MYHT £10.4m and QIPP Delivery £6.8m. This
is offset in part by under trades 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 to undertake a
detailed financial review and North East Commissioning Support to complete
a QIPP Progress Report.
It was noted that the adverse forecast position on MYHT has improved slightly
at month 7. The main overtrades are listed within the report. The weekly
contract meetings have identified a number of high priority issues which are
now being investigated and there is to be a further review of Short Stay
Emergency Admissions and a revised regional approach to Sepsis coding.
It was noted that there is significant risk in the West Yorkshire and Harrogate
Sustainability Transformation Plan (STP) system and consideration should be
given to how the CCG can support other CCGs in the system. Jo Webster
suggested that GP members of the Governing Body could consider how they
could influence and support the STP.
Jo Webster referred to the unpaid invoices detailed in the report that are
showing as ‘on hold’. Andrew Pepper confirmed that discussions are taking
place with the Local Authority regarding these invoices and once further
information is available Andrew Pepper will escalate the issue as appropriate.
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It was RESOLVED that:
(i)

Members noted the content of the report and the deteriorating financial
position

17/173 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 27
July 2017
17/174 Minutes of Integrated Governance Committee
The minutes from the Integrated Governance Committee were presented.
It was RESOLVED that:
(i)

Members noted the minutes of the Integrated Governance Committee
meetings held on 17 August and 21 September 2017

17/175 Minutes of Clinical Cabinet
The minutes from Clinical Cabinet were presented. It was noted that a
declaration of interest of the GPs present should have been included in the
minutes of the August meeting in relation to GP Out of Hours.
It was RESOLVED that:
(i)

Members noted the minutes of the Clinical Cabinet meetings held on
24 August and 28 September 2017

17/176 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 14 September 2017

17/177 Minutes of Probity Committee
The minutes from Probity Committee were presented.
It was RESOLVED that:
(i)

Members noted the minutes of the Probity Committee meetings held on
25 July and 28 September 2017
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17/178 West Yorkshire and Harrogate Joint Committee of CCGs
The minutes from West Yorkshire and Harrogate Joint Committee of CCGs
were presented.
It was RESOLVED that:
(i)

Members noted the minutes of the West Yorkshire and Harrogate Joint
Committee of CCGs meeting held on 4 July 2017

17/179 Joint Strategic Commissioning Board (111/999)
The minutes from Joint Strategic Commissioning Board (111/999) were
presented.
It was RESOLVED that:
(i)

Members noted the minutes of the Joint Strategic Commissioning Board
(111/999) meeting held on 8 August 2017

17/180 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 20 July 2017

17/181 Decisions of the Chief Officer
There were no decisions of the Chief Officer to report.
17/182 Any other business
There was no other business.
17/183 Date of next meeting
Tuesday, 14 January 2018, 1pm in the Boardroom, White Rose House
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Agenda item : 5b
NHS Wakefield Clinical Commissioning Group
GOVERNING BODY
BOARD MEETING
Action Points from the Meeting held on Tuesday 14 November 2017
Minute
Topic
No
17/160 MYHT CQC
Inspection
Report
Presentation

Action Required




17/162

Chief Officer
Briefing



Who

Provide further detail to Mr
Hany Lotfallah on the results
of the inspection of the
Maternity & Gynaecology
Service at Pinderfields and
Dewsbury hospitals
Provide update to Jo Pollard
of the discussion following
the presentation to inform
the Quality Summit
scheduled for the end of
November 2017
Discuss the stroke pathways
in primary care

1

David Melia

Date for
Completion
November 2017

Pat Keane

November 2017

Jo Webster/Dr
December 2017
Pravin Jayakumar

Progress
Complete
Information sent to Mr
Hany Lotfallah

Complete

Complete
The CCG has signed
up to the STP
approach to Atrial
Fibrillation. Meetings
have taken place to
progress this with the
Academic Health
Services Network with
a view to commencing
early in 2018.

17/163

Written
Statement of
Action for
Children’s
Autism –
outcome of June
2017 SEND
Inspection

Minute
Topic
No
17/166 Wakefield and
District
Safeguarding
Children Board
Annual Report



Further update to be brought
to future Governing Body
following item being
presented at the Health and
Wellbeing Board

Action Required


Ian Holdsworth

Who
Dr Deborah
Hallottt

Confirm if the GP toolkit has
been circulated to GP
practices

2

March 2018

Date for
Completion
December 2017

Complete
Presented to Health
and Wellbeing Board
November 2017.
Update included in the
Chief Officer Report.
(Paper 8)

Progress
Complete. Toolkit
circulated to all GP
Safeguarding Leads
by Dr Paul Glover,
Named GP for
Safeguarding
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Report Author and Job Jeanette Miller, Senior Engagement Manager
Title:
Responsible Clinical
Stephen Hardy, Lay Member Patient & Public Involvement
Lead:
Sandra Cheseldine, Lay Member Equality & Diversity
Responsible
Ruth Unwin, Associate Director of Corporate Affairs
Governing Board
Executive Lead:
Recommendation:
It is recommended that members of the Governing Body discuss the Strategy and approve
and support the direction and actions within it.
Executive Summary:



This Strategy replaces the one developed in 2013. It will remain a live document, being
updated as new developments and opportunities arise.
It outlines the How, When, What and Who of communications, engagement and
equality.

Link to overarching
principles from the
strategic plan:

Outcome of Integrated
Impact Assessment
completed (IIA)

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

Not applicable



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

The document describes arrangements for engagement with key
stakeholders

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

All members of the communications, engagement and equality
teams
Equality and Engagement Lay Members
PIPEC
PPG Network
Equality Health Panel
Representatives from partners have been given the opportunity
to comment and have done so.

Previously presented at
committee / governing
body:

Not applicable

Reference document(s) /
enclosures:

https://www.england.nhs.uk/wp-content/uploads/2017/05/patientand-public-participation-guidance.pdf

Not applicable

https://www.gov.uk/government/publications/the-nhsconstitution-for-england/the-nhs-constitution-for-england

Risk Assessment:

https://www.gov.uk/guidance/equality-act-2010-guidance
The Strategy will support the CCG to fulfil its statutory duty to
ensure effective communications and engagement with the
public and stakeholders.
The CCG is required as part of its constitution to review its
Equality Objectives at least every four years.

Finance/ resource
implications:

Not applicable

Communications, Engagement &
Equality Strategy 2018

Welcome
We are proud of the great work that the CCG does to make sure the
public have a voice in what we do. We will always seek to improve and
to work in new ways so that we communicate with and hear all the
voices of the diverse communities of Wakefield District. We hope this
interactive strategy assures you of this and brings to life the standards
we will work to.
Sandra Cheseldine
Lay Member, Equality and Diversity
Stephen Hardy
Lay Member, Patient and Public Involvement

Contents
•
•
•
•
•
•
•
•
•
•
•
•

Introduction
The population of Wakefield
What are our key priorities?
What we must do
What are the standards we will work to?
How will we ensure involvement in our business?
How will we ensure the public have a voice in change?
Who helps to make sure we communicate and engage?
How will the success of the strategy be measured (accountability)?
How can we help colleagues & partners?
Who helps us to engage and communicate?
Are there other useful resources?

Introduction
NHS Wakefield CCG aims “to commission quality services that will
improve local patients’ experiences of care and improve their health.
To do this, we want to involve and listen to patients, practices and staff
when altering or designing our services.
We will work with partner organisations, making sure we put patients at
the heart of everything we do.”
Our Communication, Engagement and Equality Strategy will describe
how we will communicate with, listen to and make sure that all views
are heard across Wakefield District, from individuals, communities and
our staff and partners.
The strategy informs how we work, what people can expect from us
and how this will make a difference to Wakefield’s Health and
Wellbeing priorities. The strategy will be understandable and
meaningful.

Population & inequalities
Out of 10 people in Wakefield how many are…
Overweight
70%
England 64%

Inactive

34%

England 28%

Smokers

23%

England 18%
Wakefield Public Health

Children in low income families
Wakefield 21%
National 20%

Life expectancy
Wakefield men 78 yrs, women 82 yrs
Nationally men 79 yrs, women 83 yrs

Disability - Households with a disabled person in
poverty
Wakefield 50%
Nationally 31%

Our priorities

We know that people in Wakefield District are affected by health inequalities.
This means that their health is often worse than other people living in the
same population, this can be for many different reasons – poverty, housing,
employment, lifestyle. We want to make sure the work we do reduces
health inequalities and improves quality of life.
We will do this by focusing on preventing people getting ill and by improving
health, working in partnership with the council, health providers, local
community groups and the public.

What we must do
NHS Act 2006 (amended 2012) states that CCGs must make
arrangements to involve relevant individuals in:
 planning
 development and consideration of proposals
 and decisions they make.
NHS Constitution states CCGs must:
 provide information and support needed for people to influence and
scrutinise the planning and delivery of NHS services
 work in partnership with individuals, families, carers and
representatives
 encourage and welcome feedback on health and care experiences
and use this to improve services

What we must do
The Equality Act 2010 brought together previous equality law, and
protects people against discrimination, harassment and victimisation.
The Public Sector Equality Duty (PSED) this part of the Equality Act
requires public bodies to improve equality for communities and their staff.
The CCG also has a duty under the Health and Social Care Act 2012 to
reduce inequalities between patients in access to health services and the
outcomes achieved and to report on their progress

What are our standards?
We will:
•
•
•
•
•
•
•
•

Ask people what they think, listen to what they say and give them feedback
about what we do. Talk to a representative sample of the community
Use different formats and clear, appropriate language to ensure accessible,
consistent communication
Nurture good relationships and trust by being open, honest and accountable
Be timely, targeted and proportionate in how we communicate and engage
Make sure that communications, engagement and equality are everyone’s
responsibility – staff, public and partners
Use resources to well to make sure we get the most out of what we have
Support member practices and our providers to deliver these values
Review and evaluate our work

To find out how we have been doing our reports are here

Involvement at all stages
of CCG business

Who helps to make sure
we communicate and listen?
Public Involvement & Patient Experience Committee (PIPEC)
Patient and voluntary and community sector (VCS) group representatives
who assure governance of our work, including communications,
engagement and equality. They link to the Governing Body and our
Integrated Governance Committee.
Patient Participation Group (PPG) Network and individual PPGs
Members of Practice PPGs come together learning, sharing and
networking with us. They tell us what is happening locally.
Wakefield Equality Health Panel
People from diverse groups meet, as members or reps from VCS groups,
to support us on our equality work, like the equality delivery system, the
accessible information standard and local projects, like engagements and
equality impact assessments.

How will the success of
our work be measured?
This strategy has been developed alongside colleagues, partners and patients.
Below shows the groups that will make sure we do what we have said in the
strategy and the ways this can be measured. The strategy will remain a working
document open to new development and ideas.
Accountability
• Lay member involvement
• PIPEC, PRG Network and Equality
Health Panel
• Integrated Governance Committee
& Governing Body
• Quality Intelligence Group
• Healthwatch
• Overview & Scrutiny Committee
• Annual General Meeting

Methods
• Improvement & Assessment Framework
• Annual Report
• Equality Delivery System Report
• Workforce Race Equality System
• Public Sector Equality Duty Report
• Annual Engagement Report
• Quarterly Patient Experience Reports
• Evaluation of projects
• External specialist assurance
• Debriefing & peer review
• Audit
• Equality reviews for representation & themes

How can we help
colleagues & partners?
Dedicated team with skills & expertise
•
•
•
•
•
•
•
•

Facilitation
Building relationships
Engagement advice and
guidance
Questionnaire development
Driving equality internally
Equality and Diversity training
Equality advice and guidance
Accessibility and
communication needs

•
•
•
•
•

Writing
Editing
Web development
Social media
Project
management
• Media
management
• Event management

Who helps us to engage
and communicate?
Key partnerships:
• Healthwatch Wakefield
• Community Engagement Partnership
• Equality & Cohesion Group
• Connecting Care Communications Group
• Local Councillors
• GPs
• West Yorkshire & Harrogate Sustainability and Transformation
Partnership (STP) Communication and Engagement Group
• West Yorkshire Engagement Network
• Yorkshire and Humber Equality Leads Network

Useful resources
•
•

•
•
•
•
•
•
•

NHS Wakefield CCG website – Get Involved:
https://www.wakefieldccg.nhs.uk/home/patient-in-wakefield/get-involved/
NHS Wakefield CCG website - Equality & Diversity:
https://www.wakefieldccg.nhs.uk/home/patient-in-wakefield/what-we-do/publicdocuments/equality-and-diversity/
Connecting Care website: https://connectingcarewakefield.org/
Joint Strategic Needs Assessment: http://www.wakefieldjsna.co.uk/jsna-data/phact/
NHS England – Get involved: https://www.england.nhs.uk/participation/
NHS England – Bite sized guides:
https://www.england.nhs.uk/ourwork/insight/insight-resources/
NHS England - Equalities & Health Inequalities Hub:
https://www.england.nhs.uk/about/equality/equality-hub/
NHS England - Accessible Information Standard:
https://www.england.nhs.uk/ourwork/accessibleinfo/
NHS England – Equality and Diversity: https://www.england.nhs.uk/about/equality/
If you have any queries, comments or suggestions
about this strategy please contact us on: 01924
317654 or contactus@wakefieldccg.nhs.uk

Title of
meeting:

Governing Body

Date of
Meeting:

16 January 2018

Paper Title:

Chief Officer Briefing

Purpose (this
paper is for):

Decision

Agenda
Item:

Discussion

8

Public/Private Section:

Public
Private
N/A

Assurance

Information



Report Author and Job Ruth Unwin, Associate Director of Corporate Affairs
Title:
Responsible Clinical
Dr Phillip Earnshaw, Chair
Lead:
Responsible
Jo Webster, Chief Officer
Governing Board
Executive Lead:
Recommendation:


To note the content for information and support on-going developments outlined in
the content of the report.
 To agree the CCG’s approach to supporting development of the MOU
 To note the arrangements for the Director of Public Health representation on the
Governing Body
Executive Summary:
The report covers







Director of Public Health
Health and Wellbeing Board
Operational pressures
Pontefract Urgent Treatment Centre
MOU for Healthy Futures
Improving Ambulance Services; changes to quality and performance monitoring
arrangements
 SEND written statement of action
 Confederation visit to the Connecting Care programme
 Meeting the Challenge – update on post project evaluation
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 Impact
Assessments completed
(e.g. Quality IA or
Equality IA)
Outline public
engagement – clinical,
stakeholder and
public/patient:
Assurance departments/
organisations who will
be affected have been
consulted:
Previously presented at
committee / governing
body:

Not applicable

Reference document(s) /
enclosures:

Appendix A – West Yorkshire & Harrogate STP letter




Not applicable

CCG Leadership Team

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

Appendix B – Improving Ambulance Service
Risk Assessment:

Not applicable

Finance/ resource
implications:

Not applicable
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Director of Public Health
Andrew Furber has formally resigned from the Governing Body following his
appointment as Centre Director for Yorkshire and the Humber for Public Health
England.
Anna Hartley will be formally acting as Director of Public Health for Wakefield for six
months and will join the Governing Body in this capacity.
Health and Wellbeing Board in January
The following items are due to be discussed at the next Health and Wellbeing Board
on January 25th 2018:







West Yorkshire and Harrogate Sustainability and Transformation Partnership
update (including a report about the Cancer Alliance)
Refresh of the Wakefield Health and Wellbeing Plan
Public Health Annual Report
Domestic Abuse
Wakefield District Safeguarding Children’s Annual Report
Wakefield District Safeguarding Adult’s Annual Report

System pressures
As usual at this time of the year, the health and care system is facing significant
challenges, which have been widely reported on national and local news. The
situation is always made worse when weekends are immediately followed by a Bank
Holiday. Part of the reason may be that people do not seek medical help as soon as
they need to because they think services will not be available, which results in them
becoming more acutely unwell.
In Wakefield all services have been under pressure due to the number of people
needing care. Pinderfields Hospital, in particular, has been seeing a significant
increase in the number of patients attending A&E, high numbers of people needing
to be admitted to hospital, especially older people with multiple conditions and
respiratory illness, which often means people need to stay in hospital for longer
periods of time. As a result, people have experienced longer than usual waits in A&E
and extra capacity beds have been opened up. Pressures have also impacted
across the system, affecting ambulance response and transfer times and
attendances in primary care.
The Winter Plan involves the whole health and social care system and community
and social care staff have been supporting the system in a number of ways,
including providing extra capacity to care for hospital inpatients and working to get
people out of hospital – either to their own home or to an alternative care setting - as
quickly as possible as soon as they are well enough.
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Extra resources were made available by NHS England at the end of December and
are being used to fund a range of initiatives, including buying extra capacity in
nursing homes so that people who cannot return home straight from hospital can
receive appropriate care.
Part of the winter plan is also to scale back on routine, non-urgent appointments and
operations during the winter months where doing so would enable staff and beds to
be prioritised for urgent patients. The advice from NHS England is that hospitals
should plan for this to continue throughout January. (This does not affect patients
requiring surgery for cancer or other urgent reasons).
Pontefract Urgent Treatment Centre
Plans are progressing to change the designation of urgent care services at
Pontefract Hospital to an Urgent Treatment Centre by April this year. Over the
coming months, the main focus will be on communicating to the public through direct
engagement, written publicity, media and social media to raise awareness of the
type of conditions that can be treated at Pontefract and encouraging people from
right across the district to see the Urgent Treatment Centre as an integral part of the
overall provision of urgent and out of hours’ health care.
MOU for Healthy Futures
The West Yorkshire and Harrogate Sustainability and Transformation Partnership is
proposing to develop a Memorandum of Understanding (MoU) to strengthen joint
working arrangements and to support the next stage of development. This MoU will
build on existing partnership arrangements to establish more robust mutual
accountability and break down barriers between the separate organisations.
The process to develop the MOU is now underway. It is being guided by an editorial
group representing all sectors of the partnership to ensure that the full range of
perspectives is considered and that the agreement is genuinely co-produced.
Governing bodies of all of the constituent organisations are being encouraged to
help shape the MOU with a view to developing an agreement by March 2018.
The Governing Body will need to agree how it will contribute to the development of
the MOU. A copy of the letter from Rob Webster, WY&H STP lead is attached.
(Appendix A)
Changes to the way performance and quality of ambulance services are
measured
Recent work has been taking place nationally to develop a consistent framework for
monitoring performance of ambulance services. The Secretary of State for Health
agreed changes to the way ambulance services prioritise work and how performance
is measured in July 2017. These changes started to be measured by the Yorkshire
Ambulance Service from September 2017. A briefing paper setting out the changes
is attached. (Appendix B)
SEND Written Statement of Action Update
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In November 2017 Wakefield submitted our Written Statement of Action to Ofsted
and CQC following CCE and Wakefield CCG Governing Body approval of this in
early November 2017. Both the local authority and Wakefield CCG received a
response on the 6th December 2017 to confirm that our Written Statement of Action
is fit for purpose from CQC/Ofsted.
On 4 January 2018 our system held a Quarter 2 monitoring meeting with the
nominated Inspection Advisors from NHSE/DFE and went through a detailed
progress update report against the actions outlined in our Written Statement of
Action. The monitoring meeting was positive and the system worked well to pull
together the information that was needed for the monitoring meeting which included
December 2017 data. The Inspection Advisors shared the monitoring meeting was
comprehensive, that good progress was underway and that they did not foresee any
issues with outcome of the quarter 4 meeting if this positive progress continued.
Wakefield were also invited by Inspection Advisors to participate in a learning from
inspections event to support other systems preparing for SEND inspection and
informally this has already commenced as WCCG colleagues have been part of a
peer review team supporting Bradford and Rotherham have recently asked for
support too from WMDC.
Good progress is being made on reducing the number of children and young people
waiting for ASD assessments, the latest position is that 51 assessments took place
in December 2017, the number of young people waiting for assessment is now
reduced to 337 young people and the longest wait is 1 year and 15 weeks. The
position in June 2017 was that we had 614 children and young people awaiting
assessment and at that time the longest wait was 1 year and 49 weeks.
NHS Confederation Visit to the Connecting Care Programme
On Thursday 11th January, the Connecting Care programme hosted a visit from
NHS Confederation members to share our learnings from our two vanguard
programmes. The visit included national attendees from other New Models of Care
sites, Macmillan Cancer Support colleagues, a representative of Lord Philip Hunt
and NHS England.
The event began with a site visit to a local WDH Independent Living Scheme, where
attendees were able to participate in a Portrait of a Life session with tenants and
staff of the scheme, to learn more about the use of holistic assessments within our
Wakefield care home vanguard model. The rest of the visit was hosted at Wakefield
Hospice, and was opened by Jo Webster who introduced Wakefield and our vision
for integrating care. Further presentations followed from system leaders including
Anna Hartley, who set a general overview of health and social care issues in
Wakefield, and followed by Melanie Brown who shared our vision for the future and
prompted a round-table discussion amongst visitors and local colleagues, focusing
on topics such as prevention, public engagement and investing in Housing
partnerships across system.
Colleagues from across our MCP and Enhanced Health in Care Home Vanguards
held workshops in the afternoon, which focused on each individual vanguard, the
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programmes and pilot projects within the vanguards, and the learnings and
outcomes of each vanguard. The visit was finished by a session on the “Future of
New Care Models in Wakefield” which featured guest speakers Ashley Moore, NHS
England, and Ian Holmes, Director West Yorkshire and Harrogate STP, who
discussed the evolution of New Care Models locally.

Meeting the Challenge – update on post project evaluation
Meeting the Challenge was an ambitious plan to transform community and primary
care, reconfigure acute services and provide the local population with timely access
to world class healthcare. It was a programme created to recognise the need to work
differently across hospital teams, primary and social care, in order to ensure that
patients are able to leave the hospital as soon as they no longer require acute
hospital care and to ensure system sustainability.
This investment would ensure increased efficiency in both hospital and community
services which would be achieved by reducing duplication, optimising use of
resources and ensuring people are cared for in the most appropriate setting by the
most appropriate clinical team.
Meeting the Challenge – of which the reconfiguration of hospital services was a key
component - is now coming to an end and a closure document is being developed to
submit to Governing Bodies for both Wakefield and North Kirklees as well as to The
Mid Yorkshire Hospitals NHS Trust Board. The document will provide qualitative and
quantitative evidence and data to corroborate how the project was managed and
implemented together with evidence of whether the original objectives of the
programme were delivered and how it has changed care within MYHT.

Jo Webster
Chief Officer
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Appendix A

To:

Council Leaders and Local Authority Chief Executives
Chairs of Health and Wellbeing Boards
Chairs of Health Overview and Scrutiny Committees
Chairs and Chief Executives of NHS Trusts and NHS Foundation Trusts
Chairs and Accountable Officers of CCG Governing Bodies
(sent via email)
20 December 2017

Dear Colleagues
West Yorkshire and Harrogate Health and Care Partnership – Memorandum of Understanding
I am writing to you to update on the process and seek your support for developing a
Memorandum of Understanding for the West Yorkshire and Harrogate Health and Care
Partnership.
Since the creation of West Yorkshire and Harrogate, Health and Care Partnership in March 2016,
the way we work has been further strengthened by a shared commitment to deliver the best
care and outcomes possible for the 2.6 million people living across our area. Our commitment
remains the same and our goal is simple, we want everyone in West Yorkshire and Harrogate to
have a great start in life, and the support they need to stay healthy and live longer. We are
committed to tackling health inequalities and to improving the lives of the poorest fastest. Our
commitment to an NHS free at the point of delivery remains steadfast, and our response to the
challenges we face is to strengthen our partnerships.
The proposals set out in our plan are firming up into specific actions, backed by investments. This
is being done with the help of our staff and communities, alongside their representatives,
including voluntary, community organisations and local councillors. Our bottom-up approach
means that this is happening at both a local and WY&H level which puts people, not
organisations, at the heart of everything we do.
We have agreed to develop a Memorandum of Understanding (MoU) to strengthen our joint
working arrangements and to support the next stage of development of the WY&H Health and
Care Partnership. This MoU will build on our existing partnership arrangements to establish more
robust mutual accountability and break down barriers between our separate organisations.
The process to develop the MoU is now underway. It is being guided by an editorial group
representing all sectors of our partnership to ensure that the full range of perspectives is
considered and that the agreement is genuinely co-produced. (Details of the members of this
group are attached).
In line with our principles of subsidiarity, openness, transparency and co-production we would
like all boards, governing bodies HWBs and OSCs to have an opportunity to review, scrutinise and
1

help to shape the emerging MoU. The ideal time to do this will be the period between midJanuary and early March 2018, as we aim to finalise the agreement in March 2018 and have it
place from April 2018. You may want to consider whether there is a suitable opportunity during
this period for your board / committee to discuss it. I would be grateful if you could let me know
when you plan to do this.
I trust that your organisation or group will be supportive of the final agreement that we reach as
partners. I am very keen to ensure that we do as much as we can to address any questions or
concerns that you may have about the MoU. I would be grateful if you could let me know how
best we can do this. We will, of course, provide you with briefing and other material to support
your consideration of the draft document. If you would find it helpful, I, or a senior member of
my team, would be happy to come and discuss it with you.
Please let me know if you would like to discuss this or if I can provide any further information to
support you in this process.
Thank you.
Yours sincerely

Rob Webster
West Yorkshire and Harrogate STP Lead
CEO South West Yorkshire Partnership NHS FT

cc:

NHS Trust, NHS Foundation Trusts and CCG Governance leads
Health and Wellbeing Board Secretariats
Health Overview and Scrutiny Officers
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MoU Editorial Group
Name
Anthony Kealy
(Chair)
Emma Fraser
Tony Cooke
Pat Keane
Katherine Roberts
James Drury
Catherine
Thompson
Dr Jason I Broch
Dr Gordon Sinclair
Ian Cameron
Louise Auger
Kathryn Hilliam

Role
Policy Lead
WY&H Mental Health programme
director
Chief Officer, Health Partnerships
Chief Operating Officer
Company Secretary
STP programme lead
Programme director, Elective
Standardisation
GP Chair
GP Chair

Carol Ferguson

Director of Public Health
Director of Delivery, West Yorkshire
Head of Primary Care CoCommissioning
Macmillan Programme Director

Matt Graham

Programme Director

Sara Munro
Stacey Hunter
Nigel Gray
Ian Holmes

Chief Executive
Chief Operating Officer
Chief Officer – System Integration,
Director

Lauren Phillips

Head of Programmes

Jonathan Webb

Finance Lead

Dawn Lawson

Chief Operating Officer

John Holden

Director of Strategy and Integration
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Representing
WY&H Health and Care
Partnership
Bradford District Care Trust
Leeds City Council
NHS Wakefield CCG
Harrogate NHS FT
City of Bradford
NHS England
NHS Leeds North CCG
NHS Leeds West CCG
Leeds
NHS England
NHS England
West Yorkshire and Harrogate
Cancer Alliance
West Yorkshire Association of
Acute Trusts
Leeds & York PFT
Airedale NHS FT
Leeds CCGs
WY&H Health and Care
Partnership
WY&H Health and Care
Partnership
WY&H Health and Care
Partnership
Yorkshire and Humber Academic
Health Science Network
Bradford Hospitals NHS FT

Appendix B
Improving ambulance services: Changes to the way performance and quality
are measured

1. Purpose
The purpose of this paper is to update the Clinical Commissioning Group (CCG)
Governing Body on the recent national work undertaken to improve ambulance
service performance and develop a consistent framework for measurement of
performance.
2. Executive summary
Following an extensive review of the way ambulance services in England assess 999
calls and allocate a response, in July 2017 the Secretary of State for Health
approved a number of changes to the way ambulance services prioritise their work
and their performance is measured. The changes made are designed to ensure:





The sickest patients receive the fastest response
Patients get the response they need first time, and in a timeframe that is
appropriate for their condition
Resources are spread more equally amongst all patients contacting the
ambulance service and waits are reduced
That people living in rural areas receive a more equitable response

These changes started being measured by the Yorkshire Ambulance Service (YAS)
from 1 September 2017.
3. Background
Since the 1974, ambulance services across the UK have been assessed on their
ability to achieve time based response times and meet various clinical quality
indicators. This was borne out of a belief that the quicker someone was seen and/or
taken to hospital the better the outcome. Over time a number of factors have
changed that thinking:





The training, clinical education and development of the ambulance workforce has
improved meaning greater capability to treat on scene rather than convey to
hospital.
Patients would prefer to be treated on scene where this is appropriate and
clinically safe.
Clinical effectiveness has improved. Whilst some people dialling 999 will still
need immediate treatment, for example to stem blood loss and others with
serious conditions will need treatment in an acute care setting e.g. stroke patients
1
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others some can be managed safely and to a high standard of care without
conveyance to hospital.
The nature of the reasons people dial 999 for has changed over time due to the
aging UK population and the availability of alternative services e.g. NHS 111.
Many 999 calls now relate to urgent care for people with long term conditions
rather than life threatening emergencies.

In addition, emergency ambulance providers have themselves found the historic
service standards have distorted behaviour. This can include:


Dispatching resources to a 999 call, on blue lights and sirens, before it has been
determined what the problem is, and whether an ambulance is actually required.



Dispatching multiple ambulance vehicles to the same patient, on blue lights and
sirens, and then standing down the vehicles least likely to arrive first.



Diverting ambulance vehicles from one call to another repeatedly, so that
ambulance clinicians are chasing time standards rather than focussing on
patients care needs.



Using a ‘fast response car’ to ‘stop the clock’, when this unit may provide little
clinical value to the patient (e.g. stroke patient), who then has to wait a long time
for a conveying ambulance to arrive.



Patients receiving very long waits for lower priority (green) calls that nevertheless
need assessment and conveyance to hospital, and some of which concern time
sensitive problems

4. Development process
As part of the review of urgent and emergency care led by Sir Bruce Keogh,
http://www.nhs.uk/NHSEngland/keogh-review/Documents/UECR.Ph1Report.FV.pdf
a service improvement programme called the Ambulance Response Programme
(ARP) was designed around three overarching improvement objectives:




Prioritising the sickest patients to ensure they receive the fastest response.
Driving clinically and operationally efficient behaviours, so the patient receives
the response they need first time and in a clinically appropriate timeframe.
Reducing long waits by ensuring resources are distributed more equitably
amongst patients

The ARP established a number of working groups that looked at:
4.1 Despatch on Disposition (DoD)
2
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Ambulance trusts felt that the existing national target of 60 seconds to triage and
dispatch a resource wasn’t enough time to do this effectively. Pilots were established
within a small number of ambulance trusts to allow them longer to determine the
nature of the call before deciding to despatch a response. The changes were piloted
and evaluated and gradually expanded to a larger number of ambulance services.
The objectives were:
•
•
•
•
•
•

Better responses to Red1 incidents: faster dispatch to the most critical calls.
Ensure resources more available (through less multiple dispatches to single
incidents) to respond to life threatening immediate calls.
Dispatch of the most clinically appropriate resource (single-crew, double-crew,
local responder) to patients by taking a little more time to triage the call.
Increase ‘Hear & Treat’ during the call – no ambulance is dispatched if
inappropriate.
Increase ‘See & Treat’ on scene with no conveyance from scene of incident.
Improve speed of conveyance for patients for whom time of conveyance is critical
e.g. cardiac and stroke patients.

4.2 Coding changes
ARP also looked at how 999 calls were coded once received. The coding
determines the priority of response. Traditionally calls were allocated a response
code: red, amber or green and an associated response timeframe.
The working group found the coding model used was no longer for purpose with
many calls being coded ‘higher’ than was necessary. Work was undertaken to review
the data and reach consensus as to which codes (presenting clinical conditions)
could be moved safely to a different response category. These codes were tested
with an external reference group, including patient representatives and other
stakeholders.
5.0 Evaluation of pilots
The ARP development work was overseen by a group of leaders (including
commissioners) working in the field and was monitored for safety and evaluated on a
regular basis.
Early on NHS England identified Sheffield university as an academic partner to
conduct a thorough evaluation. The University of Sheffield published their final report
in July 2017 and it can be found at:
https://www.england.nhs.uk/wp-content/uploads/2017/07/ARPReport_Final.pdf
In summary, the main findings of the ARP are that:


Giving call handlers more time to assess a call is beneficial
3
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The most urgent emergency calls do not receive a slower response when call
handlers have this extra time available
The ambulance service becomes more efficient, and there are less long waits for
an ambulance to arrive
Patients in rural areas get a response more like urban areas
In over 14 million 999 calls analysed no patient came to harm as a result of the
ARP
Ambulance staff acknowledge that the changes are beneficial to patients and to
staff. They said:
o Additional time for call assessment is a positive step;
o Workload management is clearer for the people who allocate and send
ambulance vehicles. This helps them to prioritise the sickest patients;
o Ambulance crews in rapid response cars feel they are sent to more
appropriate patients;
o There are fewer “stand downs”, where vehicles are cancelled before arrival;
o Fewer stand downs are better for public safety as there are fewer ambulance
vehicles travelling at high speeds on the roads.
o ambulance services are better able to manage their workload, and are less
vulnerable to peaks in demand.
o Staff recognise that the changes are designed to be more focused on patients
than simply chasing a time target. This leads to staff being more satisfied that
they are doing the right thing for patients.

6.0 New ambulance performance and clinical quality measures
On 13th July 2017 the Secretary of State for Health accepted five recommendations:







That DoD is adopted as a permanent change in England.
That all ambulance services adopt the three pre-triage questions. The early
identification of potential cardiac arrest patients should be introduced as a new
ambulance performance indicator.
That the new clinical prioritisation set is adopted permanently in England.
That the current ambulance performance indicators are replaced, and that a 90th
centile response time standard is adopted in England.
That a new updated and expanded programme of Clinical Quality Indicators
(CQIs) be introduced in England.

999 calls will be prioritised into one of four new categories:
–Category 1 (Purple) – Life threatening
–Category 2 (Amber) – Emergency
–Category 3 (Yellow) – Urgent
–Category 4 (Green) – Less Urgent
4
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ARP sets the bar at 90%, rather than 75%, so 9 in 10 patients have to hit the target
in order to meet the standard. Measurement will be around the mean, rather than
median response times, so every single patient counts towards the time target.
A time standard will apply to every patient to whom a vehicle is sent. Apart from the
most urgent cases (Cat 1), when a patient needs to be transported only the arrival of
the conveying ambulance will ‘stop the clock’. This aims to reduce long waits for both
a response and a transporting vehicle.
NHS England will also be introducing a new set of Ambulance Quality Indicators
(AQIs) to measure the time between the 999 call and receiving life-saving treatment
for heart attack and stroke, as well as cardiac arrest survival. These will be followed
by new measures for patients with sepsis, and people who have fallen and are still
on the floor.
New AQIs will include reporting of data across the patient pathway as ambulance
Trusts begin to utilise national outcome databases. Reporting will move to a
quarterly schedule to better monitor trends ahead of full publication in April 2018 due
to the preparatory work required for a new stroke indicator. The STEMI and Cardiac
Arrest outcome data, which are unchanged, will be available ahead of this.
The new quality indicators include revised and standardised definitions for “Hear and
Treat” and “See and Treat” which will impact on reporting of these two interventions.
The revised quality indicators are being adopted by ambulance trusts as they move
to the ARP system during the period July to November 2017. During this period there
will be two sets of national standards in place and ambulance services will report on
those associated with their operating system; ARP or non-ARP. These two sets are
not comparable.
7.0 Next steps
a. Nationally, the ARP work will continue under the auspices of the Ambulance
Integration Programme (AIP) which has commissioner representation. New
Ambulance
System
Indicators
have
been
published
https://www.england.nhs.uk/statistics/wpcontent/uploads/sites/2/2013/04/20170811-Ambulance-System-Indicators.docx
and a full suite of ambulance reporting can be found at
https://www.england.nhs.uk/statistics/statistical-work-areas/ambulance-qualityindicators/
b. NHS England has updated the NHS Constitution to accommodate the changes to
the
way
ambulance
performance
is
measured
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https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/64
2390/NHS_constitution_addendum_September_2017.pdf
and confirmed that ambulance trusts must not have financial sanctions directly
applied in 2017-19 for non-delivery of the new performance standards.
c. YAS have indicated to commissioners that they are in the process of undertaking
an impact assessment of the new changes. YAS commissioners have similarly
indicated that they wish to receive a trajectory for performance for 2018-19
against all the new categories.
d. Commissioners and YAS remain in dialogue regarding agreement of a contract
variation embedding the new standards into the YAS 999 contract.
e. Nationally, ambulance commissioners will continue to encourage NHS England to
review the four national ambulance currencies to bring them into line with the new
standards.
f. At a Y&H level performance against the new measures will be monitored, as now,
through the 999 Contract Management Board which has representation from the
coordinating commissioner and Sustainability and Transformation Partnership
(STP)/ Accountable Care System (ACS) sub regions. Y&H CCGs are sent
performance updates on a weekly basis with a more detailed report being made
available monthly.
g. Over the next few months further engagement with Y&H CCGs/STPs/ACS will be
undertaken regarding the ARP changes. This will happen at two levels:
h. YAS and a 999 coordinating commissioner representative will attend will attend
STP/ACS meetings to discuss the changes.
i. A workshop for CCG Business Intelligence leads/ CCG Directors of Performance
will be held in each of the STP/ACS sub regions in January/February 2018 to
discuss in detail the ARP changes and to inform the narrative within CCG
Governing Body Board reports. These workshops will be supported by Y&H
CCGs, YAS, Embed Health Consortium and North of England Commissioning
Support.
8.0 Action for Governing Body/Recommendations
The x Governing Body is asked to note the positive outcomes of the ambulance
response programme and the changes to reporting from 1 September 2017.
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Appendix 1 – Ambulance Performance Indicators (Abridged)
Category

National Standard

When does the clock
start?

What stops the clock?

Category 1

Percentage of
calls in this
category
8%

7 minutes mean response time
15 minutes 90th centile response
time

The earliest of:
•The problem is identified
•An ambulance response
is dispatched
•30 seconds from the call
being connected

Category 2

48%

18 minutes mean response time
40 minutes 90th centile response
time

The earliest of:
•The problem is identified
•An ambulance response
is dispatched
•240 seconds from the call
being connected

Category 3

34%

120 minutes 90th centile response
time

The earliest of:
•The problem is identified
•An ambulance response
is dispatched
•240 seconds from the call
being connected

Category 4

10%

180 minutes 90th centile response
time

The earliest of:
•The problem is identified
•An ambulance response
is dispatched
•240 seconds from the call
being connected

The first ambulance servicedispatched emergency responder
arrives at the scene of the incident
(There is an additional Category 1
transport standard to ensure that
these patients also receive early
ambulance transportation)
If a patient is transported by an
emergency vehicle, only the arrival of
the transporting vehicle stops the
clock. If the patient does not need
transport the first ambulance servicedispatched emergency responder
arrives at the scene of the incident
If a patient is transported by an
emergency vehicle, only the arrival of
the transporting vehicle stops the
clock. If the patient does not need
transport the first ambulance servicedispatched emergency responder
arrives at the scene of the incident
Category 4T:
If a patient is transported by an
emergency vehicle, only the arrival of
the transporting vehicle stops the
clock

7
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Coding categories explained:

Identifier
Category 1
Purple

Clock start
Problem identified
Allocation
30 seconds

Response measure
Mean (7 mins)
90th Percentile (15
mins)

Definition

Comment

Time critical life-threatening
event needing immediate
intervention and/or
resuscitation.
Example – Cardiac or
respiratory arrest; airway
obstruction; ineffective
breathing; unconscious
with abnormal or noisy
breathing; hanging.
Mortality rates high, a
difference of one minute in
response time is likely to
affect outcome and there is
evidence to support the
fastest response.

Sub-category of
C1T (transport) will
be monitored with
a view to a future
standard regarding
transport.
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Identifier
Category 2
Amber

Clock start
Allocation
MPDS Code
240 seconds

Response measure

Mean (18 mins)
90th Percentile (40
mins)

Definition

Comment

Potentially serious
conditions (ABCD problem)
that may require rapid
assessment, urgent onscene intervention and/or
urgent transport.
Example – Probable MI,
serious injury, stroke,
sepsis, major burns, fits,
unconscious with normal
breathing.
Mortality rates are lower;
there is evidence to
support early dispatch.
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Identifier

Category 3
yellow

Clock start
Allocation
MPDS Code
240 seconds

Response measure

90th Percentile
mins)

(120

Definition

Comment

Urgent problem (not
immediately lifethreatening) that needs
treatment to relieve
suffering (e.g. pain control)
and transport or
assessment and
management at scene with
referral where needed
within a clinically
appropriate timeframe.
Example – serious injury
modalities without systemic
compromise; burns (not
major); non-emergency late
pregnancy/childbirth
problems; uncomplicated
diabetic
hyper/hypoglycaemia; not
immediately at risk drug
overdoses; non-emergency
injuries; abdominal pain.
Mortality rates are very low
or zero; there is evidence
to support alternative
pathways of care.
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Identifier
Category 4T
(Transport)
GreenT

Clock start
Allocation
MPDS Code
240 seconds

Response measure

90th Percentile (180
mins)

Definition

Comment

Problems that are not
urgent but need
assessment (face to face
or telephone) and possibly
transport within a clinically
appropriate timeframe.
C4T – 999 or 111 calls that
may require a face to face
ambulance clinician
assessment, or requests
for transport by health care
professionals.

Category 4H
(Hear & Treat)
GreenT

C4H – Calls that do not
require an ambulance
response but do require
onward referral or
attendance of nonambulance provider in line
with locally agreed plans or
dispositions, or can be
closed with advice (hear
and treat).
11
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Wakefield Clinical Commissioning Group to deliver an Accountable Care Partnership.

The paper has been developed as a working document to describe the journey towards a
more collaborative approach to commissioning of services to better reduce the three gaps of
health and wellbeing, care and quality and finance and efficiency as a system.
The next step in the journey will be a focus on how health and care commissioners develop a
local vision for health and care and organise themselves accordingly.
The paper proposes a single leadership model designed to support delivery of the six
outcomes in the Health and Wellbeing plan all of which are priority areas both for the Council
and the CCG:
 Radical reduction in hospital admissions leading to reinvestment in ill-health prevention
 A new accountable care system to deliver new models of care
 A collective prevention resource across the health and care sector and the partnerships
responsible for the wider determinants of health
 An expanded Health and Wellbeing Board membership reflective of the wider determinants
 A strong, ambitious, co-owned strategy for ensuring safe and healthy futures for children
 A shift towards allocation of resources based on primary and secondary prevention and the
social determinants of health
Link to overarching
principles from the
strategic plan:

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

Executive Summary
The Governing Body will be aware that through the Healthy Futures programme over the
past 3 months there has been considerable focus on developing our West Yorkshire and
Harrogate ‘accountable care systems’. There is a separate board paper on this agenda
today of the governing body that will discuss this further. ‘Accountable Care System’ (ACS)
is a term being adopted nationally to describe STPs that are moving faster and taking
greater freedoms, funding and support from national bodies, in return for delivery against key
priorities. The Next Steps on the Five Year Forward View signalled a new approach to
integrating care locally, accountable care systems. This approach will move away from the
current commissioner–provider split to introduce:
‘A system in which a group of providers are held jointly accountable (clinically and
financially) for achieving a set of outcomes for a defined population over a period of time and
for an agreed cost under a contractual arrangement with a commissioner’.
An ACS will be an evolved version of an STP that is working as a locally integrated health
system.
The following report describes how Wakefield Clinical Commissioning Group are preparing
ourselves to meet the requirements to have integrated care delivery in place by 2020 and to
meet the requirements of the Five Year Forward View for integrated care at a place level.
The collaborative arrangements with the local authority described in this paper will enable
Wakefield Clinical Commissioning Group to deliver an Accountable Care Partnership.

We are currently in a period of designing the future of health and care in Wakefield and how
we can bring this together to better reduce the three gaps of health and wellbeing, care and
quality and finance and efficiency as a system. We have already begun this journey jointly
under the auspices of the Health and Wellbeing Board through the development of our
Wakefield Health and Wellbeing Plan which describes not only what we intend to do but also
the principles by which we intend to work together as a health and social care system.
The next step to ensure transformation of health and care in Wakefield, is to define how as
organisations we set ourselves up to deliver. It is timely for us to re-energise and renew our
ambition for health and care in Wakefield as the West Yorkshire and Harrogate Health and
Care Partnership begins discussions as to how to develop its relationship both locally and
with national bodies and how to bring about a shift towards far stronger community services.

In addition as the devolution and inclusive growth agenda picks up a pace it is important that
we are clear at a place based level as to what our vision is locally for health and care and
what the offer is at other footprint levels such as West Yorkshire and Harrogate.
A key priority for Wakefield is to improve health and wellbeing and reduce inequality, as set
out in the Wakefield Health and Wellbeing Plan and as tasked in the Five Year Forward
View. In order to do this, community, political and clinical engagement are key and it is
important to prioritise prevention, early intervention/self-management and innovation, which
in Wakefield we have already committed to. Such engagement will allow us to develop
stronger local ownership under our new vision of health and care however, it will be
important for us to have a clear and robust set of governance arrangements to ensure that
there is clarity of roles and responsibilities in the system.
Wakefield district has a strong history of collaborative working between NHS Wakefield
Clinical Commissioning Group, Wakefield Council and with the wider health and care sector.
Joint commissioning and delivery arrangements for mental health and learning disability
services are well-established and integration of general health and social care has
developed at pace in recent years through the introduction of collaborative commissioning
arrangements and development of multi-agency, multi-professional teams delivering personcentred care close to home. In order to move further faster however, we now need to take
the next step on our collaborative journey.
This report describes how as organisations together we can act in an efficient forward
thinking way as an Accountable Care Partnership ensuring a clearer vision for health and
care, which will lead to a credible, locally managed system with transformation resources
used collectively to strengthen our communities. Through a defined strategic leader of health
and care in partnership with the Chief Executive of the Local Authority, we can ensure that
we are working towards a fully integrated health and care system for the Wakefield District.
These integrated commissioning arrangements will be supported within the wider
architecture of the Health and Wellbeing Board. It is proposed that the vehicle of delivery to
support this leadership sits with the New Models of Care Board. This Board will be
accountable for effective collaboration, assurance, oversight and good governance across
the integrated arrangements for health and care between the Council and the CCG.
Recommendations
It is recommended that Cabinet/Governing Body/Health and Wellbeing Board:




Note the strategic case for closer alignment of health and care leadership
Support the development of a single leadership team Health and Care in Wakefield
Support the development of revised governance arrangements to facilitate joint
working
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1.0

Strategic context

1.1

Nationally there is a move towards one commissioning ‘voice’ for place based
populations. Wakefield has made positive progress in tackling ill health and the
strong local tradition of collaborative working provides a solid foundation upon which
to build. However, there remain significant local health and wellbeing challenges
which will require a more coordinated response from both the local authority and the
NHS. These challenges are not achievable on their own and require a collaborative
approach to tackle them, with rising demand for health care meaning that the NHS is
seeing more patients than it has ever done. The Five Year Forward View set the
challenge to reduce the three gaps of health and wellbeing, care and quality and
finance and efficiency and in Wakefield these gaps are considerable:

1.2

Health and Wellbeing Gap
 In 2015, the district was ranked as the 65th most deprived local authority in
England with 40,855 people living in neighbourhoods which were amongst the
top 10% most deprived.
 There are high levels of smoking in the population generally and in pregnancy
and high levels of obesity.
 By 2021 there will be a 20% increase in people aged over 85 living in the district
(80,900)
 We currently have c488 (check figure) children and young people in care.
 27% of our children and young people are living in poverty
 10.2% of the districts households are living in fuel poverty
 In 2016 around 7% of adults in the district are likely to have been a victim of
domestic abuse
 In 2015/16 212 households were accepted as being homeless and in priority
need which is from 181 in the previous year.

1.3

Care and Quality Gap
There continue to be challenges in our health and care system around the quality of
care we provide and how that affects the best outcomes for our patients. We know
there is much to be done in particular to improve the services we offer for some of
our most vulnerable citizens, particularly in the case of those in need of mental health
and learning disabilities services.

1.4

Finance and Efficiency Gap
Local Authorities have been under significant financial pressure since 2010 with core
funding nationally having reduced by the 2020 by £16 billion. This partly explains why
adult social care is under such enormous pressure and looks set to continue to be so
for the considerable future. According to the Association of Directors of Adult Social
Services (ADASS) 2017 budget survey1 and outlined in ‘Adult Social Care Funding –
State of the Nation 2017’, adult social care accounts for a growing proportion of
councils’ total budgets, (for the 152 councils with adult social care responsibilities) –
up from 35.6 per cent in 2016/17 to 36.9 per cent in 2017/18. The survey shows that
councils are protecting adult social care funding, but when they face the challenge of
making significant savings to balance their books, it is impossible for adult social care
to be immune from having to make its own significant contribution to those savings.
This in addition to the challenges the district faces in terms of a growth in population
over 65, places an unprecedented pressure on social care.

1.5

Whilst budgets within the NHS have been protected for many years, the Five Year
Forward View places a clear ask on health and care systems to not only ‘return to
balance’ but to also seek to reduce the finance and efficiency gap. In terms of
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financial allocations for the CCG, they are calculated via formulae which include
consideration to amongst other things deprivation, demographics and health
inequalities. Wakefield receives what is termed as ‘above the target share’ of
national allocation however, as nationally NHS England seeks to redress the share
equally our allocations will return to target over the coming years. By 202/21 the
NHS budget will only have increased by an average of 1.1% a year since 2009/10
compared to an increase of nearly 4% a year since it was established.
1.6

There is strong national and international evidence of the benefits of collaboration
which are in line with the local shared ambition to promote independence and
wellbeing and proactively delay or prevent the need for acute interventions across
the whole health and care sector.

1.7

There has been extensive research into system improvement in Canterbury, New
Zealand, where the programme of integration was rapidly accelerated to respond to
the impact of an earthquake in 2011. Canterbury's integrated health systems
transformation resulted in dramatic and sustained reduction in ED attendances, acute
hospital admissions and length of stay and demonstrates that the improvements in
population health delivered by integrated health systems with high quality out-ofhospital care models are likely to significantly reduce unsustainable demand for
hospital care.

1.8

Evidence is now resoundingly supporting the long held view that health and wellbeing
is not just determined by care alone, but is primarily determined by socio-economic,
environmental and genetic factors. These cannot be resolved solely by primary and
secondary care providers, but require the other partners such as local government,
businesses, higher education providers and other public sector organisations to work
together to implement a ‘health in all policies’ approach.
We have already begun this approach in Wakefield through integrating public health
officers within the regeneration and planning departments in the LA, through our
innovative approach to mental health navigators with WDH and having mental health
clinicians in the 999 control rooms. We have also refreshed membership of our
Health and Wellbeing Board to encompass a more diverse range of partners. The
Local Services Board have identified health and care integration as one of its four
key priorities for the district which it will both support and oversee over the coming
year, ensuring that organisations understand the wider contribution that can be made
to improving health and wellbeing and working with businesses to enable benefits to
health and care from inward investment.

1.9

National direction from both NHS England and the Department for Local Government
is a requirement for integration between health and care services with a mandate set
out in the latest Better Care Fund Guidance for further integration to be implemented
by 2020. The BCF represents a unique collaboration between NHS England,
Department for Communities and Local Government, Department of Health and the
Local Government Association (LGA). The four partners work closely together to help
local areas plan and implement integrated health and social care services across
England, in line with the vision outlined in the NHS Five Year Forward View. One of
the most ambitious programmes ever introduced across the NHS and local
government, the BCF encourages integration by requiring CCGs and local authorities
to enter into pooled budgets arrangements and agree an integrated spending plan.

1.9

Wakefield is in a strong position to advance further its approach to integration with
many advantages such as the co-terminosity between the CCG and the Local
Authority, its strong record of integrated working in particular with the Connecting
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Care and Care Home Vanguards and its good working relationships at all levels. A
shared ambition is articulated at the highest level with one 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 and a desire to build community resilience.
1.10

The Better Care Fund (BCF) is designed to support the new care models and
Wakefield’s approach is to develop a multi-provider 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. As set out in the Local Government Associations ‘Adult
Social Care Funding – State of the Nation 2017’ we now need a new approach that
moves beyond the BCF and allows local areas to agree long-term plans for
integration, which highlights the need for us to advance our collaborative journey.

1.11

The benefits to taking such an approach to having a new structure representative of
both organisations through one lens are many, they include:












Ensure a single commissioning voice for the district
Facilitate collective commissioning based on high trust, low bureaucracy,
openness and transparency
Pool knowledge and skills, enabling talent to be more appropriately deployed
Drive up quality
Enable meaningful self-care, prevention and early intervention
Facilitate integrated service delivery
Enable sharing of expertise and workforce to drive forward commissioning
priorities
Optimise use of financial resources to maximise value for the Wakefield ‘£’
Ensure efficiency programme take into account the wider system and no longer
have unintended consequences for either health or social care
Pool the organisations’ influence to shape national policy and legislation
Utilise the benefits individual organisations bring – eg: local authority access to
capital – to make the whole greater than the sum of the parts

2.0

Governance

2.1

In order to deliver a new approach to health and care in Wakefield we need to
strengthen the governance arrangements, with our work being led strategically by the
Health and Wellbeing Board and the arrangements to carry out its functions sitting
underneath. Whilst we already have some of the governance underneath the Board
to deliver this, we need to take this a step further. In order to do this we need to be
clear about what is best focussed in our place based system and what is best placed
in other footprints such as West Yorkshire and Harrogate.

2.2

The Wakefield Place - Creating person centred co-ordinated care
In Wakefield we have always been clear about the governance arrangements for
setting the strategic vision with the strategic agenda for health, wellbeing and care in
Wakefield being set by the Health and Wellbeing Board membership of which
includes all partner organisations that contribute to the wider determinants of health.
The Health and Wellbeing Board brings together the strategy function and
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commissioning for adults and is exploring opportunities for joint commissioning for
children and families. Constituent organisations are represented by chief
officers/chairs and are able to reach decisions within the authority delegated to them
by their individual organisations.
2.3

Health and Social Care integration is a key priority within the Wakefield Health and
Wellbeing Plan which is one of six place based plans District sitting in the context of
the West Yorkshire and Harrogate Sustainability and Transformation Plan. Our local
plan is derived from the Joint Strategic Needs Assessment (JSNA) and has been
developed collaboratively through the Health and Wellbeing Board also acting as our
Health and Wellbeing Strategy. Our plan sets out an a bottom up approach from our
citizens and neighbourhoods ensuring that people will live longer in better health and
will live full, active and independent lives.

2.4

This single leadership model is designed to support delivery of the six outcomes in
the plan all of which are priority areas both for the Council and the CCG:







Radical reduction in hospital admissions leading to reinvestment in ill-health
prevention
A new accountable care system to deliver new models of care
A collective prevention resource across the health and care sector and the
partnerships responsible for the wider determinants of health
An expanded Health and Wellbeing Board membership reflective of the wider
determinants
A strong, ambitious, co-owned strategy for ensuring safe and healthy futures for
children
A shift towards allocation of resources based on primary and secondary
prevention and the social determinants of health

In addition to this are a set of work streams which will enable delivery of these
outcomes, including a programme around health and care estates linked to the One
Public Estates agenda, a programme of workforce whereby we ensure our collective
workforces in health and care are caring, ambitious and modern in their approach to
improving the wellbeing of the district and a programme driving forward digitalisation
including e-health and how understanding and developing technology can tailor and
personalise services.
2.5

Our plan puts prevention at the heart of all our work with a focus on self-management
pulling together a multitude of partners to ensure a collective approach to population
health management. Our strong and diverse Voluntary and Community Sector play a
large part in this work both at a community and district level and are a key partner in
all our governance arrangements.

2.6

As outlined above, developing a new model of accountable care is a key outcome for
the Health and Wellbeing Board and will be a key enabler to delivering a new model
of integrated out of hospital care. Pioneer status and the Vanguard programmes
provided an impetus for more formal agreements to facilitate joint working and a
formal alliance agreement was signed in 2016 to support the care home vanguard
last year. Cabinet agreed in December 2016 to the local authority entering into a
‘virtual’ multi-specialty community provider (MCP) arrangement and the New Models
of Care Board has been established to take this work forward.

2.7

A committee in common for this work has now been established and is underpinned
by a virtual Alliance Agreement involving 12 organisations, including the 38 primary
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care practices. The Better Care Fund provides a pooled resource of £77.9m, an
increase from £58.6m on the 2016/17 figure and there are joint working
arrangements through the Connecting Care hubs that both organisations drive and
contribute to. There is clear governance currently in place to report back to both the
Council and the CCG on progress under the MCP as outlined below:

2.8

Principles
We have as a system set out a series of commissioning principles which have been
agreed by the Wakefield health and care system which support a move towards a
single commissioning arrangement for the local authority and the NHS:
 To ensure positive outcomes for the population are at the heart of the strategic
planning and commissioning process
 To ensure citizens actively participate in decisions about commissioning services
at all stages of the commissioning cycle
 To consult all relevant organisations in advance of commissioning new services o
service redesign.
 To ensure decisions are based on robust needs assessment
 To undertake effective market testing to understand the contribution of all
providers to delivering positive outcomes for the population
 To ensure fair and transparent procurement processes
 To promote sustainability of providers
 To use feedback from citizens and partners to encourage innovation
 To monitor, evaluate and review services rigorously to ensure high quality
outcomes and to reflect demographic changes
 To decommission services that do not deliver positive outcomes or value
 To ensure safeguarding is embedded in the commissioning framework
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2.9

With these principles in mind, it is proposed that a commissioning model be
developed building on the existing work already outlined in this report, taking the
Wakefield Health and Care system further faster on its collaborative journey to full
integration. The suggested model will encompass all primary, social and out of
hospital care with a separate, single commissioning framework will be developed for
Mental Health & Learning Disabilities. There will be a stepped approach to
developing this new model of commissioning, with interim arrangements mobilised in
2017/18 and – subject to evaluation – a go live date for the full model of April 2018.

2.10

In order to ensure a future integrated commissioning function set up to deliver the
aims of the Wakefield Health and Wellbeing Plan, it is proposed to develop a single
strategic leader for health and care, who will work alongside the Chief Executive of
the Council and a leadership team through which the statutory duties of both
organisations will be discharged. The leadership model will be determined by the
functions that it is required to deliver rather than organisational form but recognises
that robust and transparent governance and managerial structures, which recognise
the different constitutional imperatives and statutory duties of each organisation, will
be required.

2.11

It is proposed that the Strategic Leader for Health and Care would be responsible for
change management programmes to support the strategic commissioning of adult
and children’s services. This would include strategic commissioning within Public
Health, Adult and community Services, Children and Young People’s Services and
Integrated Health and Care Commissioning, ensuring that there is a strong culture of
developing the right skills and encouraging the optimal values and behaviours.
Within the legal framework of existing statutory functions, individual local authorities
are responsible for determining their own organisational structures. However, the
Director of Children’s Services and Director of Adult Services are statutory roles, who
will continue to report directly to the Chief Executive of the Council. To ensure we are
best placed to achieve the objectives set out in this paper it is proposed that there be
stronger alignment between these posts and the role of the Health and Care
Strategic Leader in order to ensure commissioning an integrated system to improve
health outcomes for the population.
The Director of Adult Services will also support the alignment of functions with the
CCG and as a current member of the CCG Governing Body is able to contribute to
both organisational development and future governance.
The Chief Officer of the CCG will operate as a “Special Director” on secondment to
the Council to enable her to lead the programme and exercise any agreed delegated
decision making powers.

2.12

Key to the success of this approach will be cultural and behavioural change across
the two organisations and a commitment to leadership by consent. The focus will be
on alignment of functions rather than form and no employment arrangements will
change as a result. Directors will be guided by the policies of their employing
organisation. Directors will work through a joint leadership team and provide
supervision and direction and ensure delivery of agreed objectives through regular
performance reviews. Staff will be deployed to work across portfolios according to
skills and experience rather than defined roles.

2.13

In order to have clear leadership and governance within an integrated system, it is
important to be clear about the remit of the functions within the model. It is proposed
that in order to discharge statutory functions and to drive transformation that the
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following functions would be overseen by the strategic leader of Health and Care,
they are:
Integrated Health and Social Care Commissioning Programme
• Accountable Care Organisation (ACO) – market development and associated
commissioning framework
• New models/pathways for delivery
• Strategic Transformation
• Contracting and procurement
• Business intelligence
Integrated health and social care provision Programme
• ACO operational delivery and future organisational form
• Connecting Care Hubs Integrated health and social care teams
• Pathway Transformation
•
leadership/organisational development
Integrated Health and Wellbeing Programme
• Strategic planning (both statutory strategic planning and transformational
strategic planning for the system)
• Realigned public health functions (primary/secondary prevention and early
intervention)
• Quality and Safety – outcome based commissioning
• Clinical effectiveness with built in evaluation
• Transformation and Organisational Development Programme
2.14

The architecture of governance sitting underneath the Health and Wellbeing Board
designed to help deliver such functions is already existing through both the
Connecting Care Executive and ultimately through the Wakefield Health and
Wellbeing Board, overseen by the strategic leader for the Health and Care system.
This will need to be reviewed however, in order to ensure it is fit for purpose to be
accountable for delivery.

2.15

In line with the Health and Wellbeing Boards commitment to tackling the wider
determinants of health, there is potential to strengthen the links with a range of key
services across the Council which impact on health and well-being in the district,
including:
 Environmental protection
 Licensing
 Housing standards & strategic housing development
 Libraries
 Leisure

2.16

The West Yorkshire and Harrogate Place
The role of the West Yorkshire and Harrogate Health and Care Partnership will be
around promoting system leadership and inclusive growth to deliver better health,
striving to deliver high quality specialist services/health economy. This will provide
the environment to bring together Health and Wellbeing Boards across West
Yorkshire and Harrogate to work closer together and provide better advocacy and a
stronger voice with central government and national bodies. It supports an
environment where peer review and learning from best practice can create real
improvements in outcomes.
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2.17

This West Yorkshire offer also enables conversations with the Acute Trusts to ensure
that we can tackle regional inequalities and work towards new financial systems
which promote community services and prevention. This partnership also enables
NHS organisations and Local Authorities to work better together around future
planning systems and promoting economic development through its links to WYCA
and the Northern Powerhouse.

3.0

Statutory Duties

3.1

Statutory duties in Council are outlined:
http://www.wakefield.gov.uk/Documents/policiesprocedures/constitution.pdf#search=constitution

3.2

Statutory duties in CCG are outlined:
https://www.wakefieldccg.nhs.uk/fileadmin/Policies/FINAL-NHS-WCCG-ConstitutionMarch-20151.pdf
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Agree the proposed arrangement to seek approval from the CCG membership on the West
Yorkshire and Harrogate Sustainability and Transformation Partnership (STP) draft work plan
Delegate authority to the Clinical Lead and Chief Officer to represent the views of the
membership in the STP discussion at the meeting of the Joint Committee on 5 March 2018.

Executive Summary:
The Joint Committee agreed at its meeting on 5 December 2018 to seek approval from the members of
the constituent CCGs on changes to the work plan.
Background
The STP Joint Committee has delegated authority from individual CCGs to take decisions on their
behalf. The Memorandum of Understanding (MoU) formalises this. The service areas delegated to the
Joint Committee are set out in a high level work plan agreed by the CCGs in late 2016. The work plan
includes: Cancer, Stroke, Mental Health, Urgent and Emergency Care and clinical thresholds (now
known as Standardisation of Commissioning Policies/elective care).
Refreshed work plan – matters delegated to the Joint Committee
The MoU requires the work plan to be reviewed within the first six months of the operation of the Joint
Committee. The aim is to ensure that the decisions delegated to the Committee are clear, and that
matters in the work plan comply with the approach set out in the MoU. Following consultation with
programme Senior Responsible Officers (SROs), a refreshed work plan is attached at Appendix 1.
The MoU requires each CCG to ensure that all matters in the Joint Committee work plan are properly
and lawfully delegated. Changes to the work plan must be agreed by the membership of each CCG,
and a draft report for use by the CCGs has been produced.

It is proposed that this document and the amended work plan should be circulated to all member
practices with a template inviting them to comment on it by mid-February so that comments can be
collated and the Clinical Chair and Chief Officer are able to contribute the views of members when the
work plan is presented to the Joint Committee at the meeting in public on March 5th 2018.
Future Joint Committee matters
The MoU requires that before any new service areas are delegated to the Committee they should be
tested against ‘gateway conditions’. A potential approach was presented to the Joint Committee in
October, based on a set of gateway conditions including:
•
delivery of shared outcomes
•
consistency with the STP principles of collaborative working
•
delivery of CCG statutory duties
•
having sufficient resources to run the programme.
•
clarity on the ‘ask’ of each place in delivering the programme successfully
The aim is to ensure a robust approach which enables CCGs to test the objectives and benefits of
collective decision making before delegating a matter to the Joint Committee.
The STP has sought legal advice from DAC Beachcroft on how matters might be delegated to the Joint
Committee without having to go back frequently to the memberships of each CCG. Rather than
present a theoretical model at this stage, it is recommended that the proposed approach be presented
to CCG memberships alongside a ‘worked example’, when there is a firm proposal to add a matter to
the work plan.
Matters not formally delegated to the Joint Committee
As well as making decisions on matters which are formally delegated to it, the Joint Committee can
also make recommendations to individual CCGs where a WY&H approach is beneficial. A recent
example was the recommendation on atrial fibrillation.
Appendix 2 sets out the options for decision making by the Joint Committee.

Link to overarching
principles from the
strategic plan:

Outcome of Integrated
Impact Assessment
completed (IIA)

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










Individual schemes will be subject to Integrated Impact Assessment

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:

Not applicable

Reference document(s) /
enclosures:

The Constitution and Scheme of Delegation set out decision-making
arrangements for the CCG.

Risk Assessment:

There is a risk that the membership of the CCG may not have
sufficient influence over – or ownership of – the STP work plan.

Finance/ resource
implications:

Not applicable

None

Not applicable

West Yorkshire and Harrogate Joint Committee of CCGs – Refreshed work plan 27 November 2017

Appendix 1

Agreed work plan (December 2016)

Refreshed work plan (November 2017)

Cancer
 Commit to local action plans to deliver Recovery Package & risk
stratified post-treatment pathways by 2020
 Consider option appraisal for service model for strategic
diagnostic growth. Where appropriate consider approval for
public consultation.
 Agree preferred model for service model for strategic diagnostic
growth.
 Agree to pilot new strategic approaches to commissioning and
provision of cancer care

Cancer – West Yorkshire and Harrogate

Mental health

Mental health – West Yorkshire and Harrogate









West Yorkshire plan developed for provision of children young
people inpatient units integrated with local pathways. Seeking to
eliminate inappropriate placements.
West Yorkshire plan developed for low/medium secure services
and associated pathways.
Bed management proposal developed to support reduction in out
of area placements.
Proposal developed for standard approach to
commissioning acute mental health services across West
Yorkshire.







Agree new strategic approaches to the commissioning and provision of
cancer care, building on the ‘Commissioning for Outcomes’ work.

Agree plan for provision of children and young people inpatient units,
integrated with local pathways.
Agree plan for low/medium secure services and associated pathways.
Agree bed management approach to support reduction in out of area
placements.
Agree standard approach to commissioning acute mental health
services.

Stroke
 Agree Stage 2 NHSE Assurance – Outline Business Case sign
off (subject to Stage 1 NHSE approval to proceed). Approval to
proceed to Formal Consultation.
 Stage 3 Assurance – Formal Consultation completed (Subject to
NHSE Stage 2 approval).
 Consider outcome of consultation. Agree recommendations
(Subject to NHSE Stage 1 and 2 approvals)
 Stage 4 Assurance – Delivery Plan prepared and signed off

Stroke - West Yorkshire and Harrogate

Urgent and emergency care

Urgent and emergency care - West Yorkshire and Harrogate



Integrated urgent care services:







Agree future arrangements for NHS 111 and WY Urgent Care
Services.
Agree business case for the Clinical Advice Service.
Urgent emergency care technology work stream – Agree
business case for direct booking licenses and acute trust
telehealth.
Consider recommendations for reconfiguration of services,
priority pathways and wider STP work
Agree significant improvements in the development of the clinical
advice service which supports NHS 111, 999 and out-of-hours
calls
Consider ongoing benefits realisation work & return on
investment working with YHEC and the AHSN

Agree configuration of Hyper Acute and Acute stroke services








Review and approve outline business case. Decide on readiness to
consult.
Review outcomes of consultation.
Approve full business case
Consider and approve commissioning approach and approve delivery
plan.

Agree the specification (incorporating future arrangements for NHS 111
and GP out of hours’ services).
Agree the commissioning and procurement process to deliver services
from 2019 onwards

Standardising commissioning policies

Elective care and standardising commissioning policies



Develop and agree West Yorkshire and Harrogate commissioning
policies, including:

Quarterly rolling process of development, agreement and
implementation of commissioning policies. Covering: presurgery optimisation; clinical thresholds and procedures of low
clinical value; eliminating unnecessary follow-ups; efficient
prescribing. Proposed policies will have been considered
through the Clinical Forum.






Pre-surgery optimisation (supporting healthier choices);
Clinical thresholds and procedures of low clinical value;
Eliminating unnecessary follow-ups;
Efficient prescribing.
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Recommendations:
It is recommended that the Governing Body:
 Approve the changes to the Constitution
 Approve the changes to the Scheme of Delegation
 Approve the changes to the Prime Financial Policies
 Approve the Standing Financial Instructions
 Approve the Operating Scheme of Delegation
Executive Summary:
The Constitution and appendices are key elements of governance and control systems
for the CCG. Regular review of the Constitution is recommended to ensure that it
remains fit for purpose. The proposed changes to the Constitution and the Scheme of
Delegation at this point are relatively minor as it is anticipated more comprehensive
review will be required to support the evolution of joint commissioning arrangements in
the next two years.
The title of the previous Operating Scheme of Delegation has been changed to Standing
Financial Instructions, reflecting the fact that this relates purely to financial decision making
authority. A new Operating Scheme of Delegation has been developed which sets out who
within the organisation is authorised to make operational decisions, in line with existing
policies to support efficient and effective decision making.
The Standing Financial Instructions (SFIs) align closely to the Procurement Policy which is
due for review in April 2018. Further review of the SFIs may be necessary when the
Procurement Policy is reviewed to ensure the Procurement Policy and SFIs support both
flexibility and good governance in the evolving partnership environment. Authority to approve
the Procurement Policy and SFIs is already delegated to the Integrated Governance
Committee.

The changes reflect:
 The development of GP Federations and the opportunity this provides for greater
engagement of member practices, enabling the number of GP representatives on the
Governing Body to be reduced
 The importance of the role of other clinicians, such as the executive nurse, nurse
representative and the secondary care clinician
 The increasingly outward facing role of the Chief Executive which requires a
strengthening of the role and delegated authority of the Chief Operating Officer
Amendments are presented at tracked changes for ease of reference.
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
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determinants of ill health
Transforming to become a sustainable financial
economy
Organising ourselves to deliver for our patients
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FOREWORD
This constitution sets out the arrangements made by NHS Wakefield Clinical Commissioning Group to meet
its responsibilities for commissioning care for the people for whom it is responsible. It describes the
governing principles, rules and procedures that the group will establish to ensure probity and
accountability in the day to day running of the clinical commissioning group; to ensure that decisions are
taken in an open and transparent way and that the interests of patients and the public remain central to
our goals.
The constitution includes:








the name of the group;
the membership of the group;
the area of the group;
the arrangements for the discharge of the group’s functions and those of its Governing Body;
the procedures to be followed by the group and its Governing Body in making decisions and securing
transparency in its decision making;
arrangements for discharging the group’s duties in relation to registers of interests and managing
conflicts of interests;
arrangements for securing the involvement of persons who are, or may be, provided with services
commissioned by the group in certain aspects of those commissioning arrangements and the principles
that underpin these.

The constitution applies to the following, all of whom are required to adhere to it as a condition of their
appointment:






the group’s member practices;
the group’s employees;
individuals working on behalf of the group;
anyone who is a member of the group’s Governing Body (including the Governing Body’s audit and
remuneration committees);
anyone who is a member of any other committee(s) or sub-committees established by the group or its
Governing Body.

Dr Phillip Earnshaw
Clinical Leader
NHS Wakefield Clinical Commissioning Group
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1.

INTRODUCTION AND COMMENCEMENT

1.1.

Name

1.1.1.

The name of this clinical commissioning group is NHS Wakefield Clinical Commissioning Group (CCG).

1.2.

Statutory framework

1.2.1.

Clinical commissioning groups are established under the Health and Social Care Act 2012 (“the 2012
Act”) and The National Health Service (Clinical Commissioning Groups) Regulations 2012 (2012 No.
1631).1 They are statutory bodies which have the function of commissioning services for the purposes
of the health service in England and are treated as NHS bodies for the purposes of the National Health
Service Act 2006 (“the 2006 Act”).2 The duties of clinical commissioning groups to commission certain
health services are set out in section 3 of the 2006 Act, as amended by section 13 of the 2012 Act, and
the regulations made under that provision.3

1.2.2.

The NHS Commissioning BoardNHS England is responsible for determining applications from Clinical
Commissioning Groups prospective groups to be established as clinical commissioning groups4
andClinical Commissioning Groups for amendments to the Constitution and undertakes an annual
assessment of each established group.5 It has powers to intervene in a clinical commissioning group
where it is satisfied that a group is failing or has failed to discharge any of its functions or that there is a
significant risk that it will fail to do so.6

1.2.3.

Clinical commissioning groups are clinically led membership organisations made up of general practices.
The members of the clinical commissioning group are responsible for determining the governing
arrangements for their organisations, which they are required to set out in a constitution.7

1.3.

Status of this constitution

1.3.1.

This original constitution is was made between the members of NHS Wakefield Clinical Commissioning
Group and has effect from 10th day of December 2012, when the NHS Commissioning Board England
(hereafter referred to as NHS England) established the group.when the NHS Commissioning BoardNHS
England established the group.8 Amendments were approved by the Governing Body in March 2015
and November 2017.

1.3.2.

The constitution is available to the public in the following way:
 published on the CCG website at: http://www.wakefieldccg.nhs.uk/resources/

1
2
3
4
5
6
7

8

See section 1I of the 2006 Act, inserted by section 10 of the 2012 Act
See section 275 of the 2006 Act, as amended by paragraph 140(2)(c) of Schedule 4 of the 2012 Act
Duties of clinical commissioning groups to commission certain health services are set out in section 3 of
the 2006 Act, as amended by section 13 of the 2012 Act
See section 14C of the 2006 Act, inserted by section 25 of the 2012 Act
See section 14Z16 of the 2006 Act, inserted by section 26 of the 2012 Act
See sections 14Z21 and 14Z22 of the 2006 Act, inserted by section 26 of the 2012 Act
See in particular sections 14L, 14M, 14N and 14O of the 2006 Act, inserted by section 25 of the 2012 Act
and Part 1 of Schedule 1A to the 2006 Act, inserted by Schedule 2 to the 2012 Act and any regulations
issued
See section 14D of the 2006 Act, inserted by section 25 of the 2012 Act
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 upon request for inspection at NHS Wakefield CCG’s headquarters;
 upon application by post, writing to our headquarters at White Rose House, West
Parade, Wakefield, WF1 1LT.
1.4.

Amendment and variation of this constitution

1.4.1.

This constitution can only be varied in two circumstances.9
a)

b)

where the group applies to the NHS England NHS Commissioning BoardNHS England (following
approval of the changes by the CCG’s Members in accordance with Standing Order 3) and that
application is granted;
where in the circumstances set out in legislation the NHS England NHS Commissioning BoardNHS
England varies the CCG’s constitution other than on application by the CCG.

2.

AREA COVERED

2.1.

The geographical area covered by NHS Wakefield Clinical Commissioning Group is coterminous with that
of Wakefield Council.

3.

MEMBERSHIP

3.1.

Membership of the Clinical Commissioning Group

3.1.1.

When the CCG was authorised from April 2013, 40 practices comprised the members of NHS Wakefield
Clinical Commissioning GroupThe CCG has 38 member practices (The number of practices has reduced
from 40 to 38 since the CCG was authorised due to the closure of one practice and merger of two
others. A list of current member practices in included in ApAppendix B of the constitution .pendix B of
this constitution contains the list of practices at the date the CCG was formed.

3.1.2

No practice shall become a member of the CCG unless they are a provider of primary medical services
within the Wakefield district boundary, to a registered list of patients under a General Medical Services,
Personal Medical Services or Alternative Provider Medical Services contract, and:
a) was a member (and included within Appendix B) at the date the CCG was authorized;
or
b) has completed an application for membership to the CCG, which has been agreed by the Governing
Body ;
or
c) has submitted an application to the NHS England NHS Commissioning BoardNHS England and had
its application approved.

3.1.3

A member practice shall only be expelled from the CCG through the provision of relevant statute.

3.1.4

All members of the CCG will be recorded in the Register of Members (Appendix B). The Register of
Members will includes details of the practice name, address and details of the Lead Commissioner for
each Member.

9

See sections 14E and 14F of the 2006 Act, inserted by section 25 of the 2012 Act and any regulations
issued
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4.

VISION, VALUES AND AIMS

4.1.

Vision

4.1.1.

The vision of NHS Wakefield Clinical Commissioning Group is as follows:
“We aspire to commission quality service that will improve our patients’ experiences of care and their
health outcomes. A key part of this will be to involve and listen to our patients, practices, partners and
staff when redesigning services.
We believe that we will be successful if we work in a creative and empowering environment that is
supportive and stimulates innovation. Our vision will forge effective joint solutions delivered in
partnership across organisations that will be patient-centred.”

4.1.2.

The CCG will promote good governance and proper stewardship of public resources in pursuance of its
goals and in meeting its statutory duties.

4.2.

Values

4.2.1.

Good corporate governance arrangements are critical to achieving the group’s objectives.

4.2.2.

The values that lie at the heart of our work are:
a)
b)
c)
d)
e)
f)

putting patients at the heart of all commissioning decisions;
fostering strong partnerships between and within practices to enhance the commissioning of
services for the whole health economy;
identifying and sharing good practice;
building health alliances with Wakefield Council, Public Health and other partners in the wider
health economy;
encouraging public and patient participation to enhance service improvements;
commissioning high quality, safe services.

4.3.

Aims

4.3.1.

Our aims are:
a)
b)
c)
d)
e)
f)
g)
h)
i)
j)

4.4.

strong communication in plain English;
honesty based on transparency;
abiding by our vision to be ‘Locally Valued’;
respecting opinions and valuing difference;
working collaboratively, both formally and informally;
managing dissent;
ownership of problems and opportunities at the practice level;
commitment to cost improvement and living within our means;
being bound by our decisions;
developing a sophisticated understanding of performance/quality in practice.

Principles of good governance
- 10 -
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4.4.1.

In accordance with section 14L (2) (b) of the 2006 Act,10 the group will at all times observe “such
generally accepted principles of good governance” in the way it conducts its business. These include:
a)
b)
c)
d)
e)
f)

the highest standards of propriety involving impartiality, integrity and objectivity in relation to the
stewardship of public funds, the management of the organisation and the conduct of its business;
the Good Governance Standard for Public Services11;
the standards of behaviour published by the Committee on Standards in Public Life (1995) known
as the ‘Nolan Principles’12;
the seven key principles of the NHS Constitution13;
the Equality Act 201014;
the Standards for Members of NHS Boards and Governing Bodies in England.

4.5.

Accountability

4.5.1.

NHS Wakefield CCG will demonstrate its accountability to its members, local people, stakeholders and
the NHS England NHS Commissioning BoardNHS England in a number of ways, including by:
a)
b)
c)
d)
e)
f)
g)
h)
i)
j)
k)

publishing its constitution;
appointing independent Lay Members and non-GP clinicians to its Governing Body;
holding Board meetings of its Governing Body in public (except where it the group considers that it
would not be in the public interest in relation to all or part of a meeting)
publishing annually a commissioning plan;
engaging with the Local Medical Committee as local statutory representative of the medical
profession;
complying with local authority health overview and scrutiny requirements;
meeting annually in public to publish and present its annual report;
producing annual accounts in respect of each financial year which must be externally audited;
having a published and clear complaints process;
complying with the Freedom of Information Act 2000;
providing information to the NHS England NHS Commissioning BoardNHS England as required.

4.5.2.

In addition to these statutory requirements, the group will demonstrate its accountability by
maintaining an effective membership model.

4.5.3.

The Governing Body of the CCG will throughout each year have an ongoing role in reviewing the group’s
governance arrangements to ensure that the group continues to reflect the principles of good
governance.

5.

FUNCTIONS AND GENERAL DUTIES

5.1.

Functions

10

Inserted by section 25 of the 2012 Act
The Good Governance Standard for Public Services, The Independent Commission on Good Governance in Public
Services, Office of Public Management (OPM) and The Chartered Institute of Public Finance &
Accountability (CIPFA), 2004
12
See Appendix FG
13
See Appendix GH
14
See http://www.legislation.gov.uk/ukpga/2010/15/contents
11
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5.1.1.

The functions that the group is responsible for exercising are largely set out in the 2006 Act, as
amended by the 2012 Act. An outline of these appears in the Department of Health’s Functions of
clinical commissioning groups: a working documentpublished in March 2013. They relate to:

a)

commissioning certain health services (where the NHS Commissioning BoardNHS England is not
under a duty to do so) that meet the reasonable needs of:
i. all people registered with member GP practices,
ii people who are usually resident within the area and are not registered with a member of any
clinical commissioning group.

b)
c)
d)

5.1.2.

commissioning emergency care for anyone present in the group’s area;
determining the remuneration and travelling or other allowances of members of its Governing
Body;
paying its employees’ remuneration, fees and allowances in accordance with the determinations
made by its Governing Body and determining any other terms and conditions of service of the
group’s employees.

In discharging its functions the group will:
a)

act15, when exercising its functions to commission health services, consistently with the discharge
by the Secretary of State and the NHS Commissioning BoardNHS England of their duty to promote
a comprehensive health service16and with the objectives and requirements placed on the NHS
Commissioning BoardNHS England through the mandate17 published by the Secretary of State
before the start of each financial year by:





b)

delegating responsibility to its Governing Body and committees of the CCG;
appointing a Chief Officer with lead responsibility to oversee its discharge;
setting out its commissioning priorities and commissioning intentions in the commissioning
plan;
requiring progress of delivery of the duty to be monitored through the group’s reporting
mechanisms.

meet the public sector equality duty18by:



delegating responsibility to its Governing Body, (or on their behalf a committee of the CCG), or
a Chief Officer or member of the Governing Body with lead responsibility to oversee its
discharge;
developing and publishing an Equality Strategy and objectives which sets out how the CCG
intends to discharge this duty, reviewing them at least every four years;

15

See section 3(1F) of the 2006 Act, inserted by section 13 of the 2012 Act
See section 1 of the 2006 Act, as amended by section 1 of the 2012 Act
17
See section 13A of the 2006 Act, inserted by section 23 of the 2012 Act
18
See section 149 of the Equality Act 2010, as amended by paragraphs 184 and 186 of Schedule 5 of the
2012 Act
16
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c)

requiring progress of delivery of the duty to be monitored through the CCG’s Integrated
Governance Committee.

work in partnership with the local authority to develop joint strategic needs assessments19 and
joint health and wellbeing strategies20enacted through membership of the Wakefield Health and
Wellbeing Board.

5.2.

General duties

5.2.1.

In discharging its functions the group will make arrangements to secure public involvement in the
planning, development and consideration of proposals for changes and decisions affecting the
operation of commissioning arrangements21 through its communications and engagement plan by:
a)
b)
c)
d)

5.2.2.

publishing and implementing a communications and engagement strategy and work plan;
putting governance arrangements in place to ensure the implementation and performance
management of the strategy;
working in partnership with patients and the local community to secure the best care for them;
adapting engagement activities to meet the specific needs of the different patient groups.

Promote awareness of, and act with a view to securing that health services are provided in a way that
promotes awareness of, and have regard to the NHS Constitution22 by:
a)

the delegation of responsibility from the CCG Governing Body to a member of the Governing Body
with lead responsibility to oversee the discharge of this duty;
b) the development of a strategy/implementation plan which sets out how the CCG intends to
discharge this duty;
c) the monitoring of progress against the delivery of this duty through the CCG’s performance
management and reporting mechanisms;
d) using plain language appropriate for all audiences;
e) being clear, open, honest, consistent and accountable;
f) delivering clear, accurate and consistent messages, linked to the CCG’s vision and values;
g) encouraging and supporting communication and engagement based on good relationships;
h) ensuring planned, timely, targeted and proportionate communication and engagement;
i) providing a range of opportunities for people to engage with the organisation;
j) ensuring that the CCG’s communications and engagement activity is equally accessible to all;
k) providing cost effective, high quality information – maximising resources;
l) ensuring that communication and engagement is everyone’s responsibility and that skills will be
shared and developed;
m) working in partnership with other agencies, stakeholders, patients, patient representatives and
carers;
n) working within the local compact agreement for Wakefield.

19

See section 116 of the Local Government and Public Involvement in Health Act 2007, as amended by
section 192 of the 2012 Act
20
See section 116A of the Local Government and Public Involvement in Health Act 2007, as inserted by
section 191 of the 2012 Act
21
See section 14Z2 of the 2006 Act, inserted by section 26 of the 2012 Act
22
See section 14P of the 2006 Act, inserted by section 26 of the 2012 Act and section 2 of the Health Act 2009
(as amended by 2012 Act)
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5.2.3.

Act effectively, efficiently and economically23 by:
a)
b)
c)
d)
e)

5.2.4.

specifying a financial control policy and process which set out how the group intends to discharge
its duty;
the development and publication of a commissioning plan which set out the strategic objectives of
the CCG;
the use of business intelligence to support evidence based commissioning;
the establishment of a transparent and robust business planning processes which is aligned to the
financial plan;
the monitoring and performance management through the Integrated Governance Committee of
the CCG.

Act with a view to securing continuous improvement to the quality of services24 by:
a) the Chief Officer taking the lead officer role for securing continuous improvement in quality;
b) establishing a Governing Body and Clinical Cabinet to advise the CCG;
c) the Integrated Governance Committee will seekseeking assurance from providers, raisinge formal
queries and referring issues to the CCG’s Governing Body where there are significant concerns which
may compromise quality and patient safety;
d) the CCG will agreeagreeing an annual programme of work developed by with the Clinical Cabinet and
developed in consultation with patients and the public that takes account of its commissioning
priorities and is sufficiently flexible to respond to significant concerns should they arise.

5.2.5.

Assist and support the NHS Commissioning BoardNHS England in relation to the Board’s duty to
improve the quality of primary medical services25by:
a) the production of a work plan which sets out the CCG’s plans for the further development of a
consistently high standard and effective primary medical care service;
b) ensuring that the outcomes from patient experience and involvement activity informs the
development of primary medical services;
c) promoting the use of data and information tools to provide clinicians with the knowledge they need
to identify and prioritise areas for quality improvement;
d) establishing a clear framework of accountability to manage poor performance and under
achievement.

5.2.6.

Have regard to the need to reduce inequalities26 by:
a) active membership of the Health and Wellbeing Board;
b) active engagement in the development of the Health and Wellbeing Strategy;
c) seeking to ensure that the commissioning plan reflects the health and wellbeing agenda and
addresses inequalities;
d) appointment of a Lay Member who carries the responsibility for equality and diversity within the
Governing Body.

5.2.7.

Promote the involvement of patients, their carers and representatives in decisions about their

23

See section 14Q of the 2006 Act, inserted by section 26 of the 2012 Act
See section 14R of the 2006 Act, inserted by section 26 of the 2012 Act
See section 14S of the 2006 Act, inserted by section 26 of the 2012 Act
See section 14T of the 2006 Act, inserted by section 26 of the 2012 Act

24
25
26
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healthcare27 by:
a) the development and publication of communications and engagement strategies and associated
work plans;
b) the establishment of a Clinical Cabinet with responsibility for the scrutiny of and monitoring the
effectiveness of plans to promote involvement;
c) developing and evidencing effective engagement with groups with, or associated with, protected
characteristics as set out in the Equality Act.
5.2.8.

Act with a view to enabling patients to make choices28by:
a) seeking to ensure that patients for whom the CCG are responsible receive safe and timely treatment
from the most appropriate providers;
b) monitoring provider performance to seek to ensure that all treatment is in line with policy and
contractual requirements;
c) seeking to ensure that the health economy within Wakefield delivers the rights and pledges set out
in the NHS Constitution in relation to access to services within maximum waiting times;
d) patients are able to choose which provider they are referred to by their GP;
e) ensuring patients can choose which hospital or other treatment setting they are seen in according to
what matters most to them;
f) ensuring a choice of provider is available for most patients and in most circumstances. Exceptions
include emergency and urgent services, cancer, maternity and mental health services.

5.2.9.

Obtain appropriate advice29from persons who, taken together, have a broad range of professional
expertise in healthcare and public health by:
a) working collaboratively with specialist regional clinical networks as they become established;
b) working collaboratively with the Yorkshire and Humber clinical Clinical senates Senateas they
become established;
c) the appointment of a secondary care clinician and registered nurse to the Governing Body of the
CCG;
d) the appointment of the Director of Public Health to the Governing Body;
e) establishing formal communication with local medical committees;
f) establishing and supporting the development of local clinical networks and local clinical networks
forFederations of member practices;
g) working collaboratively with the third sector.

5.2.10.

Promote innovation30by:
a) the development of a commissioning plan and research and innovation strategy which reflects the
CCG’s approach to innovation;
b) delegating the oversight of innovation to the Clinical Cabinet;
c) developing relationships both within the CCG and with our health and social care partners in order to
ensure that patients are at the centre of every system;

27
28
29
30

See section 14U of the 2006 Act, inserted by section 26 of the 2012 Act
See section 14V of the 2006 Act, inserted by section 26 of the 2012 Act
See section 14W of the 2006 Act, inserted by section 26 of the 2012 Act
See section 14X of the 2006 Act, inserted by section 26 of the 2012 Act
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d) the creation of opportunities for the CCG’s member practices, key stakeholders and patients, to be
involved in the development of excellent healthcare.
5.2.11.

Promote research and the use of research31 by:
a) the delegation of responsibility to the Chief Officer;
b) the discharge of this responsibility through the Integrated Governance Committee;
c) working in partnership with the West Yorkshire Comprehensive Research NetworkNational Institute
for Health Research;
d) working in partnership with Public Health to implement the research strategy.

5.2.12.

Have regard to the need to promote education and training32 for persons who are employed, or who are
considering becoming employed, in an activity which involves or is connected with the provision of
services as part of the health service in England so as to assist the Secretary of State for Health in the
discharge of his related duty33by:
a) Working with the local education and training boards;
b) Developing a CCG staff training and education programme.

5.2.13.

Act with a view to promoting integration of both health services with other health services and health
services with health-related and social care services where the group considers that this would improve
the quality of services, reduce inequalities34 and avoid the duplication of work by:
a) working collaboratively with Wakefield Council and other commissioner or provider partners on
partnership Boards or Committees as appropriate and subject to the provisions of clause 6.5;
b) identifying opportunities for the development of an integrated health and social care commissioning
plan as appropriate, in line with the strategic objectives of the CCG;
c) engaging Clinical Cabinet in providing strategic advice on service transformationdelegating the
oversight of integration to the Clinical Cabinet.

5.3.

General financial duties – the group will perform its functions so as to:

5.3.1.

Ensure its expenditure does not exceed the aggregate of its allotments for the financial year35 by:
a) Delegating responsibility to its Chief Finance Officer for ensuring compliance with financial statutory
obligations;
b) Ensuring funding is drawn down from NHS Commissioning BoardNHS England for approved
expenditure only and in a way which provides value for money;
c) Ensuring that an adequate system of financial monitoring is in place to enable the group to fulfil its
statutory responsibility not to exceed expenditure limits.

5.3.2.

Ensure its use of resources (both its capital resource use and revenue resource use) does not exceed the
amount specified by the NHS Commissioning BoardNHS England for the financial year36 by

31

See section 14Y of the 2006 Act, inserted by section 26 of the 2012 Act
See section 14Z of the 2006 Act, inserted by section 26 of the 2012 Act
See section 1F(1) of the 2006 Act, inserted by section 7 of the 2012 Act
See section 14Z1 of the 2006 Act, inserted by section 26 of the 2012 Act
See section 223H(1) of the 2006 Act, inserted by section 27 of the 2012 Act
See sections 223I(2) and 223I(3) of the 2006 Act, inserted by section 27 of the 2012 Act

32
33
34
35
36
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a) delegating responsibility to its Chief Finance Officer to oversee how this duty is discharged;
b) requiring progress of delivery of the duty to be monitored through its finance performance reporting
mechanisms;
c) a report being submitted prior to start of each financial year showing both revenue and capital
allocations received and the proposed distribution of resources.
5.3.3.

Take account of any directions issued by the NHS Commissioning BoardNHS England , in respect of
specified types of resource use in a financial year, to ensure the group does not exceed an amount
specified by the NHS Commissioning BoardNHS England 37 by
a) delegating responsibility to its Chief Finance Officer to oversee how this duty is discharged;
b) requiring progress of delivery of the duty to be monitored through its performance reporting
mechanisms;
c) determining whether specified resource must be treated as directed by NHS Commissioning
BoardNHS England and to which financial year they must be attributed.

5.3.4.

Publish an explanation of how the group spent any payment in respect of quality made to it by the NHS
Commissioning BoardNHS England 38 by
a) delegating responsibility to its Chief Finance Officer to oversee how this duty is discharged;
b) requiring progress of delivery of the duty to be monitored through its performance reporting
mechanisms
c) provision of principles against which payments may relate;
d) requiring progress on payment made against these principles through reporting mechanisms.

5.4.

Other relevant Regulations, Directions and documents

5.4.1.

The group will:
a) comply with all relevant regulations;
b) comply with directions issued by the Secretary of State for Health or the NHS Commissioning
BoardNHS England ;
c) take account of documents issued by the NHS Commissioning BoardNHS England .

5.4.2.

The group will develop and implement the necessary systems and processes to comply with these
regulations and directions, documenting them as necessary in this constitution, its Scheme of
Reservation and Delegation and other relevant group policies and procedures.

6.

DECISION MAKING: THE GOVERNING STRUCTURE

6.1.

Authority to act

6.1.1.

The clinical commissioning group is accountable for exercising the statutory functions of the group. It
may grant authority to act on its behalf to:

37

See section 223J of the 2006 Act, inserted by section 27 of the 2012 Act
See section 223K(7) of the 2006 Act, inserted by section 27 of the 2012 Act

38
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a)
b)
c)
d)
6.1.2.

any of its members;
its Governing Body;
employees;
a committee or sub-committee of the group.

The extent of the authority to act of the respective bodies and individuals depends on the powers
delegated to them by the group as expressed through:
a)
b)

the group’s Scheme of Reservation and Delegation;
for committees, their terms of referencethe terms of reference of its committees.
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NHS Wakefield CCG governing structure ‘functions’
NHS Wakefield Clinical Commissioning Group

NHS Commissioning Board

Health and Well-being Board
Joint working of health and other local economy partners

Member practices in clinical networks (MEMBERSHIP)
● Stakeholders drive continuous improvement in primary care
quality
NHS Wakefield Clinical Commissioning Group Governing Body
Functions:
● Provide leadership and strategic direction;
● Act in the best interests of patients with regard to the health of the local population at all times;
● Commission the highest quality services with a view to securing the best possible outcomes for patients within resource allocation
and maintain consistent focus on quality, integration and innovation;
● Responsive to the views of local people and promote self-care and shared decision-making in all aspects of its business;
● Continuously improve outcomes, tackle health inequalities and deliver the best value for money for the taxpayer;
● Ensure effective governance, accountability (and good scrutiny) and stewardship of public money;
● Commitment to clinical commissioning, the CCG and to the wider interests of the health services;
● Operates “in tune” with the member practices so that the interests of patients and the community remain at the heart of
discussions and decisions;
● Uphold the NHS principles and values as set out in the NHS Constitution;
● Values diversity and promotes equality and inclusivity in all aspects of its business;
● Consider social care principles and promote integration where in the patients’ best interest.

Nominations Committee
Functions:
● Procedure for appointment
to Governing Body

Probity Committee
(PRIMARY CARE)
Functions:
● items which present
conflict of interest for
GP members of
Governing Body

Integrated Governance
Committee (SYSTEMS)
Functions:
● Financial governance
● Quality governance and
patient safety
(safeguarding)
● Efficiency
● Contracting and activity
● Performance
● Workforce
● Information
● Emergency preparedness

Remuneration
Committee

Audit Committee
(ASSURANCE)
Functions:
● Corporate assurance
● Financial assurance
● Quality assurance
● Risk
● Counter fraud

Clinical Cabinet
(COMMISSIONING DECISION)
Functions:
● Service transformation
● Pathway redesign
● Commissioning
● Quality improvement
● Practice Engagement
● PPI and patient feedback
● Health Inequalities
● Diversity and equality
● Innovation and research

19
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NHS Wakefield CCG governing structure ‘members

NHS Wakefield Clinical Commissioning Group

NHS Commissioning Board

Health and Well-being Board
● Clinical Leader and Asst Clinical Chair
● Local Authority Executives

Member practices in seven local clinical networks (MEMBERSHIP)
Flexible interval (all practices)

NHS Wakefield Clinical Commissioning Group Governing Body
Bi-monthly
●
●
●
●
●
●
●
●
●

Clinical Leader - Chair
Assistant Clinical Leader
Elected GP members x 6
Lay Members x 3 (Deputy Chair, Audit, PPI)
Executives x 3 (Chief Officer, Chief Finance Officer, Chief of Service Delivery & Quality)
Local Authority executive
Director of Public Health
Practice Manager representative
Independent members x 2 (Secondary Care Clinician, Registered Nurse)

Nominations Committee
●
●
●
●

Clinical Leader
GP members
Lay members
Representative of Local
Medical Committee (LMC)

Probity Committee
(PRIMARY CARE)

Integrated Governance
Committee (SYSTEMS)

Remuneration
Committee

Audit Committee
(ASSURANCE)

Clinical Cabinet
(COMMISSIONING DECISION)

●
●
●
●
●

●
●
●
●
●

Lay Members 3
x 3 (Chair)

●
●
●
●

●
●
●
●
●
●
●

Lay member (DC)
Lay member (A)
Executives
Registered Nurse
Secondary Care
Clinician

Lay Member Chair (DC)
Elected GP members
Executives
Registered Nurse
Lay member (PPI)

Lay Member Chair (A)
Lay Member (DC)
Executives
Elected GP members

Asst Clinical Leader
Executives
Lay Member (PPI)
Director Public Health
Clinical Leader
Elected GP members
Registered Nurse
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6.2.

Scheme of Reservation and Delegation

6.2.1.

The Scheme of Reservation and Delegation (Appendix D) sets out:
a)
b)

those decisions that are reserved for the membership as a whole;
those decisions that are the responsibilities of itsreserved to the Governing Body as a
whole (and its committees, as specified in the scheme of delegation or terms of
reference)), the group’s committees and sub-committees, individual members and
employees, or to joint committees, as specified in their terms of reference.

6.2.2.

The clinical commissioning group remains accountable for all of its functions, including those
that it has delegated.

6.3.

General

6.3.1.

In discharging functions of the group that have been delegated to its Governing Body and its
committees, and individuals the CCG must:
a)
b)
c)
d)
e)

comply with the group’s principles of good governance;
operate in accordance with the group’s Scheme of Reservation and Delegation;
comply with the group’s Standing Orders;
comply with the group’s arrangements for discharging its statutory duties;
where appropriate, ensure that member practices have had the opportunity to contribute
to the group’s decision making process through strong communication process and
practice.

6.3.2.

When discharging their delegated functions, groups, committees, sub-committees and joint
committees must also operate in accordance with their approved terms of reference.

6.3.3.

Where delegated responsibilities are being discharged collaboratively, the joint arrangements
must:
a)
b)
c)
d)
e)
f)
g)

base all collaboration on a foundation of strong communication process and practice to
ensure true collaboration and effective decision making from the outset;
identify the roles and responsibilities of those clinical commissioning groups who are
working together;
identify any pooled budgets and how these will be managed and reported in annual
accounts;
specify under which clinical commissioning group’s Scheme of Reservation and Delegation
and supporting policies the collaborative working arrangements will operate;
specify how the risks associated with the collaborative working arrangement will be
managed between the respective parties;
identify how disputes will be resolved and the steps required to terminate the working
arrangements;
specify how decisions are communicated to collaborative partners.

6.4.

Committees

6.4.1.

The following committees, which are all accountable to the Governing Body, have been
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established by the group:
Audit Committee;
Clinical Cabinet;
a) Connecting Care Committee
b) Integrated Governance Committee;
Nominations Committee
c) Audit Committee;Probity Committee
d) Remuneration Committee;
Nominations Committee. Remuneration Committee

Further detail regarding the committees is given at 6.6.3. Joint committees are listed at section
6.5.
6.4.2.

Committees will onlymay be able to establish their own sub-committees, to assist them in
discharging their respective responsibilities, subject to authority to do so included in their terms
of reference. if this responsibility has been delegated to them by the group or the committee
they are accountable to.

6.5.

Joint arrangements

6.5.1

Joint commissioning arrangements with other Clinical Commissioning Groups

6.5.1.1

The clinical commissioning group (CCG) may wish to work together with other CCGs in the
exercise of its commissioning functions.

6.5.1.2

The CCG may make arrangements with one or more CCG in respect of:
6.5.2.1
6.5.2.2
6.5.2.3

delegating any of the CCG’s commissioning functions to another CCG;
exercising any of the commissioning functions of another CCG; or
exercising jointly the commissioning functions of the CCG and another CCG

6.5.1.3

For the purposes of the arrangements described at paragraph 6.5.1.2, the CCG may:
6.5.1.3.1 make payments to another CCG;
6.5.1.3.2 receive payments from another CCG;
6.5.1.3.3 make the services of its employees or any other resources available to another CCG;
or
6.5.1.3.4 receive the services of the employees or the resources available to another CCG.

6.5.1.4

Where the CCG makes arrangements which involve all the participating CCGs exercising any of
their commissioning functions jointly, a joint committee may be established to exercise those
functions.

6.5.1.5

For the purposes of the arrangements described at paragraph 6.5.1.2 above, the CCG may
establish and maintain a pooled fund made up of contributions by any of the CCGs working
together pursuant to paragraph 6.5.1.2.3 above. Any such pooled fund may be used to make
payments towards expenditure incurred in the discharge of any of the commissioning functions
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in respect of which the arrangements are made.
6.5.1.6

Where the CCG makes arrangements with another CCG as described at paragraph 6.5.1.2
above, the CCG shall develop and agree with that CCG an agreement setting out the
arrangements for joint working, including details of:
 How the parties will work together to carry out their commissioning functions;
 The duties and responsibilities of the parties;
 How risk will be managed and apportioned between the parties;
 Financial arrangements, including, if applicable, payments towards a pooled fund and
management of that fund;
 Contributions from the parties, including details around assets, employees and equipment
to be used under the joint working arrangements.

6.5.1.7

The liability of the CCG to carry out its functions will not be affected where the CCG enters into
arrangements pursuant to paragraph 6.5.1.2 above.

6.5.1.8

The CCG will act in accordance with any further guidance issued by NHS England on cocommissioning.

6.5.1.9

Only arrangements that are safe and in the interests of patients registered with member
practices will be approved by the governing bodyGoverning Body.

6.5.1.10

The governing bodyGoverning Body of the CCG shall require, in all joint commissioning
arrangements, that the lead clinician and lead manager of the lead CCG make a regular written
report to the governing bodyGoverning Body and hold at least annual engagement events to
review aims, objectives, strategy and progress and publish an annual report on progress made
against objectives.

6.5.1.11

Should a joint commissioning arrangement prove to be unsatisfactory the governing
bodyGoverning Body of the CCG can decide to withdraw from the arrangement, but has to give
a minimum of six months’ notice to partners.

6.5.2

Joint commissioning arrangements with NHS England for the exercise of CCG functions

6.5.2.1

Subject to approval by the Governing Body, The the CCG may wish to work together with NHS
England in the exercise of its commissioning functions.

6.5.2.2

The CCG and NHS England may make arrangements to exercise any of the CCG’s commissioning
functions jointly.

6.5.2.3

The arrangements referred to in paragraph 6.5.2.2 above may include other CCGs.

6.5.2.4

Where joint commissioning arrangements pursuant to 6.5.2.2 above are entered into, the
parties may establish a joint committee to exercise the commissioning functions in question.

6.5.2.5

Arrangements made pursuant to 6.5.2.2 above may be on such terms and conditions (including
terms as to payment) as may be agreed between NHS England and the CCG.
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6.5.2.6

Where the CCG makes arrangements with NHS England (and another CCG if relevant) as
described at paragraph 6.5.2.2 above, the CCG shall develop and agree with NHS England a
framework setting out the arrangements for joint working, including details of:
 How the parties will work together to carry out their commissioning functions;
 The duties and responsibilities of the parties;
 How risk will be managed and apportioned between the parties;
 Financial arrangements, including, if applicable, payments towards a pooled fund and
management of that fund;
 Contributions from the parties, including details around assets, employees and
equipment to be used under the joint working arrangements; and

6.5.2.7

The liability of the CCG to carry out its functions will not be affected where the CCG enters into
arrangements pursuant to paragraph 6.5.2.2 above.

6.5.2.8

The CCG will act in accordance with any further guidance issued by NHS England on cocommissioning.

6.5.2.9

Only arrangements that are safe and in the interests of patients registered with member
practices will be approved by the governing bodyGoverning Body.

6.5.2.10

The governing bodyGoverning Body of the CCG shall require, in all joint commissioning
arrangements that the Chief Officer of the CCG make a regular written report to the governing
bodyGoverning Body and hold at least annual engagement events to review aims, objectives,
strategy and progress and publish an annual report on progress made against objectives.

6.5.2.11

Should a joint commissioning arrangement prove to be unsatisfactory the governing
bodyGoverning Body of the CCG can decide to withdraw from the arrangement, but has to give
minimum of six months’ notice to partners.

6.5.3

Joint commissioning arrangements with NHS England for the exercise of NHS England’s
functions

6.5.3.1

Subject to approval by the Governing Body, The the CCG may wish to work with NHS England
and, where applicable, other CCGs, to exercise specified NHS England functions.

6.5.3.2

The CCG may enter into arrangements with NHS England and, where applicable, other CCGs to:
 Exercise such functions as specified by NHS England under delegated arrangements;
 Jointly exercise such functions as specified with NHS England.

6.5.3.3

Where arrangements are made for the CCG and, where applicable, other CCGs to exercise
functions jointly with NHS England a joint committee may be established to exercise the
functions in question.

6.5.3.4

Arrangements made between NHS England and the CCG may be on such terms and conditions
(including terms as to payment) as may be agreed between the parties.

6.5.3.5

For the purposes of the arrangements described at paragraph 6.5.3.2 above, NHS England and
the CCG may establish and maintain a pooled fund made up of contributions by the parties
working together. Any such pooled fund may be used to make payments towards expenditure
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incurred in the discharge of any of the commissioning functions in respect of which the
arrangements are made.
6.5.3.6

Where the CCG enters into arrangements with NHS England as described at paragraph 6.5.3.2
above, the parties will develop and agree a framework setting out the arrangements for joint
working, including details of:
 How the parties will work together to carry out their commissioning functions;
 The duties and responsibilities of the parties;
 How risk will be managed and apportioned between the parties;
 Financial arrangements, including payments towards a pooled fund and management of that
fund;
 Contributions from the parties, including details around assets, employees and equipment to
be used under the joint working arrangements.

6.5.3.7

The liability of NHS England to carry out its functions will not be affected where it and the CCG
enter into arrangements pursuant to paragraph 6.5.3.2 above.

6.5.3.8

The CCG will act in accordance with any further guidance issued by NHS England on cocommissioning.

6.5.3.9

Only arrangements that are safe and in the interests of patients registered with member
practices will be approved by the governing bodyGoverning Body.

6.5.3.10

The Governing Body of the CCG shall require, in all joint commissioning arrangements that the
Chief Officer of the CCG make a regular written report to the governing bodyGoverning Body
and hold at least annual engagement events to review aims, objectives, strategy and progress
and publish an annual report on progress made against objectives.

6.5.3.11

Should a joint commissioning arrangement prove to be unsatisfactory the governing
bodyGoverning Body of the CCG can decide to withdraw from the arrangement, but has to give
minimum of six months’ notice to partners.

6.5.4

Joint Committee(s) with Wakefield Council

6.5.4.1

Subject to approval by the Governing Body, tThe group may make arrangements for joint
committees in respect of designated functions as defined in an agreement under section 75 of
the 2006 Act with Wakefield Council.

6.5.4.2

Where the CCG enters into arrangements with Wakefield Council as described at paragraph
6.5.4.1 above, the parties will develop and agree a framework setting out the arrangements for
joint working, including details of:






How the parties will work together to carry out their functions;
How decisions will be made, including who has voting rights.
The duties and responsibilities of the parties;
How risk will be managed and apportioned between the parties;
Financial arrangements, including payments towards a pooled fund and management of that
fund;
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 Contributions from the parties, including details around assets, employees and equipment to
be used under the joint working arrangements.
6.5.4.3

Arrangements made between the CCG and Wakefield Council may be on such terms and
conditions as may be agreed between the parties and approved by the CCG’s Governing Body.

6.6.

The Governing Body

6.6.1.

Functions - the Governing Body has the following functions conferred on it by sections 14L(2)
and (3) of the 2006 Act, inserted by section 25 the 2012 Act, together with any other functions
connected with its main functions as may be specified in regulations or in this constitution.39The
Governing Body has responsibility for:
a) ensuring that the group has appropriate arrangements in place to exercise its functions
effectively, efficiently and economically and in accordance with the groups principles of good
governance40 (its main function);
b) determining the remuneration, fees and other allowances payable to employees or other
persons providing services to the group and the allowances payable under any pension
scheme it may establish under paragraph 11(4) of Schedule 1A of the 2006 Act, inserted by
Schedule 2 of the 2012 Act;
c) approving any functions of the group that are specified in regulations;41
d) identify any budget allocated to its committees including any management of the same;
e) setting out how reports shall be submitted to the Governing Body including frequency of
submission;
f) having a robust procedure to manage and resolve any disputes and any termination
procedures with regard to the dissolution of the relevant committee;
g) reviewing registers of interest on a regular basis.

6.6.2.

Composition of the Governing body - the Governing Body shall not have no less than six five
clinical representatives with threewho have been elected by member practices and shall
normally comprise. The voting members of the Governing Body will be:
a)
b)
c)

d)

e)
f)
g)
h)
39
40
41

the Clinical Chair (the Clinical Leader), ,a General Practitioner elected by the Members;
the Assistant Clinical Leader, a General Practitioner elected by the Members;
up to six three General PractitionersGeneral Practitioners elected by theClinical Governing
Body Members (these are in addition to the Chair and Assistant Clinical Leader listed
above);
three Lay Members:
i.
Deputy Chair;
ii.
Audit - lead on audit, remuneration and conflict of interest matters;
iii.
PPI - lead on patient and public participation matters;
one registered nurse;
one secondary care specialist doctor;
the Chief Officer;
the Chief Finance Officer;

See section 14L(3)(c) of the 2006 Act, as inserted by section 25 of the 2012 Act
See section 4.4 on Principles of Good Governance above
See section 14L(5) of the 2006 Act, inserted by section 25 of the 2012 Act
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h)i) the Chief Operating Officer
i) the Chief of Service Delivery and Quality;Executive Nurse
j) the Director of Public Health;
k) the Local Authority Executive representative;
l) Practice Manager representative
6.6.3.

Committees of the Governing Body - the Governing Body is required to have in pace the
following committees: has established the following committees and sub-committees:
a)

Audit Committee – the Audit Committee is accountable to the Governing Body and
supports the CCG by critically reviewing governance and assurance processes on which the
Governing Body places reliance. These assurances will include a risk management system
and a performance management system underpinned by an assurance framework
The Governing Body has approved and keeps under review the terms of reference for the
Audit Committee, which includes information on the membership of the Audit Committee.
Terms of reference can be seen at [New link needed]
The Governing Body’s Audit Committee approves any changes to the provision or delivery
of assurance services to the group.

a)

Clinical Cabinet - the overarching purpose of the Clinical Cabinet has a strategic and
advisory function. Its purpose is to provide strong clinical leadership and member practice
engagement to inform service change and commissioning intentions for service changes
and commissioning intention development and to provide robust assurance of this to the
Governing Body. The Clinical Cabinet has a particular role in relation to ensuring clinical
involvement across all clinical groups/professions where agreed.
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. Terms of reference can be seen at
http://www.wakefieldccg.nhs.uk/resources/.

Connecting Care Committee?
b)

Integrated Governance Committee – the Integrated Governance Committee is accountable
to the Governing Body, and provides the Governing Body with an independent and
objective view of the group’s systems, information and an assurance of good corporate
governance.
The Governing Body has conferred or delegated functions connected with the Governing
Body’s main function42, to its Integrated Governance Committee.

Terms of reference can be seen at [New link
needed]http://www.wakefieldccg.nhs.uk/resources/.
42

See section 14L(2) of the 2006 Act, inserted by section 25 of the 2012 Act
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c)

Audit Committee – the Audit Committee is accountable to the Governing Body and
supports the CCG by critically reviewing governance and assurance processes on which the
Governing Body places reliance. These assurances will include a risk management system
and a performance management system underpinned by an assurance framework
The Governing Body has approved and keeps under review the terms of reference for the
Audit Committee, which includes information on the membership of the Audit Committee.
Terms of reference can be seen at http://www.wakefieldccg.nhs.uk/resources/.
The Governing Body’s Audit Committee approves any changes to the provision or delivery
of assurance services to the group.
Nominations Committee - the Nominations Committee is accountable to the Governing
Body, and supports the Group to ensure that there is a formal, rigorous and transparent
procedure for the appointment of members to the Governing Body.
The Governing Body has approved and keeps under review the terms of reference for the
Nominations Committee (available at http://www.wakefieldccg.nhs.uk/resources/), which
includes information on the membership of the Nominations Committee.
Probity Committee – the overarching purpose of the Probity Committee is to facilitate
decision making about items which present conflicts of interest for all GP members of the
Governing Body. Specifically, the role of the Committee shall be to carry out the functions
relating to the commissioning of primary medical services under section 83 of the NHS Act
but may be extended (subject to approval from the Governing Body) to other areas which
present a conflict of interest.
The Governing Body has approved and keeps under review the terms of reference for the
Probity Committee (available at http://www.wakefieldccg.nhs.uk/resources/), which
includes information on the membership of the Probity Committee.

d)b) Remuneration Committee– the Remuneration Committee is accountable to
the Governing Body and determines ations remuneration, fees and other
allowances for employees and for people who provide services to the group
and on makes determinations about allowances under any pension scheme that the
group may establish as an alternative to the NHS pension scheme.
To avoid potential conflicts of interest the CCG has set up Remuneration
Committee of independent Lay Members to make recommendations to the
Governing Body, within agreed terms of reference, on the CCG’s framework of executive
remuneration and its costs; and to determine on their behalf specific remuneration
packages for each of the executive officers, including pension rights and any compensation
payments.
The Remuneration Committee should consist exclusively of Lay Members who are
independent of management and free from any business or other relationships which
would materially interfere with the exercise of their independent judgement. The
members of the Remuneration Committee should be listed each year in the Governing
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Body’s remuneration report.
The Governing Body itself should determine the remuneration of Lay Members, including
members of the Remuneration Committee, within the limits set in national guidance. The
Remuneration Committee should consult the Chair and Chief Officer about their proposals
relating to the remuneration of other executive officers and have access to professional
advice inside and outside the CCG.
The Governing Body should report each year on remuneration. The report should form
part of, or be annexed to, the annual report and accounts. It should be the main vehicle
through which the CCG reports on executive officer’s remuneration.
The Governing Body has approved and keeps under review the terms of reference for the
remuneration committee (available at [New link
needed]http://www.wakefieldccg.nhs.uk/resources/), which includes information on the
membership of the Remuneration Committee.
6.6.3.1 Other committees
The Governing Body is authorised to establish other committees to support it in the
discharge of functions that have been delegated by the CCG to the Governing Body. The
committees and their responsibilities are set out in Appendix F.
e) Nominations Committee - the Nominations Committee is accountable to the Governing
Body, and supports the Group to ensure that there is a formal, rigorous and transparent
procedure for the appointment of members to the Governing Body.
The Governing Body has approved and keeps under review the terms of reference for
the Nominations Committee (available at http://www.wakefieldccg.nhs.uk/resources/),
which includes information on the membership of the Nominations Committee.
d) Probity Committee – the overarching purpose of the Probity Committee is to facilitate
decision making about items which present conflicts of interest for all GP members of
the Governing Body. Specifically, the role of the Committee shall be to carry out the
functions relating to the commissioning of primary medical services under section 83 of
the NHS Act but may be extended (subject to approval from the Governing Body) to
other areas which present a conflict of interest.
The Governing Body has approved and keeps under review the terms of reference for
the Probity Committee (available at http://www.wakefieldccg.nhs.uk/resources/), which
includes information on the membership of the Probity Committee.

7.

ROLES AND RESPONSIBILITIES OF MEMBERS OF THE GOVERNING BODY

7.1.

All members of the Governing Body

7.1.1.

Guidance on the roles of members of the group’s Governing Body is set out in a separate
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document43. In summary, each member of the Governing Body should share responsibility as
part of a team to ensure that the group exercises its functions effectively, efficiently and
economically, with good governance and in accordance with the terms of this constitution.
Each brings their unique perspective, informed by their expertise and experience.
7.2.

The Chair of the Governing Body and Clinical Leader

7.2.1.

The Chair of the Governing Body is the Clinical Leader and is responsible for:
a)

leading the Governing Body, ensuring it remains continuously able to discharge its duties
and responsibilities as set out in this constitution;
b) building and developing the group’s Governing Body and its individual members;
c) ensuring that the group has proper constitutional and governance arrangements in place;
d) ensuring strong communication processes and practices are in place to facilitate effective
communication with the membership;
e) ensuring that, through the appropriate support, information and evidence, the Governing
Body is able to discharge its duties;
f) supporting the Chief Officer in discharging the responsibilities of the organisation;
g) contributing to building a shared vision of the aims, values and culture of the organisation;
h) leading and influencing to achieve clinical and organisational change to enable the group to
deliver its commissioning responsibilities;
i) overseeing governance and particularly ensuring that the Governing Body and the wider
group behaves with the utmost transparency and responsiveness at all times;
j) ensuring that public and patients’ views are heard and their expectations understood and,
where appropriate as far as possible, met;
k) ensuring that the organisation is able to account to its local patients, stakeholders and the
NHS Commissioning BoardNHS England ;
l) ensure mechanisms exists by which practices can appeal decisions or raise grievances with
the CCG;
m) ensuring that the group builds and maintains effective relationships, particularly with the
individuals involved in overview and scrutiny from the local authority.
7.2.2.

Where the chair of the Governing Body is also the senior clinical voice of the group they will
take the lead in interactions with stakeholders, including the NHS Commissioning BoardNHS
England .

7.2.3

The Chair and Clinical Leader will be a General Practitioner and will be appointed in accordance
with section 2 of the Standing Orders.

7.3.

Lay Member - Deputy Chair of the Governing Body

7.3.1.

The Lay Member - Deputy Chair of the Governing Body will be a Lay Member and deputises for
the Chair of the Governing Body where he or shethe Chair has a conflict of interest or is
otherwise unable to act. Where the Deputy Chair may also be conflicted, one of the other Lay

43

See the latest version of the NHS Commissioning Board Authority’s Clinical commissioning group
governing body members: Role outlines, attributes and
skillshttps://www.england.nhs.uk/publication/clinical-commissioning-group-governing-bodymembers-role-outlines-attributes-and-skills/
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Members will act in their stead.
7.3.2.

Lay Member - Deputy Chair of the Governing Body will be appointed in accordance with section
2 of the Standing Orders.

7.3.3

The role of Lay Member – Deputy Chair of the Governing Body is to:
a)
b)
c)
d)
e)

bring specific expertise and experience to the work of the governing bodyGoverning Body.
bring a strategic and impartial focus, providing an external view of the work of the CCG that
is removed from the day-to-day running of the organisation.
oversee key elements of governance including remuneration.
serve as Chair of the Integrated Governance Committee and Remuneration Committee.
undertake a lead role in ensuring that the governing bodyGoverning Body and the wider
CCG behaves with the utmost probity at all times

7.4.

Role of the Chief Officer

7.4.1.

The Chief Officer of the group is a member of the Governing Body.
The Chief Officer is the Accountable Officer and will be appointed in accordance with national
guidance and regulations.

7.4.3.

This role of Chief Officer is summarised in the NHS England’s Clinical Commissioning Group
governing body members role outlines, attributes and skills:has been summarised in a national
document44 as:
The accountable officer is responsible for ensuring that the CCG fulfils its duties to exercise
its functions effectively, efficiently and economically thus ensuring improvement in the
quality of services and the health of the local population whilst maintaining value for
money.
The accountable officer will, at all times, ensure that the regularity and propriety of
expenditure is discharged, and that arrangements are put in place to ensure that good
practice (as identified through such agencies as the Audit Commission and the National
Audit Office) is embodied and that safeguarding of funds is ensured through effective
financial and management systems.
The accountable officer, working closely with the Chair of the governing body, will ensure
that proper constitutional, governance and development arrangements are put in place to
assure the members (through the governing body) of the organisation‘s ongoing capability
and capacity to meet its duties and responsibilities. This will include arrangements for the
ongoing development of its members and staff. a)
being responsible for ensuring that
the clinical commissioning group fulfils its duties to exercise its functions effectively,
efficiently and economically thus ensuring improvement in the quality of services and the
health of the local population whilst maintaining value for money;
b)

44

at all times ensuring that the regularity and propriety of expenditure is discharged, and
that arrangements are put in place to ensure that good practice (as identified through

See the latest version of the NHS Commissioning Board Authority’s Clinical commissioning group
governing body members: Role outlines, attributes and skills
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such agencies as the Audit Commission and the National Audit Office) is embodied and
that safeguarding of funds is ensured through effective financial and management
systems;
c)

working closely with the Chair of the Governing Body, the Chief Officer will ensure that
proper constitutional, governance and development arrangements are put in place to
assure the members (through the Governing Body) of the organisation’s ongoing capability
and capacity to meet its duties and responsibilities. This will include arrangements for the
ongoing developments of its members and staff.

7.5.

Role of the Chief Finance Officer

7.5.1.

The Chief Finance Officer is a member of the Governing Body and is responsible for providing
financial advice to the clinical commissioning group and for supervising financial control and
accounting systems.

7.5.2.

The Chief Finance Officer will be appointed in accordance with national guidance and
regulations.

7.5.3.

This role of Chief Finance Officer has been summarised in a national document45 as:
a)
b)
c)
d)

e)

being the Governing Body’s professional expert on finance and ensuring, through robust
systems and processes, the regularity and propriety of expenditure is fully discharged;
making appropriate arrangements to support, monitor the group’s finances;
overseeing robust audit and governance arrangements leading to propriety in the use of
the group’s resources;
being able to advise the Governing Body on the effective, efficient and economic use of the
group’s allocation to remain within that allocation and deliver required financial targets
and duties;
producing the financial statements for audit and publication in accordance with the
statutory requirements to demonstrate effective stewardship of public money and
accountability to the NHS Commissioning BoardNHS England .

7.6

Role of Chief Operating Officer

7.6.1

The Chief Operating Officer is a member of the Governing Body and is responsible for: TBI




45

Securing strategic alignment of acute commissioning across North Kirklees, Wakefield, Mid
Yorkshire and the wider Yorkshire and Humber footprint in the delivery of a robust
sustainability and transformational plan.
Supporting the Accountable Officers of NHS North Kirklees CCG and NHS Wakefield CCG in
the delivery of the key strategic objectives including accountability for key Director
deliverables.
Leading the development and delivery of a planned care transformation programme across
North Kirklees and Wakefield building on the current prioritisation and sustainability agenda.

See the latest version of the NHS Commissioning Board AuthorityEngland’s Clinical
commissioning group governing body members: Role outlines, attributes and skills
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Creating a single approach to commissioning business across the Mid Yorkshire footprint
which eliminates duplication, strengthens commissioning and delivers robust and real value
e.g. through QIPP and with a focus on quality, safety and driving efficiencies.
Working with organisational leads for place-based commissioning to ensure translation into
strategic operating plans for delivering the interdependent changes in community and
primary care services.
Act as Deputy Accountable Officer for both CCGsthe CCG.

7.67

Role of General Practitioners

7.67.1

In addition to the general responsibilities of all Governing Body members the General
Practitioners 4 Clinical Governing Body membersGeneral Practitioners elected by the Members
will have an active role in the management and operation of the CCG. As members of the
Governing Body, they bring their unique understanding as clinicians to bear on the decision
making of the Governing Body. Furthermore they will bring the unique understanding of those
Members to the discussion and decision making of the governing bodyGoverning Body.

7.67.2

The General Practitioners elected by the Members will be appointed in accordance with section
2 of the Standing Orders.

7.67.3

This role of General Practitioners elected by the Members has been summarised in a national
document46 as:
a)
b)
a.
c)

7.7.4

have the confidence of the Members of the CCG,
understand the issues Members face and what is important to them;
bring an unbiased strategic clinical view on all aspects of CCG business;
bring a balanced view of the clinical and management agenda, drawing on their specialist
skills to add value;
d) contribute a generic view from the perspective of Members in the CCG, whilst putting
aside specific issues relating to their own practice circumstances.
One of the elected General Practitioners will be appointed as Assistant Clinical Leader to
support the Clinical Leader in the discharge of his/her responsibilities

7.8

Role of the Registered Nurse

7.8.1

In addition to the general responsibilities of all Governing Body members, the registered nurse
as a non-elected clinical member of the Governing Body is responsible for bringing a broader
view as a registered nurse on health and social care issues to underpin the work of the CCG,
especially the contribution of nursing knowledge for improvements in patient care.

7.8.2

The Registered Nurse will be appointed in accordance with section 2 of the Standing Orders.

46

See the latest version of the NHS Commissioning Board Authority’sNHS England’s Clinical
commissioning group governing body members: Role outlines, attributes and skills
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7.8.3

The role of Registered Nurse has been summarised in a national document47 as:
a) bring a high level of professional expertise and knowledge to the work of the Governing
Body.
b) bring an independent strategic clinical view on all aspects of CCG business that is removed
from the day-to-day running of the organisation.
c) take a balanced view of the clinical and management agenda and draw on their specialist
skills to add value;
d) contribute a generic view from the perspective of a registered nurse whilst putting aside
specific issues relating to their own clinical practice or employing organisation‘s
circumstances; and
e) bring detailed insights from nursing and perspectives into discussions regarding service redesign, clinical pathways and system reform.

7.9

Role of the Secondary Care Specialist Doctor

7.9.1

In addition to the general responsibilities of all Governing Body members, the Secondary Care
Specialist Doctor, as a non-elected clinical member of the Governing Body, will bring a broader
view, on health and care issues to underpin the work of the CCG. In particular, they will bring to
the Governing Body an understanding of patient care in the secondary care setting.

7.9.2.

The Secondary Care Specialist Doctor will be appointed in accordance with section 2 of the
Standing Orders.

7.9.3

The role of Secondary Care Specialist Doctor has been summarised in a national document48 as:
a)
b)
c)
d)

e)

bring has a high level of understanding of how care is delivered in a secondary care setting;
bring an independent strategic clinical view on all aspects of CCG business that is removed
from the day-to-day running of the organisation.
take a balanced view of the clinical and management agenda and draw on their in depth
understanding of secondary care to add value;
contribute a generic view from the perspective of a secondary care doctor whilst putting
aside specific issues relating to their own clinical practice or their employing organisation‘s
circumstances;
provide an understanding of how secondary care providers work within the health system
to bring appropriate insight to discussions regarding service re-design, clinical pathways
and system reform.

7.710

Role of the Lay Member (Audit)

7.710.1

In addition to the general responsibilities of all Governing Body members the Lay Member
(Audit) is a member of the Governing Body and is the lead on audit, remuneration and conflict
of interest matters.

47

See the latest version of the NHS Commissioning Board AuthorityNHS England’s Clinical
commissioning group governing body members: Role outlines, attributes and skills
See the latest version of the NHS Commissioning Board Authority’sNHS England’s Clinical
commissioning group governing body members: Role outlines, attributes and skills

48
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7.10.2

7.10.3

7.7.2
The Lay Member (Audit) will be appointed in accordance with section 2 of the
Standing Orders.
This role of Lay Member (Audit) has been summarised in a national document49 as:
a)
b)
c)
d)
e)
f)

bring specific expertise and experience to the work of the governing bodyGoverning Body.
bring a strategic and impartial focus, providing an external view of the work of the CCG that
is removed from the day-to-day running of the organisation
to oversee key elements of governance including audit, remuneration and managing
conflicts of interest.
serve as Chair of the Audit Committee.
undertake a lead role in ensuring that the governing bodyGoverning Body and the wider
CCG behaves with the utmost probity at all times
ensure that appropriate and effective whistle blowing and anti-fraud systems are in place.

7.811

Role of the Lay Member (patient and public participation)

7.811.1

In addition to the general responsibilities of all Governing Body members the Lay Member
(patient and public participation) is a member of the Governing Body and is the lead on patient
and public participation matters.

7.811.2

The Lay Member (patient and public participation) will be appointed in accordance with section
2 of the Standing Orders.

7.11.3

The role of Lay Member (patient and public participation) has been summarised in a
national document50 as:
a)
b)
c)

d)
e)
f)

bring specific expertise and experience, as well as their knowledge as a member of the local
community, to the work of the governing bodyGoverning Body.
bring a strategic and impartial focus, providing an external view of the work of the CCG that
is removed from the day-to-day running of the organisation.
help to ensure that, in all aspects of the CCG‘s business, the public voice of the local
population is heard and that opportunities are created and protected for patient and public
empowerment in the work of the CCG.
ensure that public and patients‘ views are heard and their expectations understood and
met as appropriate.
ensure the CCG builds and maintains an effective relationship with Local Healthwatch and
draws on existing patient and public engagement and involvement expertise.
ensure that the CCG has appropriate arrangements in place to secure public and patient
involvement and responds in an effective and timely way to feedback and
recommendations from patients, carers and the public.

7.11

Role of the Practice Manager elected by the Members

49

See the latest version of the NHS Commissioning Board Authority’s Clinical commissioning group
governing body members: Role outlines, attributes and skills
See the latest version of the NHS Commissioning Board Authority’s Clinical commissioning group
governing body members: Role outlines, attributes and skills
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7.11.1

In addition to the general responsibilities of all Governing Body members, the Practice Manager
elected by the Members will have an active role in the management and operation of the CCG.
Furthermore they will bring the unique understanding of those Members to the discussion and
decision making of the governing bodyGoverning Body.

7.11.2

The Practice Manager elected by the Members will be appointed in accordance with section 2 of
the Standing Orders.

7.12.3

The role of Practice Manager elected by the Members is summarised as:
a)
b)
c)
d)

have the confidence of Practice Managers of the Members of the CCG,
understand the issues Members face and what is important to them;
bring an unbiased strategic view on all aspects of CCG business;
bring a balanced view of the management agenda, drawing on their specialist skills to add
value;
e) contribute a generic view from the perspective of Members (and especially Practice
Managers) within in the CCG, whilst putting aside specific issues relating to their own
practice circumstances.

7.13

Role of the Chief of Service Delivery and Quality Executive Nurse

7.12.1

In addition to the general responsibilities of all Governing Body members, the Chief of Service
Delivery and Quality Executive Nurse will lead and spread innovation and continuous
improvement for good quality, clinically effective and efficient services.

7.12.2

The Chief of Service Delivery and QualityExecutive Nurse will be appointed in accordance with
section 2 of the Standing Orders.

7.147.12

Role of the Director of Public Health

7.13.1

The Director of Public Health will bring leadership, expertise and advice on a range of issues in
particular the joint strategic needs assessment and associated health and wellbeing strategies
for Wakefield district.

7.13.2

The role of Director of Public Health has been summarised in a national document51 as:
a) provide expert, objective advice on health matters,
b) provide leadership, expertise and advice on a range of issues, from outbreaks of disease and
emergency preparedness through to improving local, people’s health and concerns around
access to health services,
c) know how to improve the population’s health by understanding the factors that determine
health and ill health, how to change behaviour and promote both health and wellbeing in
ways that reduce inequalities in health,
d) ensure effective and tested plans are in place for the wider health sector to protect the local

51

See the latest version of the Department of Health publication Directors of Public Health in Local
Government; Roles, responsibilities and context.
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population from risks to public health,
e) work with wider civil society to engage local partners in fostering improved health and
wellbeing.
7.13.3

The Director of Public Health will be appointed in accordance with section 2 of the Standing
Orders.

7.14

Role of the Local Authority Executive

7.14.1

The Local Authority Executive will bring leadership, expertise and advice on a range of issues in
particular the integration of person‐centred social care services and health services; delivering
an integrated whole systems approach to support communities.

7.14.2

The Local Authority Executive will be appointed in accordance with section 2 of the Standing
Orders.

7.15

Joint appointments with other organisations

7.154.1.

The Group has the following joint appointment(s) with other organisation(s):
a) The Chief Operating Officer of Wakefield CCG and North Kirklees is a joint appointment

7.154.2.

Any joint appointments are supported by a memorandum of understanding
between the organisations who are party to these joint appointments.

8.

STANDARDS OF BUSINESS CONDUCT AND MANAGING CONFLICTS OF INTEREST

8.1.

Standards of business conduct

8.1.1.

Employees, members, committee and sub-committee members of the CCG and members of the
Governing Body (and its committees) will at all times comply with this constitution and be
aware of their responsibilities as outlined in it. They should act in good faith and in the interests
of the group and should follow the Seven Principles of Public Life, set out by the Committee on
Standards in Public Life (the Nolan Principles) The Nolan Principles are incorporated into this
constitution at Appendix FG.

8.1.2.

They must comply with the group’s policy on business conduct, including the requirements set
out in the policy for managing conflicts of interest. This policy will be available on the CCG
website at http://www.wakefieldccg.nhs.uk/resources/ as set out in 1.3.2.

8.1.3.

Individuals contracted to work on behalf of the group or otherwise providing services or
facilities to the group will be made aware of their obligation with regard to declaring conflicts or
potential conflicts of interest. This requirement will be written into their contract for services.

8.2.

Conflicts of interest
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8.2.1.

As required by section 14O of the 2006 Act, as inserted by section 25 of the 2012 Act, the
clinical commissioning group will make arrangements to manage conflicts and potential conflicts
of interest to ensure that decisions made by the group will be taken and seen to be taken
without any possibility of the influence of external or private interest.

8.2.2.

Where an individual, i.e. an employee, group member, member of the Governing Body, or a
member of a committee or a sub-committee of the group or its Governing Body has an interest,
or becomes aware of an interest which could lead to a conflict of interests in the event of the
CCG considering an action or decision in relation to that interest, that must be considered as a
potential conflict, and is subject to the provisions of this constitution.

8.2.3.

A conflict of interest will include:
a)
b)

c)

d)

e)

a direct pecuniary interest: where an individual may financially benefit from the
consequences of a commissioning decision (for example, as a provider of services);
an indirect pecuniary interest: for example, where an individual is a partner, member or
shareholder in an organisation that will benefit financially from the consequences of a
commissioning decision;
a non-pecuniary interest: where an individual holds a non-remunerative or not-for profit
interest in an organisation, that will benefit from the consequences of a commissioning
decision (for example, where an individual is a trustee of a voluntary provider that is
bidding for a contract);
a non-pecuniary personal benefit: where an individual may enjoy a qualitative benefit from
the consequence of a commissioning decision which cannot be given a monetary value (for
example, a reconfiguration of hospital services which might result in the closure of a busy
clinic next door to an individual’s house);
where an individual is closely related to, or in a relationship, including friendship, with an
individual in the above categories.

8.2.4.

If in doubt, the individual concerned should assume that a potential conflict of interest exists.

8.3.

Declaring and registering interests

8.3.1.

The CCG will maintain one or more registers of the interests of:
a)
b)
c)
d)

the members of the CCG;
the members of its Governing Body;
the members of its committees or sub-committees and the committees or sub-committees
of its Governing Body;
its employees.

8.3.2.

The registers will be published on the group’s website at published on the
CCG website at: http://www.wakefieldccg.nhs.uk/resources/ as set out in 1.3.2.

8.3.3.

Individuals will declare any interest that they have, in relation to a decision to be made in the
exercise of the commissioning functions of the group, in writing to the Governing Body, as soon
as they are aware of it and in any event no later than 28 days after becoming aware.
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8.3.4.

Where an individual is unable to provide a declaration in writing, for example, if a conflict
becomes apparent in the course of a meeting, they will make an oral declaration before
witnesses (those members present), and provide a written declaration as soon as possible
thereafter.

8.3.5.

The Governing Body will ensure that the register(s) of interest is reviewed regularly, and
updated as necessary.

8.3.6.

The Lay Member of the Governing Body, with particular responsibility for governance, will
make themselves available to provide advice to any individual who believes they have, or may
have, a conflict of interest.

8.3.7.

The Governing Body will take such steps as it deems appropriate, and request information it
deems appropriate from individuals, to ensure that all conflicts of interest and potential
conflicts of interest are declared.

8.4.

Managing conflicts of interest: general

8.4.1.

Individual members of the group, the Governing Body, committees or sub-committees, the
committees or sub-committees of its Governing Body and employees will comply with the
arrangements determined by the group for managing conflicts or potential conflicts of interest.

8.4.2.

The Governing Body will ensure that for every interest declared, either in writing or by oral
declaration, arrangements are in place to manage the conflict of interests or potential conflict
of interests, to ensure the integrity of the group’s decision making processes.

8.4.3.

Arrangements for the management of conflicts of interest are to be determined by the
Governing Body and will include the requirement to put in writing to the relevant individual
arrangements for managing the conflict of interests or potential conflicts of interests, within a
week of declaration. The arrangements will confirm the following:
a)
b)

when an individual should withdraw from a specified activity, on a temporary or
permanent basis;
monitoring of the specified activity undertaken by the individual, either by a line manager,
colleague or other designated individual.

8.4.4.

Where an interest has been declared, either in writing or by oral declaration, the declarer will
ensure that before participating in any activity connected with the group’s exercise of its
commissioning functions, they have received confirmation of the arrangements to manage the
conflict of interest or potential conflict of interest from the Governing Body.

8.4.5.

Where an individual member, employee or person providing services to the group is aware of
an interest which:
a)
b)

has not been declared, either in the register or orally, they will declare this at the start of
the meeting;
has previously been declared, in relation to the scheduled or likely business of the meeting,
the individual concerned will bring this to the attention of the Chair of the meeting,
together with details of arrangements which have been confirmed for the management of
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the conflict of interests or potential conflict of interests.
The Chair of the meeting will then determine how this should be managed and inform the
member of their decision. Where no arrangements have been confirmed, the Chair of the
meeting may require the individual to withdraw from the meeting or part of it. The individual
will then comply with these arrangements, which must be recorded in the minutes of the
meeting.
8.4.6.

Where the Chair of any meeting of the group, including committees, sub-committees, or the
Governing Body and the Governing Body’s committees and sub-committees, has a personal
interest, previously declared or otherwise, in relation to the scheduled or likely business of the
meeting, they must make a declaration and the Deputy Chair will act as Chair for the relevant
part of the meeting. Where arrangements have been confirmed for the management of the
conflict of interests or potential conflicts of interests in relation to the Chair, the meeting must
ensure these are followed. Where no arrangements have been confirmed, the Deputy Chair
may require the Chair to withdraw from the meeting or part of it. Where there is no Deputy
Chair, the members of the meeting will select one.

8.4.7.

Any declarations of interests, and arrangements agreed in any meeting of the clinical
commissioning group, committees or sub-committees, or the Governing Body, the Governing
Body’s committees or sub-committees, will be recorded in the minutes.

8.4.8.

Where more than 50% of the members of a meeting are required to withdraw from a meeting
or part of it, owing to the arrangements agreed for the management of conflicts of interests or
potential conflicts of interests, the Chair (or deputy) will determine whether or not the
discussion can proceed.

8.4.9.

In making this decision the Chair will consider whether the meeting is quorate, in accordance
with the number and balance of membership set out in the group’s Standing Orders. Where the
meeting is not quorate, owing to the absence of certain members, the discussion will be
deferred until such time as a quorum can be convened. Where a quorum cannot be convened
from the membership of the meeting, owing to the arrangements for managing conflicts of
interest or potential conflicts of interests, the Chair of the meeting shall consult with Governing
Body on the action to be taken.

8.4.10.

This may include:
a)

requiring another of the CCG’s committees or sub-committees, the group’s Governing
Body or the Governing Body’s committees or sub-committees (as appropriate) which can
be quorate to progress the item of business, or if this is not possible,

b)

inviting on a temporary basis one or more of the following to make up the quorum (where
these are permitted members of the Governing Body or committee / sub-committee in
question) so that the group can progress the item of business:
i)
ii)
iii)

a member of the clinical commissioning group who is an individual;
an individual appointed by a member practice to act on its behalf in the dealings
between it and the clinical commissioning group;
a member of a relevant Health and Wellbeing Board;
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iv)

a member of a Governing Body of another clinical commissioning group.

These arrangements must be recorded in the minutes.
8.4.11.

In any transaction undertaken in support of the clinical commissioning group’s exercise of its
commissioning functions (including conversations between two or more individuals, e-mails,
correspondence and other communications), individuals must ensure, where they are aware of
an interest, that they conform to the arrangements confirmed for the management of that
interest. Where an individual has not had confirmation of arrangements for managing the
interest, they must declare their interest at the earliest possible opportunity in the course of
that transaction, and declare that interest as soon as possible thereafter. The individual must
also inform either their line manager (in the case of employees), or the Governing Body, of the
transaction.

8.4.12.

The Governing Body will take such steps as deemed appropriate, and request information
deemed appropriate from individuals, to ensure that all conflicts of interest and potential
conflicts of interest are declared.

8.5.

Managing conflicts of interest: contractors and people who provide services to the group

8.5.1.

Anyone seeking information in relation to a procurement, or participating in a procurement, or
otherwise engaging with the clinical commissioning group in relation to the potential provision
of services or facilities to the group, will be required to make a declaration of any relevant
conflict / potential conflict of interest.

8.5.2.

Anyone contracted to provide services or facilities directly to the clinical commissioning group
will be subject to the same provisions of this constitution in relation to managing conflicts of
interests. This requirement will be set out in the contract for their services.

8.6.

Transparency in procuring services

8.6.1.

The CCG recognises the importance in making decisions about the services it procures in a way
that does not call into question the motives behind the procurement decision that has been
made. The CCG will procure services in a manner that is open, transparent, non-discriminatory
and fair to all potential providers.

8.6.2.

The CCG will publish a procurement strategy approved by its Governing Body which will ensure
that:
a)

b)

8.6.3.

all relevant clinicians (not only members of the group) and potential providers, together
with local members of the public, are engaged in the decision-making processes used to
procure services;
service redesign and procurement processes are conducted in an open, transparent, nondiscriminatory and fair way.

Copies of this procurement strategy will be available on the CCG website at
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http://www.wakefieldccg.nhs.uk/resources/ as set out in 1.3.2.
9.

THE GROUP AS EMPLOYER

9.1.

The group recognises that its most valuable asset is its people. It will seek to enhance their skills
and experience and is committed to their development in all ways relevant to the work of the
group.

9.2.

The group will seek to set an example of best-practice as an employer and is committed to
offering all staff equality of opportunity. It will ensure that its employment practices are
designed to promote diversity and to treat all individuals equally.

9.3.

The group will ensure that it employs suitably qualified and experienced staff who will discharge
their responsibilities in accordance with the high standards expected of staff employed by the
group. All staff will be made aware of this constitution, the commissioning strategy and the
relevant internal management and control systems which relate to their field of work.

9.4.

The group will maintain and publish policies and procedures (as appropriate) on the recruitment
and remuneration of staff to ensure it can recruit, retain and develop staff of an appropriate
calibre. The group will also maintain and publish policies on all aspects of human resources
management, including grievance and disciplinary matters.

9.5.

The group will ensure that its rules for recruitment and management of staff provide for the
appointment and advancement on merit on the basis of equal opportunity for all applicants and
staff.

9.6.

The group will ensure that employees' behaviour reflects the values, aims and principles set out
above.

9.7.

The group will ensure that it complies with all aspects of employment law.

9.8.

The group will ensure that its employees have access to such expert advice and training
opportunities as they may require in order to exercise their responsibilities effectively.

9.9.

The group will adopt a Code of Conduct for staff and will maintain and promote effective
'whistle-blowing' procedures to ensure that concerned staff have means through which their
concerns can be voiced.

9.10

The group recognises and confirms that nothing in or referred to in this constitution (including
in relation to the issue of any press release or other public statement or disclosure) will prevent
or inhibit the making of any protected disclosure (as defined in the Employment Rights Act
1996, as amended by the Public Interest Disclosure Act 1998) by any member of the group, any
member of its governing bodyGoverning Body, any member of any of its committees or subcommittees or the committees or sub-committees of its governing bodyGoverning Body, or any
employee of the group or of any of its members, nor will it affect the rights of any worker (as
defined in that Act) under that Act.

9.11.

Copies of this Code of Conduct, together with the other policies and procedures outlined in this
section, will be available on the CCG website at http://www.wakefieldccg.nhs.uk/resources/ as
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set out in 1.3.2.
10.

TRANSPARENCY, WAYS OF WORKING AND STANDING ORDERS

10.1.

General

10.1.1.

The group will publish annually a commissioning plan, an annual report and accounts.

10.1.2

The group will present the group’s annual report and accounts to a public at an Annual General
Meeting.

10.1.3

The group will hold an annual meeting for the Members; the Annual Members Meeting.
Further details about the arrangements for the Annual Members Meeting can be found at
Standing Order 3.3.

10.1.3

Key communications issued by the group, including the notices of procurements, public
consultations, Governing Body meeting dates, times, venues, and certain papers will be
published on the group’s website at http://www.wakefieldccg.nhs.uk/resources/ as set out in
1.3.2.

10.1.4

The group may use other means of communication, including circulating information by post, or
making information available in venues or services accessible to the public.

10.2.

Standing Orders

10.2.1.

This constitution is also informed by a number of documents which provide further details on
how the CCG will operate. They are:
a)

b)

c)

Standing Orders (Appendix C) – which sets out the arrangements for meetings and the
appointment processes to elect the Group’s representatives and appoint to the group’s
committees, including the Governing Body;
Scheme of Reservation and Delegation (Appendix D) – which sets out those decisions that
are reserved for the membership as a whole and those decisions that are the
responsibilities of the group’s Governing Body, the Governing Body’s committees and subcommittees, the group’s committees and sub-committees, individual members and
employees;
Prime financial policies (Appendix E) – which set out the arrangements for managing the
group’s financial affairs.
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APPENDIX A
DEFINITIONS OF KEY DESCRIPTIONS USED IN THIS CONSTITUTION

2006 Act

National Health Service Act 2006.

2012 Act

Health and Social Care Act 2012 (this Act amends the 2006 Act).

Chief Officer

an individual, as defined under paragraph 12 of Schedule 1A of the 2006 Act
(as inserted by Schedule 2 of the 2012 Act), appointed by the NHS
Commissioning BoardNHS England , with responsibility for ensuring the group:
 complies with its obligations under:
o sections 14Q and 14R of the 2006 Act (as inserted by section 26 of
the 2012 Act),
o sections 223H to 223J of the 2006 Act (as inserted by section 27 of
the 2012 Act),
o paragraphs 17 to 19 of Schedule 1A of the NHS Act 2006 (as
inserted by Schedule 2 of the 2012 Act), and
o any other provision of the 2006 Act (as amended by the 2012 Act)
specified in a document published by the Board for that purpose;
 exercises its functions in a way which provides good value for money.

Area

the geographical area that the group has responsibility for, as defined in
Section 2 of this constitution.

Chair of the
Governing Body

the individual appointed by the group to act as Chair of the Governing Body.

Chief Finance Officer

the qualified accountant employed by the group with responsibility for
financial strategy, financial management and financial governance.

Clinical
commissioning group

a body corporate established by the NHS Commissioning BoardNHS England in
accordance with Chapter A2 of Part 2 of the 2006 Act (as inserted by section
10 of the 2012 Act).

Committee

a committee or sub-committee created and appointed by:




Financial year

the membership of the group;
a committee / sub-committee created by a committee created /
appointed by the membership of the group;
a committee / sub-committee created / appointed by the Governing Body.

this usually runs from 1 April to 31 March, but under paragraph 17 of Schedule
1A of the 2006 Act (inserted by Schedule 2 of the 2012 Act), it can for the
purposes of audit and accounts run from when a clinical commissioning group
is established until the following 31 March.
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Group

NHS Wakefield Clinical Commissioning Group, whose constitution this is.

Governing Body

the body appointed under section 14L of the NHS Act 2006 (as inserted by
section 25 of the 2012 Act), with the main function of ensuring that a clinical
commissioning group has made appropriate arrangements for ensuring that it
complies with:



its obligations under section 14Q under the NHS Act 2006 (as inserted by
section 26 of the 2012 Act),
such generally accepted principles of good governance as are relevant to
it.

Governing Body
member

any member appointed to the Governing Body of the group.

Lay Member

a Lay Member of the Governing Body, appointed by the group. A Lay Member
is an individual who is not a member of the group or a healthcare professional
(i.e. an individual who is a member of a profession regulated by a body
mentioned in section 25(3) of the National Health Service Reform and Health
Care Professions Act 2002) or as otherwise defined in regulations.

Member

provider of primary medical services within the Wakefield district boundary, to
a registered list of patients under a General Medical Services, Personal Medical
Services or Alternative Provider Medical Services contract, as defined in clause
3 of this Constitution.

Registers of interests

registers a group is required to maintain and make publicly available under
section 14O of the 2006 Act (as inserted by section 25 of the 2012 Act), of the
interests of:





the members of the group;
the members of its Governing Body;
the members of its committees or sub-committees and committees or
sub-committees of its Governing Body;
its employees.
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APPENDIX B
NHS WAKEFIELD CLINICAL COMMISSIONING GROUP
LIST OF MEMBER PRACTICES AT THE DATE THE CCG WAS AUTHORISED IN APRIL 2013. (JANUARY 2018)
For a copy of the CCG’s current Register of Members please contact the Governance & Board Secretary at
contactus@wakefieldccg.nhs.uk.
Organisation
Practice Name
Almshouse Surgery
Trinity Medical Centre
Thornhill Street
Wakefield WF1 1PG
Alverthorpe Surgery
Balne Lane
Wakefield
WF2 0DP
Ash Ggrove
England Lane
Knottingley
WF11 0JA
Dr Bance & Partners
Pinfold Surgery, Pinfold Lane
Methley
LS26 9AA
Castleford Medical Practice
12 Welbeck Street
Castleford
WF10 1DP
Chapelthorpe
Standbridge Lane
Wakefield
WF2 7GP
Church Street Surgery
Ossett Health Village
Kingsway
Ossett WF5 8DF
College Lane Surgery
Barnsley Road
Ackworth
Pontefract WF7 7HZ
Crofton Health Centre
Slack Lane
Crofton
Wakefield WF4 1HT
Eastmoor Health Centre
Windhill Road
Wakefield

Title

First Name

Last Name
Lead Commissioner

Formatted Table

Dr Jigar Daru

Dr Alistair MacleanSelwyn Barnsley

Dr Lesley NewlandDutta Soumitra

Dr Hans Bance
Formatted Table

Dr Sree Harsha Vinta

Formatted: Not Highlight

Dr Jane Schindler

Dr Christopher JonesMichael Langton

Dr Jonathon EastwoodKaren Needham

Dr Edmond FerdinandusCarolyn Hall

Dr Victor LaborE Okine
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WF1 4SD
Ferrybridge Medical Centre
8-10 High Street
Ferrybridge
WF11 8NQ
Friarwood
Carleton Glen
Pontefract
WF8 1SU
Grove Surgery
Trinity Medical Centre
Thornhill Street
Wakefield WF1 1PG
Henry Moore Clinic
26 Smawthorne Lane
Castleford
WF10 4EN
Homestead Medical Centre
Homestead Drive
Wakefield
WF2 9PE
King Street Health Centre
47 King Street
Wakefield
WF1 2SN
King's Medical Practice
King Edward Street
Normanton
WF6 2AZ
Drs Diggle & Phillips
Little Lane Health Centre
Little Lane
South Elmsall
Pontefract WF9 2NLChruch View Health Centre
Langthwaite Road
South Kirkby
WF9 3AP
Lupset Health Centre
George A Green Court
Lupset
Wakefield, WF2 8FE
Maybush Medical Centre
Portobello Road
Maybush
Wakefield WF1 5PN
Middlestown
New Road
Middlestown
Wakefield WF4 4PA

Dr Arthur MonePhillip Earnshaw

Dr David Watson

Dr Tony Tabner

Dr Matthew Blackamore

Dr Oyewale A IrelewuyiKusum Rogbeer

Dr Ahmad Choksy

Dr David BrownJacinta Walsh
Formatted: Not Highlight

Dr Douglas Diggle

Formatted: Highlight

Dr Adam Sheppard

Dr Arati ThapaaNSAR hAYAT

Dr Dave SmithtERENCE gAIR
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New Southgate
Buxton Place
Off Leeds Road
Wakefield WF1 3JQ
Newland Lane Surgery
The Surgery
Newland Lane
Normanton WF6 1QD
Northgate Surgery
Northgate
Pontefract
WF8 1NF
Orchard Croft
Cluntergate
Horbury
Wakefield WF4 5DA
Outwood Park Medical Centre
Potovens Lane
Outwood
Wakefield WF1 2PE
Park View
The Surgery
148 Castleford Road
Normanton WF6 2EP
Patience Lane Surgery
Patience Lane
Altofts
Normanton, WF6 2JZ
Pinfold Surgery
Pinfold Lane
Methley
Leeds LS26 9AA
Prospect Road
Ossett Health Village
Kingsway
Ossett WF5 8DF
Queen Street Surgery
60 Queen Street
Normanton
WF6 2BU
Riverside
Saville Road
Castleford
WF10 1PH
St Thomas Road
Group Surgery
St Thomas Road
Featherstone WF7 5HE
Dr Singh & partners
Church View Health Centre
Langthwaite Road
South Kirkby

Dr Stephen WroeDebbie Hallott

Dr Ram Gupta

Dr Paul GlovergWENAN dAVENPORT

Dr Som DeSilva

Dr Shakeel Sarwar

Dr Patrick Wynn C Phipps-Jones

Dr G Arunap Prasad

Dr Avijit Biswas

Dr Adrian North Adrian North

Dr Paul DewhirstPatrick Wynn

Dr Nadim Nayyar

Dr David RobertsDavid Roberts

Dr Surendra Singh
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West Yorkshire
WF9 3AP

Stanley Health Centre
Lake Lock Road
Stanley
Wakefield WF3 4HS
Station Lane Medical Centre
Station Lane
Featherstone
WF7 6JL
Stockingate Surgery
69 Stockingate
South Kirkby
Pontefract WF9 3PE

Formatted Table

Dr David Brightman

Dr Martin ShutkeverBeverley Soar

Dr Alex Thachankary

Formatted: Highlight
Formatted: Highlight

Stuart Road
Stuart Road
Pontefract
WF8 4PQ
The Grange
Highfield Road
Hemsworth
Pontefract WF9 4DP
Tieve Tara Medical Centre
Parkdale
Airedale
Castleford WF10 2QP
Trinity Medical Centre
Thornhill Street
Wakefield WF1 1PG
Warrengate Medical Centre
Warrengate
Wakefield
WF1 4PR
White Rose Surgery
Exchange Street
South Elmsall
WF9 2RD

Dr Andrew PerkinsJohn Taylor

Dr Lutfe KamalLutfe Kamal

Dr Anne Godridge

Dr Abdul Mustafa
Formatted Table

Dr Simon McGrawPatrick O’Connell

Dr Johnson D’SouzaDr C Tobin
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APPENDIX C
STANDING ORDERS

1.

STATUTORY FRAMEWORK AND STATUS

1.1.

Introduction

1.1.1.

These Standing Orders have been drawn up to regulate the proceedings of the NHS Wakefield
Clinical Commissioning Group so that group can fulfil its obligations, as set out largely in the
2006 Act, as amended by the 2012 Act and related regulations. They are effective from the date
the group is established.

1.1.2.

The Standing Orders, together with the group’s Scheme of Reservation and Delegation1 and the
group’s prime financial policies2, provide a procedural framework within which the group
discharges its business. They set out:
a)
b)
c)
d)
e)

the arrangements for conducting the business of the group;
the appointment of member practice representatives;
the procedure to be followed at meetings of the group, the Governing Body and any
committees or sub-committees of the group or the Governing Body;
the process to delegate powers,
the declaration of interests and standards of conduct.

These arrangements must comply, and be consistent where applicable, with requirements set
out in the 2006 Act (as amended by the 2012 Act) and related regulations and take account as
appropriate3 of any relevant guidance.
1.1.3.

The Standing Orders, Scheme of Reservation and Delegation and prime financial policies have
effect as if incorporated into the group’s constitution. CCG members, employees, members of
the Governing Body, members of the Governing Body’s committees and sub-committees,
members of the group’s committees and sub-committees and persons working on behalf of the
group should be aware of the existence of these documents and, where necessary, be familiar
with their detailed provisions.
Failure to comply with the Standing Orders, Scheme of Reservation and Delegation and prime
financial policies may be regarded as a disciplinary matter that could result in dismissal.

1.2.

Schedule of matters reserved to the clinical commissioning group and the Scheme of
Reservation and Delegation

1.2.1.

The 2006 Act (as amended by the 2012 Act) gives the CCG powers to delegate its functions and
those of the Governing Body to certain bodies (such as committees) and certain persons. The
CCG has decided that certain decisions may only be exercised by the group in formal session.
These decisions and also those delegated are contained in the group’s Scheme of Reservation
and Delegation (see Appendix D).

1

See Appendix D
See Appendix E
Under some legislative provisions the group is obliged to have regard to particular guidance but
under other circumstances guidance is issued as best practice guidance.

2
3
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2.

THE CLINICAL COMMISSIONING GROUP: COMPOSITION OF MEMBERSHIP, KEY ROLES AND
APPOINTMENT PROCESS

2.1

Composition of membership

2.1.1

Section 3 of the CCG’s constitution provides details of the membership of the group.

2.2

Composition of the Governing Body

2.2.1

Paragraph 6.6.2 of the group’s constitution sets out the composition of the group’s Governing Body
whilst Section 7 of the group’s constitution identifies certain key roles and responsibilities within
the group and its Governing Body. These Standing Orders set out how the group appoints
individuals to these key roles.

2.3

Role of the Chair and Clinical Leader

2.3.1

Eligibility for appointment: the Chair and Clinical Leader must be a General Medical Practitioner
already elected to the Governing Body in accordance with Standing Order 2.5.

2.3.2

Appointment process: the Clinical Leader will be appointed as follows:

2.3.2.1

The Deputy Chair and Chief Officer will oversee the process to identify potential candidates,
including inviting expressions of interest from the General Practitioners already elected to the
Governing Body.

2.3.2.2

The Governing Body will vote and select a candidate from one of the General Medical Practitioners
elected to the Governing Body. When considering potential candidates the Governing Body will
ensure that they meet the national role guidance issued by NHS England and have the attributes
and competencies required. From the date of selection the candidate will assume the role of
‘Chair and Clinical Leader – Designate’.

2.3.2.3

Within three calendar months the candidate selected by the Governing Body will be presented to
the members for approval (by simple majority) on a one GP one vote basis (in accordance with
Standing Order 2.3.2.4). The Local Medical Committee will have responsibility for conducting
elections and communicating results on behalf of the CCG.

2.3.2.4

Eligibility of GP to vote: every partner GP (of a Member practice in Wakefield district) and every
salaried GP (employed by a Member practice in Wakefield district) will be able to vote. This is
subject to inclusion on within the ‘Panel Book’ maintained by NHS England. In addition Locum GPs
will be entitled to vote if they can provide evidence to the Local Medical Committee that they have
worked in excess of 99 sessions with Member practices (in Wakefield district) within the past 12
months.

2.3.2.5

If the members reject the candidate the Governing Body will (within two calendar months) vote
again and select a different candidate from one of the General Medical Practitioners elected to the
Governing Body. In the intervening period the Deputy Chair and Assistant Clinical Leader will
jointly assume the responsibilities of the Chair and Clinical Leader.

2.3.3

Term of office: three years from date the candidate is approved as Chair and Clinical Leader by the
Members (on a one GP one vote basis).
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2.3.4

Eligibility for reappointment: the Clinical Leader may serve no more than three terms of office
(including any previous terms of office they have served as a General Practitioner member of the
Governing Body).

2.3.5

Notice period: the Clinical Leader is required to provide the CCG with not less than three months’
written notice if they wish to leave before the end of their term of office.

2.3.6

Grounds for removal from office: In addition to the provisions of Standing Order 2.17, the Clinical
Lead will be removed from office with immediate effect if:
a) they are suspended from the Wakefield District Performers List;
b) their registration with the GMC is suspended;
c) they have been removed from the medical register;
d) they cease to be a provider of primary medical services, or employed to deliver primary
medical services within Wakefield;
e) the Governing Body vote by a majority of 75% (of all members of the Governing Body) to
remove the individual.

2.4

Role of the Assistant Clinical Leader

2.4.1

Eligibility for appointment: the Assistant Clinical Leader must be a General Medical Practitioner
who has been elected by the membership to the Governing Body and is employed by, or a partner
of, a Member practice and on the Wakefield District Performers List. In addition candidates must
be able to demonstrate satisfactory leadership potential against an appropriate competency
framework that is agreed between the LMC and the CCG.

2.4.2

Appointment process: the Assistant Clinical Leader will be appointed by the Chair and Clinical
Leader.

2.4.3

Term of office: will be determined by the Chair and Clinical Leader, but will not exceed three years
since they were elected as a General Practitioner (GP) member by the Member Practices.

2.4.4

Eligibility for reappointment: the Assistant Clinical Leader may serve no more than three terms of
office.

2.4.5

Notice period: the Assistantce Clinical Leader is required to provide the CCG with not less than
three months’ written notice if they wish to leave before the end of their term of office.

2.4.6

Grounds for removal from office: In addition to the provisions of Standing Order 2.17, the Assistant
Clinical Lead will be removed from office with immediate effect if:
2.4.6.1
2.4.6.2
2.4.6.3
2.4.6.4
2.4.6.5

they are suspended from the Wakefield District Performers List;
their registration with the GMC is suspended;
they have been removed from the medical register;
they cease to be a provider of primary medical services, or employed to deliver primary
medical services within Wakefield
the Governing Body vote by a majority of 75% (of all members of the Governing Body) to
remove the individual.

2.5

Role of the General Practitioner members of the Governing Body

2.5.1

Eligibility for appointment: candidates must be a General Medical Practitioner employed by, or a
partner of, a Member practice and on the Wakefield District Performers List. In addition
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candidates must be able to demonstrate (subject to approval by the Nominations Committee)
satisfactory leadership potential against an appropriate competency framework that is agreed
between the LMC and the CCG.
2.5.2

Appointment process:
2.5.2.1

the General Practitioner (GP) members of the Governing Body will be elected by the
Member Practices on a one GP one vote basis (in accordance with Standing Order
2.5.2.6).

2.5.2.2

The Local Medical Committee will have responsibility for conducting elections and
communicating results on behalf of the CCG.

2.5.2.3

Nominations: candidates for election will be sponsored by their practices, with an outline
of their qualifications and experience and sponsorship from both their practice and at
least one other member practice. Single-handed GPs should gain sponsorship from two
other member practices.

2.5.2.4

All candidates will be considered (vetted) by the Nominations Committee in order to
ensure that they demonstrate satisfactory leadership potential against an appropriate
competency framework that is agreed between the LMC and the CCG.

2.5.2.5

If following consideration of the candidates by the Nominations Committee, the number
of approved vetted candidates is equal to (or less than) the number of positions open for
election the candidates will automatically be appointed to the Governing Body; there will
be no need to hold a formal vote of GPs.

2.5.2.6

Eligibility of GP to vote: every partner GP (of a Member practice in Wakefield district) and
every salaried GP (employed by a Member practice in Wakefield district) will be able to
vote. This is subject to inclusion on within the ‘Panel Book’ maintained by NHS England.
In addition Locum GPs will be entitled to vote if they can provide evidence to the Local
Medical Committee that they have worked in excess of 99 sessions with Member
practices (in Wakefield district) within the past 12 months.

2.5.2.7

If following the election process described above no one has been appointed to the
vacant position on the Governing Body, a further election process will be run within six
month period.

2.5.3

Term of office: three years from date of election.

2.5.4

Eligibility for reappointment: GP members of the Governing Body may serve no more than three
terms of office.

2.5.5

Notice period: GP members of the Governing Body are required to provide the CCG with not less
than three months’ written notice if they wish to leave before the end of their term of office.

2.5.6

Grounds for removal from office: In addition to the provisions of Standing Order 2.17, GP Members
of the Governing Body will be removed from office with immediate effect if:
2.5.6.1
2.5.6.2
2.5.6.3

they are suspended from the Wakefield District Performers List;
their registration with the GMC is suspended;
they have been removed from the medical register;
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2.5.6.4
2.5.6.5

they cease to be a provider of primary medical services, or employed to deliver primary
medical services within Wakefield
the Governing Body vote by a majority of 75% (of all members of the Governing Body) to
remove the individual.

2.6

Role of the Practice Manager representative

2.6.1

Eligibility for appointment: the Practice Manager representative must be Practice Manager
employed by a Member practice in Wakefield District. In addition candidates must be able to
demonstrate (subject to approval by the Nominations Committee) satisfactory leadership potential
against an appropriate competency framework that is agreed between the LMC and the CCG.

2.6.2

Appointment process
2.6.2.1 the Practice Manager representative will be elected by Practice Managers (employed by a
Member practices in Wakefield District), on a one Practice Manager one vote basis.
2.6.2.2 Nominations – candidates for election will be sponsored by their practices, with an
outline of their qualifications and experience and sponsorship from both their practice
and at least one other member practice. All candidates will be considered by the
Nominations Committee in order to ensure that they demonstrate satisfactory leadership
potential against an appropriate competency framework that is agreed between the LMC
and the CCG.

2.6.3

Term of office: three years from date of election.

2.6.4

Eligibility for reappointment: the Practice Manager representative may serve no more than three
terms of office.

2.6.5

Notice period: the Practice Manager representative is required to provide the CCG with not less
than three months’ written notice if they wish to leave before the end of their term of office.

2.6.6

Grounds for removal from office: In addition to the provisions of Standing Order 2.17, the Practice
Manager representative will be removed from office with immediate effect if:
2.6.6.1
2.6.6.2

2.72.6

they cased to be employed as a Practice Manager by a member practice within Wakefield
District.
the Governing Body vote by a majority of 75% (of all members of the Governing Body) to
remove the individual.

Role of the Registered Nurse

2.7.12.6.1
Eligibility for appointment: the Registered Nurse must be registered on the Nursing and
Midwifery Council (NMC) register. The Registered Nurse cannot be an employee or member of, or
a partner in, a provider of primary medical services, or a provider with whom the CCG has made
significant commissioning arrangements.
2.7.22.6.2
Appointment process: the Registered Nurse will be appointed by the Governing Body upon
the recommendation of the Nominations Committee.
2.7.32.6.3

Term of office: three years from date of appointment.
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2.7.42.6.4
Eligibility for reappointment: the Registered Nurse may serve no more than three terms of
office.
2.7.52.6.5
Notice period: the Registered Nurse is required to provide the CCG with not less than three
months’ written notice if they wish to leave before the end of their term of office.
2.7.62.6.6
Grounds for removal from office: In addition to the provisions of Standing Order 2.17, the
Registered Nurse will be removed from office with immediate effect if:
2.7.6.12.6.6.1 they are struck off or removed from the Nursing and Midwifery Council (NMC)
register;
2.7.6.22.6.6.2 they become an employee or member of, or a partner in, a provider of primary
medical services, or a provider with whom the CCG has made significant commissioning
arrangements.
2.7.6.32.6.6.3 the Governing Body vote by a majority of 75% (of all members of the Governing
Body) to remove the individual.
2.82.7

Role of the Secondary Care Doctor

2.8.12.7.1
Eligibility for appointment: the Secondary Care Doctor will be a consultant employed
currently, or in employment at some time in the period of 10 years ending with the date they are
appointed to the governing body. If the Secondary Care Doctor no longer practises medicine, they
will need to demonstrate that they still have a relevant understanding of care in the secondary
setting.
2.8.22.7.2
Appointment process: the Secondary Care Doctor will be appointed by the Governing Body
upon the recommendation of the Nominations Committee.
2.8.32.7.3

Term of office: three years from date of appointment.

2.8.42.7.4
Eligibility for reappointment: the Secondary Care Doctor may serve no more than three
terms of office.
2.8.52.7.5
Notice period: the Secondary Care Doctor is required to provide the CCG with not less than
three months’ written notice if they wish to leave before the end of their term of office.
2.8.62.7.6
Grounds for removal from office: In addition to the provisions of Standing Order 2.17, the
Secondary Care Doctor will be removed from office with immediate effect if:
2.8.6.12.7.6.1 their registration with the GMC is suspended;
2.8.6.22.7.6.2 they have been removed from the medical register;
2.8.6.32.7.6.3 they were not employment as a consultant in the period of 10 years ending with the
date they are appointed to the governing body.
2.8.6.42.7.6.4 they are an employee or member (including shareholder) of, or a partner in, a
provider of primary medical services, or a provider with whom the CCG has made
significant commissioning arrangements.
2.8.6.52.7.6.5 the Governing Body vote by a majority of 75% (of all members of the Governing
Body) to remove the individual.
2.92.8

Lay Member - Deputy Chair of the Governing Body

2.9.12.8.1

Eligibility for appointment: the Deputy Chair of the Governing Body will be a Lay Member.
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2.9.22.8.2
Appointment process: the Deputy Chair of the Governing Body will be appointed by the
Governing Body upon the recommendation of the Nominations Committee.
2.9.32.8.3

Term of office: three years from date of appointment.

2.9.42.8.4
Eligibility for reappointment: the Deputy Chair of the Governing Body may serve no more
than three terms of office.
2.9.52.8.5
Notice period: the Deputy Chair of the Governing Body is required to provide the CCG with
not less than three months’ written notice if they wish to leave before the end of their term of
office.
2.9.62.8.6
Grounds for removal from office: In addition to the provisions of Standing Order 2.17, the
Deputy Chair of the Governing Body will be removed from office with immediate effect if they are:
2.9.6.12.8.6.1 an officer or employee of the Department of Health;
2.9.6.22.8.6.2 a member or employee of the Care Quality Commission or Monitor;
2.9.6.32.8.6.3 a chairman, director, member or employee of an NHS body;
2.9.6.42.8.6.4 a chairman, director, governor, member or employee of an NHS Foundation Trust;
2.9.6.52.8.6.5 a provider of health services commissioned by CCGs or the NHS Commissioning
Board, or their employees, partners, or shareholders;
2.9.6.62.8.6.6 a provider of social services, or their employees who contract with a local authority;
and
2.9.6.72.8.6.7 employed by parties to arrangements to provide primary medical services,
ophthalmic services , dental services or pharmaceutical services in Scotland or Wales who
are employed for purposes connected with the provision of those services.
2.102.9 Lay Person – Audit
2.10.12.9.1
Eligibility for appointment: the Lay Person – Audit will have qualifications, expertise, or
experience which enable them to express informed views about financial management and audit
matters.
2.10.22.9.2
Appointment process: the Lay Person – Audit will be appointed by the Governing Body upon
the recommendation of the Nominations Committee.
2.10.32.9.3

Term of office: three years

2.10.42.9.4
Eligibility for reappointment: the Lay Person – Audit may serve no more than three terms of
office.
2.10.52.9.5
Notice period: the Lay Person – Audit is required to provide the CCG with not less than three
months’ written notice if they wish to leave before the end of their term of office.
2.10.62.9.6
Grounds for removal from office: In addition to the provisions of Standing Order 2.17, the
Lay Person – Audit will be removed from office with immediate effect if they are:

2.10.6.12.9.6.1
an employee of a local authority in England and Wales, or an equivalent
body in Scotland and Northern Ireland;
2.10.6.22.9.6.2
an officer or employee of the Department of Health;
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2.10.6.32.9.6.3
a member or employee of the Care Quality Commission or Monitor;
2.10.6.42.9.6.4
a chairman, director, member or employee of an NHS body;
2.10.6.52.9.6.5
a chairman, director, governor, member or employee of an NHS foundation
trust;
2.10.6.62.9.6.6
a provider of health services commissioned by CCGs or the NHS
Commissioning Board, or their employees, partners, or shareholders;
2.10.6.72.9.6.7
a provider of social services, or their employees who contract with a local
authority; and,
2.10.6.82.9.6.8
employed by parties to arrangements to provide primary medical services,
ophthalmic services , dental services or pharmaceutical services in Scotland or Wales who
are employed for purposes connected with the provision of those services.
2.112.10 Lay Person – patient and public participation matters (PPI)
2.11.12.10.1 Eligibility for appointment: the Lay Person – PPI will live within Wakefield District or have
sufficient knowledge of Wakefield District to enable them to express informed views about the
discharge of the CCG functions and act as a champion for patient and public involvement.
2.11.22.10.2 Appointment process: the Lay Person – PPI will be appointed by the Governing Body upon
the recommendation of the Nominations Committee.
2.11.32.10.3

Term of office: three years

2.11.42.10.4 Eligibility for reappointment: the Lay Person – PPI may serve no more than three terms of
office.
2.11.52.10.5 Notice period: the Lay Person – PPI is required to provide the CCG with not less than three
months’ written notice if they wish to leave before the end of their term of office.
2.11.62.10.6 Grounds for removal from office: In addition to the provisions of Standing Order 2.17, the
Lay Person – PPI will be removed from office with immediate effect if they are:
2.11.6.12.10.6.1
an employee of a local authority in England and Wales, or an equivalent
body in Scotland and Northern Ireland;
2.11.6.22.10.6.2
an officer or employee of the Department of Health;
2.11.6.32.10.6.3
a member or employee of the Care Quality Commission or Monitor;
2.11.6.42.10.6.4
a chairman, director, member or employee of an NHS body;
2.11.6.52.10.6.5
a chairman, director, governor, member or employee of an NHS foundation
trust;
2.11.6.62.10.6.6
a provider of health services commissioned by CCGs or the NHS
Commissioning Board, or their employees, partners, or shareholders;
2.11.6.72.10.6.7
a provider of social services, or their employees who contract with a local
authority; and,
2.11.6.82.10.6.8
employed by parties to arrangements to provide primary medical services,
ophthalmic services , dental services or pharmaceutical services in Scotland or Wales who
are employed for purposes connected with the provision of those services.
2.122.11 Role of the Chief Officer (Accountable Officer)
2.12.12.11.1 Eligibility for appointment: the Chief Officer will be a member of the Governing Body and an
employee of the CCG. The Accountable Officer may not be the Chair of the Governing Body.
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2.12.22.11.2 Appointment process: Chief Officer will be appointed as the Accountable Officer by the
Governing Body in accordance with national guidance and regulations.
2.12.32.11.3

Term of office: not applicable, subject to a contract of employment.

2.12.42.11.4 Grounds for removal from office: the Chief Officer will be subject to the provisions of
Standing Order 2.17.
2.132.12 Role of the Chief Finance Officer
2.13.12.12.1 Eligibility for appointment: the Chief Finance Officer will be a member of the Governing Body
and an employee of the CCG. The Chief Finance Officer must have a recognised professional
qualification in accountancy. The Chief Finance Officer may not undertake the Accountable Officer
role.
2.13.22.12.2 Appointment process: Chief Finance Officer will be appointed by the Chief Officer in
accordance with agreed CCG policies and taking into account national guidance and regulations.
2.13.32.12.3

Term of office: not applicable, subject to a contract of employment.

2.13.42.12.4 Grounds for removal from office: the Chief Finance Officer will be subject to the provisions
of Standing Order 2.17.
2.142.13 Role of the Chief of Commissioning and Quality Executive Nurse
2.13.1

Eligibility for appointment: the Chief of Commissioning and QualityExecutive Nurse must have a
recognised nursing or midwifery qualification and will be appointed by the Chief Officer in
accordance with agreed CCG policies, and taking into account national guidance and regulations.

2.14.1
2.14.22.13.2 Appointment process: Chief of Commissioning and Quality Executive Nurse will be appointed
in accordance with agreed CCG policies and procedures by the Chief Officer.
2.14.32.13.3
2.13.4

Term of office: not applicable, subject to a contract of employment.

Grounds for removal from office: the Chief of Commissioning and Quality Executive Nurse will be
subject to the provisions of Standing Order 2.17.
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2.14 Role of the Chief Operating Officer
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2.14.1 Eligibility for appointment: the Chief Operating Officer will be appointed by the Chief Officer
in accordance with agreed CCG policies and taking into account national guidance and
regulations.
2.14.2 Appointment process: the Chief Operating Officer will be appointed in accordance with
agreed CCG policies and procedures by the Chief Officer.
2.14.3 Term of office: not applicable, subject to a contract of employment.
2.14.4 Grounds for removal from office: the Chief Operating Officer will be subject to the provisions
of Standing Order 2.17.
2.14.42.14.5
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2.15

Role of the Local Authority Executive

2.15.1

Eligibility for appointment: the Local Authority Executive will be an employee or officer, but not an
elected member, of Wakefield Council.

2.15.2

Appointment process: the Local Authority Executive will appointed by Wakefield Council following
consultation and agreement with the Chair of the Governing Body.

2.15.3

Term of office: three years from date of appointment.

2.15.4

Notice period: the Local Authority Executive will provide the CCG with not less than three months’
written notice if they wish to leave before the end of their term of office.

2.16

Director of Public Health

2.16.1

Eligibility for appointment: the Director of Public Health will be an employee or office, but not an
elected member, of Wakefield Council.

2.16.2

Appointment process: the Director of Public Health will appointed by Wakefield Council following
consultation with the Governing Body.

2.16.3

Notice period: the Director of Public Health will provide the CCG with not less than three months’
written notice if they wish to leave before the end of their term of office.

2.17

Disqualification from membership of the Governing Body from office

2.17.1

In line with The National Health Service (Clinical Commissioning Groups) Regulations 2012 the
following individuals may not become or continue as a member of the Governing Body with
immediate effect:

a) MPs, MEPs, members of the London Assembly, and local councillors (and their equivalents in
Scotland and Northern Ireland);
b) members including shareholders of, or partners in, or employees of commissioning support
organisations;
c) a person who, within the period of five years immediately preceding the date of the proposed
appointment, has been convicted:
(i)
in the United Kingdom of any offence,
(ii) outside the United Kingdom of an offence which, if committed in any part of the United
Kingdom, would constitute a criminal offence in that part
and, in either case, the final outcome of the proceedings was a sentence of
imprisonment (whether suspended or not) for a period of not less than three months
without the option of a fine;
d) a person subject to a bankruptcy restrictions order or interim order;
e) a person who within the period of five years immediately preceding the date of the proposed
appointment has been dismissed (other than because of redundancy), from paid employment
by any of the following: the Board, a CCG, SHA, PCT, NHS Trust or Foundation Trust, a Special
Health Authority, a Local Health Board, a Health Board, or Special Health Board, a Scottish NHS
Trust, a Health and Social Services Board, the Care Quality Commission, the Health Protection
Agency, Monitor, the Wales Centre for Health, the Common Services Agency for the Scottish
Health Service, Healthcare Improvement Scotland, the Scottish Dental Practice Board, the
Northern Ireland Central Services Agency for the Health and Social Services, a Regional Health
NHS Wakefield Clinical Commissioning Group
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and Social Care Board, the Regional Agency for Public Health and Wellbeing, the Regional
Business Services Organisation, Health and Social Care trusts, Special health and social care
agencies, the Patient and Client Council, and the Health and Social Care Regulation and Quality
Improvement Authority.
f) a healthcare professional who has been subject to an investigation or proceedings, by any
regulatory body, in connection with the person‘s fitness to practise or any alleged fraud, the
final outcome of which was suspension or erasure from the register (where this still stands), or
a decision by the regulatory body which had the effect of preventing the person from
practising the profession in question or imposing conditions, where these have not been
superseded or lifted;
g) a person disqualified from being a company director;
h) a person who has been removed from the office of charity trustee, or removed or suspended
from the control or management of a charity, on the grounds of misconduct or
mismanagement.
2.17.2

In addition to Standing Order 2.17.1 members of the Governing Body will be suspended with
immediate effect in the event of:
a) proven gross misconduct, including breach of a Nolan principle.
b) serial non-attendance at meetings of the Governing Body; 4 meetings per year unless for
exceptional reasons accepted by the Chair.
c) persistent failure to abide by the terms of this constitution;
d) persistent failure to respond to requests in relation to the provisions of the constitution made
by the Group;
e) repeated refusal to comply with, or engage with, activities decided by the Group;
f) persistently behaving in a way that jeopardises the reputation of the Group;
g) attempting and or committing fraud against the Group;
h) proven failure to comply with the CCG’s agreed policies and procedures relating to
management of conflicts of interest.
A decision shall be made by the Governing Body on the outcome of any investigation or report shall
be final.

3.

DECISIONS OF THE MEMBERS

3.1

All other matters reserved to the Members, in accordance with the Schedule of Matters Reserved
to the CCG and Scheme of Delegation (Appendix D to the Constitution) shall be considered on a
one Member practice, one Vote basis (not a one GP one vote basis).

3.2

Decisions will either be made via a Written Resolution or at a Members Meeting.

3.3

A representation of more than thirty percent of Members may come forward in writing to the Chair
and Clinical Leader where for whatever reason the membership has ‘no-confidence’ in the CCG
Governing Body. A Members Meeting will be called in accordance with Standing Order 3.4. If at
that meeting 75% of Members in attendance pass a resolution certifying no-confidence’ in the
Governing Body the NHS Commissioning BoardNHS England will be invited by the to coordinate or
directly assist in immediately replacing elected members of the Governing Body and temporarily
supporting the CCG pending completion of new elections.

3.4

Members Meetings

3.4.1

The group will hold an annual meeting for the Members; the Annual Members Meeting.
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3.4.2

Notice

3.4.2.1

The Chair of the Governing Body may call a Members meeting at any time. All Members Meetings
must be called by either:
3.4.2.1.1.
3.4.2.1.2.

3.4.2.2
3.4.2.3
3.4.2.4

at least 21 clear days’ notice, or
less than 21 clear days’ notice if it is so agreed by resolution at the start of the
Members Meetings.

Every notice calling a Members meeting must specify the place, day and time of the meeting and
the general nature of the business to be transacted.
Notice of Members Meetings must be given to every member, and to all members of the
Governing Body.
Members of the public will not be permitted to attend a Members Meeting unless it is deemed
appropriate by the Chair and Clinical Leader.

3.4.3

Quorum

3.4.3.1

3.4.3.3

The quorum for a Member’s meeting will be one third of the total Member practices. No formal
decisions may be transacted at a Members’ Meeting unless a quorum is present.
If a quorum is not present within fifteen minutes from the time appointed for the meeting, the
meeting shall stand adjourned to the same day in the next week at the same time and place, or to
such day, time and place as the Chair and Clinical Leader may determine.
All members of the Governing Body may attend and speak at a Members’ Meeting.

3.4.4

Chair – Members’ Meeting

3.4.4.1

The Chair and Clinical Leader, or in his/her absence the Deputy Chair, shall preside as chair of every
Members’ Meeting. If neither the Chair nor the Deputy Chair is present within fifteen minutes
after the time appointed for holding the meeting. The Members present shall elect one of their
number to chair the meeting.

3.4.5

Adjournment

3.4.5.1

The Chair of the Members’ meeting may adjourn a Members’ meeting at which a quorum is
present if:

3.4.3.2

3.4.5.1.1.
3.4.5.1.2.
3.4.5.1.3.

3.4.5.2

When adjourning a Members’ meeting, the Chair of the meeting must either:
3.4.5.2.1.
3.4.5.2.2.

3.4.6

those present at the meeting consent to an adjournment; or
a majority of Members present at the meeting direct the Chair to call an
adjournment; or
it appears to the Chair of the meeting that an adjournment is necessary to protect
the safety of any person attending the meeting or ensure that the business of the
meeting is conducted in an orderly manner.

specify the time and place to which it is adjourned, or
state that it is to continue at a time and place to be fixed by the Governing Body.

Voting
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3.4.6.1
3.4.6.2
3.4.6.3

3.4.6.4

3.4.7

Decisions will be made by a simple majority, one Member practice, one Vote basis.
Unless a poll is demanded, an item / resolution put to the vote of a Members’ meeting will be
decided on a show of hands. The Chair will declare that outcome of the vote.
A poll on a resolution may be demanded in advance of the Members’ Meeting or during the
Members’ meeting. A poll may be demanded by the Chair of the meeting, a member of the
Governing Body, or the representatives of two or more Members. The Chair will declare the
outcome of the Poll.
In the case of an equality of votes, whether on a show of hands or on a poll, the Chair of the
Members’ meeting shall be entitled to a casting vote in addition to any other vote he/she may
have.
Proxies
3.4.7.1.1.

3.4.7.1.2.
3.4.7.1.3.

3.4.8

Each Member practice will appoint one person (a ‘proxy’) to attend, speak and vote
at a Members’ Meeting of the CCG. The proxy will have the authority to act on
behalf of the Member practice at the Members’ Meeting; this will include voting on
resolutions presented to the Members’ Meeting.
Appointment: Proxies will be appointed by the Member in writing and sent to the
CCG a minimum of 24 hours before the start of the meeting.
If the Member practice has not appointed a proxy they will not have the right to
speak or vote at a Members’ Meeting of the CCG. They will have the right to attend
the meeting.

Minutes
3.4.8.1

Minutes will be prepared documenting decisions made at Members’ Meetings.

3.5

Written Resolutions

3.5.1

A copy of each proposed written resolution must be sent to every Member practice and every
member of the Governing Body.

3.5.2

Members will have 20 working days in which to respond. A Member signifies agreement to a
proposed written resolution when the CCG receives an authenticated document in hard copy,
email or fax.

3.5.3

Each Member practice will have one vote.

3.5.4

A written resolution can be agreed by 75% of all Member practices. If 75% has not been achieved
after 20 working days the resolution will fail.

4.

MEETINGS OF THE GOVERNING BODY

4.1

Calling meetings

4.1.1

Ordinary meetings of the group shall be held at regular intervals at such times and places as the
CCG may determine.

4.1.2

The Chair may call a meeting of the Governing Body at any time.
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4.1.3

One third or more members of the Governing Body may request a meeting in writing to the Chair.
If the Chair refuses or fails to call a meeting within seven days of receipt of the request presented,
the members of the Governing Body signing the request may forthwith call a meeting.

4.1.4

Meetings of the Governing Body shall be open to members of the public. The Chair may determine
that members of the public may be excluded from a meeting in accordance with Standing Order 10.

4.2

Notice of meetings and business to be transacted

4.2.1

The Chair of the Governing Body, with support from the Chief Officer, will draw up the agenda
specifying the business to be transacted.

4.2.2

A member desiring a matter to be included on an agenda shall make their request in writing to the
Chair at least ten clear working days before the meeting. Requests received less than ten days
before a meeting will be included on the agenda at the discretion of the Chair.

4.2.3

The agenda and supporting papers will be sent to every members of the Governing Body at least
five working days before the meeting takes place, save in an emergency.

4.2.4

Save in emergencies or the need to conduct urgent business members of the Governing Body will
be given fourteen days written notice of the date and place of every meeting of the Governing
Body.

4.2.5

Agendas and supporting papers for the group’s Governing Body – including details about meeting
dates, times and venues - will be published on the CCG website at
http://www.wakefieldccg.nhs.uk/about-us/governing-body-meetings/ as set out in 1.3.2.

4.3

Petitions
Where a petition has been received by the CCG, the Chair of the Governing Body shall include the
petition as an item for the agenda of the next meeting of the Governing Body.

4.4

Chair of the Governing Body

4.4.1

At any meeting of the Governing Body, the Chair shall preside. If the Chair is absent from the
meeting, the Deputy Chair, if any and if present, shall preside.

4.4.2

If the Chair is absent temporarily on the grounds of a declared conflict of interest the Deputy Chair,
if present, shall preside. If both the Chair and Deputy Chair are absent, or are disqualified from
participating, a member of the Governing Body shall be chosen by the members present, or by a
majority of them, and shall preside.

4.5

Chair's ruling
The decision of the Chair of the Governing Body on questions of order, relevancy and regularity and
their interpretation of the constitution, Standing Orders, Scheme of Reservation and Delegation
and prime financial policies at the meeting, shall be final.

4.6

Quorum
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4.6.1

No business shall be transacted at a meeting of the Governing Body unless at least one-third of the
whole number of the Chair and members (including at least one member who is also an officer
member of the CCG, one Lay Member and one General Practitioner) is present.

4.6.2

Members of the Governing Body may participate in meetings by telephone or by the use of video
conferencing facilities where they are available. Participation in a meeting by any of these means
shall be deemed to constitute presence in person at the meeting.

4.6.3

An officer in attendance for the Chief Officer, Chief Finance Officer, Chief Operating Officer or of
Chief of Quality and Service DeliveryExecutive Nurse but without formal acting up status may not
count toward the quorum. If however the officer has been formally appointed to act up for an
Executive Officer during a period of incapacity or temporarily to fill an Executive Officer vacancy
they shall be entitled to exercise voting rights of the Executive Officer. The officer’s status when
attending a meeting will be recorded in the minutes.

4.6.4

If any member of the Governing Body has been disqualified from participating in the discussion on
any matter and / or from voting on any resolution by reason of a declaration of a conflict of
interest, that person shall no longer count towards the quorum. If a quorum is then not available
for the discussion and / or the passing of a resolution on any matter, that matter may not be
discussed further or voted upon at that meeting. Such a position shall be recorded in the minutes
of the meeting. The meeting must then proceed to the next business.

4.6.5

For all other of the CCG’s committees and sub-committees, including the Governing Body’s
committees and sub-committees, the details of the quorum for these meetings and status of
representatives are set out in the appropriate terms of reference.

4.7

Decision making – voting

4.7.1

Section 6 of this constitution, together with the Scheme of Reservation and Delegation, sets out
the governing structure for the exercise of the group’s statutory functions. Generally, it is expected
that at the Governing Body’s meetings decisions will be reached by consensus. Should this not be
possible then a vote of members will be required, the process for which is set out below:

4.7.2

Eligibility – only members of the Governing Body can vote. Each member of the Governing Body
shall have one vote. In no circumstance may an absent member vote by proxy.

4.7.3

Voting - at the discretion of the Chair all questions put to a vote shall be determined by oral
expression or by a show of hands, unless the Chair directs otherwise, or it is proposed, seconded
and carried that a vote be taken by paper ballot. If a member of the Governing Body so requests,
their vote shall be recorded by name.

4.7.4

Majority necessary to confirm a decision – decisions will be made by a simple majority.

4.7.5

Casting vote – in the event of a tied vote the Chair will hold a second and casting vote.

4.7.6

Dissenting views – in exceptional circumstances where there is disagreement with a decision made,
those members taking a dissenting view may have their dissent recorded in the minutes.

4.7.7

No resolution of the Governing Body shall be passed if it is opposed by all of the Lay Members
present, or by all of the Executive Officers present, or by all of the GP Governing Body members
present.
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4.7.8

For all other of the CCG’s committees and sub-committees, including the Governing Body’s
committees and sub-committee, the details of the process for holding a vote are set out in the
appropriate terms of reference.

4.8

Emergency powers and urgent decisions.

4.8.1

Subject to the agreement of the Chair, a member of the Governing Body may give written notice of
an emergency motion after the issue of the notice of meeting and agenda, up to one hour before
the time fixed for the meeting. The notice shall state the grounds of urgency. If in order, it shall be
declared to the Governing Body at the commencement of the business of the meeting as an
additional item included in the agenda. The Chair's decision to include the item shall be final.

4.8.2

Urgent decisions made during the meeting will be recorded in the minutes.

5.

SUSPENSION OF STANDING ORDERS

5.1

Except where it would contravene any statutory provision or any direction made by the Secretary
of State for Health or the NHS Commissioning BoardNHS England, any part of these Standing
Orders may be suspended at any meeting, provided that at least two thirds of the whole number of
the members of the Governing Body are present and are in agreement (including at least one
member who is an officer member of the CCG and one member who is not).

5.2

A decision to suspend Standing Orders together with the reasons for doing so shall be recorded in
the minutes of the meeting.

5.3

A separate record of matters discussed during the suspension shall be kept. These records shall be
made available to the Governing Body’s Audit Committee for review of the reasonableness of the
decision to suspend Standing Orders.

6.

APPLICATION FOR VARIATION AND AMENDMENT OF STANDING ORDERS

6.1

This constitution can only be varied in two circumstances:

6.1.1

where the CCG formally applies to the NHS Commissioning BoardNHSEngland and that application
is granted;

6.1.2

where in the circumstances set out in legislation the NHS Commissioning BoardNHS England varies
the CCG’s constitution, other than on application by the CCG.

6.2

Any changes will be communicated to members.

7.

RECORD OF ATTENDANCE

7.1

The names of all members present shall be recorded in the minutes of the CCG’s meetings. The
names of all members of the Governing Body present shall be recorded in the minutes of the
Governing Body meetings. The names of all members of the Governing Body’s committees / subcommittees present shall be recorded in the minutes of the respective Governing Body committee
/ sub-committee meetings.

8.

MINUTES

8.1

The minutes of the proceedings of a meeting shall be drawn up and submitted for agreement at
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8.2
8.3

the next meeting, where they shall be signed by the person presiding at it. Signed minutes will be
conclusive evidence of the events of the meeting.
No discussion shall take place upon the minutes except upon their accuracy or where the Chair
considers discussion appropriate.
Where providing a record of a public meeting the minutes shall be made available to the public as
required by the Code of Practice on Openness in the NHS.

9.

EMERGENCY POWERS AND URGENT DECISIONS

9.1

The powers which the Governing Body has reserved to itself within these Standing Orders may in
an emergency or for an urgent decision be exercised by the Chief Officer and the Chair, after having
consulted at least two Lay Members. The exercise of such powers by the Chief Officer and the
Chair will be reported to the next meeting of the Governing Body in public session for noting.

10.

ADMISSION OF PUBLIC AND THE PRESS

10.1

Subject to the conflict of interest provisions included in the constitution all meetings of the CCG
Governing Body will be open to the membership of the CCG.

10.2

The public and representatives of the press may attend all meetings of the Governing Body that are
held in public, and should only be required to withdraw from these meetings where any
information being shared is exempt from publication under the Freedom of Information Act 2000.
Guidance on the Freedom of Information Act exemptions can be found in the CCG Freedom of
Information Act policy.

10.3

The public and representatives of the press shall be required to withdraw upon a resolution 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

10.4

In the event of general disturbances the Chair of the meeting shall give such directions as they
think fit to ensure that the CCG’s business shall be conducted without interruption and disruption.
Without prejudice to the power to exclude on grounds of the confidential nature of the business to
be transacted, the public will be required to withdraw upon the Governing Body resolving:
That in the interests of public order the meeting adjourn for (the period to be specified) to enable
the Governing Body to complete its business without the presence of the public. ‘

10.5

The Chair may exclude any member of the public from a meeting if they are interfering with, or
preventing, the proper conduct of the meeting.

11.

BUSINESS PROPOSED TO BE TRANSACTED WHEN THE PRESS AND PUBLIC HAVE BEEN EXCLUDED
FROM A MEETING

11.1

Matters to be dealt with by the Governing Body following the exclusion of representatives of the
press, and other members of the public, as provided above, shall be confidential to the members of
the CCG.

11.2

Members of the Governing Body and officers or any employee of the CCG in attendance shall not
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reveal or disclose the contents of papers marked 'In Confidence' or minutes headed 'Items Taken in
Private' outside of the meeting, without the express permission of the Governing Body. This
prohibition shall apply equally to the content of any discussion during the Governing Body meeting
which may take place on such reports or papers.
11.3

Minutes will be taken during this part of a meeting and will be marked confidential.

12.

USE OF MECHANICAL OR ELECTRICAL EQUIPMENT FOR RECORDING OR TRANSMISSION OF
MEETINGS

12.1

Nothing in these Standing Orders shall be construed as permitting the introduction of recording,
transmitting, video or similar apparatus into meetings of the Governing Body. Such permission
shall be granted only by the Chair.

13.

OBSERVERS

13.1

The Governing Body will decide what arrangements and terms and conditions it feels are
appropriate to offer in extending an invitation to observers to attend and address any of the
Governing Body meeting. The Governing Body may change, alter or vary these terms and
conditions as it sees fit.

14.

APPOINTMENT OF COMMITTEES AND SUB-COMMITTEES

14.1

Appointment of committees and sub-committees

14.1.1

The CCG may appoint committees and sub-committees of the group, subject to any regulations
made by the Secretary of State4, and make provision for the appointment of committees and subcommittees of its Governing Body. Where such committees and sub-committees of the group, or
committees and sub-committees of its Governing Body, are appointed they are included in Section
6 of the group’s constitution.

14.2

Other than where there are statutory requirements, such as in relation to the Governing Body’s
Audit Committee or Remuneration Committee, the group Governing Body shall determine the
membership and terms of reference of committees and sub-committees and shall, if it requires,
receive and consider reports of such committees at the next appropriate meeting of the Governing
Body.

14.3

The provisions of these Standing Orders shall apply where relevant to the operation of the
Governing Body, the Governing Body’s committees and sub-committee and all committees and
sub-committees unless stated otherwise in the committee or sub-committee’s terms of reference.

14.4

Meetings of the CCGs committees and sub-committees will not usually be open to the public and
representatives of the press.

15.

TERMS OF REFERENCE

15.1

Terms of reference shall have effect as if incorporated into the Standing Orders.

16.

DELEGATION OF POWERS BY COMMITTEES TO SUB-COMMITTEES

4

See section 14N of the 2006 Act, inserted by section 25 of the 2012 Act
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16.1

Where committees are authorised to establish sub-committees they may not delegate executive
powers to the sub-committee unless expressly authorised by the group.

17.

APPROVAL OF APPOINTMENTS TO COMMITTEES AND SUB-COMMITTEES

17.1

The Governing Body shall approve the appointments to each of the committees and subcommittees which it has formally constituted including those the Governing Body.

17.2

Where the group determines that persons, who are neither members nor employees, shall be
appointed to a committee or sub-committee the terms of such appointment shall be within the
powers of the group. The group shall define the powers of such appointees and shall agree such
travelling or other allowances as it considers appropriate.

18.

APPOINTMENTS FOR STATUTORY FUNCTIONS

18.1

Where the Governing Body is required to appoint persons to a committee and/or to undertake
statutory functions as required by the Secretary of State, and where such appointments are to
operate independently of the Governing Body such appointments shall be made in accordance with
the regulations and directions made by the Secretary of State.

19.

DUTY TO REPORT NON-COMPLIANCE WITH STANDING ORDERS AND PRIME FINANCIAL POLICIES

19.1

If for any reason these Standing Orders are not complied with, full details of the non-compliance
and any justification for non-compliance and the circumstances around the non-compliance, shall
be reported to the next formal meeting of the Governing Body for action or ratification. All
members of the group and staff have a duty to disclose any non-compliance with these Standing
Orders to the Chief Officer as soon as possible.

20.

USE OF SEAL AND AUTHORISATION OF DOCUMENTS

20.1

Clinical Commissioning Group’s seal

20.1.1

The CCG may have a seal for executing documents where necessary. At least two of the following
individuals or officers are authorised to authenticate its use by their signature:
20.1.1.1
20.1.1.2
20.1.1.3
20.1.1.4

the Chief Officer;
the Clinical Chair of the Governing Body;
the Chief Finance Officer;
the appropriate Director, Associate Director or Head of Service or nominated deputy.

20.1.2

An entry of every sealing shall be made and numbered consecutively in a book provided for that
purpose, and shall be signed by the persons who shall have approved and authorised the
document and those who attested the seal. A report of all sealing’s will be made to the Audit
Committee at least twice per year.

20.2

Use of Seal – General guide, the seal shall be used for:
20.2.1
20.2.2
20.2.3
20.2.4

All contracts for the purchase/lease of land and/or building;
All contracts for capital works exceeding £100,000;
All lease agreements where the annual lease charge exceeds £10,000 per annum and
the period of the lease exceeds beyond five years;
Any other lease agreement where the total payable under the lease exceeds £100,000;
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20.2.5

Any contract or agreement with organisations other than NHS or other government
bodies including local authorities where the annual costs exceed or are expected to
exceed £500,000.

21.

EXECUTION OF A DOCUMENT BY SIGNATURE

21.1

The following individuals are authorised to execute a document on behalf of the group by their
signature.
21.1.1
21.1.2
21.1.3
21.1.4

the Chief Officer;
the Clinical Chair of the Governing Body;
the Chief Finance Officer;
the appropriate Director, Associate Director or Head of Service or nominated deputy.

22.

OVERLAP WITH OTHER CLINICAL COMMISSIONING GROUP POLICY STATEMENTS / PROCEDURES
AND REGULATIONS

22.1

Policy statements: general principles

22.2

The group will from time to time agree and approve policy statements / procedures which will
apply to all or specific groups of staff employed by NHS Wakefield Clinical Commissioning Group.
The decisions to approve such policies and procedures will be recorded in an appropriate group
minute and will be deemed where appropriate to be an integral part of the group’s Standing
Orders.
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APPENDIX D
SCHEME OF RESERVATION AND DELEGATION
1. Schedule of Matters Reserved to the CCG and Scheme of Delegation
1.1

The arrangements made by the CCG as set out in this Scheme of Reservation and Delegation of decisions shall have effect as if incorporated in the
CCGs Constitution.

1.2

The CCG remains accountable for all of its functions, including those that it has delegated.

Policy Area

Decision

GENERAL

The Governing Body may
determine any matter, for
which it has delegated or
statutory authority, it wishes in
full session within its statutory
powers

REGULATION AND
CONTROL

Determine the arrangements by
which the members of the CCG
approve those decisions that
are reserved for the
membership.

Reserved to
the
Membership

Reserved or
delegated
to
Chair
Governing
Body

Chief
Officer

Chief
Financial
Officer




One Member
Practice one
vote (Standing
Order 3.1)
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Director/
Head of
Service or
Deputy

Audit
Committee

Remuneration
Committee

Clinical
Cabinet

Probity
Committee

Integrated

Governance
Formatted
Table
Committee

Policy Area

Decision

Reserved to
the
Membership

Reserved or
delegated
to
Chair
Governing
Body

Chief
Officer

Chief
Financial
Officer

Director/
Head of
Service or
Deputy

Audit
Committee

Remuneration
Committee

Clinical
Cabinet

Probity
Committee

Integrated

Governance
Formatted
Table
Committee



REGULATION AND
CONTROL

Consideration and approval of
applications to the NHS
Commissioning BoardNHS
England on any matter
concerning changes to the
CCG’s constitution.

REGULATION AND
CONTROL

Consideration and approval of
any matter concerning changes
to the appendices to the CCG’s
constitution, including terms of
reference for the committees of
the Governing Body, the
overarching scheme of
reservation and delegated
powers, Standing Orders and
prime financial policies.

REGULATION AND
CONTROL

Exercise or delegation of those
functions of the clinical
commissioning group which
have not been retained as
reserved by the CCG, delegated
to the Governing Body or other
committee or sub-committee or
[specified] member or
employee.



REGULATION AND
CONTROL

Prepare the CCG’s overarching
Scheme of Reservation and



One Member
Practice one
vote (Standing
Order 3.1)
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Policy Area

Decision

Reserved to
the
Membership

Reserved or
delegated
to
Chair
Governing
Body

Chief
Officer

Chief
Financial
Officer

Delegation, which sets out
those decisions reserved to the
membership and those
delegated to the CCG’s
Governing Body, committees
and groups, individuals or
specified persons, for inclusion
in the CCG’s constitution.
REGULATION AND
CONTROL

Approval of the CCG’s
overarching Scheme of
Reservation and Delegation



REGULATION AND
CONTROL

Ensure effective arrangements
for the management of conflicts
of interest



REGULATION AND
CONTROL

Prepare the CCG’s operational
scheme of delegation, which
sets out those key operational
decisions delegated to
individual employees of the
CCG, not for inclusion in the
CCG’s constitution.

REGULATION AND
CONTROL

Approval of the CCG’s
operational scheme of
delegation that underpins the
CCG’s overarching Scheme of
Reservation and Delegation as
set out in its constitution.

REGULATION AND

Prepare detailed financial
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Director/
Head of
Service or
Deputy

Audit
Committee

Remuneration
Committee

Clinical
Cabinet

Probity
Committee

Integrated

Governance
Formatted
Table
Committee

Policy Area

Decision

Reserved to
the
Membership

Reserved or
delegated
to
Chair
Governing
Body

Chief
Officer

Chief
Financial
Officer

Director/
Head of
Service or
Deputy

Audit
Committee

Remuneration
Committee

Clinical
Cabinet

Probity
Committee

Integrated

Governance
Formatted
Table
Committee

CONTROL

policies that underpin the CCGs
Prime Financial Policies.

REGULATION AND
CONTROL

Approve detailed financial
policies.



REGULATION AND
CONTROL

Approve arrangements for
managing individual funding
requests.



REGULATION AND
CONTROL

Calling meetings of the
Governing Body and chairing
meetings

REGULATION AND
CONTROL

The powers which the
Governing Body has retained to
itself within these Standing
Orders may in emergency be
exercised by the Chair and
Chief Officer after having
consulted at least two lay
members

REGULATION AND
CONTROL

Set out who can execute a
document by signature / use of
the seal and maintain a register
of sealing (as per Standing
Order 20 & 216)

REGULATION AND
CONTROL

Execute a document on behalf
of the CCG in accordance with
Standing Order 21s

PRACTICE MEMBER

Approve the arrangements for:

NHS Wakefield Clinical Commissioning Group
VERSION 30 31 – APPROVED MARCH 2015revisions January 2018















28



Formatted: Centered

Policy Area

REPRESENTATIVES
AND MEMBERS OF
THE GOVERNING
BODY

Decision

Reserved to
the
Membership

Reserved or
delegated
to
Chair
Governing
Body

Chief
Officer

Chief
Financial
Officer

Director/
Head of
Service or
Deputy

Audit
Committee

Remuneration
Committee

Clinical
Cabinet

Probity
Committee

Integrated

Governance
Formatted
Table
Committee


1. Identifying practice members
to represent practices in
matters concerning the work of
the CCG; and
2. Appointing clinical leaders to
represent the CCG’s
membership on the CCG’s
Governing Body, for example
through election.

One Practice
Manager One
Vote (Standing
Order 2.1.1)


One GP One
Vote (Standing
Order 2.5.2.6

PRACTICE MEMBER
REPRESENTATIVES
AND MEMBERS OF
THE GOVERNING
BODY

Approve the appointment of
Governing Body members, the
process for recruiting and
removing non-elected members
to the Governing Body (subject
to any regulatory requirements)
and succession planning.



PRACTICE MEMBER
REPRESENTATIVE+
MEMBERS OF THE
GOVERNING BODY

Approve arrangements for
identifying the CCG’s proposed
Chief Officer.



STRATEGY AND
PLANNING

Agree the vision, values and
overall strategic direction of the
CCG.

STRATEGY AND
PLANNING

Approval of the CCG’s operating
structure.









Formatted Table







One Member
Practice one
vote (Standing
Order 3.1)
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Policy Area

Decision

Reserved to
the
Membership

Reserved or
delegated
to
Chair
Governing
Body

STRATEGY AND
PLANNING

Approval of the CCG’s
commissioning plan.



ANNUAL REPORT
AND ACCOUNTS

Approval of the CCG’s
corporate budgets that meet
the financial duties as set out in
5.3 of the constitution.



ANNUAL REPORT
AND ACCOUNTS

Approval of variations to the
approved budget where
variation would have a
significant impact on the overall
approved levels of income and
expenditure.



ANNUAL REPORT
AND ACCOUNTS

Approval of the CCG's Annual
Report and Annual Accounts



ANNUAL REPORT
AND ACCOUNTS

Approval of the arrangements
for discharging the CCG’s
statutory financial duties.



HUMAN RESOURCES

Approval of the terms and
conditions, remuneration and
travelling or other allowances
for Lay Members of the
Governing Body.



HUMAN RESOURCES

Approve the terms and
conditions, remuneration and
travelling or other allowances
for Governing Body members,
including pensions and
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Officer

Chief
Financial
Officer

Director/
Head of
Service or
Deputy

Audit
Committee

Remuneration
Committee
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Clinical
Cabinet

Probity
Committee

Integrated

Governance
Formatted
Table
Committee

Policy Area

Decision

Reserved to
the
Membership

Reserved or
delegated
to
Chair
Governing
Body

Chief
Officer

Chief
Financial
Officer

Director/
Head of
Service or
Deputy

Audit
Committee

Remuneration
Committee

Clinical
Cabinet

Probity
Committee

Integrated

Governance
Formatted
Table
Committee

gratuities. This excludes Lay
Members, whose remuneration
is determined by the Governing
Body
HUMAN RESOURCES

Approve terms and conditions
of employment for all
employees of the CCG
including, pensions,
remuneration, fees and
travelling or other allowances
payable to employees and to
other persons providing
services to the CCG.



HUMAN RESOURCES

Approve any other terms and
conditions of services for the
CCG’‟s employees.



HUMAN RESOURCES

Approve disciplinary
arrangements for employees,
including the Chief Officer
(where he/she is an employee
or member of the CCG) and for
other persons working on
behalf of the CCG.

HUMAN RESOURCES

Approval of the arrangements
for discharging the CCG’s
statutory duties as an
employer.

HUMAN RESOURCES

Approve HR policies for
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Policy Area

Decision

Reserved to
the
Membership

Reserved or
delegated
to
Chair
Governing
Body

Chief
Officer

Chief
Financial
Officer

Director/
Head of
Service or
Deputy

Audit
Committee

Remuneration
Committee

Clinical
Cabinet

Probity
Committee

Integrated

Governance
Formatted
Table
Committee

employees and for other
persons working on behalf of
the CCG.


QUALITY AND
SAFETY

Approve arrangements,
including supporting policies, to
minimise clinical risk, maximise
patient safety and to secure
continuous improvement in
quality and patient outcomes.

QUALITY AND
SAFETY

Approve arrangements for
supporting the NHS
Commissioning BoardNHS
England in discharging its
responsibilities in relation to
securing continuous
improvement in the quality of
general medical services.

OPERATIONAL AND
RISK MANAGEMENT

Prepare and recommend an
operational scheme of
delegation that sets out who
has responsibility for
operational decisions within the
CCG.



OPERATIONAL AND
RISK MANAGEMENT

Approve the CCG’s counter
fraud and security management
arrangements. (Compliance
responsibilities in accordance
with Secretary of State
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Policy Area

Decision

Reserved to
the
Membership

Reserved or
delegated
to
Chair
Governing
Body

Chief
Officer

Chief
Financial
Officer

Director/
Head of
Service or
Deputy

Audit
Committee

Remuneration
Committee

Clinical
Cabinet

Probity
Committee

Integrated

Governance
Formatted
Table
Committee

Directions.)
OPERATIONAL AND
RISK MANAGEMENT

Approval of the CCG’s risk
management arrangements.



OPERATIONAL AND
RISK MANAGEMENT

Approve arrangements for risk
sharing and or risk pooling with
other organisations (for
example arrangements for
pooled funds with other CCGs
or pooled budget arrangements
under section 75 of the NHS Act
2006).



OPERATIONAL AND
RISK MANAGEMENT

Approval of a comprehensive
system of internal control,
including budgetary control,
that underpins the effective,
efficient and economic
operation of the CCG.



OPERATIONAL AND
RISK MANAGEMENT

Approve proposals for action on
litigation against or on behalf of
the CCG.

OPERATIONAL AND
RISK MANAGEMENT

Approve the CCG’s
arrangements for handling
complaints.

OPERATIONAL AND
RISK MANAGEMENT

Approve the CCG’s
arrangements for business
continuity and emergency
planning.
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Policy Area

Decision

Reserved to
the
Membership

Reserved or
delegated
to
Chair
Governing
Body

Chief
Officer

Director/
Head of
Service or
Deputy

Audit
Committee

Remuneration
Committee

Clinical
Cabinet

Probity
Committee

Integrated

Governance
Formatted
Table
Committee



INFORMATION
GOVERNANCE

Approval of the arrangements
for ensuring appropriate and
safekeeping and confidentiality
of records and for the storage,
management and transfer of
information and data.

INFORMATION
GOVERNANCE

Approving arrangements for
handling Freedom of
Information requests.



INFORMATION
GOVERNANCE

Determining arrangements for
handling Freedom of
Information requests.



TENDERING AND
CONTRACTING

Approval of the CCG’s contracts
for any commissioning support.



TENDERING AND
CONTRACTING

Approval of the CCG’s contracts
for corporate support (for
example finance provision).



PARTNERSHIP
WORKING

Approve decisions that
individual members or
employees of the CCG
participating in joint
arrangements on behalf of the
CCG can make. Such delegated
decisions must be disclosed in
this Scheme of Reservation and
Delegation.

PARTNERSHIP

Approve decisions delegated to
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Policy Area

Decision

Reserved to
the
Membership

Reserved or
delegated
to
Chair
Governing
Body

WORKING

joint committees established
under section 75 of the NHS Act
2006

COMMISSIONING
AND CONTRACTING
FOR CLINICAL
SERVICES

Approval of the arrangements
for discharging the CCG’s
statutory duties associated with
its commissioning functions,
including but not limited to
promoting the involvement of
each patient, patient choice,
reducing inequalities,
improvement in the quality of
services, obtaining appropriate
advice and public engagement
and consultation.



COMMISSIONING
AND CONTRACTING
FOR CLINICAL
SERVICES

Approve arrangements for coordinating the commissioning
of services with other CCGs and
or with the local authority,
where appropriate.
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Director/
Head of
Service or
Deputy

Audit
Committee
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Probity
Committee

Integrated

Governance
Formatted
Table
Committee

APPENDIX E
PRIME FINANCIAL POLICIES

1.

INTRODUCTION

1.1.

General

1.1.1.

These prime financial policies and supporting detailed financial policies shall have effect as if
incorporated into the group’s constitution.

1.1.2.

The prime financial policies are part of the group’s control environment for managing the
organisation’s financial affairs. They contribute to good corporate governance, internal control
and managing risks. They enable sound administration, lessen the risk of irregularities and
support commissioning and delivery of effective, efficient and economical services. They also
help the Chief Officer and Chief Finance Officer to effectively perform their responsibilities. They
should be used in conjunction with the Scheme of Reservation and Delegation found at
Appendix D.

1.1.3.

In support of these prime financial policies, the group has more detailed policies, prepared by
the Chief Finance Officer known as detailed financial policies. The group refers to these prime
and detailed financial policies together as the clinical commissioning group’s financial policies.

1.1.4.

These prime financial policies identify the financial responsibilities which apply to everyone
working for the group and its constituent organisations. They do not provide detailed
procedural advice and should be read in conjunction with the detailed financial policies. The
Chief Finance Officer is responsible for preparing all detailed financial policies.

1.1.5.

A list of the financial policies will be published and maintained on the CCG website at
www.NHSWakefielddistrict.nhs.uk/WakefieldCCG as set out in 1.3.2 in the main body of the
document.

1.1.6.

Should any difficulties arise regarding the interpretation or application of any of the prime
financial policies then the advice of the Chief Finance Officer must be sought before acting. The
user of these prime financial policies should also be familiar with and comply with the
provisions of the group’s constitution, Standing Orders and Scheme of Reservation and
Delegation.

1.1.7.

Failure to comply with prime financial policies and Standing Orders can in certain circumstances
be regarded as a disciplinary matter that could result in dismissal.

1.2.

Overriding prime financial policies

1.2.1.

If for any reason these prime financial policies are not complied with, full details of the noncompliance and any justification for non-compliance and the circumstances around the noncompliance shall be reported to the next formal meeting of the Governing Body’s Audit
Committee for referring action or ratification. All of the group’s members and employees have
a duty to disclose any non-compliance with these prime financial policies to the Chief Finance
Officer as soon as possible.

1.3.

Responsibilities and delegation
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1.3.1.

The roles and responsibilities of group’s members, employees, members of the Governing
Body, members of the Governing Body’s committees and sub-committees, members of the
group’s committee and sub-committee (if any) and persons working on behalf of the group are
set out in sections 6 and 7 of this constitution.

1.3.2.

The financial decisions delegated by members of the group are set out in the Scheme of
Reservation and Delegation (see Appendix D).

1.4.

Contractors and their employees

1.4.1.

Any contractor or employee of a contractor who is empowered by the group to commit the
group to expenditure or who is authorised to obtain income shall be covered by these
instructions. It is the responsibility of the Chief Officer to ensure that such persons are made
aware of this.

1.5.

Amendment of Prime Financial Policies

1.5.1.

To ensure that these prime financial policies remain up-to-date and relevant, the Chief Finance
Officer will review them at least bi-annually. Following consultation with the Chief Officer and
scrutiny by the Governing Body’s Audit Committee, the Chief Finance Officer will recommend
amendments, as fitting, to the Governing Body for approval.

2.

INTERNAL CONTROL

2.1.

The CCG will put in place a suitable control environment and effective internal controls that
provide reasonable assurance of effective and efficient operations, financial stewardship,
probity and compliance with laws and policies.

2.2.

The Governing Body is required to establish an Audit Committee with terms of reference agreed
by the Governing Body (see paragraph 6.6.3(a) of the group’s constitution for further
information).

2.3.

The Chief Officer has overall responsibility for systems of internal control.

2.4.

The Chief Finance Officer will ensure that:
a)
b)
c)

financial policies are considered for review and update bi-annually;
a system is in place for proper checking and reporting of all breaches of financial policies;
a proper procedure is in place for regular checking of the adequacy and effectiveness of
the control environment.

3.

AUDIT

3.1.

The CCG will keep an effective and independent internal audit function and fully comply with
the requirements of external audit and other statutory reviews.

3.2.

In line with the terms of reference for the Governing Body’s Audit Committee, the person
appointed by the group to be responsible for internal audit and the Audit Commission
appointed external auditor will have direct and unrestricted access to Audit Committee
members and the Chair of the Governing Body, Chief Officer and Chief Finance Officer for any
significant issues arising from audit work that management cannot resolve, and for all cases of
fraud or serious irregularity.
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3.3.

The person appointed by the group to be responsible for internal audit and the external auditor
will have access to the Audit Committee and the Chief Officer to review audit issues as
appropriate. All Audit Committee members, the Chair of the Governing Body and the Chief
Officer will have direct and unrestricted access to the head of internal audit and external
auditors.

3.4.

The Chief Finance Officer will ensure that:
a)
b)

the group has a professional and technically competent internal audit function;
the Governing Body’s Audit Committee reviews any changes to the provision or delivery of
assurance services to the group.

4.

FRAUD AND CORRUPTION

4.1.

The CCG requires all staff to always act honestly and with integrity to safeguard the public
resources they are responsible for. The group will not tolerate any fraud perpetrated against it
and will actively chase any loss suffered.

4.2.

The Governing Body’s Audit Committee will satisfy itself that the group has adequate
arrangements in place for countering fraud and shall review the outcomes of counter fraud
work. It shall also approve the counter fraud work programme.

4.3.

The Governing Body’s Audit Committee will ensure that the group has arrangements in place to
work effectively with NHS Protect.

5.

EXPENDITURE CONTROL

5.1.

The group is required by statutory provisions5 to ensure that its expenditure does not exceed
the aggregate of allotments from the NHS Commissioning BoardNHS England and any other
sums it has received and is legally allowed to spend.

5.2.

The Chief Officer has overall executive responsibility for ensuring that the group complies with
certain of its statutory obligations, including its financial and accounting obligations, and that it
exercises its functions effectively, efficiently and economically and in a way which provides good
value for money.

5.3.

The Chief Finance Officer will:
a)
b)
c)

provide reports in the form required by the NHS Commissioning BoardNHS England;
ensure money drawn from the NHS Commissioning BoardNHS England is required for
approved expenditure only, is drawn down at the time of need and follows best practice;
be responsible for ensuring that an adequate system of monitoring financial performance
is in place to enable the group to fulfil its statutory responsibility not to exceed its
expenditure limits, as set by direction of the NHS Commissioning Board NHS England.

6.

ALLOTMENTS6

6.1.

The group’s Chief Finance Officer will:

5

See section 223H of the 2006 Act, inserted by section 27 of the 2012 Act
See section 223(G) of the 2006 Act, inserted by section 27 of the 2012 Act.

6

NHS Wakefield Clinical Commissioning Group
VERSION 30 31 – APPROVED MARCH 2015revisions January 2018

38

a)

b)

c)

periodically review the basis and assumptions used by the NHS Commissioning BoardNHS
England for distributing allotments and ensure that these are reasonable and realistic and
secure the group’s entitlement to funds;
prior to the start of each financial year submit to the Governing Body for approval a report
showing the total allocations received and their proposed distribution including any sums
to be held in reserve;
regularly update the Governing Body and the Integrated Governance Committee on
significant changes to the initial allocation and the uses of such funds.

7.

COMMISSIONING STRATEGY, BUDGETS, BUDGETARY CONTROL AND MONITORING

7.1.

The CCG will produce and publish an annual commissioning plan that explains how it proposes
to discharge its financial duties. The group will support this with comprehensive medium-term
financial plans and annual budgets.

7.2.

The Chief Officer will compile and submit to the Governing Body a commissioning strategy
which takes into account financial targets and forecast limits of available resources.

7.3.

Prior to the start of the financial year the Chief Finance Officer will, on behalf of the Chief
Officer, prepare and submit budgets for approval by Governing Body.

7.4.

The Chief Finance Officer shall monitor financial performance against budget and plan,
periodically review them, and report to the Governing Body and Integrated Governance
Committee. This report should include explanations for variances. These variances must be
based on any significant departures from agreed financial plans or budgets.

7.5.

The Chief Officer is responsible for ensuring that information relating to the accounts or to
income or expenditure, or use of resources is provided to the NHS Commissioning BoardNHS
England as requested.

7.6.

The Chief Officer will approve consultation arrangements for the commissioning plan7.

8.

ANNUAL ACCOUNTS AND REPORTS

8.1.

The Governing Body of the CCG will produce and submit to the NHS Commissioning BoardNHS
England accounts and reports in accordance with all statutory obligations relevant accounting
standards and accounting best practice in the form and content and at the time required by the
NHS Commissioning Board NHS England.

8.2.

The Chief Finance Officer will ensure the group:
a)
b)
c)
d)
e)

7

prepares a timetable for producing the annual report and accounts and agrees it with
external auditors;
prepares the accounts according to the timetable;
complies with statutory requirements and relevant directions for the publication of annual
report;
considers the external auditor’s management letter and fully address all issues within
agreed timescales;
publishes the external auditor’s management letter on the CCG website at

See section 14Z13 of the 2006 Act, inserted by section 26 of the 2012 Act
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www.NHSWakefielddistrict.nhs.uk/WakefieldCCG .

9.

INFORMATION TECHNOLOGY

9.1.

The Chief Finance Officer as Senior Information Risk Owner (SIRO) is responsible for the
accuracy and security of the CCG’s computerised financial data and shall:

a)

b)

c)
d)

devise and implement any necessary procedures to ensure adequate (reasonable)
protection of the group's data, programs and computer hardware from accidental or
intentional disclosure to unauthorised persons, deletion or modification, theft or damage,
having due regard for the Data Protection Act 1998;
ensure that adequate (reasonable) controls exist over data entry, processing, storage,
transmission and output to ensure security, privacy, accuracy, completeness, and
timeliness of the data, as well as the efficient and effective operation of the system;
ensure that adequate controls exist such that the computer operation is separated from
development, maintenance and amendment;
ensure that an adequate management (audit) trail exists through the computerised system
and that such computer audit reviews as the Chief Finance Officer may consider necessary
are being carried out.

9.2.

In addition, the Chief Finance Officer shall ensure that new financial systems and amendments
to current financial systems are developed in a controlled manner and thoroughly tested prior
to implementation. Where this is undertaken by another organisation, assurances of adequacy
must be obtained from them prior to implementation.

10.

ACCOUNTING SYSTEMS

10.1.

The CCG will run an accounting system that creates management and financial accounts.

10.2.

The Chief Finance Officer will ensure:
a)

b)

the group has suitable financial and other software to enable it to comply with these
policies and any consolidation requirements of the NHS Commissioning Board NHS
England;
that contracts for computer services for financial applications with another health
organisation or any other agency shall clearly define the responsibility of all parties for the
security, privacy, accuracy, completeness, and timeliness of data during processing,
transmission and storage. The contract should also ensure rights of access for audit
purposes.

10.3.

Where another health organisation or any other agency provides a computer service for
financial applications, the Chief Finance Officer shall periodically seek assurances that adequate
controls are in operation.

11.

BANK ACCOUNTS

11.1.

The CCG will keep enough liquidity to meet its current commitments.

11.2.

The Chief Finance Officer will:
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a)

b)
c)

review the banking arrangements of the group at regular intervals to ensure they are in
accordance with Secretary of State directions8, best practice and represent best value for
money;
manage the group's banking arrangements and advise the group on the provision of
banking services and operation of accounts;
prepare detailed instructions on the operation of bank accounts.

11.3.

The Audit Committee shall review the banking arrangements.

12.

INCOME, FEES AND CHARGES, AND SECURITY OF CASH, CHEQUES AND OTHER NEGOTIABLE
INSTRUMENTS.

12.1.

The CCG will:
a)
b)
c)

12.2.

operate a sound system for prompt recording, invoicing and collection of all monies due;
seek to maximise its potential to raise additional income only to the extent that it does not
interfere with the performance of the group or its functions;
ensure its power to make grants and loans is used to discharge its functions effectively.

The Chief Finance Officer is responsible for:
a)
b)
c)

d)

designing, maintaining and ensuring compliance with systems for the proper recording,
invoicing, and collection and coding of all monies due;
establishing and maintaining systems and procedures for the secure handling of cash and
other negotiable instruments;
approving and regularly reviewing the level of all fees and charges other than those
determined by the NHS Commissioning Board NHS England or by statute. Independent
professional advice on matters of valuation shall be taken as necessary;
for developing effective arrangements for making grants or loans.

13.

TENDERING AND CONTRACTING PROCEDURE

13.1.

The CCG will:
a)
b)
c)

ensure proper competition that is legally compliant within all purchasing to ensure we
incur only budgeted, approved and necessary spending;
seek value for money for all goods and services;
ensure that competitive tenders are invited for:
i. the supply of goods, materials and manufactured articles;
ii. the rendering of services including all forms of management consultancy services
(other than specialised services sought from or provided by the Department of
Health);
iii. for the design, construction and maintenance of building and engineering works
(including construction and maintenance of grounds and gardens) for disposals.

13.2.

The group shall ensure that the firms / individuals invited to tender (and where appropriate,
quote) are among those on approved lists or where necessary a framework agreement. Where
in the opinion of the Chief Finance Officer it is desirable to seek tenders from firms not on the
approved lists, the reason shall be recorded in writing to the Chief Officer of the Governing Body
and be reported to the Audit Committee.

8

See section 223H(3) of the NHS Act 2006, inserted by section 27 of the 2012 Act
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13.3.

The Governing Body may only negotiate contracts on behalf of the group, and the group may
only enter into contracts, within the statutory framework set up by the 2006 Act, as amended
by the 2012 Act. Such contracts shall comply with:
a)
b)
c)

the group’s Standing Orders;
the Public Contracts Regulation 2006, any successor legislation and any other applicable
law;
take into account as appropriate any applicable guidance from NHS Commissioning
BoardEngland or NHS Improvement the Independent Regulator of NHS Foundation Trusts
(Monitor) guidance that does not conflict with (b) above.

13.4.

In all contracts entered into, the group shall endeavour to obtain best value for money. The
Chief Officer shall nominate an individual who shall oversee and manage each contract on
behalf of the group.

14.

COMMISSIONING

14.1.

Working in partnership with relevant national and local stakeholders, the group will commission
certain health services to meet the reasonable requirements of the persons for whom it has
responsibility.

14.2.

The group will coordinate its work with the NHS Commissioning BoardNHS England, other
clinical commissioning groups, local providers of services, local authority(ies), including through
Health and Wellbeing Boards, patients and their carers and the voluntary sector and others as
appropriate to develop robust commissioning plans.

14.3.

The Chief Officer will establish arrangements to ensure that regular reports are provided to the
Integrated Governance Committee detailing actual and forecast expenditure and activity for
each contract.

14.4.

The Chief Finance Officer will maintain a system of financial monitoring to ensure the effective
accounting of expenditure under contracts. This should provide a suitable audit trail for all
payments made under the contracts whilst maintaining patient confidentiality.

15.

RISK MANAGEMENT AND INSURANCE

15.1.

The CCG clinical commissioning group will put arrangements in place to evaluate and manage its
risks as described in its risk management policy and procedures. These will specify how risks will
be identified, assessed, managed, reported and evaluated.
The Integrated Governance Committee will be responsible for overseeing and reporting risks to
the Governing Body.
The Board Assurance Framework will be developed and populated by identified leads using a
5x5 risk scoring matrix. The CCG’s Board Governing Body Assurance Framework will be received
and reviewed at regular intervals by the Governing Body.

16.

PAYROLL

16.1.

The CCG will put arrangements in place for an effective payroll service.
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16.2.

The Chief Finance Officer will ensure that the payroll service selected:
a)
b)
c)

is supported by appropriate (i.e. contracted) terms and conditions;
has adequate internal controls and audit review processes;
has suitable arrangements for the collection of payroll deductions and payment of these to
appropriate bodies.

16.3.

In addition the Chief Finance Officer shall set out comprehensive procedures for the effective
processing of payroll.

17.

NON-PAY EXPENDITURE

17.1.

The CCG will seek to obtain the best value-for-money goods and services received.

17.2.

The Governing Body will approve the level of non-pay expenditure on an annual basis and the
Chief Officer will determine the level of delegation to budget managers.

17.3.

The Chief Officer shall set out procedures on the seeking of professional advice regarding the
supply of goods and services.

17.4.

The Chief Officer will:
a)
b)
c)

advise the Governing Body on the setting of thresholds above which quotations
(competitive or otherwise) or formal tenders must be obtained; these thresholds will be
incorporated in the Standing Financial Instructions & Operational Scheme of Delegation;
be responsible for the prompt payment of all properly authorised accounts and claims;
be responsible for designing and maintaining a system of verification, recording and
payment of all amounts payable.

17.5.

Authorisation limits are included in the Standing Financial Instructions.

18.

CAPITAL INVESTMENT, FIXED ASSET REGISTERS AND SECURITY OF ASSETS

18.1.

The CCG will put arrangements in place to manage capital investment, maintain an asset
register recording fixed assets and put in place polices to secure the safe storage of any fixed
assets.

18.2.

The Chief Officer will:
a)
b)
c)

d)

ensure that there is an adequate appraisal and approval process in place for determining
capital expenditure priorities and the effect of each proposal upon plans;
be responsible for the management of all stages of capital schemes and for ensuring that
schemes are delivered on time and to cost;
shall ensure that the capital investment is not undertaken without confirmation of
purchaser(s) support and the availability of resources to finance all revenue consequences,
including capital charges;
be responsible for the maintenance of registers of assets, taking account of the advice of
the Chief Finance Officer concerning the form of any register and the method of updating,
and arranging for a physical check of assets against the asset register to be conducted once
a year.
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18.3.

The Chief Finance Officer will prepare detailed procedures for the disposals of assets and report
to the Integrated Governance Committee.

19.

RETENTION OF RECORDS

19.1.

The CCG will put arrangements in place to retain all records in accordance with NHS Code of
Practice Records Management (2006) and other relevant notified guidance.

19.2.

The Chief Officer shall:
a)
b)
c)

be responsible for maintaining all records required to be retained in accordance with NHS
Code of Practice Records Management (201606) and other relevant notified guidance;
ensure that arrangements are in place for effective responses to Freedom of Information
requests;
publish and maintain a Freedom of Information Publication Scheme.

20.

TRUST FUNDS AND TRUSTEES

20.1.

The CCG will put arrangements in place to provide for the appointment of trustees if the group
holds property on trust.

20.2.

The Chief Finance Officer shall ensure that each trust fund which the group is responsible for
managing is managed appropriately with regard to its purpose and to its requirements.
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Appendix F
1.0 Committees of the Governing Body
1.1 Audit Committee
The Audit Committee is accountable to the Governing Body and supports the CCG by critically reviewing
governance and assurance processes on which the Governing Body places reliance. These assurances will
include a risk management system and a performance management system underpinned by an assurance
framework
The Governing Body has approved and keeps under review the terms of reference for the Audit Committee,
which includes information on the membership of the Audit Committee. Terms of reference can be seen at
[http://www.wakefieldccg.nhs.uk/resources/.
The Governing Body’s Audit Committee approves any changes to the provision or delivery of assurance
services to the group.
1.2 Remuneration Committee
The Remuneration Committee is accountable to the Governing Body and determinations remuneration, fees
and other allowances for employees and for people who provide services to the group and on
determinations about allowances under any pension scheme that the group may establish as an alternative
to the NHS pension scheme.
To avoid potential conflicts of interest the CCG has set up Remuneration Committee of independent Lay
Members to make recommendations to the Governing Body, within agreed terms of reference, on the CCG’s
framework of executive remuneration and its costs; and to determine on their behalf specific remuneration
packages for each of the executive officers, including pension rights and any compensation payments.
The Remuneration Committee should consist exclusively of Lay Members who are independent of
management and free from any business or other relationships which would materially interfere with the
exercise of their independent judgement. The members of the Remuneration Committee should be listed
each year in the Governing Body’s remuneration report.
The Governing Body itself should determine the remuneration of Lay Members, including members of the
Remuneration Committee, within the limits set in national guidance. The Remuneration Committee should
consult the Chair and Chief Officer about their proposals relating to the remuneration of other executive
officers and have access to professional advice inside and outside the CCG.
The Governing Body should report each year on remuneration. The report should form part of, or be
annexed to, the annual report and accounts. It should be the main vehicle through which the CCG reports
on executive officer’s remuneration.
The Governing Body has approved and keeps under review the terms of reference for the remuneration
committee (http://www.wakefieldccg.nhs.uk/resources/
1.3 Clinical Cabinet
The Clinical Cabinet has a strategic and advisory function. Its purpose is to provide strong clinical leadership
and member practice engagement to inform service change and commissioning intentions and to provide
robust assurance of this to the Governing Body. The Clinical Cabinet has a particular role in relation to
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ensuring clinical involvement across all clinical groups/professions where agreed.
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. Terms of reference can be seen at http://www.wakefieldccg.nhs.uk/resources/.
1.4 Integrated Governance Committee
The Integrated Governance Committee is accountable to the Governing Body, and provides the Governing
Body with an independent and objective view of the group’s systems, information and an assurance of good
corporate governance.
The Governing Body has conferred or delegated functions connected with the Governing Body’s main
function, to its Integrated Governance Committee. Terms of reference can be seen at
[http://www.wakefieldccg.nhs.uk/resources/.

1.5 Probity Committee
The overarching purpose of the Probity Committee is to facilitate decision making about items which present
conflicts of interest for all GP members of the Governing Body. Specifically, the role of the Committee shall
be to carry out the functions relating to the commissioning of primary medical services under section 83 of
the NHS Act but may be extended (subject to approval from the Governing Body) to other areas which
present a conflict of interest.
The Governing Body has approved and keeps under review the terms of reference for the Probity Committee
(available at http://www.wakefieldccg.nhs.uk/resources/
1.6 Nominations Committee
The Nominations Committee is accountable to the Governing Body, and supports the Group to ensure that
there is a formal, rigorous and transparent procedure for the appointment of members to the Governing
Body.
The Governing Body has approved and keeps under review the terms of reference for the Nominations
Committee (available at http://www.wakefieldccg.nhs.uk/resources/

2.0
Joint Committees
The following are established as joint committees and are authorised to make decisions as specified in their
terms of reference which can be found at http://www.wakefieldccg.nhs.uk/resources/. Minutes of these
committees are presented to the Governing Body
2.1 West Yorkshire and Harrogate Sustainability and Transformation Partnership
2.2 Connecting Care Executive
2.4 Mid Yorkshire Joint Acute Commissioning Working Group
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APPENDIX F G
NOLAN PRINCIPLES
1.

The ‘Nolan Principles’ set out the ways in which holders of public office should behave in
discharging their duties. The seven principles are:
a)

Selflessness – Holders of public office should act solely in terms of the public interest. They
should not do so in order to gain financial or other benefits for themselves, their family or
their friends.

b)

Integrity – Holders of public office should not place themselves under any financial or
other obligation to outside individuals or organisations that might seek to influence them
in the performance of their official duties.

c)

Objectivity – In carrying out public business, including making public appointments,
awarding contracts, or recommending individuals for rewards and benefits, holders of
public office should make choices on merit.

d)

Accountability – Holders of public office are accountable for their decisions and actions to
the public and must submit themselves to whatever scrutiny is appropriate to their office.

e)

Openness – Holders of public office should be as open as possible about all the decisions
and actions they take. They should give reasons for their decisions and restrict information
only when the wider public interest clearly demands.

f)

Honesty – Holders of public office have a duty to declare any private interests relating to
their public duties and to take steps to resolve any conflicts arising in a way that protects
the public interest.

g)

Leadership – Holders of public office should promote and support these principles by
leadership and example.

Source: The First Report of the Committee on Standards in Public Life (1995)9

9

Available at http://www.public-standards.gov.uk/
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APPENDIX GH
THE NHS CONSTITUTION
The NHS Constitution sets out seven key principles that guide the NHS in all it does.
1.

The NHS provides a comprehensive service, available to all - irrespective of gender, race,
disability, age, sexual orientation, religion or belief. It has a duty to each and every individual
that it serves and must respect their human rights. At the same time, it has a wider social duty
to promote equality through the services it provides and to pay particular attention to groups or
sections of society where improvements in health and life expectancy are not keeping pace with
the rest of the population.

2.

Access to NHS services is based on clinical need, not an individual’s ability to pay - NHS
services are free of charge, except in limited circumstances sanctioned by Parliament.

3.

The NHS aspires to the highest standards of excellence and professionalism - in the provision
of high-quality care that is safe, effective and focused on patient experience; in the planning and
delivery of the clinical and other services it provides; in the people it employs and the
education, training and development they receive; in the leadership and management of its
organisations; and through its commitment to innovation and to the promotion and conduct of
research to improve the current and future health and care of the population.

4.

NHS services must reflect the needs and preferences of patients, their families and their
carers - patients, with their families and carers, where appropriate, will be involved in and
consulted on all decisions about their care and treatment.

5.

The NHS works across organisational boundaries and in partnership with other organisations
in the interest of patients, local communities and the wider population - the NHS is an
integrated system of organisations and services bound together by the principles and values
now reflected in the Constitution. The NHS is committed to working jointly with local
authorities and a wide range of other private, public and third sector organisations at national
and local level to provide and deliver improvements in health and well-being.

6.

The NHS is committed to providing best value for taxpayers’ money and the most costeffective, fair and sustainable use of finite resources - public funds for healthcare will be
devoted solely to the benefit of the people that the NHS serves.

7.

The NHS is accountable to the public, communities and patients that it serves - the NHS is a
national service funded through national taxation, and it is the Government which sets the
framework for the NHS and which is accountable to Parliament for its operation. However,
most decisions in the NHS, especially those about the treatment of individuals and the detailed
organisation of services, are rightly taken by the local NHS and by patients with their clinicians.
The system of responsibility and accountability for taking decisions in the NHS should be
transparent and clear to the public, patients and staff. The Government will ensure that there is
always a clear and up-to-date statement of NHS accountability for this purpose.

Source: The NHS Constitution: The NHS belongs to us all (March 2012)10

10

http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_132961
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OPERATIONAL SCHEME OF DELEGATION

APPENDIX
1I

NHS WAKEFIELD CCG STANDING FINANCIAL
INSTRUCTIONS

Formatted: Font: 12 pt

This document should be read in conjunction with the following CCG documents :
• Standing Orders and Prime Financial Policies
• Scheme of Delegation and operational Scheme of Delegation
• Policy for the issue and receipt of tender documents
• Policy on procurement.
This document is part of the CCG’s detailed financial policies, which support the Prime Financial
Policies, and together are referred to as the CCG’s financial policies.
Key considerations
The delegation shown is the lowest level to which authority is delegated. Where subordinate staff
assist in dealing with an issue, appropriate control must be maintained.

1 Compliance
1.1 All employees or third parties engaged to act in any capacity relating to procurement or
management of contracts, eg Commissioning Support Unit (CSUEMBED),eMbed for the CCG
shall comply with the Standing Orders and Prime Financial Policies (except where Standing
Order No. 3.95 Suspension of Standing Orders is applied), Standing Financial Instructions,
procurement policies and the latest guidance produced by the Department of HealthNHS
England.

1.2 Failure to comply with the Standing Orders, and Prime Financial Policies, Standing Financial
Instructions and the related Procurement Procedures may result in disciplinary action against
employees, or steps being taken against third parties in line with contractual terms.

1.3 All employees and companies / contractors / suppliers engaged on the CCG’s behalf must ensure
that any conflicts of interest are declared to the Chief Financeial Officer or their nominated
representative.

1.4 Current regulations require the advertisement of opportunities in the Official Journal of the
European Union (OJEU), if applicable. The limits and rules often change, therefore, confirmation
must be sought.
Part B services include health and social care services. OJEU advertising is not currently required
for Part B services. A notice of contract award in the Official Journal of the European Union
(OJEU) is required.

1.5 When EU Directives may be applicable, managers must consult the Chief Financeial Officer or their
nominated representative to ensure full compliance with EU requirements.

1.6 Where an appropriate standard or code of practice is current at the time of tender, each written
contract should require that the goods, services or works will be in accordance with that standard.

1.7 The procurement of contracts must comply with relevant legislation.
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2 Exemptions/Exclusions
2.1 No exemptions can be made to the CCG’s financial policiesPrime Financail Policies or Standing
Financial Instructions , unless authorised by the Chief Officer after considering a written report. A
written record of the reasons for the decision must be retained and reported to the Audit
Committee.

2.2 A Register of Exemptions will be maintained centrally by the Chief Financial Officer or their
nominated representative, detailing the nature and value of all the contracts where an
exemption has been obtained. A report will be provided to the Audit Committee.

3 Values and the inclusion of Value Added Tax
3.1 All amounts quoted in these financial policies refer to values inclusive of Value Added Tax.
4 Pre Contract Requirements and Assessment of Risk
4.1 All procurement activity must comply with the CCG’s procurement policies.
4.2 In all cases before commencing any procurement process for goods, services or works with
an estimated value in excess of £50,000, the following is required:

(a) A n authorised business case to justify planned procurement and include:
(i)

a written risk assessment, identifying key risks and the actions required to ensure that
an acceptable level of risk is maintained

(ii)

a written record of the reasons for decisions, updated as appropriate

(iii)

an appropriate specification which will form the basis for the contract

(iv)

an estimate of the total cost of the contract (including costs for the full term of the
contract, maintenance and continuing costs, and any disposal costs, i.e. whole life time
cost)

(v)

signed authorisation in line with the authority limitations.

(b) consultation with the Chief Financeial Officer or their nominated representative on
appropriate contract documentation, including terms and conditions

(c) for expenditure on buildings then the Chief Financeial Officer needs to be consulted to advise
on process. In addition the business case will need to set out the service need, the capital and
the revenue costs.

(d) a schedule of prioritised and weighted evaluation criteria, including (as appropriate), price,
technical merit, quality, sustainability, equality, analysis of cost or any other relevant criteria.
The evaluation criteria must not include any non‐commercial considerations

(e) unless provided for in paragraph 8 (Aggregation of Contracts), confirmation that supplies of a
similar nature are being purchased together, and that orders are not split or disaggregated.
To do so is a breach of these financial policies, and may be a breach of EU and UK
legislation.
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4.3 In all cases before commencing any contract for goods, services or works with an
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estimated value in excess of £50,000, the following is required:

(a) evidence that each supplier has the technical capability and capacity to enter into a contract
(b) a report detailing the financial standing of any proposed supplier for any contract exceeding
£100,000 or less where the procurement is considered business critical.
4.4 Pre‐tender consultation with suppliers must be transparent and not prejudice any potential
supplier.

4.5 Technical advice for the preparation of a specification may not be sought from a supplier where it
will provide an unfair advantage to any supplier or distort equal and fair competition.

4.6 Where there is a relevant Approved List of Contractors, this must be used as the source of
providing the names of contractors from whom quotations and tenders are sought. There must be
a consistent selection process in line with EU Directives, Department of Health guidance and
these financial policies.

5

Competition Requirements for Contracts below £20,000

5.1 For contracts where the estimated expenditure or income does not, or is not reasonably expected to,
exceed £20,000 the Head of Service should select the most efficient method of procurement, which
demonstrates value for money, keeping a written record of the reason and action taken. As a
minimum written quotations should be sought from at least one provider/supplier.

5.2 Procurement should be carried out in accordance with these financial policies and Department of
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Health Guidance.

6

Competition Requirements for Contracts above £20,000

6.1 For contracts with whole life costs between £20,000 and £50,000 a minimum number of three
competitive written quotations should obtained.

6.2 Formal tendering procedures must be applied where the estimated whole life costs exceeds
£50,000.

6.3 When assessing the potential value of a contract the whole life costs of the contract should be
considered. The cumulative costs of a service with contractors must also be taken into account
when assessing what competition requirements are needed.

6.4 For contracts valued above £20,000 up to £50,000, the Chief Officer may give permission for
procurement to take place without competitive quotations being sought in exceptional
circumstances for the reasons provided in 7.1 below.

6.5 For contracts valued over £50,000, the Chief Officer in conjunction with a Lay Member may give
permission for procurement to take place without a tender process for the reasons provided in
7.1 below.

6.6 Where it is decided that competitive quotations are not applicable and should be waived, the
fact of the waiver and the reasons should be documented and recorded in an appropriate CCG
record and reported to the Audit Committee at each meeting.
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6.7 Where it is decided that competitive tendering is not applicable, and should be waived, the fact of
the waiver and the reasons should be documented and recorded in an appropriate CCG record and
reported to the Audit Committee at each meeting.

7

Exceptions and Instances Where Formal Quotations or Tendering is Not Required

7.1

The requirement for formal quotations may be waived by the Chief Officer, and the requirement
for tendering procedures may be waived by the Chief Officer in conjunction with a Lay Member,
in the following circumstances:

Formatted: Underline

(a) in very exceptional circumstances where the Chief Officer decides that competitive
quotations or tendering procedures would not be practicable or the estimated expenditure or
income would not warrant formal competitive quotations or tender procedures, and the
circumstances are detailed in an appropriate CCG record

(b) where the requirement is covered by an existing NHS contract
(c) where Buying Solutions Agreements (formerly PASA) are in place and have been approved
by the Governing Body

(d) where a consortium arrangement is in place and a lead organisation has been appointed to
carry out tendering activity on behalf of the consortium members

(e) where the timescale genuinely precludes competitive quotations or tendering. Failure to plan
the work properly would not be regarded as a justification for waiving the requirement for
competition

(f) where specialist expertise/service/works/goods are required and these are available from
only one source (specialised service)

(g) when the task is essential to complete the project, and arises as a consequence of a recently
completed assignment and engaging different consultants for the new task would be
inappropriate

(h) there is a clear benefit to be gained from maintaining continuity with an earlier project.
However, in such cases the benefits of such continuity must outweigh any potential financial
advantage to be gained by competition

(i) for the provision of legal advice and services providing that any legal firm or partnership
commissioned by the CCG is regulated by the Law Society for England and Wales for the
conduct of their business (or by the Bar Council for England and Wales in relation to the
obtaining of Counsel’s opinion) and are generally recognised as having sufficient expertise in
the area of work for which they are commissioned.
The Chief Financecial Officer will ensure that any fees paid are reasonable and within commonly
accepted rates for the costing of such work.

(j) where allowed and provided for in the Capital Investment Manual.
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7.2 The waiving of competitive quotations or competitive tendering procedures should not be used to
avoid competition or for administrative convenience or to award further work to a consultant
originally appointed through a competitive procedure.

7.3 If, after a contract has been agreed, the contractor requests a revision and the revision brings the
total contract value to less than the original approved and allocated funding then the revision can
be considered with the approval of the relevant Head of Service.

7.4 If after a contract has been agreed the contractor requests a revision which brings the total
amount to greater than the original approved and allocated funding then the contract has to be
resubmitted for approval depending on the contract value to the original approval authorities.

7.5 Procurements which subsequently breach thresholds after original approval, without the appropriate
authorised notices of variation, shall be considered a breach of financial policies and will be acted
upon in line with para 1.23. Such breaches will be documented in an appropriate CCG record and
reported to the Audit Committee at each meeting.

8 Aggregation of Contracts
8.1 If a number of contracts of a similar nature are to be tendered, and the total cost of the contracts
exceeds the tender threshold of £50,000, they must be tendered as one contract. If the total
aggregated contract value exceeds the EU Threshold (see paragraph 1.5) they must be
tendered as one contract under EU Procurement law. (Total cost means whole life costs of the
contract.)

8.2 Tenders for services which require a number of providers to be working in the market place in
order to introduce flexibility and competition contracts can be tendered as one, however,
separate contracts can be awarded to more than one provider.
For the avoidance of doubt, the value of the contract over the whole contract term represents the
total value of the contract.

9 Approved Lists
9.1 The CCG’s advisor on supplies shall ensure that the firms/individuals invited to tender (and where
appropriate, quote) are among those on approved lists. Where in the opinion of the Chief
Financeial Officer it is desirable to provide tenders from entities not on the approved lists, the
reason shall be recorded in writing to the Chief Officer.

9.2 Where the Chief Financeial Officer has decided in writing that a new approved list of contractors is
required for the supply of goods and services an approved list may be compiled.

9.2.1 At least four weeks before the approved list is compiled the approved list must be advertised
on Supply2Health or any in other journal, newspaper etc. where it is considered that this would
be beneficial, inviting contractors to indicate their interest in inclusion on the list.

9.2.2 The list must be kept by the Contracts Team, or approved local supplies function and should:
(a) Contain the names of all suppliers who wish to be included and who have been approved by
the Chief Financeial Officer following an evaluation process.
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(b) Indicate the level of contract value as recommended by the Chief Financeial Officer and the
categories of work for which approval is given.

9.2.3 The list may be amended by the addition of further contractors approved by the Chief Financeial
Officer or by the exclusion of contractors who are not meeting the requirements of the CCG. The
Contracts Team will maintain a written record of the reasons for inclusion or exclusion.

9.2.4 The list must be reviewed at least every four years in accordance with EU Directives.
9.3 Tendering from Approved Lists
9.3.1 Tenders should be sent to a minimum of three suppliers on the approved list, selected by strict
rotation. The Chief Financeial Officer shall maintain a written register recording details of all
invitations to tender, including reasons for selection and the responses received.

9.3.2 If a contract falls under the EU public procurement regime, then existing approved lists cannot
be used, and the contract must be advertised under EU regulations.

10

Tendering and Procurement

10.1 Unless the competition requirements have been waived in accordance with paragraph
8.17.1, contractors must be appointed by one of the following methods:

(a) Selective tendering from an Approved List
Selective tendering from an Approved List is appropriate when there is a need to tender for a
particular type of service on a frequent basis.

(b) Contracting with “Any Willing Provider” from an Accredited Approved List
Contracting with “Any willing Provider” is appropriate when services are required on an ad‐
hoc basis or to facilitate patient choice. It may be described as an accreditation process
underpinned by a framework agreement or “call off” contract. Use of an Approved List will be
required in accordance with Paragraph 5.2 (Setting up Approved Lists).

(c) The Open Tendering Procedure
Under the Open Tender Procedure all interested candidates who respond to a Government’s
Contract Finder (https://www.gov.uk/contracts-finder) advertisement Supply2Health
advertisement and an OJEU advertisement if appropriate (and other adverts placed where it
is considered that this would be beneficial) must be invited to tender. The best bid is chosen
according to evaluation criteria. Under this procurement route, the advertisement and
Service Specification must be very clearly defined so that bidders know exactly what is being
procured. There is no scope to negotiate with bidders.
This procurement route is more appropriate for goods/services that are not complex in
nature.

(d) The Restricted Tendering Procedure
Under the Restricted Tendering Procedure, interested candidates are invited to respond to the
NHS Supply2HealthGovernment’s Contract Finder (https://www.gov.uk/contracts-finder)
advertisement and the OJEU if appropriate (and other adverts placed where it is considered
that this would be beneficial) by submitting an expression of interest.
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A shortlist of candidates is then drawn up and invited to tender. There is no scope to
negotiate with tenderers following receipt of bids.
The Restricted Tendering Procedure should be used for goods or services that are more
complex in nature and where short listing is required to ensure that the contractor has the
appropriate technical ability to provide the goods or services being tendered for. A detailed
specification will sent to short‐listed providers when they are invited to tender.
(e)

Competitive Dialogue Tendering
The use of the Competitive Dialogue Procedure is applicable only for particularly complex
contracts where development of the detailed specification will take place during the tender
process.
Under the Competitive Dialogue Procedure shortlisted parties are invited to participate in
dialogue which may have several stages. Once the dialogue is concluded, suppliers are
invited to submit a final tender. There is one provision for bidders to clarify, specify and fine‐
tune their final bids before a preferred bidder is chosen.
Robust governance is required as there needs to be careful management of bids and
avoidance of conflicts of interest to ensure equality of treatment and avoid any unfair
advantage between bidders.
Use of the Competitive Dialogue Procedure must be approved by the Director of Finance or
their nominated representative. The use of this procedure is governed by EC Directive rules.

11 Invitation to Tender or to be Included on an Approved List
11.1 All invitations to tender or for expressions of interest in a tender or inclusion on an Approved List
must be advertised on Government’s Contract Finder (https://www.gov.uk/contracts-finder)
advertisementSupply2Health and the OJEU if appropriate. If it is considered that it would be
beneficial the tender or Approved List may also be advertised in one or more newspapers or
appropriate journals.

11.2 All requests for expressions of interest or invitations to tender shall state the date and time as
being the latest time for receipt.

11.3 The CCG will keep a register of the companies that have expressed an interest and whether or
not they have been invited to tender.

11.4 All tenders, other than those being submitted via electronic tendering software, shall be
submitted in accordance with the following requirements:

•

Tenders must be submitted in a plain sealed package or envelope addressed to the Chief
Officer bearing a pre‐printed label supplied by the appropriate CCG and the latest date and
time for the receipt of such tender.

•

Tender envelopes shall not bear any names or marks indicating the sender. The use of
courier/postal services must not identify the sender on the envelope or on any receipt so
required by the deliverer.
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12 Evaluation of Tender, Quotations and Expressions of Interest
12.1 Prior to accepting a tender, quotation orf expression of interest, the Tender Evaluation Team
must evaluate all submissions in accordance with the criteria set out in paragraph 4 (Pre
Contract Requirements and Risk Assessment).

12.2 Tenders must be evaluated by a Tender Evaluation Panel comprised of a minimum of three
appropriately experienced people.

12.3 The Tender Evaluation Panel is required to maintain written records of :
• the weighting and evaluation criteria used to assess the submissions
• the recorded schedule of scoring for each panel member, including detailed reasons for
•
13

scoring decisions
a signed record of attendance and agreement with the scoring decisions and choice of
tenderer.
Acceptance of Tender or Quotation

13.1 Successful tenderers will be those offering the best value for money to the CCG, in accordance
with the Tender Evaluation Criteria, or where price is the only consideration, the cheapest.

13.2 No tender or quotation shall be accepted which will commit expenditure in excess of that
which has been allocated by the CCG and which is not in accordance with these financial
policies.

13.3 A written, signed record of the decision to award a contract will be kept by the CCG and will be
reported on to the Audit Committee at each meeting.

13.4 A Notice of an award of contract must be published in the OJEU in accordance with EU
Procurement Rules.

13.5 All tenderers must be informed of the outcome of the tender process and provided with
detailed feedback on their submission in relation to each of the evaluation criteria.

13.6 A standstill period will be required in accordance with EU Procurement Rules or the latest
guidance produced by the Department of Health.

14 Use of Seal and execution of documents by signature
14.1 Authority to execute documents by seal and/or signature is held by the Chief Officer, Chair of
the Governing Body, Chief Financeial Officer, appropriate Director/Head of Service or nominated
deputy, in accordance with Standing Order 20 & 216.2. It is important that final contracts are
physically signed by the appropriate authority prior to commencement of activity.
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15 OPERATIONAL SCHEME OF
Delegated Authorities and Requisition Limits
Key
Governing Body
Chair of Governing Body or Deputy Clinical Chair
Clinical Member of Clinical Cabinet
Lay Member
Chief Officer
Chief Operating Officer
Chief Financeial Officer
Director (Executive member of Governing Body or Associate Director)
Head of Service (reporting to Director)
Head of Department (reporting to Head of Service)
Head of Finance and Governance
West Yorkshire Commissioning Support Unit – named, authorised
Individual (eMbed)
Associate Director of Corporate Affairs
Board Secretary

Abbreviation
GB
C / DCC
CMCC
LM
CO
COO
CFO
Director
HoS
HoD
HoF
CSUEMBEDe
Mbed
ADCA
BS

Finance and Procurements Delegated Limits
Ref Delegated Matter
1
Operational Budget

2a

Commitment of expenditure,
for NHS contracts and other
commissioned health care
services
NB : Business case required
for
amounts above £50k(except
those covered in 2b below) –
see section 15 of table

2b

Detail
Department budgets
Commissioning budgets
Budget virements between headings

Authority
HoD
HoS
HoS

Under £20k

HoD or CSUEMBED

£20k ‐ £100k

HoS or CSUEMBED

£100k‐£500k
£500k‐£1m

CMCC + HoS
CMCC +
Director

Over £1m
CO or CFO
Continuing Healthcare packages
(Reported in the quarterly CHC report to Integrated Governance Committee)
Approval of Continuing
Up to £50,000 (Tier 1)
Healthcare packages Physical

and Mental Health/LD
placements
Approval of Continuing
Healthcare Package for
Physical and Mental Health/LD
placements,

Approval of Continuing
Healthcare Package for
Physical and Mental Health/LD
placements,
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between £50,000 and £150,000
(Tier 2)

Head of Service /
Deputy Head of
Service

between £150,000 and £500,000
(Tier 3)

Head of Service /
Deputy Head of
Service and Director

15 OPERATIONAL SCHEME OF
Approval of Continuing
Healthcare Package for
physical and Mental Health/LD
placements,

3a

between £150,000 and £500,000
(Tier 3)

Approval of an Urgent
between £150,000 and £500,000
Continuing Healthcare Package (Tier 3)
for physical and Mental
Health/LD placements,

Head of Service /
Deputy Head of
Service and Director or
On-call Manager

Approval of an Urgent
between £150,000 and £500,000
Continuing Healthcare Package (Tier 3)
for physical and Mental
Health/LD placements,

Head of Service /
Deputy Head of
Service and Director or
On-call Manager

Approval of Continuing
Healthcare Package for
physical and Mental Health/LD
placements,

Chief Finance Officer
and Accountable
Officer

Commitment of expenditure,
for
NB : Business case required
for
amounts above £50k – see
section 15 of table

between £500,000 and £1 Million
(Tier 4)

Under £20k

HoD or CSUEMBED

£20k ‐ £100k

HoS or CSUEMBED

£100k ‐ £500k
£500k ‐ £1m

Over £1m
NB where expenditure has previously
been approved by the Board then
requisitions/procurement
authorisations may be signed at
Director level
3b

Head of Service /
Deputy Head of
Service and Director

Management consultancy

Up to £1m
Over £1m

Director
C / DCC +
Director
GB

Director +LM
GB
Formatted: Left
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Ref Delegated Matter
Lease agreements (see also Standing
4
Order 6.120 – use of seal)
5
Charitable Funds
6
6 CCompetitive Quotes / Tendering
6a) Competitive quotes for
procurement values
6b) Tendering procedures for
procurement values
6c) Waiver of :‐
(i) competitive quotations
(ii) tendering (See
section 7.1)

6d) Opening Competitive Quotes /
Tenders

Detail

£20k ‐ £50k

N/AHoS
or eMbed
N/AHoS
or eMbed

£20k ‐
£50k
Over
£50k

CO or CFO/COO*

Over £50k

Under £50k (ie quotes)

£250k and over

2 of :
BS, HoF,
CSUEMBED
2 of : BS,HoF,
Director,
CSUEMBED
Director +
BS/HoF or
CSUEMBED
Director/BS
or CSUEMBED

Under
£1m
Over
£1m

CO/COO*

GB
CO/COO/CFO*

7

Disposals / condemnation
/redundant items

CFO / CO

8

Losses and Special Payments
(including fruitless payment, cash,
abandoned claims, damage to chattels)

9

Write‐off non‐NHS debts

10

Non‐enforcement of NHS debtors
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CO or CFO/COO* +LM

6g) Notice where tenders are in excess
of pre‐tender estimates £5k or 5% which is
lower

* CFO or CFO may act in
place of CO where there
are formal deputising
arrangements in place

Formatted Table

CFO / CO

£50k ‐ £250k (ie tenders)

6e) Acceptance of lowest quote /
tender
6f) Acceptance of quote / tender on a “best
value” basis :

Authority
CFO / CO

Under £50k

CFO

£50k and over
Under £10k
£10k ‐ £50k
Over £50k

GB
HoF
CFO
GB

Under £50k
£50k and over

CFO
GB

Formatted Table

Ref
Delegated Matter
11
Compensation claims, ex‐gratia
payments, extra‐contractual
payments to suppliers

Under £1k

12

Petty Cash

13

Use of Seal – authentication by
signature (see Standing Order 6.120)

£1k ‐ £20k
£20k and over
Under £50
£50 and over
At least two of :

14

Execution of document by signature
on behalf of CCG (see Standing
Order 6.221)

15

Business case required prior to
procurement process
(for further detail see section 4 of
document)

16

Authorisation of course/conference fees
& travel expenses for educational or
development purposes
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Detail

Under £50k
Above £50k

Authority
HoS +
ADCA/BS
HoS + HoF
GB
HoS
HoS + HoF
CO, CFO,
Clinical Chair
of GB,
Director, HoS
CO, CFO,
Director or
Clinical Chair of
No
Yes

HoS

Formatted Table

Ref.

Delegated matter

Authorisation Delegated to:

Approval of
Continuing
Healthcare
Package for
Physical and
Mental Health/LD
placements, up to
£50,000 (Tier 1)
Approval of
Continuing
Healthcare Package
for Physical and
Mental Health/LD
placements,
between £50,000
and £150,000 (Tier
2)
Approval of
Continuing
Healthcare
Package for
Physical and
Mental Health/LD
placements,
between £150,000
and £500,000 (Tier
3)
Approval of an
Urgent Continuing
Healthcare
Package for
physical and
Mental Health/LD
placements,
between £150,000
and £500,000 (Tier
3)
Approval of
Continuing
Healthcare Package
for physical and
Mental Health/LD
placements,
between £500,000
and £1 Million (Tier
4)

Clinical Nurse Advisers
Reported in the quarterly CHC Integrated

Head of Service / Deputy Head of Service

Reporting Committee Reference
or Group
Document
https://www.w
akefieldccg.nh
s.uk/fileadmin/
Policies/FINA
L-NHSWCCGConstitutionAppendixMarch-2015AP.pdf

Formatted: Font: Arial
Formatted: Normal
Formatted: Normal, Left
Formatted: Font: Arial
Formatted: Normal
Formatted: Font: (Default) Arial

Formatted: Normal
Formatted: Normal, Left

Head of Service / Deputy Head of Service
and Director

Formatted: Font: Arial
Formatted: Normal

Report in the
quarterly CHC
Integrated
Governance
Committee (IGC)
Paper.

Formatted: Normal, Left

Head of Service / Deputy Head of Service
and Director or On-call Manager

Formatted: Font: Arial

Chief Finance Officer and Accountable
Officer

Formatted: Normal

Formatted: Normal

Formatted: Font: (Default) Arial
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Appendix J

Operational Scheme of Delegation
This document sets out the authority granted to groups or individual members of staff in NHS Wakefield
CCG to make operational decisions, as set out in the organisation’s policies and procedures. The
document should be read in conjunction with the Standing Orders, Prime Financial Policies & Standing
Financial Instructions.

Key
Governing Body
Chair of Governing Body or Deputy Clinical Chair
Clinical Member of Clinical Cabinet
Lay Member
Chief Officer
Chief Operating Officer
Chief Finance Officer
Director (Executive member of Governing Body or Associate Director)
Head of Service (reporting to Director)
Head of Department (reporting to Head of Service)
Head of Finance and Governance
eMbed

Abbreviation
GB
C / DCC
CMCC
LM
CO
COO
CFO
Director
HoS
HoD
HoF
EMBEDeMbed

Associate Director of Corporate Affairs
Board Secretary

ADCA
BS

Human Resources
Ref
1
2
3
4
5
6

7
8

Delegated Matter
Employment Related Transactions –
Personnel & Pay
Approval to changes in establishment
Authority to fill funded posts within
establishment
Authority to appoint staff to post without
establishment post
Internal and External Secondments
(applying or arranging) – Final Approval
Engaging or continuing to employ offpayroll staff who meet any of the following
criteria:
• Cost greater than £600 per day;
• Are engaged for a period greater
than six months; or
• Are in roles of significant influence
(e.g. Accountable Officers and
Directors).
Rules for engagement of Off-Payroll
Contractors (IR35)
Approving eligibility to claim relocation
expenses associated with the recruitment
and selection process.
Authorising any claims for relocation
expenses associated with the recruitment
and selection process.
Approving Interview Expenses

Authority/Approval

Reference
Document

Line manager – as defined in
Organisation Structures
CO – Based on recommendation from
a Director
Designated budget holder
CO
CO
NHSE

Budget Holder / HMRC Assessment
Tool
CO

CFO

Appointing Officer

Secondment
Policy
Off Payroll
Arrangements
Policy

Expenses Policy

Ref
9
10
11

Delegated Matter
Exclusion from Work (also referred to as
suspension from duty)
Settling of Grievances

Director / Nominated Deputy Director

Reference
Document
Disciplinary Policy

As per policy (Appendix 1)

Grievance Policy

Authority/Approval

18

If approval is given for career development CO
courses and the employee fails to
complete/ pass the course, fees and
expenses incurred by the organisation will
be sought unless exceptional
circumstances apply which are approved
by the Chief Officer.
Appointment of posts - where Market
Remuneration Committee
payment required outside normal A4C
conditions
Authority to approve Flexible Early
Director
Retirement
Carry over of Annual Leave
Director
Offer Personalised (‘Buy’ or ‘Sell’) Annual CO
Leave
Extended Period of Annual Leave >2.5
Line Manager
weeks
Requests for Regrading in accordance
As per policy
with A4C
Authorisation of Travel and Subsistence Line Manager
expenses
Authorisation of annual leave
Line Manager

19

Approval Study leave

Line Manager

20

Approving Flexible Working Application

Line Manager

21

Approval Compassionate/Special Leave < Line Manager
5 days
Approval Compassionate /Special Leave Chief Officer or Chief Finance Officer
>5 days
Time off in Lieu
Line Manager

12

13
14

15
16
17

22
23
24

Maternity/Paternity/Parental Leave - Paid As per policy
and Unpaid

25

Authorisation of Sick Leave

26

Extensions to Sick leave pay
As per policy
arrangements i.e. Full pay on phased
return etc.
Authorising the placement of a work
Director/Chief Officer
experience candidate (following review of
the risk assessment completed prior to the
employee commencing duty).
Lease Car Authorisation
Budget holder

27

28

29

Line Manager

Learning and
Development
Policy

Remuneration
Committee ToR
Retirement Policy
Annual Leave and
GPBH Policy

Grading review
Policy
Expenses Policy
Annual Leave and
GPBH Policy
Annual Leave and
GPBH Policy
Flexible Working
Policy
Annual Leave and
GPBH Policy
Annual Leave and
GPBH Policy
Annual Leave and
GPBH Policy
Maternity,
Adoption, Paternity
and Parental
Leave Policy
Sickness Absence
Management
Policy
Sickness Absence
Management
Policy

Car Lease
Scheme Policy
(NB: This policy
transferred NHS
Wakefield District
PCT under a
TUPE or COSOP
transfer with effect
from 1 April 2013.)

Engagement of consultancy/agency staff Designated Budget Holder /Director & Recruitment
where individual commitment is contained Chief Officer/CFO
guidance –

Ref

Delegated Matter
within devolved non pay budgets
Engagement of consultancy/temporary
agency staff where the cost is not
contained within non-pay budgets

30

Reference
Document
vacancy control
Designated Budget Holder /Director & (see also note 6)
Chief Officer/CFO
Authority/Approval

Regulation
Ref

Matter for Delegation

31

Engagement of CCG’s solicitors
.

32
33

Management of insurance policies
Claim nearing settlement (Details and
expected settlement) to be informed:
Responding to a Judicial Review
Management and monitoring of
complaints against the CCG

34
35

Authority/Approval
Governance & Board
Secretary/Associate Director of
Corporate Affairs
CFO
CO/CFO
CO
Associate Director of Corporate
Affairs /Governance and Board
Secretary
Associate Director of Corporate
Affairs/Governance & Board
Secretary
Associate Director of Corporate
Affairs /
CFO

36

Reporting of incidents to the Police
where a criminal offence is suspected

37

Reporting of incidents to Counter
Fraud or to the Police where fraud is
suspected

38

Approval of the CCG Business
Continuity Plan

Integrated Governance Committee

39

Leading Security Management Dealing with crime prevention, supply
of security systems and maintenance.
Health and Safety Lead (Nominated
by the Chief Officer)
Review of fire precautions for HQ
building
Review of all statutory compliance
legislation and Health & Safety
requirements
Maintenance of a CCG Hospitality
register for items in excess of £25
received
Authorisation of sponsorship deals

Associate Director of Corporate
Affairs

40
41
42

43

44

Headquarters Services Manager
Headquarters Services Manager
Headquarters Services Manager

Governance and Board Secretary

Governance and Board Secretary
with the CCG senior Medicines
Optimisation Officer
SIRO (CFO)

45

Annual review of compliance with the
Data Protection Act

46

Annual review of compliance with the
Access to Records Act

SIRO (CFO)

47

Maintenance of a register of sealing

Governance & Board Secretary

Reference
Document
Accessing
legal services
procedure
Claims Policy
Claims Policy
Claims Policy
Complaints
Policy
Security Policy

Security Policy
/ Anti Fraud,
Bribery and
Corruption
Policy
Business
Continuity
Plan
Security Policy

Health and
Safety Policy
Health and
Safety Policy
Health and
Safety Policy
Standard of
Business
Conduct Policy
Joint Working
Sponsorship
Policy
Information
Governance
Policy and
framework
Information
Governance
Policy and
framework
Standing
Orders

Ref
48
49

50

Matter for Delegation

Authority/Approval

Approval of IT strategy
Organisational
responsibility
Information Governance Risk

for

Authorisation to provide mobile devices
e.g. telephones, smartphones and
tablets.

Integrated Governance Committee
SIRO (CFO)

Director/HoS

Reference
Document
Information
Governance
Policy and
framework
Mobile Devices
Policy and
Procedure

Communications & Engagement
Ref

Matter for Delegation

51

Give information or make a comment
direct to the media
Responsibility for managing the
development and implementation of
social media and related procedural
documents.
Corporate use of Social Media
Use of Corporate logos or other visible
markings or identifications associated
with the CCG on Social Media
Access to secure folders on Network
Drives
Respond to Parliamentary Questions
and enquiries from politicians

52

53
54

55
56

Authority/Approval
Chief Officer/Executive Director/OnCall Manager
Associate Director of Corporate
Affairs

Reference
Document
Media Handling
Policy
Social
Media
Policy

Communications Lead
Communications Lead

Specific Information Asset Owners
Associate Director of Corporate
Affairs (or Director)

IG Policy

Title of
meeting:

Governing Body

Date of
Meeting:

16 January 2018

Paper Title:

Nominations Committee Terms of
Reference

Purpose (this
paper is for):

Decision



Agenda
Item:

Discussion

12a

Public/Private Section:

Public
Private
N/A

Assurance

Information

Report Author and Job Amrit Reyat, Governance and Board Secretary
Title:
Responsible Clinical
Dr Phil Earnshaw, Clinical Leader
Lead:
Responsible
Jo Webster, Chief Officer
Governing Board
Executive Lead:
Recommendation :
The Governing Body are asked to approve the amended Nominations Committee Terms of Reference.

Executive Summary:
The Practice Manager representative role on the Governing Body has been removed from the
committee’s terms of reference following changes to the Constitution and Standing Orders. This is to
reflect the future landscape where there is increased influence of practice managers at Federation
level.

Link to overarching
principles from the
strategic plan:

Outcome of Integrated
Impact Assessment
completed (IIA)

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

None required



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

Not applicable

Not applicable

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

Not applicable

Reference document(s) /
enclosures:

Not applicable

Risk Assessment:

None

Finance/ resource
implications:

None

Not applicable

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

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

Relationship
and reporting

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

Role and
function

The purpose of the committee is to ensure that there is a formal,
1
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rigorous and transparent procedure for the appointment of
members to the Governing Body.
The committee does not have a role in the appointment of the:
 Chief Officer,
 Chief Finance Officer
 Chief of Service Delivery & Quality
 Director of Public Health
 Local Authority Executive
Responsibilities
Election of GPs to the Governing Body
 on behalf of the CCG, agree a competency framework with
the Local Medical Committee (LMC);
 ensure that candidates have demonstrated satisfactory
leadership potential against the competency framework
that is agreed between the LMC and the CCG;
 provide support to the LMC when the LMC runs the
election process to appoint GPs to the Governing Body,
ensure that the election is run in accordance with the
CCG’s constitution.
Election of Practice Manager to the Governing Body
 on behalf of the CCG, agree a competency framework with
the LMC;
 ensure that candidates have demonstrated satisfactory
leadership potential against the competency framework
that is agreed between the LMC and the CCG;
 ensure that the election process to appoint the Practice
Manager to the Governing Body to run in accordance with
the CCG’s constitution.
Registered Nurse
 oversee the recruitment and selection process for the
Registered Nurse;
 make recommendations to the Governing Body regarding
the appointment of the Registered Nurse;
 ensure that candidates meet the requirements set out in
the CCG’s constitution and any other additional statutory
requirements;
 consider and make recommendations to the Governing
Body regarding the reappointment of the Registered Nurse
at the end of their term of office.
Secondary Care Consultant
 oversee the recruitment and selection process for the
Secondary Care Consultant;
 make recommendations to the Governing Body regarding
2
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the appointment of the Secondary Care Consultant;
ensure that candidates meet the requirements set out in
the CCG’s constitution and any other additional statutory
requirements;
consider and make recommendations to the Governing
Body regarding the reappointment of the Secondary Care
Consultant at the end of their term of office.

Lay Members
 oversee the recruitment and selection process for the Lay
Members;
 make recommendations to the Governing Body regarding
the appointment of the Lay Members;
 ensure that candidates meet the requirements set out in
the CCG’s constitution and any other additional statutory
requirements;
 consider and make recommendations to the Governing
Body regarding the reappointment of the Lay Members at
the end of their term of office.
Other Duties
 the committee will agree an annual work plan to ensure
that it covers all the duties above. The committee will also
contribute to the Governing Body’s annual self assessment.
 as appropriate, the committee will support 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 Nominations Committee is given below.
Committee members will be appointed by the Governing Body on
an annual basis and will consist of the following:







Lay Member (Chair of the Committee);
Chair & Clinical Leader
Lay Member - PPI
GP member
GP member
Chief Officer

In addition when the Committee considers the appointment of
GPs or the Practice Manager:
 A representative from the LMC will join the committee and
have a right to vote
All members of the committee have one vote. In the event of a
3
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tied vote the Chair of the Committee will hold a second and
casting vote.
Other officers may be requested to attend in an advisory capacity.
In Attendance




Governance & Board Secretary
HR Advisor

Any Governing Body member wishing to attend.
Chair

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

Quoracy

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

Frequency of
meetings

There shall be appropriate flexibility as the frequency of meetings
but these shall normally be on an annual basis.

Frequency of
attendance

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

SubCommittees /
Groups

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

Conduct

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

Declaration of
interests

A member of the committee will not take part in the committee
when the appointment or reappointment of their post will be
considered. This will apply in all instances, including when the
4
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individual will retire from the Governing Body.
All potential conflicts of interest will be declared and dealt with in
line with the CCG’s policies / procedures for handling conflicts of
interest.
All declarations of interest will be recorded in the minutes.
Administration

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





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

Urgent matters
arising between
meetings

The Chair of the Committee and the CCG’s Chair & Clinical
Leader in consultation together, may also act on urgent matters
arising between meetings of the Committee. These matters will
be ratified at the next meeting of the Committee.

Monitoring of
compliance

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

Date agreed

November 2015 review undertaken and no changes required.
December 2017 - review undertaken and amendments made to
reflect changes in the appointment of GB members.
Annually, or as and when legislation or best practice guidance is
updated. Any amended Terms of Reference will be agreed by the
committee for recommendation to a subsequent meeting of the
Governing Body.

Review date
and
monitoring

5
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Title of
meeting:

Governing Body

Date of
Meeting:

16 January 2018

Paper Title:

Governing Body Members Terms of Office

Purpose (this
paper is for):

Decision



Agenda
Item:

Discussion

12b

Public/Private Section:

Public
Private
N/A

Assurance

Information

Report Author and Job Amrit Reyat, Governance and Board Secretary
Title:
Responsible Clinical
Dr Phil Earnshaw, Clinical Leader
Lead:
Responsible
Jo Webster, Chief Officer
Governing Board
Executive Lead:
Recommendation :
i.

Note the terms of office for all members of the Governing Body;

ii. Approve the extension for the current Lay Member, Audit for a further three months;
iii. Approve the proposal to commence recruitment to appoint a New Lay Member, Audit
iv. Approve the re-appointment of the Registered Nurse for a term of three years;
v. Note the proposed timetable for the election of GPs to the Governing Body.

Executive Summary:
All members of the Governing Body (excluding the executive members) have defined time-limited
terms of office. The diagram included at Appendix A provides a visual summary of the current situation
with regard to the terms of office. During 2018 there are four GP Governing Body Member positions
which are open to election, one Lay Member (Audit) position, which requires an extension of term and
re-appointment of a new Lay Member (Audit), and the Registered Nurse post, which requires reappointment.
The Nominations Committee was established in 2015 to support the Governing Body and ensure that
there is a formal, rigorous and transparent procedure for appointments to the Governing Body. The
Nominations Committee met on 21 December 2018 and made the following recommendations to the
Governing Body:
a) The four GP Governing Member Posts are open to elections.
b) The Lay Member (Audit) – Sandra Cheseldine’s term of office is extended by three months to
June 2018 to ensure continuity for the close down of the Annual Accounts
c) Approve the proposal to commence recruitment to appoint a new Lay Member (Audit) in May
2018
d) Approve the re-appointment of the Registered Nurse for a further term of three years
e) Agree the proposed timetable for the election of the GPs to the Governing Body
The Nominations Committee considered the planned timetable for the election of GPs to the Governing

Body. The election process is determined by the CCG’s Constitution and Standing Orders.

Link to overarching
principles from the
strategic plan:

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:

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



None required

Not applicable



The paper considers the extension to Sandra Cheseldine’s
term of office and re-appointment of the new Lay Member.
Sandra will also therefore be required to leave the meeting
when members of the Governing Body discuss this item.
 The paper considers the position of the Nurse Representative
Diane Hampshire, who will be required to leave the meeting
when members of the Governing Body discuss this item.
 This paper considers the proposed elections of the GP
Governing Body Members who will be required to leave the
room when members of the Governing Body discuss this item
Human Resources, LMC

Not applicable

Reference document(s) /
enclosures:

Appendix A: Terms of office, Governing Body

Risk Assessment:

There is a risk of untimely departures of critical members of the
Governing Body resulting in the loss of essential skills and experience
due to the requirement to have time-limited elections / appointments to
the Governing Body.

Finance/ resource

Double running of the Lay Member (Audit) Position for one month in

implications:

May 2018.

Appendix A

NHS Wakefield CCG Governing Body - Terms of Office

Role
Chief Officer
Chief Financial Officer
Chief Service Delivery & Quality

Name
Jo Webster
Andrew Pepper
Jo Pollard

Lay Member (Audit)
Lay Member (PPI)
Lay Member and Deputy Chair
GP Member (Assistant Clinical Leader)
GP Member (Chapelthorpe)
GP Member (Clinical Leader)
GP Member (Grove Surgery & Network Chair)
GP Member (New Southgate Surgery)

Sandra Cheseldine
Stephen Hardy
Richard Hindley
Dr Adam Sheppard
Dr Clive Harries
Dr Phil Earnshaw
Dr Pravin Jayakumar
Dr Deborah Hallott

01/04/2013
01/04/2013
01/02/2017
01/04/2013
01/04/2013
01/04/2013
01/07/2015
01/07/2015

2 years
3 years
2 years
2 years
3 years
3 years
3 years
3 years

2018
2017 / 2020
2019
2018
2018
2019
2018
2018

A
A
A
E
E
E
E
E

Consultant (Secondary Care Consultant)

Hany Lotfallah

01/04/2013

3 years

2019

A

Nurse Specialist

Diane Hampshire

01/03/2017

1 year (TBC)

2018

A

Key:
First term
Second term
Third term
E / A - election or appoint
Prepared by Amrit Reyat 12/12/2017

Date Appointed
-

Term
Permanent
Permanent
Permanent

Election /
appointment
due

2017

2018

2019

2020

Will retire - extension agreed until June 2018
A
A
E
E
E
E
E

A
A

Will be invited to extend for period of 2/3 years

2021

2022

2023

Appendix B
Governing Body Members Roles and Election Process

1.

Purpose
This paper:





2.

Clarifies the terms of office for members of the Governing Body and the
procedure for their appointment;
Outlines the election process for GPs to the Governing;
Makes recommendations regarding the re-appointment of the Lay Member
(Audit) and the Governing Body Registered Nurse;
Outlines arrangements in place for the induction of new members of the
Governing Body.

Background – role of the Nominations Committee
In March 2015 the Governing Body established a Nominations Committee. The
committee is formed of the Chair and Clinical Leader, Chief Executive, two Lay
Members and two GP members. In addition when the Committee considers the
appointment of GPs a representative from the LMC will join the committee and have
a right to vote.
The Nominations Committee was established to support the Governing Body and
ensure that there is a formal, rigorous and transparent procedure for appointments to
the Governing Body.
Members of the Nominations Committee met on Thursday 21 December 2018. This
paper presents recommendations made by the committee.

3.

Governing Body – terms of office and appointment
Appendix A to this report outlines the terms of office and appointment processes for
all members of the Governing Body. This is presented for information and is
intended to help the Governing Body plan to maintain the appropriate balance of
skills, experience, independence and knowledge of the CCG to enable them to
discharge their respective duties and responsibilities effectively.
It was agreed by the Nominations Committee that over the coming months a formal
succession plan will be developed to map out the necessary timelines to recruit and
appoint a new members to the Governing Body. This plan will take into account the
challenges and opportunities facing the CCG and the skills and expertise needed on
the CCG in the future.

3.1.

Lay Member (Audit)
The process for appointment of Governing Body members is determined by the
CCG’s Constitution and Standing Orders. The Lay Member (Audit) is appointed
through a competitive recruitment process.

1

The term of office for the Lay Member (Audit), Sandra Cheseldine, ends in March
2018. The Lay Member (Audit) has been in office since April 2013 with her being reappointed in 2016 when a recommendation was made to extend her term of office for
a further two years to March 2018. Following consideration by the Nominations
Committee it is recommended that the Lay Member (Audit) post is formally extended
from March 2018 to June 2018 to allow for succession planning, a period of handover
and to enable continuity in the audit of the Annual Report & Accounts.
Should the Lay Member (Audit) leave the Governing Body in March 2018 it would
take a number of months to recruit a new Lay Member. It is therefore proposed that
a formal succession plan is developed to map out the necessary timelines to recruit
and appoint a new Lay Member ready to assume the role from May 2018 and for the
shadow lay member (Audit) to be involved in the process to audit of the Annual
Report and Accounts.
It is recommended that the Lay Member (Audit) term of office is agreed to be
extended for a further 3 months and that the new Lay Member (Audit) is appointed
from May 2018 to allow for a period of induction and handover.
3.2.

Re- appointment of Governing Body Registered Nurse
The term of office for the Registered Nurse appointed to the Governing Body will end
on 28 February 2018. The constitution requires that the Registered Nurse is
appointed / reappointed by the Governing Body.
Following consideration by the Nominations Committee it is recommended that the
Registered Nurse is reappointed for a further three-year term of office.
A discussion has taken place with Diane Hampshire who is happy to continue in her
role until 28 February 2021.

3.3.

GP Elections
The five GPs who sit on the Governing Body are elected by GPs working in
Wakefield (on a one GP one vote basis). There are currently four vacant positions,
two of which end on 31 March 2018 and two which end on 30 June 2018.
To encourage GPs to stand as candidates for election further information about the
role of GP members of the Governing Body will be sent to practices.
The procedure for elections to the Governing Body is outlined in the CCG’s
constitution. The indicative timetable below provides further information about the
process:
Action
Nominations Committee meets to consider
and agree the role description
Letter to practices detailing the election
process and inviting expressions of interest
from candidates
Expressions of interest forms returned by
deadline to Governance & Board Secretary
Nominations Committee meets to consider
the candidates

Timescale
21 December 2017
Week commencing 15 January
2018
Week commencing 26 January
2018
13 February 2018

2

Action
Election opens

Timescale
15 February 2018

Election closes

Thursday 1 March 2018 (12
noon)
Monday 5 March 2018

Member practices formally notified of
outcome of the election
Appointment to the Governing Body
commences

1 April and 1 July 2018

4. Recommendations:
i.

Note the terms of office for all members of the Governing Body;

ii. Approve the extension to the term of office for the current Lay Member, Audit for
a further three months;
iii. Approve proposal to commence recruitment to appoint a New Lay Member, Audit
iv. Approve the reappointment of the Registered Nurse for a term of three years;
v. Agree the proposed timetable for the election of GPs to the Governing Body.
Enclosures:
Appendix A – NHS Wakefield CCG Governing Body - terms of office

Amrit Reyat
Governance and Board Secretary
January 2018
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Report Author and Job Michala James, Senior Commissioning Manager
Title:
Responsible Clinical
Dr Lynda Wright, Clinical lead
Lead:
Responsible
Pat Keane, Chief Operating Officer
Governing Board
Executive Lead:
Recommendations:
It is recommended that the Governing Body/Committee;
i.
support the Case for Change for the development of an alliance contract relating to End
of Life Care; and
ii. receive the final Case for Change at the March 2018 meeting.
Executive Summary:
A presentation will be delivered to the Governing Body providing an outline of the End of Life
Case for Change in advance of the final case being presented in March 2018.


The Case for Change is being presented on behalf of the End of Life Project Board, of
which the Chief Operating Officer is the Chair and CCG executive sponsor.



As a result of the ageing population, more people are expected to die at an older age
and will be more likely to have complex needs and multiple comorbidities. This will
increase the level and intensity of end of life care required in the UK and is likely to put
even more pressure on the urgent care system flow.



Alongside the demographic pressure, financial pressures might not allow CCGs to
invest significantly in the redesign of end of life care provision. This requires a change
in funding regimes towards a more integrated approach aiming to create incentives that
bring commissioning partners together for delivering agreed outcome measures.



The challenges to service delivery and experience include; a limited awareness of and
inconsistent coordination of services, inequity of patient access and experience, and
service provision that may be ‘in the wrong place or at the wrong time’.



The intention of the End of Life Project Board is to design and deliver an integrated
service model that addresses the key challenges, and results in a ‘Right Care, Right

place, Right time’ outcome for patients in the last year of life. Quality is the primary
focus, however system recovery and cost effectiveness is key.


Improving EoLC will play an important role in delivering many STP priorities, in
particular those highlighted in the Next Steps on the NHS Five Year Forward View such
as mental health, cancer, urgent and emergency care, as well as improving financial
sustainability.



Focussing on improving care for people at end of life will;
o improve outcomes and experience for patients,
o improve health and care flow, reducing the pressure on ambulances, urgent and
emergency care and hospital beds through timely and appropriate responses to
urgent unscheduled needs in their usual place of care,
o help to reduce unnecessary and unwanted admissions
o improve early supported discharge to a place of care that best meets the needs
of the patient, therefore reducing the likelihood of unnecessary re-admission.



A Co-commissioning sub-group of the End of Life Project Board has undertaken an
options appraisal to review the options available for an integrated service model. The
options explored were;
o
o
o
o
o

Option 1. Do nothing,
Option 2a. Develop a Memorandum of Understanding between partners,
Option 2b. Develop an Alliance Contract between partners,
Option 3. Develop a lead provider model, and
Option 4. Develop a single organisation to deliver end of life care.



Following the options appraisal the preferred option was to develop an Alliance
Contract between partners. This was approved, in principle, by the End of Life Project
Board on 5 December 2017.



Engagement is currently underway with key partnership boards and each member
organisation will be gaining sign up, in principle, to enter into an alliance.



A draft implementation plan has been developed with the assumption of developing the
scope of the alliance in quarters 1 & 2 of 2018/19 and to operate in shadow form in
quarters 3 & 4 of 2018/19 with full implementation from 1 April 2019.



In the meantime, we will be working with key partners to understand how and End of
Life alliance would fit with the New Models of Care and other transformation schemes.

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:

Not applicable at this stage

Management of Conflicts
of Interest:
Assurance departments/
organisations who will
be affected have been
consulted:

None



Key stakeholders
 A full stakeholder mapping and engagement plan has been
developed and is available.
Public/patient
 A representative of the CCG Public Involvement and Patient
Engagement Committee (PIPEC) is an active member of the
End of Life Project Team.
 A Service User Reference Group has been established led by
Healthwatch
Clinical
 The CCG Clinical Lead has been involved in this work and
the work of the Project Team
 MYHT specialist palliative care clinicians are actively
engaged in this work.
 A Clinical Reference Group is being established.

Chief Operating Officer, Wakefield CCG
Associate Director – Acute Commissioning, Wakefield CCG
Chief Executive, Wakefield Hospice
Chief Executive, The Prince of Wales Hospice
Clinical Lead, Wakefield CCG
Director of Nursing and Quality, MYHT
Deputy Director of Nursing and Quality, MYHT
Lead Nurse for Quality and Patient Experience /Deputy Head of
Nursing, MYHT
Change & Innovation, SWYPFT

Previously presented at
committee / governing
body:
Reference document(s) /
enclosures:

End of Life Care: Case for Change paper
End of Life Care: Case for Change slide deck

Risk Assessment:

Not applicable

Finance/ resource
implications:

Resource and financial implications will be explored during the
development of the end of life care alliance.
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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 October 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
included:
 Acute Commissioning Quality Dashboard
 Emergency Department Survey 2016
 MYHT Sentinel Stroke National Audit Programme (SSNAP) Indicator Scores
 Children and young people’s inpatient and day case 2016 survey
 Survey of people who use community mental health services 2017








Quality Premium at the end of October
MYHT performance against the 4 hour waiting time target
MYHT and CCG performance against the cancer waiting time targets
MYHT and CCG performance against the referral to treatment and diagnostic strategic
performance measures
CCG performance against the dementia diagnosis rates by GP Practice
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
assessed on an individual basis for any finance or resource
implications.

Finance/ resource
implications:

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 – 17 November & 21
December 2017

Integrated Quality and Performance Report
October 2017
Governing Body Summary
January 2018
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Headlines from IGC
Summary of items covered in November and December IGC integrated quality and performance
reports:


Care Quality Commission (CQC) –
Eastmoor Health Centre’s focused
inspection report summary



Maybush Medical Centre – Quality
Assurance Visit



Complaints and Compliments





Continuing Healthcare (CHC)
Performance – Q1 and Q2





Friends and Family Test (FFT) –
Maternity Postnatal Ward



Healthcare Associated Infections
exception reports





Learning Disabilities Mortality Review
(LeDeR)







Quality Measures – MYHT Registered
Nurse, Midwife and Healthcare
Assistant Staffing exception report

MYHT Never Event



Quality Premium

National Hip Fracture Annual Report
2017
National Reporting and Learning
System (NRLS) – MYHT, SWYPFT and
YAS
Patient Advice and Liaison Service
Contacts
Patient Safety Walkabout (PSW) –
Gate 42, Hip Fracture Unit



Serious Incidents (SI) Summary



Strategic performance



SWYPFT Customer Services Report
Q2 17/18



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 – November 2017
 The Committee were presented with an overview of the CCG’s performance at the end of
September 2017 and noted the system wide actions currently in place to address underperformance. The Committee were advised that the Mid Yorkshire Hospitals NHS Trust achieved
the monthly STF trajectory against the national diagnostic 6 week target and cancer 62 day wait
target but failed to achieve the A&E and referral to treatment monthly STF trajectory.
 The Committee were advised that a 52 week breach had been reported in September against a
Wakefield patient at Doncaster and Bassetlaw Hospitals NHS Trust. The patient has now been
treated and the CCG had issued a breach notice to the Trust in relation to the breach.
 The Committee were also advised that for the first time since October 2016, gastroscopy and
colonoscopy diagnostic tests achieved the 99% diagnostic 6 week national standard.
 The Committee were updated on the national move to phase 3 of the Ambulance Response
Programme (APR) pilot and advised that the new measure would be included in December’s IQP
Report.
 The Committee were presented with a summary of Eastmoor Health Centre’s focused inspection
following their Inadequate rating in April 2017. This shows improvements have been made in
response to the warning notices and requirement notices.
 The latest results for the National Hip Fracture Audit were presented. The Committee expressed
concern as the latest results reflected deterioration compared to the previous year, and there were
areas for improvement noted at a Governing Body member visit to the Hip Fracture ward in
October 2017.
 The summary of Maybush Medical Centre’s quality assurance visit was discussed.
 A staffing vacancy position had not been provided for September 2017 due to awaiting confirmation
of agreed ward budgets following the Acute Hospital Reconfiguration (AHR).
IGC – December 2017
 The Committee were presented with an overview of the CCG’s performance at the end of October
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 6 week target and cancer 62 day wait target at the
end of October. The Trust failed to achieve the referral to treatment and A&E monthly STF
trajectory at the end of October. However the Trust achieved the A&E STF trajectory at the end of
November.
 The Committee were advised that Mid Yorkshire Hospitals NHS Trust reported a 1.7% in month
performance improvement against the referral to treatment target at the end of October. The
Committee noted that six specialities achieved the 92% standard at the end of October, which was
2







an increase of four specialities from the position reported at the end of September.
An update was given with regards to the national move to phase 3 of the Ambulance Response
Programme (APR) pilot. The category 1 response target was now 7 minutes (mean) and October’s
performance for YAS reported at 7 minutes 11 seconds (mean).
The Committee were informed about a Never Event that occurred at MYHT during November 2017
for a Wakefield CCG patient. Duty of Candour was completed and there was no serious harm to
the patient.
The Committee were presented with MYHT’s latest Sentinel Stroke National Audit Programme
(SSNAP) results. For the first time since SSNAP began, MYHT achieved a Level B, their highest
achievement to date. Speech and Language Therapy (SALT) performance remains a concern and
has deteriorated (Level D - Level E). However, the Committee were advised that three new Speech
and Language Therapists have been recruited and therefore the Trust is expecting an
improvement.
The Committee were advised that the vacancy position reported for October 2017 reflects the
changes following the Acute Hospital Reconfiguration (AHR), which has resulted in an increase in
funding for Registered Nurses. This resulted in a notable increase in vacancies.
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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 four of the performance domains:
Access to cancer
diagnosis and treatment

A step change in the Access to the highest
quality urgent &
productivity of
emergency care
elective 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 Access to the highest
Mental health service System wide quality Citizen participation &
quality urgent &
productivity of
transformation
measures
empowerment
emergency care
elective care

Cancer waiting time targets – In terms of monthly performance, the Trust achieved 6 of the 8
cancer access standards in October, including the 85% standard and STF trajectory against the 62
day wait from an urgent GP referral. The Trust failed to achieve the 94% target against the 31 days
wait for subsequent treatment where treatment is surgery with performance reporting at 93.2% and
the 62 days wait for first definitive treatment following a consultant’s decision to upgrade a priority
patient (57.1%).
The CCG achieved 7 of the 9 cancer waiting time constitutional targets at the end of October. The
CCG failed to achieve the 62 days wait from an urgent GP referral to first definitive treatment for
cancer (83.9%) and 62 days wait for first definitive treatment following a consultant’s decision to
upgrade a priority patient (87.5%).
Referral to treatment 18 weeks – Performance for the Trust remains below the 92% national
standard and monthly STF trajectory, with October’s performance reporting at 84% for the Trust.
The total waiting list decreased in the month by 100 patients and the over 18 week backlog reduced
by 595 patients. The over 18 week backlog now stands at 5,523. Six specialities performed above
the national standard at the end of October.
Performance this month for the CCG showed an improvement with October’s performance reporting
at 87.8%.
Diagnostics 6 weeks – Both the Trust and CCG achieved the 99% national standard at the end of
October and the Trust achieved the monthly STF trajectory.
A&E waits – Whilst performance against the A&E 4 hour waiting time target remains below the
national standard, performance reported an increase this month with October’s performance
reporting at 86% and November’s performance reporting at 90.7%. November’s performance
achieved the 90% monthly STF trajectory.
Acute Trust and Ambulance turnaround – Validated performance data against the 15 minute Trust
handover target experienced a further decline this month with performance decreasing to 87.1% from
88% which was reported at the end of September.
Emergency Department Survey 2016
Patients rated their experiences at MYHT Emergency Departments ‘about the same’ which indicates
that MYHT are performing similarly to other Trusts that took part in the survey.
National Hip Fracture Annual Report 2017
There have been more hip fracture cases submitted to MYHT compared to 2016. The data
highlighted that 100.0% of patients received a bone health assessment, which ranks MYHT the best
4

in the region for this measure. As discussed at IGC a visit was arranged to Gate 42 at Pinderfields
General Hospital in October 2017 and the findings are detailed in the report.
Healthcare Associated Infections
Clostridium Difficile
During October 2017 four cases of Clostridium Difficile were assigned to MYHT against a target of
two per month.
MRSA
0 cases of MRSA were assigned to MYHT during October 2017.
Sentinel Stroke National Audit Programme (SSNAP)
MYHT had previously been scored a Level C but have recently achieved a Level B result, with a
score of 70, during April-July 2017. This is MYHT’s highest achievement to date since SSNAP
began.
Nurse staffing
Vacancies for registered nurses and healthcare assistants have increased, however this reflects an
increase in ward establishments as a result of the final phase of the Acute Hospitals Reconfiguration
(AHR).
NHS Wakefield CCG (Place based)
Mental Health: Improving Access to Psychological Therapies (IAPT) - The latest IAPT referral to
treatment data against both the 6 and 18 week targets reported at 100% for October.
Mental Health: Dementia - Performance against the dementia diagnosis rate target slightly reduced
in the month of October with performance reporting at 65.1%.
Mental Health: Early intervention in psychosis (EIP) – Performance against EIP reported at 100%
at the end of October.
CQC – Care Homes
West Ridings Care Home has recently been rated overall as Requires Improvement in their latest
CQC inspection. Previously, this service was rated Requires Improvement, achieving Good for the
Effective, Caring and Responsive domains.
Advent House was previously rated Inadequate but is now rated overall as Requires Improvement,
achieving Good for the Caring and Responsive domain.
Previously Carr Gate was rated as Requires Improvement and has maintained this rating achieving a
Good for the Caring domain.
Healthcare Associated Infections
Clostridium Difficile
During October 2017 five cases of Clostridium Difficile were assigned to Wakefield CCG against a
target of six per month.

MRSA
0 cases of MRSA were assigned to Wakefield CCG during October 2017.
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Other Providers
South West Yorkshire Partnership Foundation Trust (SWYPFT)
SWYPFT - Survey of people who use community mental health services 2017
SWYPFT did not perform better than any other trusts and are performing about the same as other
providers. Compared to 2016 overall experience for patients has declined from 7.3 to 7.1 out of 10.
The highest Trust score achieved 7.5 out of 10 overall during 2016.
YAS
Response Times – There is a national move to phase 3 of the Ambulance Response Programme
(ARP) pilot. This has resulted in a change to the response time measures and how they are
calculated. The category 1 response target is now 7 minutes (mean) and October’s performance for
YAS reported 7 minutes and 11 seconds (mean).
Crew Clearance - Performance against the crew clear target continues to show signs of
deterioration with October’s performance reporting at 56.8%.
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.
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Strategic Balanced Scorecard
2017/18
Oct‐17

Wakefield CCG

Target

Month* D

North Kirklees CCG

Mid Yorkshire
Hospitals NHS Trust

YTD

Month*

D

YTD

Month*

D

YTD

National

Month* D

YTD

Benchmarking
(rank of out 11
1=highest)

Exception
Report in IQP
Summary

WCCG NKCCG

WCCG NKCCG

Access to cancer diagnosis and treatment
Cancer ‐ max 2 week wait urgent GP Referral

93%

97.4%

B

96.6%

97.2%

B

96.0%

97.2%

B

96.4%

94.7%

B 93.9%

3

2

Cancer ‐ max 2 week wait breast symptoms

93%

96.9%

D

96.7%

97.6%

B

96.8%

96.6%

D

96.8%

95.4%

B 92.4%

2

4

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

96%

98.3%

B

97.5%

96.7%

B

96.9%

97.6%

B

97.4%

97.8%

B 97.5%

8

10

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

94%

94.4%

B

91.7%

92.3%

B

95.7%

93.2%

B

91.8%

95.6%

B 95.8%

11

11

Cancer ‐ max 31 days for treatment where that treatment is a course of radiotherapy

94%

98.0%

D

99.7%

100.0%

NC 100.0%

‐

‐

97.1%

B 96.8%

2

1

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

98%

100.0% NC 100.0%

100.0%

NC 100.0%

100.0% NC 100.0%

99.5%

B 99.4%

1

1

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

85%

(STF Trajectory)

86%

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

90%

100.0% NC 98.0%

100.0%

B

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

90%

87.5% NC 82.1%

20.0%

87.8%

B

85.7%

0

B

2

83.9%

B

83.3%

B

85.8%

82.3%

B 81.8%

6

9

91.7%

100.0% NC

97.1%

89.3%

D 91.6%

2

7

D

67.6%

57.1%

D

84.2%

88.0%

B 87.4%

9

11

85.2%

B

83.8%

B

81.8%

89.3%

B 89.7%

9

11

0

NC

1

NC

0

1517

B 11422

16

10

B

97.5%

98.3%

B 98.1%

10

8

‐

‐

10

3

88.0%

B

80.9%

86.6%
86.6%

A step change in the productivity of elective care
RTT 18 weeks ‐ Incomplete pathways

92%

(STF Trajectory)

84.3%

RTT ‐52 weeks ‐ Incomplete pathways

0

Diagnostic test waits ‐ patients waiting less than 6 weeks

99%

(STF Trajectory)

87.4%

Cancelled operations offered re‐admission date within 28 days

99.7%

0

Delayed Transfers of Care

B

‐

97.9%

99.8%

‐

‐

D

97.6%
‐

84.0%
84.0%
0
99.8%
99.8%
‐

‐

<3.5%

5.2%

D

4.4%

Ambulance to A&E handover (MYHT)

100%

87.1%

D

89.5%

B

87.3%

88.9%

NC

1

56

Access to the highest quality urgent & emergency care

Crew clear delays (YAS)

100%

A&E waits no more than 4 hrs

95%

91.8%

(STF Trajectory)

90%

91.8%

0

0

A&E waits no more than 12 hrs

56.8%

D

63.0%

56.8%

D

63.0%
D 90.0%
B

309

Mental health service transformation
Care Programme Approach

95%

Improving Access to Psychological Therapies (Prevalent Population Entering Treatment)

4.2%/16.8%

93.7%

95.4%

96.0%

D

98.2%

4.20% NC

D

‐

3.26%

B

7.7%

96.7% NC 96.7%

Improving Access to Psychological Therapies (RTT 6 weeks)

75%

100.0% NC

‐

89.8%

B

91.0%

Improving Access to Psychological Therapies (RTT 18 weeks)

95%

100.0% NC

‐

100.0%

B

99.7%

Early Intervention in Psychosis

50%

100.0% D

88.0%

100.0%

D

91.3%

Dementia Diagnosis Rate

67%

65.1%

D

‐

71.0%

B

‐

0

0

NC

1

1

NC

1

0

B

3

4

D

22

0

NC

0

77.3% NC 76.1%

3

2

68.6%

B

‐

10

7

1140

D

6165

1

1

System wide quality measures
Healthcare acquired infections ‐ MRSA

Yr ‐ 72 WCCG, 28
NKCCG, 27 MYHT 6
Yr ‐ 249 WCCG,
140 NKCCG

5

B

52

2

D

14

21

B

163

20

D

81

0

0

NC

0

0

NC

0

FFT ‐ GP

89.0%

90.0%

B

87.7%

94.0%

B

90.3%

FFT ‐ A&E

87.0%

95.0%

B

95.3%

FFT ‐ Inpatient

96.0%

98.0%

B

97.5%

FFT ‐ Outpatient

94.0%

97.0%

NC

97.0%

FFT ‐ Community

96.0%

96.0%

D

97.5%

FFT ‐ Maternity ‐ Labour Ward

96.0%

96.0%

D

96.3%

Healthcare acquired infections ‐ C Diff
Healthcare acquired infections ‐ E‐Coli
Mixed sex accommodation breaches

Citizen participation & empowerment

* Latest month or quarter if reported quarterly

Note: FFT month is September and YTD is 2017/18 YTD
Benchmarking is based on CVF peers

Performance Trend Key:

B = Performance Improvement

D = Performance Deteriorated

NC = Performance Stabilised

MRSA – Both CCGs have a further post-48 hour case each. One case at Barnsley for a Wakefield resident and the case at Alder Hey for a North
Kirklees resident.
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Mid Yorkshire Hospitals NHS Trust Quality Scorecard
Key Performance Indicator

Target Latest Monthly trend

Apr‐17

Citizen participation & empowerment

May‐17

17

FFT - A&E

87%

FFT - Inpatient

96%

FFT - Outpatient

94%

FFT - Community

96%

FFT - Maternity: Antenatal

97%

FFT - Maternity: Labour Ward

96%

FFT - Maternity: Postnatal Ward

94%

FFT - Maternity: Postnatal Community

98%

Key Performance Indicator

0
0
0
0
1
0
1
1

Jun‐17

18

2017/18
Q1

Jul‐17

19

Aug‐17

20

Sep‐17

21

2017/18
Q2

Oct‐17

22

2017/18
YTD

23

B

96.0%

96.0%

96.0%

96.0%

95.0%

94.0%

95.0%

94.7%

95.3%

B

98.0%

97.0%

98.0%

97.7%

97.0%

97.0%

98.0%

97.3%

97.5%

NC

97.0%

97.0%

97.0%

97.0%

97.0%

97.0%

97.0%

97.0%

97.0%

D

98.0%

98.0%

98.0%

98.0%

98.0%

97.0%

96.0%

97.0%

97.5%

D

97.0%

98.0%

96.0%

97.0%

96.0%

96.0%

92.0%

94.7%

95.8%

D

98.0%

98.0%

94.0%

96.7%

95.0%

97.0%

96.0%

96.0%

96.3%

B

100.0%

97.0%

88.0%

95.0%

88.0%

80.0%

97.0%

88.3%

91.7%

D

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

94.0%

98.0%

99.0%

2017/18
Q1

2017/18
Q2

Oct‐17

2017/18
YTD

Jul‐17

Aug‐17

Sep‐17

17.4%

18.1%

12.3%

15.3%

16.0%

15.4%

4.8%

2.5%

4.2%

3.7%

3.7%

5.1%

3.8%

71.0%

68.0%

71.1%

69.8%

69.7%

68.8%

67.9%

69.5%

D

6.3%

0.0%

0.0%

1.6%

4.0%

0.0%

4.7%

2.4%

0

D

0.0%

11.1%

0.0%

0.0%

0.0%

0.0%

1.2%

1.8%

2.4%

0

NC

3.1%

5.6%

0.0%

0.0%

0.0%

0.0%

0.0%

1.2%

5.5%

1

B

12.5%

5.6%

0.0%

4.9%

14.0%

45.9%

30.6%

16.2%

Safety Thermometer: Physical harm free care

81.1%

0

D

87.5%

83.3%

87.2%

93.4%

84.0%

94.6%

88.2%

88.3%

Quality Measures

Target Latest Monthly trend

Apr‐17

May‐17

Jun‐17

2017/18
Q1

Jul‐17

Aug‐17

Sep‐17

2017/18
Q2

Oct‐17

2017/18
YTD

% of patients risked accessed for Venous Thromboembolism

>95.0%

0

D

‐

95.2%

‐

‐

95.6%

95.5%

95.0%

‐

‐

95.4%

% of patients receiving harm free care

>95.0%

B

93.2%

93.2%

92.6%

‐

‐

93.2%

‐

‐

93.4%

93.1%

Target Latest Monthly trend

Apr‐17

May‐17

Jun‐17

D

11.7%

16.8%

‐

1
1

‐

2.6%

70%

0

D

5.4%

1

1.9%

Maternity
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%

Proportion of patient safety incidents that are harmful (acute)

<29.0%

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%

0

D

‐

90.79

82.53

‐

74.77

96.22

‐

‐

‐

91.84

Hospital Standardised Mortality Ratio (weekend)

<100.0%

D

‐

86.67

93.26

‐

93.89

109.67

‐

‐

‐

98.16

D

186.63

196.78

‐

‐

196.9

195.07

*

‐

230.42

‐

B

8.49

9.05

‐

‐

14.82

23.1

*

‐

5.82

‐

‐

‐

99.94

73.37

*

‐

88.07

‐

Number of never events

0

Number of new serious incidents for the month

‐

NC

0

1

0

1

0

0

0

0

0

1

13

15

9

37

7

12

13

32

5

81

D

26.0%

25.3%

‐

‐

27.7%

24.7%

23.4%

‐

26.3%

23.6%

D

55.1%

61.5%

‐

‐

53.1%

47.8%

42.9%

‐

62.7%

54.7%

D

‐

‐

‐

‐

‐

‐

‐

‐

‐

‐

WTE registered Nurse vacancies (acute and community)

<132.4

WTE registered Midwife vacancies

<14.35

1
1
0

WTE Healthcare Assistant vacancies (acute and community)

<76.1

1

D

92.65

97.72

Sickness Absence Rate

<4.8%

4.4%

4.7%

‐

‐

5.2%

5.4%

5.0%

‐

4.84%

5.04%

63%

D

‐

‐

‐

56.0%

‐

‐

‐

54.0%

‐

55.0%

Staff FFT: % of staff recommending the Trust as a place of care

80%

1
1
1

B

Staff FFT: % of staff recommending the Trust as a place of work

NC

‐

‐

‐

62.0%

‐

‐

‐

62.0%

‐

62.0%

Performance Trend Key:

B = Performance Improvement

D = Performance Deteriorated

NC = Performance Stabilised

*At this time the Safety Thermometer data has some inaccuracies and should not be used as a reliable source.
*Nurse staffing September 2017 – Trust Overview Vacancy Position
A staffing vacancy position has not been provided this month due to awaiting confirmation of agreed ward budgets following the
Acute Hospital Reconfiguration (AHR).
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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 October the CCG achieved 7 of the 9 cancer waiting time targets.

The CCG remained below the national standard against the following cancer waiting time targets:




62 days wait from an urgent GP referral to first definitive treatment for cancer – 83.7%.
Performance increased this month from 80.6% reported at the end of September. The number of
breaches remained static at 14.
62 days wait for first definitive treatment following a consultant’s decision to upgrade a priority
patient – 87.5%. Performance remained static this month with one breach being reported against
the lung speciality.

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: urology, lung, upper and lower GI,
gynaecological, head & neck and haematological (excluding acute leukaemia).

Mid Yorkshire Hospitals NHS Trust
For the Trust, in the month of October, 6 of the 8 cancer waiting time targets were achieved, including the
62 days wait from an urgent GP referral with monthly performance reporting at 86.5%.
In terms of the 62 days wait from an urgent GP referral, the majority of breaches were shared pathways
with another provider. Details of the breaches are as follows:

9

Number of People Receiving First
Treatment For Cancer in Oct

CANCER TYPE

Breast
Lower Gastrointestinal
Lung
Other
Skin
Urological (Excluding Testicular)

TOTAL

14
5
5.5
24.5
31
36

Number Of People Receiving First Treatment For Cancer in Oct

TREATED
WITHIN 32 TO
39 TO
49 TO
63 TO 77 TO 90
WITHIN AFTER
WITHIN
31 DAYS 38 DAYS 48 DAYS 62 DAYS 76 DAYS DAYS
62 DAYS 62 DAYS
62 DAYS

14
4
4
18.5
31
29

0
1
1.5
6
0
7

100.0%
80.0%
72.7%
75.5%
100.0%
80.6%

6
0
2
4.5
11
6

2
0
1
1
4
3

5
0
1
2
3
2

1
4
0
11
13
18

0
0
1
1.5
0
1

0
1
0
3.5
0
4

91 TO
104
DAYS

AFTER
104
DAYS

0
0
0
1
0
1

0
0
0.5
0
0
1

The measures the Trust remained below the national standard against were:




31 days wait for subsequent treatment where treatment is surgery with performance for October
reporting slightly below the 94% standard at 93.2%. This was a performance improvement
compared to the 91.4% reported at the end of September. In the month of October there were
three breaches and two of the breaches were due to theatre capacity issues.
62 days wait for first definitive treatment following a consultant’s decision to upgrade a priority
patient with performance for October reporting at 57.1%. October reported three breaches against
this measure and all breaches were reported against the lung speciality.

Recovery actions in place
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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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 an increase for the CCG, with October’s reporting at 87.8%. However
this remains below the 92% national standard. At the end of October there were 26,324 incomplete RTT
pathways and 3,217 patients had been waiting over 18 weeks from referral.
Mid Yorkshire Hospitals NHS Trust
For the Trust, October’s performance against the 18 week referral to treatment measure reported at 84%,
which was a 1.7% improvement from the previous month. However, performance remains below the 92%
national standard and monthly STF trajectory.
Six specialities performed above target at the end of October. These were – Cardiology (93.6%),
Dermatology (93.1%), Neurology (96%), General medicine (100%), Geriatric medicine (97.2%) and Trauma
& Orthopaedics (92%). This was an increase from 4 specialities reporting above the national standard at
the end of September.
For the Trust, of the 34,560 incomplete RTT pathways at the end of October, 5,523 had been waiting
longer than 18 weeks from referral. This was a decrease from 6,118 over 18 weeks at the end of
September.
The total waiting list decreased in the month by 100 patients and the over 18 week backlog decreased by
595 patients. The three specialities with the highest volume of patients waiting over 18 weeks were Oral
Surgery, Ophthalmology and Thoracic Medicine.
Clearance times for first appointments for all patients (not just 18 week patients) reported at 14.1 weeks at
the end of October.

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 continued management of patients waiting over 35 weeks
The General Practice review of Appointment Slot Issues (ASIs)
Ongoing refinement of the inter-provider transfer processes
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.
A further three specialities have moved onto e-consultation, including Gastroenterology and
Rheumatology.
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These actions have collectively reduced the size of the waiting list by 5,800 patients over the last 12
months and the 18 week backlog has reduced by 2,500 over the same period. Whilst this has yet to result
in the required 92% incomplete performance it puts the Trust in a good position to be able to sustain both
current performance increases and to meet the required standard.
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
The CCG achieved the 99% constitutional target for patients on diagnostic pathways who were waiting less
than 6 weeks at the end of October with performance of 99.7%. The number of patients waiting over 6
weeks for a diagnostic test fell from 54 at the end of September to 17 at the end of October.
The total number of patients waiting for a diagnostic test decreased in month to 5,622 from 5,682 at the end
of September.
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 October’s performance reporting at 99.8%.
The Trust also achieved the 99% target against flexi sigmoidoscopy, which is a significant achievement.
Cystoscopy was the only test to report below the national standard.
Of the 7,238 patients waiting for a diagnostic test, 18 were waiting over 6 weeks at the end of October.

Recovery actions in place
A number of actions are in place to address the demand and capacity issues within the endoscopy service
and performance is starting to show signs of significant improvement as a result. The Trust has also
increased its resources in order to increase capacity and achieve performance.
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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
October’s performance demonstrates that 86% of patients attending the Trusts Emergency Department
were admitted, transferred or discharged within 4 hours of arrival, which is an improvement compared to
the previous month of 85.5%. November also demonstrates an improvement with performance reporting at
90.8%, which was above the 90% monthly STF trajectory.
Performance for non-admitted patients in October increased to 92.2% and for admitted patients it increased
to 53.9%.
Of the three Trust sites, Pinderfields had the lowest performance against the 4 hour standard with 85.2%
(an improvement from 73.7% reported in August) and the 4 hour standard was achieved at the Pontefract
Site (96.7%) and at the Dewsbury site (95.2%).
The conversion rate from A&E to emergency admission was 18.8% in October. The admission rate from
October onwards now includes type 1 and 2 ED attendances. The conversion rate in October for the
Pinderfields site was 26.5%, 10.9% for the Dewsbury site and 9.6% for the Pontefract site.
The most common reasons for breaches of the 4 hour standard are waiting for a bed, waiting for a
diagnostic test and waiting for an assessment.

Recovery actions in place
From 1 November 2017 MYHT launched their Winter Room. The room is executive led and operates from
10am-10pm 7 days a week. This arrangement will be in place throughout winter and replicates the
measures undertaken in March 2017 when the Trust achieved 92.5% against the 4 hour target.
The launch of the Winter Room has coincided with a noticeable improvement in performance.
Other changes made to support performance improvement include:





All Wakefield patients can access extended primary care from 6pm – 10pm Monday to Friday and
9am-3pm at weekends by calling their GP practice number or 111. It is intended that this will help
ease pressure at busy times for ED.
Increased Patient Transport Services provision to support timely inter-hospital transfers between
hospital sites.
Launch of dedicated frailty wards at Dewsbury and Pinderfields.

An STF trajectory is also 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 October validated performance against the 15 minute handover target reported at 87.1%.
This was a reduction compared to 88% reported at the end of September. Overall YAS handover
performance reduced to 73.1%. MYHT ambulance handover performance remains above the national
average.

The decrease in performance was raised at the last Contract Management Group and Commissioners
sought assurance from the Trust that the decline in performance was being reviewed.
Of the three Trust sites, performance at the Dewsbury site was (97.7%), Pontefract 100% and Pinderfields
85.8%.

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

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 patient identifiable number (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.
The establishment of the MYHT Winter Room from 1 November 2017 is supporting patient flow
improvements. Provisional data suggests this will have a positive impact on ambulance handover data in
November.
17

System Wide Quality Measures
Healthcare Associated Infections – MYHT
Exception Report - MRSA (Last exception report – October 2017)

Number of MYHT MRSA assigned cases
2
1
0
Sep-16

Oct-16

Nov-16

Dec-16

Jan-17

Feb-17
MYHT

Mar-17

Apr-17

May-17

Jun-17

Jul-17

Aug-17

Sep-17

MYHT Target

Reasons for underperformance
One case of MRSA bacteraemia in a North Kirklees CCG resident was reported by MYHT. The case was
deemed non-preventable following post-infection review.

Lessons to be learnt




Peripherally Inserted Central Catheter (PICC) line management
Monitoring of peripheral cannula
Incomplete (Visual Infusion Phlebitis) VIP scoring

Actions to be taken
Action plan developed by MYHT Division of Surgery to address lessons learnt including:




Education for nursing staff on care of PICC lines to ensure VIPs for peripheral cannula are monitored
and acted on and any long lines are managed as per policy. This is an ongoing piece work from a
previous bacteraemia where PICC line management was also a lesson. There is a large piece of work
being undertaken to ensure a robust workforce able to manage PICC lines.
Frontline Ownership (FLO) audits undertaken in a timely manner.
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System Wide Quality Measures
Healthcare Associated Infections – MYHT
Exception Report - Clostridium Difficile (CDI) (Last exception report – November 2017)

Number of MYHT Clostridium Difficile Cases
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Reasons for underperformance
Four post 72 hour cases were reported by MYHT, two cases in Wakefield residents, one from North
Kirklees and one from a neighbouring CCG. One case has a previous history of CDI in September 2017
which was deemed non-preventable and had this further episode in October which was also deemed nonpreventable with lessons to learn. One case has been discussed, until results on ribotyping are known the
panel deferred agreeing preventability/non-preventability. The case has been referred for ribotyping due to
patient crossover with another previous case. Two cases remain outstanding with dates to be agreed for
panel.

Lessons learnt





Staff not completing Bristol Stool Charts
Delay in isolating patient
Delay in stool sampling
Poor communication and handover between wards

Actions to be taken






The post-infection review (PIR) tool for post cases has been adapted to include community information.
This is providing the full details of the case to make an informed decision on preventability.
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.
A pilot being undertaken on face to face handover with Bristol Stool Chart being part of this handover,
so staff are aware of patients bowel habits.
Lack of clinical involvement in completing PIRs noted despite attempts by microbiology to engage with
clinicians escalated to divisional IPC meetings.
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Acute Quality Commissioning Dashboard (Last reported - September 2017)
The 7 acute providers included in this dashboard undertake the most activity for Wakefield and North
Kirklees CCG patients.

*Results for Bradford Teaching Hospitals NHS Foundation Trust are now included in the analysis to represent patients in the North Kirklees area.

Key messages
Healthcare Associated Infections – MRSA
Compared to other acute providers MYHT have been assigned the most MRSA cases with a total of 3 YTD
during 2017/18.
A+E Friends and Family Test (FFT)
During September 2017 MYHT achieved the highest score for A+E FFT compared to the other providers,
scoring 95% which was above the national average (87%).
Inpatient Friends and Family Test (FFT)
Both MYHT and Doncaster and Bassetlaw hospital achieved the highest score for Inpatient FFT, scoring
98% in September 2017.
Staff Friends and Family Test (FFT)
Quarter two FFT results indicate that there has been no change after MYHT scored 62% for recommend as
a place of treatment, the same score as quarter one. This result is below the national average (80%) and
compared to the other services for this measure, MYHT is performing poorly compared to them.
Sentinel Stroke National Audit Programme (SSNAP)
MYHT achieved a Level B result during April-July 2017. The highest SSNAP level achieved was Level A by
Doncaster and Bassetlaw and the lowest score achieved was a Level D for Bradford Teaching Hospitals.
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Emergency Department Survey 2016
Most patients ‘definitely’ happy with emergency care, says CQC.
Background
The Emergency Department Survey 2016 was published during October 2017 by the Care Quality
Commission (CQC). The CQC use surveys to find out about the experiences of people who receive care
and treatment. Between October 2016 and March 2017, a questionnaire was sent to 1,250 people who
used emergency department services. 289 people responded at The Mid Yorkshire Hospitals NHS Trust
(MYHT).
The survey involved 137 acute and specialist NHS trusts with a Type 1 emergency department (major,
consultant led). 49 of these trusts also had direct responsibility for running a Type 3 department (A+E/minor
injury unit) and patients from these departments were included within the survey for the first time in 2016, to
reflect recent changes in the provision of urgent and emergency care.
People were asked to answer questions about different aspects of their care and treatment and each
question was scored out of 10 (the higher the score the better).
Each trust also received a rating of ‘Better’, ‘About the same’ or ‘Worse’:
Better: the trust is better for that particular question compared to most other trusts that took part in the
survey.
About the same: the trust is performing about the same for that particular question as most other trusts
that took part in the survey.
Worse: the trust did not perform as well for that particular question compared to most other trusts that took
part in the survey.

Results for MYHT
Patient survey
Arrival at the emergency department
Ambulance handover time
Privacy at reception
Waiting times
Waiting to speak to a doctor or nurse
Waiting to be examined
Information about waiting times for examination
Length of time in the emergency department
Doctors and nurses
Time to talk
Clear explanations
Being listened to
Discussing anxieties or fears
Confidence and trust
Acknowledging patients
Involving family or friends
Care and treatment
Information
Privacy
Getting help when needed
Conflicting information
Involvement in decisions
Emotional support

Patient response
7.2/10
7.3/10
7.0/10
5.6/10
5.8/10
6.2/10
3.4/10
7.1/10
8.2/10
8.7/10
7.8/10
8.8/10
6.9/10
8.4/10
9.1/10
7.6/10
7.5/10
8.4/10
9.0/10
7.8/10
8.8/10
7.9/10
5.7/10

Compared with other Trusts
About the same
About the same
About the same
About the same
About the same
About the same
About the same
About the same
About the same
About the same
About the same
About the same
About the same
About the same
About the same
About the same
About the same
About the same
About the same
About the same
About the same
About the same
About the same
21

Timely pain relief
Pain control
Tests
Explanations about tests
Timely test results
Explaining test results
Hospital environment and facilities
Cleanliness
Feeling safe
Access to food and drink
Leaving the emergency department
Explanations about medication purposes
Information about medication side effects
Information about resuming usual activities
Assessment of living arrangements
Information about danger signals
Contact information
Respect and dignity
For being treated with respect and dignity
Experience overall
Overall view of emergency department experience

5.4/10
7.1/10
8.5/10
8.6/10
7.8/10
9.0/10
8.2/10
8.6/10
9.8/10
6.1/10
5.8/10
9.0/10
4.7/10
4.9/10
3.9/10
5.2/10
7.0/10
8.7/10
8.7/10
7.7/10
7.7/10

About the same
About the same
About the same
About the same
About the same
About the same
About the same
About the same
About the same
About the same
About the same
About the same
About the same
About the same
Worse
About the same
About the same
About the same
About the same
About the same
About the same

Key messages


Overall, patients rated their experiences at MYHT Emergency Departments ‘about the same’ which
indicates that MYHT are performing similarly to other Trusts that took part in the survey.



The seventh section of the patient survey was called ‘Leaving the emergency department.’ The
question linked to, “Assessment of living arrangements” related to how patients felt when staff
considered their family and home situation before they left the Emergency Department, if this was
necessary for them. Compared to the other questions and scores, patients had scored this area
particularly low (3.9/10). Therefore, in terms of performance the Trust was rated as ‘worse’ when
compared to other providers for this question.



From analysing the survey results the questions that achieved the highest scores were:
o
o
o
o
o

Acknowledging patients
Privacy
Explaining test results
Feeling safe
Explanations about medication purposes

(9.1/10)
(9.0/10)
(9.0/10)
(9.8/10)
(9.0/10)

Actions



The report will be discussed at MYHT’s Patient Experience Committee. The CCG are a member of this
committee.
The findings will be summarised in the MYHT Patient Experience report which is presented to EQB.
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MYHT Sentinel Stroke National Audit Programme (SSNAP) Indicator Scores
Background
This is a summary update on the results of the quarterly Sentinel Stroke National Audit Programme
(SSNAP) reports for April to July 2017. Trusts are ranked between levels A to E across a range of domains
covering the entire inpatient stroke pathway. The ranking is based on a SSNAP score out of 100.

MYHT results
Jul-Sep
2015

Oct-Dec
2015

Jan-Mar
2016

Apr-Jul
2016

Aug-Nov
2016

Dec-Mar
2017

Apr-Jul
2017

SSNAP Level

D

D

D

C

C

C

B

SSNAP Score

54

54

55

69

66

68

70

D

C

B

A

B

B

B

C

C

C

B

C

C

C

D

D

D

C

B

C

B

D

D

C

C

C

C

C

B

C

C

B

C

A

A

C

C

D

B

B

B

B

E

E

E

E

E

D

E

D

D

E

D

E

E

D

B

B

B

B

A

A

A

B

B

B

A

A

A

A

Team-Centred Key Indicators Levels
1) Scanning
2) Stoke unit
3) Thrombolysis
4) Specialist assessments
5) Occupational therapy
6) Physiotherapy
7) Speech and Language therapy
8) MDT working
9) Standards by discharge
10) Discharge processes

Key messages





During December-March 2017 MYHT had previously been scored a Level C but have recently achieved a
Level B result, with a score of 70.
Improvements have been made in Domains: 3 and 8 and performance has remained static in domains: 1, 2,
4, 5, 6, 9, and 10.
For three of the domains, MYHT achieved a Level A: Occupational therapy, Standards of discharge and
Discharge processes.
Performance has deteriorated for Domain 7: Speech and Language therapy (Level D to Level E).

Actions







To be shared at Executive Quality Board in December 2017.
MYHT have reported that due to national shortages of Speech and Language Therapists the Trust has been
unable to recruit to vacant posts until recently. Three new Speech and Language Therapists have now been
appointed and the Trust is expecting an improvement in the formal swallowing assessment within 48 hours
of admission from December 2017 onwards.
In response to a letter from the Royal College of Physicians regarding Stroke Mortality during 2016/17 the
Trust has developed an action plan which includes reviewing nurse staffing and skill mix on the Stroke Unit,
monitoring timely completion of formal swallowing assessments, reviewing resources for seven day access
to OT and physiotherapy and purchasing continuous vital monitoring equipment.
This action plan will be discussed at MYHT Executive Quality Board (EQB) in December 2017.
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Children and young people's inpatient and day case 2016 survey
NHS patient survey programme - MYHT
Background
The CQC has published the results of the children and young people’s inpatient and day case survey 2016
for MYHT. Patients were eligible to participate in the survey if they were admitted to hospital as an inpatient
or day case and aged between 15 days and 15 years old when discharged between the 1 November and
31 December 2016. The survey used three different questionnaires, each one appropriate for a different
age group (0-7 years, 8-11 years and 12-15 years). 261 responses (21%) were received.
The summary report shows how MYHT scored for each question in the survey. Each question was scored
out of ten (the higher the score for each question, the better the trust is performing) and uses an analysis
technique called the ‘expected range’ to determine the Trust’s performance compared to other providers.
Performance is determined as:
Best performing About the same Worst performing trusts

MYHT Results
Category
Going to hospital
Parents/carers of 0 to 7 year olds were asked:
Did the hospital give you a choice of admission dates?
Did the hospital change your child's admission date at all?
The hospital ward
Children/young people aged 8 to 15 were asked:
Were there enough things for you to do in the hospital?
Did you like the hospital food?
Was it quiet enough for you to sleep when needed in the hospital?
Were you given enough privacy when you were receiving care and treatment?
Children aged 8 to 11 were asked:
Did hospital staff play with you or do any activities with you while you were in hospital?
Young people aged 12 to 15 were asked:
Was the ward suitable for someone of your age?
Parents/carers of 0 to 7 year olds were asked:
Did staff play with your child at all while they were in hospital?
Were there enough things for your child to do in the hospital?
Did your child like the hospital food provided?
Was your child given enough privacy when receiving care and treatment?
Parents/carers of 0 to 15 year olds were asked:
For most of their stay in hospital what type of ward did your child stay on?
Did the ward where your child stayed have appropriate equipment or adaptations for your child's physical
or medical needs?
How clean do you think the hospital room or ward was that your child was in?
Hospital staff
Children/young people aged 8 to 15 were asked:
Did hospital staff talk with you about how they were going to care for you?
When the hospital staff spoke with you, did you understand what they said?
Did you feel able to ask staff questions?
Did the hospital staff answer your questions?
Were you involved in decisions about your care and treatment?
If you had any worries, did a member of staff talk with you about them?
Young people aged 12 to 15 were asked:
If you wanted, were you able to talk to a doctor or nurse without your parent or carer being there?
Parents/carers of 0 to 7 year olds were asked:
Did new members of staff treating your child introduce themselves?
Did members of staff treating your child communicate with them in a way that your child could
understand?
Did different staff give you conflicting information?
Do you feel that the people looking after your child listened to you?
Parents/carers of 0 to 15 year olds were asked:
Did members of staff treating your child give you information about their care and treatment in a way that
you could understand?
Did hospital staff keep you informed about what was happening whilst your child was in hospital?
Were you able to ask staff any questions you had about your child's care?
Did a member of staff agree a plan for your child's care with you?
Did staff involve you in decisions about your child's care and treatment?
Were you given enough information to be involved in decisions about your child's care and treatment?
Were the different members of staff caring for and treating your child aware of their medical history?

Score

Compared with other
Trusts

3.3
8.5

About the same
About the same

6.7
6.9
8.0
9.1

About the same
About the same
Best performing trusts
About the same

5.3

About the same

8.6

About the same

6.4
7.9
5.2
9.5

About the same
About the same
About the same
About the same

9.9
8.9

About the same
About the same

9.2

About the same

9.4
8.4
9.7
9.4
6.5
8.9

About the same
About the same
About the same
About the same
About the same
About the same

-

About the same

8.6
8.0

About the same
About the same

7.7
8.4

About the same
About the same

9.1

About the same

8.3
9.0
9.0
7.9
8.4
7.5

About the same
About the same
About the same
About the same
About the same
About the same
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Did you feel that staff looking after your child knew how to care for their individual or special needs?
Were members of staff available when your child needed attention?
Did the members of staff caring for your child work well together?
Did you have confidence and trust in the members of staff treating your child?
Facilities for Parents & Carers
Parents/carers of 0 to 15 year olds were asked:
Did you have access to hot drinks facilities in the hospital?
Were you able to prepare food in the hospital if you wanted to?
How would you rate the facilities for parents or carers staying overnight?
Pain management
Children/carers of 8-15 years old were asked:
If you felt pain while you were at the hospital, do you think staff did everything they could to help you?
Parents/carers of 0 to 15 year olds were asked:
If your child felt pain while they were at the hospital, do you think staff did everything they could to help
them?
Operations and Procedures
Children/young people aged 8 to 15 were asked:
Before the operations or procedures, did hospital staff explain to you what would be done?
Afterwards, did staff explain to you how the operations or procedures had gone?
Parents/carers of 0 to 15 year olds were asked:
Before your child had any operations or procedures did a member of staff explain to you what would be
done?
Before the operations or procedures, did a member of staff answer your questions in a way you could
understand?
During any operations or procedures, did staff play with your child or do anything to distract them?
Afterwards, did staff explain to you how the operations or procedures had gone?
Medicines (answered if the patient was prescribed new medicines)
Parents/carers of 0 to 15 year olds were asked:
Were you given enough information about how your child should use the medicine(s) (e.g. when to take
it, or whether it should be taken with food)?
Leaving Hospital
Children/young people aged 8 to 15 were asked:
Did a member of staff tell you who to talk to if you were worried about anything when you got home?
When you left hospital, did you know what was going to happen next with your care?
Did a member of staff give you advice on how to look after yourself after you went home?
Parents/carers of 0 to 7 year olds were asked:
Did a member of staff tell you who to talk to if you were worried about your child when you got home?
Parents/carers of 0 to 15 year olds were asked:
When you left hospital, did you know what was going to happen next with your child's care?
Did a staff member give you advice about caring for your child after you went home?
Were you given any written information (such as leaflets) about your child's condition or treatment to take
home with you?
Overall
Children/young people aged 8 to 15 were asked:
Do you feel that the people looking after you were friendly?
Overall, how well do you think you were looked after in hospital?
Parents/carers of 0 to 7 year olds were asked:
Do you feel that the people looking after your child were friendly?
Do you feel that your child was well looked after by the hospital staff?
Were you treated with dignity and respect by the people looking after your child?
Parents/carers of 0 to 15 year olds were asked:
Do you feel that you (the parent/carer) were well looked after by hospital staff?
Overall, I felt my child had a...

8.5
8.2
8.9
9.0

About the same
About the same
About the same
About the same

8.6
3.9
7.3

About the same
About the same
About the same

9.2

About the same

8.5

About the same

9.8
9.2

About the same
Best performing trusts

9.6

About the same

9.5

About the same

8.5
9.2

Best performing trusts
About the same

9.5

About the same

8.1
8.2
8.8

About the same
About the same
About the same

8.2

About the same

8.0
8.7
8.1

About the same
About the same
About the same

9.7
9.3

Best performing trusts
About the same

9.1
8.9
8.7

About the same
About the same
About the same

8.1
8.6

About the same
About the same

Key messages



Overall MYHT did not perform better or worse than any other trusts and performed about the same
compared to other providers.
MYHT was a ‘best performing trust’ in the following questions:
o Was it quiet enough for you to sleep when needed in the hospital? (age 8-15 years old)
o Afterwards, did staff explain to you how the operations or procedures had gone?
o During any operations or procedures, did staff play with your child or do anything to distract them?
o Do you feel that the people looking after you were friendly?

Actions
 The survey findings will be discussed at a future Quality Intelligence Group (QIG) and Executive Quality


Board (EQB).
Shared with Commissioning Manager and Clinical Lead for children and young people.
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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 Pinderfields Hospital on
17 October 2017.

Acute Care of Elderly Unit, Pinderfields Hospital
This is a new unit following Acute Hospital Reconfiguration in September 2017. The unit admits patients
over 70 years of age for up to 72 hours.
The team were welcomed in a professional and friendly manner by the Ward Manager. The ward was large
and busy but had a peaceful and calm atmosphere. The environment was clean, fresh and there were no
unpleasant smells. There was a good supply of Personal Protective Equipment (PPE) and Alcohol Hand
Gel throughout the unit. There was evidence of equipment being decontaminated and tagged. There has
been an increase in the number of falls since the Unit opened. The Falls Practitioner is delivering bespoke
training to staff. The walkabout team observed many caring interactions between staff and patients, and
engaging, friendly interactions between staff.

Gate 32, Pinderfields Hospital
This is the new ward with a focus on Diabetes. It was visited twice earlier this year when it was an
additional capacity ward. The team saw massive improvements now the ward is part of the established bed
base.
Nursing and medical staff were friendly, open and honest with all interactions with the walkabout team.
Medical notes were left on the corridor. These trolleys were not locked and records were accessible.
Personal Protective Equipment (PPE) was readily available across the ward. The Sluice area was clutter
and untidy. Two commodes were upturned and body fluids were visible on them. They were labelled as
clean but were not clean. Gate 32 has established Safety Huddles.

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.

26

NHS Wakefield CCG Strategic Performance & Quality Summary
(Place based)
Quality Premium
Latest position at October 2017
The CCG’s quality premium funding allocation for 2017/18 is £1,846,810. The CCG has to date achieved 4
of the local quality premium measures. However funding is dependent on the CCG achieving the
constitutional gateway measures – RTT, A&E and cancer 62 day waits.
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Mental Health Service Transformation
Dementia
Reasons for under-performance
Performance against the dementia diagnosis rate target slightly reduced in October with performance
reporting below the 67% target at 65.1%.
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 4 from 2,609 in September to 2,605 at the end of October.

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:
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System Wide Quality Measures
Healthcare Associated Infections – Wakefield CCG
Exception Report – E.coli
This is the first E.coli exception report included in an IQP report as it is a Quality Premium target.

Number of CCG E. Coli Cases
40
30
20
10
0
Sep-16

Oct-16

Nov-16

Dec-16

Jan-17

Feb-17
CCG

Mar-17

Apr-17

May-17

Jun-17

Jul-17

Aug-17

Sep-17

CCG Target

Reasons for underperformance
Thirty three cases in Wakefield residents. Eight cases were post 48 hour cases, six reported from MYHT
and two from Leeds Teaching Hospital. The other 25 cases were all pre 48 hour reported by MYHT. Cases
have been categorised into the definitions provided by PHE.
A - Hospital onset
B - Community onset - healthcare associated
C - Community onset - non healthcare associated
A+B - Healthcare associated
Category
A
B
C
A+B

Number of cases
12
9
9
3

Actions to be taken






System-wide E.coli action plan developed and submitted to NHS England in September 2017.
Kirklees and Wakefield Infection Prevention Control Team continue to undertake enhanced surveillance
to determine common themes to enable targeted work.
Prescribing leads event in September covered prescribing to reduce incidence of E.coli blood stream
infections.
SystmOne template being piloted (and then rolled out) to aid primary care data capture.
E.coli workshop planned for nurse engagement meeting in February 2018.
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Care Quality Commission (CQC)
Care Homes

Date of Inspection
18 and 20 July 2017
Domains
Safe
Effective
Caring
Responsive
Well-led
Overall CQC Rating

West Ridings Care Home (Nursing)
Review Type
Unannounced
Previous CQC Rating
Requires Improvement
Good
Good
Good
Requires Improvement
Requires Improvement

Link to Report
West Ridings report
Current CQC Rating
Requires Improvement
Requires Improvement
Requires Improvement
Requires Improvement
Requires Improvement
Requires Improvement

CQC History: This was the first inspection of the location West Ridings Care Home, registered under Bupa
Care Homes Limited, although the home has been operating for a number of years. Previously, the service
was rated as Requires Improvement.
Currently West Ridings are in the process of changing provider and Advinia has been confirmed.
Type of home: West Ridings Care Home is a multi-unit site providing accommodation and nursing care for
up to a maximum of 180 people. The service has six units and provides care and support for people with
nursing and residential needs including people who are living with dementia.

Date of Inspection
21 and 22 August 2017
Domains
Safe
Effective
Caring
Responsive
Well-led
Overall CQC Rating

Advent House (Learning Disabilities)
Review Type
Unannounced
Previous CQC Rating
Inadequate
Not inspected
Not inspected
Not inspected
Inadequate
Inadequate

Link to Report
Advent House report
Current CQC Rating
Requires Improvement
Requires Improvement
Good
Good
Requires Improvement
Requires Improvement

CQC History: At the last inspection on 20 January and 7 February 2017 CQC carried out a focused
inspection in response to a specific incident. CQC looked at the safe and well-led domains. The service
was rated as 'Inadequate' and remained in 'Special Measures'.
Type of home: Advent House is a two storey purpose built facility which is registered to provide 24 hour
accommodation and nursing care for up to 10 people who have a learning disability.

Date of Inspection
27 September and 2 October
2017
Domains
Safe
Effective
Caring
Responsive
Well-led
Overall CQC Rating

Carr Gate – HC-One Limited (Nursing)
Review Type

Link to Report

Unannounced

Carr Gate

Previous CQC Rating
Requires Improvement
Good
Good
Requires Improvement
Requires Improvement
Requires Improvement

Current CQC Rating
Requires Improvement
Requires Improvement
Good
Requires Improvement
Requires Improvement
Requires Improvement

CQC History: Previously the service was rated as Requires Improvement. The previous inspection, which
had taken place on 26 April 2016, found the service was in breach of two regulations. Safe care and
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treatment and safeguarding service users from abuse and improper treatment.
Type of home: Carr Gate provides accommodation and nursing care for up to 65 people, some of whom
are living with dementia.

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.

Trend

Trend

Leadership (L)

Trend

Documentation
(D)

Visit
number

The Croft

Oct-17

Second

85.6%

B

85.3%

D

69.6%

B

93.8%

B

Castle Mount

Oct-17

Second

92.9%

B

83.9%

N
C

60.5%

B

85.8%

D

West Villa

Oct-17

Second

75.6%

D

90.9%

B

61.5%

D

77.2%

B

N
C

31.2%

B

78.6%

B

-

Not
inspected

-

-

62.5%

-

Care Home

Trend

Date
of
Visit

Environment
(E)

Resident
Experience (R)

Modules

Advent House

Oct-17

Second

87.8%

B

92.3%

Riverside Court

Oct-17

Second

69.8%

D

-

Ivy Dene

Oct-17

Second

90.8%

B

Not
inspected
Not
inspected

-

Not
inspected
Not
inspected

Millfields Residential Care Home

Oct-17

First

66.3%

-

91.9%

-

65.8%

-

82.7%

-

-

73.3%

-

80.8%

-

The Lawrence

Oct-17

First

87.5%

-

Not
inspected

The Glynn Residential Home

Oct-17

First

78.9%

-

99.2%

-

55.6%

-

59.9%

-

Carr Gate

Nov-17

First

71.6%

-

92.2%

-

57.3%

-

85.6%

-

Haven Lodge

Nov-17

First

68.9%

-

86.7%

-

86.8%

-

79.6%

-

-

Not
inspected

-

Not
inspected

-

77.8%

B

B

88.6%

B

87.0%

B

97.5%

B

Carlton Lodge

Nov-17

Third

Not
inspected

Castleford Lodge

Nov-17

Third

86.7%

Performance Trend Key:

B = Performance Improvement

D = Performance Deteriorated

NC = Performance Stabilised
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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.
126 items of intelligence were gathered at October’s meeting.
Theme Identified
A+E (Positive and Negative
experience)
 Waiting times (- ve)
 Physical comfort (- ve)
 Information (+ ve)
 Staff attitude (+ ve)
Compliments
 Gate 22
 Fieldhead
 Pontefract
GP Appointments/access
 The Grange
 Crofton
 Castleford
 Tieve Tara
 Maybush

Actions taken

1. Feedback compliments at Patient Experience Committee.
2. Waiting times being addressed through A+E Improvement Group.

1. Feedback to providers via existing process.

1. Specific actions being taken for each practice as agreed at Primary
Care Performance meeting.
2. Quality assurance visit to Maybush undertaken 28/09/17 –
improvement plan to be developed with the practice.
3. Other actions identified at previous QIG meetings.

168 items of intelligence were gathered at November’s meeting.
Theme Identified
GP access and
appointments
Positive and negative
Referrals

Families and Babies (FAB)
Staff attitude
A+E
Long waiting times
Mental Health Support

Actions taken
1. Specific actions being taken for each practice as agreed at Primary
Care Performance meeting.
1. Check with Healthwatch actions taken on one of the complaints.
2. MYHT continue improvement plans to meet 18 week waiting times.
1. Include feedback in the Maternity Engagement report and the
Maternity Patient Experience report.
2. Final reports will be shared with the Maternity Services Liaison
Committee (MSLC) to agree next steps.
1. Feedback to providers via existing process.
1. A+E 4 hour target at 86.6% YTD (April-September 2017).
2. MYHT system response meeting continues weekly to address
patient flow.
3. From the 1st November Winter room established at MYHT to support
patient flow is impacting positively on 4 hour waits.
1. Promote Turning Point IAPT service with Primary Care.
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South West Yorkshire Partnership NHS Foundation Performance & Quality
Reporting
Strategic Balanced Scorecard
South West Yorkshire Partnership Foundation Trust
Safety Thermometer: Proportion of patients that have self harmed in the
last 72 hours
Safety Thermometer: Proportion of patients that report feeling safe at the
point of survey
Safety Thermometer: Proportion of patients that have been the victim of
violence/aggression in the last 72 hours
Safety Thermometer: Proportion of patients that have had an omission of
medication in the last 24 hours

Target

Latest Monthly trend

Apr‐17

May‐17

Jun‐17

2017/18
Q1

Jul‐17

Aug‐17

Sep‐17

2017/18
Q2

Oct‐17

2017/18
YTD

3.1%

0

D

3.2%

0.0%

4.0%

‐

3.9%

2.6%

2.6%

‐

3.7%

2.9%

86.4%

1

B

85.4%

75.9%

78.7%

‐

74.2%

81.0%

79.5%

‐

84.0%

79.8%

1.3%

0

B

0.4%

0.0%

1.0%

‐

2.1%

2.1%

1.6%

‐

1.5%

1.2%

15.5

0

B

15.8%

13.0%

25.7%

‐

24.2%

23.3%

25.3%

‐

17.5%

20.7%

Staff FFT: % of staff recommending place of work

63%

1

B

‐

‐

‐

60.0%

‐

‐

‐

64.0%

‐

62.0%

Staff FFT: % of staff recommending care

80%

1

B

‐

‐

‐

74.0%

‐

‐

‐

75.0%

‐

74.5%

FFT Wakefield BDU : % of patients recommending inpatient services

88%

1

D

‐

‐

‐

90.0%

‐

‐

‐

85.0%

‐

87.5%

FFT Wakefield BDU : % of patients recommending community services

88%

1

D

‐

‐

‐

95.0%

‐

‐

‐

92.0%

‐

93.5%

FFT Wakefield BDU : % of patients recommending CAMHS services

86%

0

B

‐

‐

‐

59.0%

‐

‐

‐

72.0%

‐

65.5%

FFT ‐ Mental Health

89%

D

84.0%

81.0%

86.0%

83.7%

89.0%

79.0%

85.0%

84.3%

1

NC

0

0

0

‐

0

0

0

‐

0

0

0

2

1

‐

2

1

1

‐

2

9

Number of never events

0

Number of new serious incidents for the month (Wakefield BDU)

‐

84.0%

*At this time the Safety Thermometer data has some inaccuracies and should not be used as a reliable source.
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Survey of people who use community mental health services 2017
Background
The CQC has published the results of the Community Mental Health Survey for SWYPFT. People aged 18
or over who received care or treatment for a mental health condition from September 2016 – November
2016 were eligible. People only seen once for an assessment, current inpatients and people receiving
treatment for primary conditions such as drug and alcohol abuse, learning disability services and specialist
forensic services were excluded.
244 respondents (30%) were received. 41 questions were asked and themed into the categories listed
below.

SWYPFT Results
Category

Score

Compared with other trusts

2014

2015

2016

2017

2014

2015

2016

2017

Health and social
care workers

7.9/10

8.0/10

7.8/10

7.9/10
B

About the same

About the same

About the same

About the same

Organising care

8.6/10

8.5/10

8.6/10

8.5/10
D

About the same

About the same

About the same

About the same

Planning care

7.1/10

7.3/10

7.0/10

7.0/10
NC

About the same

About the same

About the same

About the same

Reviewing care

7.3/10

7.7/10

7.4/10

7.6/10
B

About the same

About the same

About the same

About the same

Changes in who
people see

6.3/10

6.5/10

6.2/10

6.0/10
D

About the same

About the same

About the same

About the same

Crisis care

6.8/10

6.2/10

6.4/10

6.7/10
B

About the same

About the same

About the same

About the same

Treatments

7.5/10

7.4/10

7.6/10

7.5/10
D

About the same

About the same

About the same

About the same

Support and
wellbeing

4.9/10

5.3/10

5.1/10

5.3/10
B

About the same

About the same

About the same

About the same

Overall views of
care and services

7.7/10

7.7/10

7.5/10

7.4/10
D

About the same

About the same

About the same

About the same

Overall experience

7.5/10

7.3/10

7.3/10

7.1/10
D

About the same

About the same

About the same

About the same

Performance Trend Key:

B = Performance Improvement

D = Performance Deteriorated

NC = Performance Stabilised

Key messages


During 2017 SWYPFT are performing about the same compared to other providers.



Compared to 2016 overall experience for patients has declined from 7.3 to 7.1 out of 10. The highest
Trust score achieved 7.5 out of 10 during 2016.
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SWYPFT did not perform better than any other trusts. However, this year SWYPFT did achieve a higher
overall score for the following categories:
o
o
o
o

Health and social care workers
Reviewing care
Crisis care
Support and wellbeing



Patients rated Planning Care 7.0 out of 10, the same score as 2016. From analysing the scores for this
category, on the whole, patients had agreed with someone from the NHS Mental Services what care
they would receive and felt involved as much as they wanted to be in agreeing their care. This included
taking personal circumstances into account.



The following categories had deteriorated compared to the 2016 survey results:
o
o
o
o
o

Organising care
Changes in who people see
Treatments
Overall views of care and services
Overall experiences

Actions


The survey findings will be discussed at the next SWYPFT Quality Board in January 2018.
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Yorkshire Ambulance Service Performance & Quality Reporting
Am
Strategic Balanced Scorecard
Yorkshire Ambulance Service Quality Measures

Target Latest Monthly trend

Apr‐17

May‐17

Jun‐17

2017/18
Q1

Jul‐17

Aug‐17

Sep‐17

2017/18
Q2

Oct‐17

2017/18
YTD

% of patients with STEMI who received an appropriate care bundle

75%

1

B

80.3%

81.5%

‐

‐

‐

‐

‐

‐

‐

80.9%

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

9%

0

D

8.8%

11.7%

10.0%

‐

‐

‐

‐

‐

‐

10.2%

Stroke: % of patients with a Stroke who received an appropriate care
bundle

98%

D

98.4%

98.0%

‐

‐

‐

‐

‐

‐

‐

98.2%

Staff absence: Trust absence rate

5%

D

5.0%

5.1%

5.4%

‐

5.6%

‐

‐

‐

‐

5.3%

Staff FFT: % of staff recommending place of work

63%

D

‐

‐

‐

53.0%

‐

‐

‐

50.0%

‐

51.5%

Staff FFT: % of staff recommending care

0

80%

B

‐

‐

‐

85.0%

‐

‐

‐

87.0%

‐

86.0%

FFT: % of patients recommending the Yorkshire Ambulance Service

‐

‐

‐

‐

‐

‐

‐

‐

‐

‐

‐

‐

Number of never events

0

NC

0

0

0

0

0

0

0

0

0

0

1

Exception Reporting
Ambulance Response Times
Reasons for under-performance
Yorkshire Ambulance Service is continuing to participate in NHS England’s Ambulance Response
Programme (ARP) pilot and has now moved to the next stage, Phase 3. This has resulted in a change to
how performance is both calculated and reported. The calls now split into four main categories with
healthcare professional (HCP) calls now being monitored separately. The category 1 standard is now 7
minutes.
Performance against the 7 minute standard reported at 7 minutes 11 seconds at the end of October.
Performance excluding inter-facility transfers reported at 7 minutes 55 seconds.

Crew Clearance Delays
Reasons for under-performance
In terms of the 15 minute crew clear target, October reported performance of 56.8% which was a further
decrease from the previous month. Performance against the percentage of crews who are able to accept
new calls within 30 minutes reports at 94.1% for October.
YAS performance against the 15 minute crew clear target reported at 69.1% at the end of October.
Of the three Trust sites, performance was the highest at the Pontefract site with performance of 87.1%.
Performance at the Dewsbury site reporting the lowest performance of 53.9% and performance at the
Pinderfields site reported at 56.8%.
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Recovery actions in place
The average crew clear wrap up time across all Trusts is around 14 minutes. Mid Yorkshire Hospitals
NHS Trust is an outlier at around 16 minutes. YAS have now started to receive daily crew reports for all
A&E departments across the Trust to monitor performance on a daily basis and improve crew clear wrap up
time.
YAS local management teams are working with Mid Yorkshire Hospitals NHS Trust managers around
providing individual PIN to the ED staff, to enable more robust reporting and the audit of any exceptions.
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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

Jenny Beckett

Dr Adam Sheppard

Laura Elliott

Dr Andrew Furber

MYHT Executive Quality Board

862

Jenny Beckett

Dr Adam Sheppard

111 West Yorkshire Quality Group

172/323

Jenny Beckett

Dr Adam Sheppard

YAS Contract Management Board

426/427

Alix Jeavons

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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Executive Summary:
The CCG is now reporting an ‘off plan‘ position on forecast out-turn. The CCG plan was to
achieve a total surplus of £10.5m (£6m historic surplus plus a further £4.5m in year surplus).
The reported position is £9.6m off plan, leaving a forecast surplus of £0.9m.
In addition there remains an unmitigated risk of £4.8m, presented on page 6, which if not
mitigated would crystallise an off plan position of £14.4m.
This forecast position remains deliverable but is predicated on the achievement of the CCG
financial recovery plan which includes a favourable outcome against some of the contract
challenges currently being negotiated with Mid Yorkshire Hospitals NHS Trust.
A high level draft long term financial plan has been submitted as part of the overall STP
refresh exercise demonstrating recovery over 3 years to deliver in-year financial balance in
20/21. The CCG plan to make a 1% improvement of the in-year position each year (which is
as per the 17/18 planning guidance). A financial plan refresh submission to NHSE is expected
in January 2018.
Link to overarching
principles from the
strategic plan:

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

A strong ambitious co-owned strategy for ensuring
safe and healthy futures for children
A shift towards allocation of resources based upon
primary and secondary prevention and social
determinants of ill health
Transforming to become a sustainable financial
economy
Organising ourselves to deliver for our patients
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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
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
Current potential off plan position of £14.4m in total as described
in the report which has implications for future planning years in
achievement of business rules and QIPP target.

Finance/ resource
implications:

Not applicable

None identified

Finance Report
Month 8
2017/18
Liz Goodson – Commissioning Accountant
Eamonn May – Corporate Financial Accountant
Date : 15th December 2017

Executive Summary – Key Indicators
Indicator

Apr‐17

May‐
17

Jun‐17

Jul‐17

Aug‐
17

Sept‐17

Oct‐17

Nov‐17

Variance to
Plan YTD

0

0

0

0

0

(8.9m)

(8.6m)

(11.8m)

Variance to
Plan FOT

0

0

0

0

0

0

0

(9.6m)

Net Risk

0

0

0

0

0

0

(14.4m)

(4.8m)

QIPP Delivery
FOT

20.6m

20.6m

20.6m

20.6m

20.6m

20.6m

13.8m

13.8m

Total Surplus

10.5m

10.5m

10.5m

10.5m

10.5m

10.5m

10.5m

0.9m

Running Costs
Delivery FOT

7.6m

7.6m

7.6m

7.6m

7.6m

7.6m

7.4m

7.4m

Dec‐
17

Jan‐18

Feb‐18

Mar‐18

Headlines
The CCG is now reporting an ‘ off plan ‘ position for forecast out‐turn. The CCG plan was to achieve a total surplus of £10.5m (£6m historic surplus plus a further
£4.5m in year surplus). The reported position is £9.6m off plan, leaving a forecast surplus of £0.9m.
In addition there remains an unmitigated risk of £4.8m, presented on page 6, which if not mitigated would crystallise an off plan position of £14.4m.
This forecast position remains deliverable but is predicated on the achievement of the CCG financial recovery plan which includes a favourable outcome against
some of the contract challenges currently being negotiated with Mid Yorkshire Hospitals NHS Trust.
A high level draft long term financial plan has been submitted as part of the overall STP refresh exercise demonstrating recovery over 3 years to deliver in‐year
financial balance in 20/21. The CCG plan to make a 1% improvement of the in‐year position each year (which is as per the 17/18 planning guidance). A financial
plan refresh submission to NHSE is expected in January 2018.
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Movement in Risk Position
SECTION 1: SUMMARY RECONCILIATION
M8 @
Movements
11/12/17
Notes
£m
£m
10.4
1.3
11.6 Increased overtrade
6.8
0.0
6.8
0.7
0.1

M7
£m
Risks

MYHT FOT Overtrade
QIPP – High Risk
QIPP – Low Risk
32 Reduction in Management Costs transacted and delivered

‐0.3

34 Care Home Vanguards transacted and delivered

‐0.3

Other net risks (including AQP and netted‐off with
internal recovery actions already transacted)
Prescribing NCSO drugs

0.4

18.3

Mitigations
Acute
Acute System Recovery

‐1.4

0.9

Review of Maternity Tariff Premium

0.2

11

Targeted recovery of 18 week waiting times

‐0.2

20

Review of consultancy spend

0.2

28
QIPP
32

NEW P8

‐1.1

‐1.1
New scheme advised by MOT

0.1

Requires risk weighting to be updated
‐0.1
Transcated ‐ see above

0.3
‐0.7
14.4

14.4

3

Scheme delay to 18/19 due to consultation
exercise
Additional 17/18 opportunity in
orthopaedics
Higher legal costs and continued need to
support recovery

0.3

Further additional mitigations

UNMITIGATED NET RISK

19.2

‐0.1

‐0.7

Reduction in Management Costs transacted and delivered

Care Home Vanguards transacted and delivered
34
Stretch
Stretch Recovery
UNMITIGATED NET RISK BEFORE ADDITIONAL MITIGATIONS

Increase in costs (national pressure)

‐1.3

7

Internal Recovery and Pipeline schemes
Out of area dispensing
Implement revised guidance on the request of
diagnostics
QIPP – low risk

Increase in MYHT FOT Overtrade
Increase in Prescribing NCSO drugs
Reduction in Acute System Recovery Plan

1.3
0.2
0.1
1.6

SECTION 3: PROPOSED REPORTING APPROACH
M7
£m

Transcated ‐ see above

1.6

‐0.7
16.0

‐1.6

‐1.6

0.0

14.4

(e.g. planned contract challenges / local
authority / MYHT overtrade agreement)

M8 @
11/12/17
£m
10.5

Planned Surplus

10.5

Risk Crystallised into the position
Reported forecast outturn ‐ Surplus/(Deficit)

0.0
10.5

‐ representing the unmitigated element of
‐9.6 risks
0.9

‐14.4
‐3.9

‐ representing residual gross contract
challenges as per Contract Performance
‐4.8 Notice
‐3.9

0.7
0.2

GROSS RISK

Internal
22A

Reduction in CEOV Budget
Transacted through Co‐Commissioning
underspends

SECTION 2: RECONCILIATION OF MOVEMENTS BEFORE ADDITIONAL MITIGATIONS
Movements
£m

Net Risk
Risk Adjusted forecast ‐ Surplus/(Deficit)

MYHT Trading Analysis – July to October Comparison

Other
NEL
£1.6m

NEL
Casemix
£3m

NEL
£2m

NEL
Casemix
£1.8m

NEL
£2m

ARMD
£1.7m
The adverse forecast position on Mid Yorkshire Hospitals NHS Trust has moved adversely 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
AEC
Related Macular Degeneration (ARMD).
£3m
Contracting Support
Through the NECS Phase 2 support there will be support through contracting subject matter experts who will be assisting the CCG by:
•
Reviewing the current contract challenges which have been issued to MYHT and identifying areas where the challenge process could be improved in future
and share best practice.
•
Review Sepsis, ARMD, AEC and other benchmarking areas which may identify benefits to the CCG in year and for 18/19.
Contract Challenges
MYHT, WCCG and NKCCG have agreed to attempt to locally agree to resolve contract challenges by Friday 15 December 2017 in order to avoid escalation into a
formal process either at STP level mediation or regulator arbitration. A verbal update will be provided at the meeting.

MYHT FOT Dashboard Month 7 Flex
The year end FOT is reporting 4% above plan at £10,467,963 (exc CQUIN), which is an increase of £1,257,061 from last month

Point of delivery
Accident & Emergency03R
Planned Elective Activity03R
 Day Cases03R
 Elective03R
Planned Elective XSBD03R
Non‐elective Activity03R
 NEL Emergency03R
 NEL Non‐emergency03R
Non‐elective XSBD03R
Outpatients03R
 New outpatients03R
 Review outpatients03R
 Procedures03R
 Pre‐assessment03R
 Ward Attenders03R
Maternity Pathway03R
Pass‐through03R
Out of Scope03R
 Critical Care03R
 Day Cases03R
 Diagnostic Imaging whilst Out‐Patient03R
 Direct Access03R
 Discreet Diagnostics03R
 Discreet Therapy03R
 Other03R
CQUIN03R
Total (exc 0.5% CQUIN Risk Reserve )
Total (inc 0.5% CQUIN Risk Reserve )

5

Plan
127,207
47,913
43,109
4,804
984
38,595
37,628
967
13,737
274,263
80,714
109,087
63,463
14,599
6,401
12,304
214
2,457,462
3,514
43,109
34,125
2,326,868
9,834
67,919
15,201
‐
2,972,678
2,972,678

% Variance
Actual Variance
125,378 Under ‐ 1,829 ‐1%
44,116 Under ‐ 3,797 ‐8%
39,268 Under ‐ 3,841 ‐9%
4,848
Over
44 1%
1,096
Over
113 11%
3,428 9%
42,023
Over
40,814
Over
3,186 8%
1,209
Over
242 25%
11,572 Under ‐ 2,165 ‐16%
287,072
Over
12,809 5%
71,672 Under ‐ 9,042 ‐11%
114,364
Over
5,277 5%
75,330
Over
11,867 19%
15,257
Over
658 5%
10,449
Over
4,048 63%
12,086 Under ‐
217 ‐2%
51 Under ‐
163 ‐76%
2,290,240 Under ‐ 167,222 ‐7%
3,905
Over
390 11%
39,268 Under ‐ 3,841 ‐9%
39,751
Over
5,626 16%
2,146,665 Under ‐ 180,203 ‐8%
14,148
Over
4,314 44%
66,664 Under ‐ 1,255 ‐2%
19,108
Over
3,906 26%
‐
‐
‐
2,813,636 Under ‐ 159,042 ‐5%
2,813,636 Under ‐ 159,042 ‐5%

NHS Wakefield CCG
Plan
£
15,527,197 £
£
40,965,948 £
£
26,485,161 £
£
14,480,787 £
£
241,742 £
£
59,248,352 £
£
57,917,194 £
£
1,331,157 £
£
3,291,864 £
£
38,273,993 £
£
12,773,685 £
£
8,133,688 £
£
13,235,650 £
£
1,150,806 £
£
2,980,164 £
£
18,312,882 £
£
8,829,093 £
£
61,339,041 £
£
4,504,337 £
£
26,485,161 £
£
2,938,530 £
£
11,458,018 £
£
522,459 £
£
3,354,983 £
£
32,775,323 £
£
5,785,391 £
£ 246,030,111 £
£ 246,030,111 £

Actual
15,665,138
41,248,187
26,194,423
15,053,764
272,051
65,865,376
64,301,479
1,563,897
2,775,416
43,788,928
12,145,223
9,108,567
16,380,726
1,202,707
4,951,705
17,547,880
8,513,794
60,821,303
4,764,991
26,194,423
3,539,228
10,889,592
747,500
3,045,165
32,953,883
4,880,944
256,498,074
256,498,074

Variance
Over
Over
Under
Over
Over
Over
Over
Over
Under
Over
Under
Over
Over
Over
Over
Under
Under
Under
Over
Under
Over
Under
Over
Under
Over
Under
Over
Over

£
£
‐£
£
£
£
£
£
‐£
£
‐£
£
£
£
£
‐£
‐£
‐£
£
‐£
£
‐£
£
‐£
£
‐£
£
£

% Variance
137,941
282,239
290,739
572,978
30,310
6,617,024
6,384,285
232,739
516,448
5,514,936
628,462
974,879
3,145,076
51,901
1,971,542
765,001
315,299
517,738
260,654
290,739
600,698
568,426
225,041
309,819
178,560
904,447
10,467,963
11,619,963

1%
1%
‐1%
4%
13%
11%
11%
17%
‐16%
14%
‐5%
12%
24%
5%
66%
‐4%
‐4%
‐1%
6%
‐1%
20%
‐5%
43%
‐9%
1%
‐16%
4%
4%

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 is still continuing.
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 is due to increased levels of activity mainly at Spire, BMI and
One Health. However as part of financial turnaround a series of meetings are taking place with providers to identify where forecast
overtrades can be reduced.
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. The CCG is working to improve outstanding invoice queries with providers. As part of
financial turnaround The North East Commissioning Support (NECS) are conducting a review which has identified further
opportunities and efficiencies.
Prescribing
September 2017 prescribing data is available at the time of writing. The Business Services Authority (BSA) forecast has moved
adversely. Nationally there has been a pressure due to the fluctuation in prices of No Cheaper Stock Obtainable (NCSO) drugs. A
current assessment of the full year impact is included in the forecast position. An additional adjustment has been made for the
savings impact of Category M drugs which are being retained nationally. (Annually there is a saving relating to the prices changes.
CCG’s were required by NHS England to hold this).
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Financial Position-Narrative
Internal recovery
The actions taken to progress with recovery schemes are now regularly presented and discussed at the Financial Turnaround
Committee which meets fortnightly.
Other developments are:


All Plans on a Page to be updated for smart actions and align any outstanding financial assessments.



NECS are currently undertaking a diagnostic on CHC services to determine where the most value can be added and providing
support across other specific areas.



A revised process is being developed for 18/19 with support from NECS and Attain.



The recovery schemes are discussed monthly by Clinical Cabinet. There is a clinical lead assigned to each scheme where
relevant.



The System Recovery Plans on a Page, where relevant, have been through a Star Chamber approach for formal approval.



An extraordinary Governing Body meeting was held on 12th December 2017 to review the recommendations of Star Chamber.



BVG are meeting weekly to progress internal recovery action with support from NECS.
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Risks and Mitigations
Plan 23/3/17 Reported P2 Reported P3 Reported P4 Reported P5 Reported P6 Reported P7 Reported p8
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
Elective and Non Elective Activity Included in FOT
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 ‐ CHC
Contratc Challenges
MY Contract Challenges
Additional measures to mitigate MYHT position
Total Mitigations
Net Risk
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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

£m

1.50

0.10
0.67
7.70

0.00
0.67
10.10

0.00
0.67
8.80

0.67
10.90

0.00
10.40

‐1.20

‐1.20

‐1.20

0.00

0.00

0.00
11.60
‐9.60
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

1.78
5.05
0.10

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

0.00
0.70
0.00
0.00

18.78

20.90

18.60

21.90

18.30

9.63

0.73

13.68

£m

1.50

4.50
5.10

6.84

£m

£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

0.00

1.80

1.78

1.78

1.78

0.00

0.00

5.06

5.06

5.05

5.05

5.05
1.55
1.20

0.00
0.70
0.00
1.10
1.40
0.30
0.40

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
3.90
14.40

0.00
0.10
0.00
1.10
1.30
0.30
0.40
1.60
0.00
4.80
4.83

The risk and
mitigation table has
been produced to
show the gross risk
position to ensure the
granularly of detail is
visible.
Potential risk has been
recognised in the FOT
position, with the
exception of £4.8m.

Reported Financial Position 17/18
Opening
Budget agreed
by Governing
Body
£'000

Change

Annual
Budget

£'000

£'000

Budget to
Variance
FOT
Expenditure
Date
to date Variance
to Date
£'000

£'000

£'000

£'000

Expenditure
Acute
Mental Health
Community
Continuing Care
Prescribing
Co‐Commissioning

295,385
48,658
40,972
34,317
64,545
56,561

‐4,243
‐286
12,847
761
‐2,650
‐1,900

291,143
48,373
53,819
35,078
61,895
54,661

194,262
32,248
35,879
23,385
41,263
36,441

206,882
32,333
36,234
21,756
41,662
36,441

12,620
85
354
‐1,629
399
0

17,793
155
884
‐1,290
511
0

Other Services
QIPP
QIPP ‐ Internal Recovery
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
0
4,926
2,780
2,804
2,781
550,383
7,633
7,633
558,016

3,812
13,609
2,019
‐4,304
‐282
0
‐2,461
16,924
‐11
‐11
16,913

21,043
‐6,968
2,019
623
2,499
2,804
320
567,307
7,622
7,622
574,929

14,423
‐4,645
1,346
671
0
2,804
213
378,291
5,081
5,081
383,372

14,709
0
0
133
0
0
213
390,362
4,847
4,847
395,210

286
4,645
‐1,346
‐538
0
‐2,804
0
12,072
‐234
‐234
11,838

168
6,815
‐11,615
‐807
0
‐2,804
0
9,810
‐184
‐184
9,625

Allocation
Allocation
Historic Bfwd Surplus from 16/17
Total Allocation
Surplus
Technical Surplus
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Total
NR
£'000
£'000
568,540
4,835
7,556
7,556
5,514
4,955
326 ‐ 1,249
178
178

Allocations Table

562,551
5,985
568,536

16,917
‐4
16,913

579,468
5,981
585,449

4,539

5,981

10,520

Opening Allocation
Received P3
Received P4
Received P5
Received P6
Elective care transformation on an STP basis
across Y&H
Early Diagnosis funding
Living with and beyond cancer funding
Cancer 62 day wait tranche 3 North funding
Cancer 62 day wait tranche 3 North funding
CYP IAPT Trainee staff support costs
Acute hospital UEC liaison mental health
services

290
1,555
138
73
102
21

Community Services Development Fund
Received P7
NCM Q3 vanguard funding ‐ Wakfield MCP
NCM Q3‐4 Local Evaluation funding
NCM Q3‐4 Local Evaluation funding ‐
Wakefield EHCH
Charge Exempt Overseas Visitor (CEOV)
Adjustment
Received P8
Total Allocation

‐

R
£'000
563,705
559
1,575
‐

290
1,555
138
73
102
21

40

40

483

483

2,702

2,702

788
74

788
74

34

34

263 ‐
263
633
633
585,449 19,610

‐

‐
565,839

Cash and Better Payment Practice Code
Cash

Better Payment Practice Code (BPPC)

Month 8 Cash Position
£000

P6

P7

P8

Cum YTD

Annual cash drawdown

570,031

572,733

572,410

Cash drawdowns from NHSE

40,000

41,000

45,000

334,000

Payments made by NHS BSA

5,157

5,238

5,003

40,094

45,157

46,238

50,003

374,094

Balance of Maximum Cash Drawdown left
Percentage of MCD utilised
Percentage of months completed in year

Closing bank balance
% of monthly drawdown

572,410 *

198,316
7.9%
8.3%

8.1%
8.3%

8.7%
8.3%

395
0.99%

347
0.85%

465
1.03%

65.4%
66.6%

* Note MCD is calculated on Revenue Resource Limit, excluding planned surplus, 1st April Bank
balance and technical ajustments
Given the financial forecast being off plan, it is likely that the MCD will be exceeded. A detailed
cash forecast is currently being drafted with an options plan for payments during quarter 4. The
CCG will be submitting a cash forecast and a request to access more cash as part of the period
9 process.
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Month 08 2017/18
Year To Date
Non NHS Creditors
Total bills cumulative
Total bills paid within target cumulative
Percentage of bills paid within target
NHS Creditors
Total bills cumulative
Total bills paid within target cumulative
Percentage of bills paid within target

Sep‐17
Oct‐17
Nov‐17
Number £000's Number £000's Number £000's

5,887 60,624
5,796 60,283
98% 99%

7,007 71,413
6,908 71,047
99% 99%

8,010 82,336
7,897 81,905
99% 99%

1,358 179,052
1,326 178,329
98% 100%

1,407 208,329
1,375 207,606
98% 100%

1,968 241,358
1,932 240,622
98% 100%

Statement of Financial Position analysis
Statement of Financial Position

Aged Debtors and Creditors

30‐Nov‐17 31‐Mar‐17
£000
£000
Non‐current Assets
Property, Plant & Equipment
Total Non‐current Assets

191
191

91
91

Current Assets
Inventories
Trade & Other Receivables
Cash & Cash Equivalents
Non‐current Assets held for Sale
Total Current Assets

582
2,280
465
0
3,327

582
2,030
678
0
3,290

Total Assets

3,518

3,381

Current Liabilities
Trade & Other Payables:
Provisions
Total Current Liabilities

(48,081)
0
(48,081)

(26,590)
(238)
(26,828)

Total Assets less Current Liabilities

(44,563)

(23,447)

0

0

Total Assets Employed

(44,563)

(23,447)

Financed by Taxpayers’ Equity
General Fund
Total Taxpayers’ Equity

(44,563)
(44,563)

(23,447)
(23,447)

Total Non‐current Liabilities
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Month 8 Receiveables past their due date
Sep‐17
Oct‐17
£000
£000
By up to three months
73
84
By three to six months
14
0
By more than 6 months
228
243
315
327

Nov‐17
£000
83
8
243
334

By more than six months Nov‐17
£170k ‐ WMDC for joint funded CHC patients 94k credit
currently being processed.
£43k ‐ NHSE Development of integrated hubs. £7,200 credit
raised and NHSE agreed to pay the remaining £36K

Month 8 Payables past their due date
Sep‐17
Oct‐17
Nov‐17
£000
£000
£000
By up to three months
1,558
2,344
2,143
By three to six months
1,311
725
516
By more than 6 months
2,237
1,268
1,199
5,106
4,337
3,858
By three to six months
£171k relates to Mid Yorks market rent increase and continence
£104k relates to Wakefield Council re CHC
£73k relates to 17/18 NHSPS. CCG awaiting the charging schedules
By more than 6 months
£418k relates to Wakefield Council re CHC; discussions are
currently on‐going
£153k relates to Mid Yorks Continence and market rent increase
£151 relates to NKCCG CHC and credits are currently
expected
£146k relates to MH invoices from cambian. Credits have
been agreed.

Reported Financial Position WY & H STP
Period 7 Position

Net Risk

In Year Surplus/(Deficit)
YTD In Year
Surplus/(Deficit)
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

£m

FOT In Year
Surplus/(Deficit) Month 7 Net Risk
Variance to Plan
£m

(4.4)
0.1
0.2
0.1
0.0
0.0
0.0
0.0
0.0
(1.1)
(8.6)
(13.7)

£m

(7.6)
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
(7.6)

0.0
0.0
0.0
0.0
0.0
0.0
0.0
(3.6)
(2.9)
(13.9)
(14.4)
(34.8)

Underlying Position

QIPP

YTD QIPP
Forecast QIPP
Variance to Plan Variance to Plan
£m
£m

(1.8)
(0.3)
(1.2)
(0.3)
(1.6)
(2.5)
(2.1)
(2.8)
(2.6)
(1.9)
(5.8)
(22.9)

(5.2)
(1.4)
(6.9)
(1.1)
(2.7)
(4.2)
(3.8)
(4.3)
(5.4)
(5.1)
(6.8)
(46.9)

2017/18 exit underlying
position
£m

(11.1)
(0.3)
4.2
1.2
1.2
2.6
3.7
(3.6)
(5.4)
5.3
4.2
2.0

- Wakefield CCG are reporting a £14.4m deterioration in their net risk position, this reflects system alignment risk with main acute provider and risks around QIPP delivery
- Harrogate CCG have deteriorated their FOT by £7.6m from month 6, overall risk adjusted adverse variance to plan remains £7.6m
- Net risk in North Kirklees reflective of the CCG's QIPP plans not delivering and the associated overtrade with the main acute provider and has increased by £2.4m from month 6.
- Year to date QIPP has deteriorated in 3 Leeds CCG's and is reflective of QIPP plans not delivering
- Deterioration in QIPP forecast for Bradford Districts CCG is in relation to slippage on a number of schemes but mainly in relation to those schemes with the main acute provider.
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%

(5.1)
(0.1)
(0.9)
(0.8)
(0.4)
(0.6)
(0.9)
(1.2)
(1.6)
2.0
0.7
0.1

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

25,793 14,708 40,501
0 10,374 10,374
349 2,919 3,268
3,222 2,683 5,905
0 3,342 3,342
791
0
791
3,150
0 3,150
10,148
0 10,148

(45)
(92)
(101)
(123)
(21)
(10)
345
(352)

Total BCF Pool Expenditure by scheme

43,281 14,121 20,475 77,877

43,452 34,026 77,478

(399)

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
10,148
3,660

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 10,148
0 3,660
9,632
3,342
418
7,046
3,925
850
8,813
0

Full
Year
£'000
0
0
(352)
225

9,981
3,342
418
7,046
3,925
850
8,813
3,941

(76)
(21)
(8)
(406)
(60)
0
(0)
300

43,452 34,026 77,478

(399)

Agenda item : 17a(i)
NHS Wakefield Clinical Commissioning Group
AUDIT COMMITTEE
Minutes of the meeting held on 26 September 2017

Present:

In
Attendance:

Sandra Cheseldine
(Chair)
Dr Adam Sheppard
Richard Hindley

Lay Member

Lorraine Chapman

Head of Contracting and Performance (item
17/106)
Audit Yorkshire
KPMG
Chief Finance Officer
Strategic Projects Accountant
Audit Yorkshire
Interim Governance & Board Secretary and
Minute Taker

Jonathan Hodgson
Matthew Moore
Andrew Pepper
Adam Robertshaw
Olivia Townsend
Gareth Webb

17/96

Nominated Clinical Member
Lay Member

Welcome and Chair’s opening remarks
Sandra Cheseldine welcomed everyone to the meeting.

17/97

Apologies for absence
Apologies for absence were received from Dr Clive Harries, Dr Deborah
Hallott, Karen Parkin, Steve Moss, Steve Nicholls and Rob Jones.

17/98

Declarations of interest
Sandra Cheseldine invited members to declare conflicts of interest. No
declarations of interest were declared.

17/99

Minutes of the meetings held on 27 July 2017
Olivia Townsend requested that the minute: 17/91 Anti-Crime Progress
Report which described her visit arrangements to Wakefield CCG to be
corrected to twice a month instead of weekly.
Apart from the one amendment the minutes of the meeting held on 27 July
2017 were agreed as a correct record.

17/100 Action sheet from the meeting held on 27 July 2017
Action: 17/84 - Clarify the current position regarding Marie Stopes Clinic
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Gareth Webb presented the response paper written by Phillip Godfrey
which clarified the current position as agreed by Clinical Cabinet in October
2016.
The Audit Committee agreed that the action was completed.
The action sheet from the meeting held on 27 July 2017 was noted and
remaining ongoing actions carried forward to December 2017 Committee.
17/101 NHS Wakefield CCG Mid-Year Committee progress and assurance
report
Gareth Webb presented the Mid-Year Committee progress and assurance
report.
Audit Committee
Jonathan Hodgson requested that the Self-assessment presentation by
Internal Audit which is down on the plan for February 2018 be moved to the
next Audit Committee on 5 December 2017. It was agreed that the item be
included in the next Audit Committee Agenda.
Andrew Pepper was unable to find the Financial Control Assessment on the
plan. He was aware that that there was an intention to do this each year.
As an action this was to be included on the plan and the most appropriate
date identified.
Connecting Care Committee
Andrew Pepper stated that on the work plan there were a lot of red areas
with items missing the planned dates however this could be due to the state
of flux of the Better Care Fund. Following discussion it was agreed that this
is a new developing committee which is going through a settling in period.
Clinical Cabinet
Sandra Cheseldine drew attention to the table which had ticks on the
schedule but had not been highlighted Red or Green so was unsure
whether the committee had been meeting its requirements. Dr Sheppard
was not in a position to provide any additional information to clarify. It was
therefore agreed further information to clarify will be presented at the next
meeting.
Integrated Governance Committee (IGC)
The Audit Committee recognised the scope and work of the Integrated
Governance Committee. Following discussion it was agreed that there
should be greater communication between IGC and Clinical Cabinet and
the Chairs’ of both committees could meet to be more proactive to improve
flow of information including informing of areas of focus i.e. potential for a
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deep dive into 4 hour waits.
Probity Committee
Richard Hindley informed the committee that the Probity Committee had
increased its number of meetings due to its increasing workload e.g. Cocommissioning and Practice Resilience.
It was RESOLVED that:
i)
ii)

iii)

note the mid-year committee progress reports, including progress
made against agreed work plans;
apart from clarifying the ticks in Clinical Cabinet the Audit Committee
agreed that the mid-year committee progress reports provide
appropriate assurance; and
no items for escalation to the Governing Body.

17/102 Audit Committee Terms of Reference Review
Gareth Webb presented the proposed amendments to the Audit Committee
Terms of Reference. Richard Hindley asked for the rationale for removing a
statement from page 5 of the paper relating to the Integrated Governance
Committee. Sandra responded by stating that the statement was historic in
that there were fewer committees and IGC was a prominent committee.
However with the introduction of Probity and Connecting Care the
statement had become redundant. An optional clause re the secondment of
a Chair of an Audit Committee from another local CCG should the need
arise in exceptional circumstances was deemed unnecessary and that
emergency decisions could be made if and when the need arose.
It was RESOLVED that:
i)
ii)

the Audit committee considered the proposed amendments to the
Audit Committee terms of reference;
apart from the change in one clause the Audit Committee approved the
amendments to go to Governing Body.

17/103 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
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It was RESOLVED that:
i)

the Audit Committee noted the Governance Exceptions Report

17/104 Governing Body Assurance Framework (GBAF) update
Gareth Webb presented the GBAF stating the process the paper had been
through before presenting at the Audit Committee. The Committee was
informed of the Governing Body training which is being delivered by internal
audit at the 10th of October Governing Body development session. Sandra
asked that the training include the understanding between a control and
assurance and that the original principal of keeping the risk on a single
page with key information should be re-emphasised and that any additional
information behind the risk should be held by the presenter of the paper to
refer to if responding to further questions. Jonathon stated he would provide
Sandra with some examples from other trusts’ GBAFs ahead of the next
committee as potential examples of good practice.
It was RESOLVED that:
i)
ii)

note the development of the Governing Body Assurance Framework
(GBAF);
note the updated 2017/18 Assurance Framework for NHS Wakefield
Clinical Commissioning Group which was approved by the Governing
Body on 19 September 2017.

17/105 Continuing Health Care Case to facilitate a decision on out of
court settlement
Gareth Webb provided a summary explanation of the paper and the details
of why, as a variation of the normal financial process invoked by the Chief
Officer, this paper had been reported to the Audit Committee. Sandra
expressed disappointment that this case had got as far as the court and that
any costs were incurred. There was also a question as to why the funding
for this would be made by ex gratia payment rather than through the CHC
budget. The response was that the payment was to be made as an out of
court settlement rather than agreed as part of the normal CHC funding.
However this would be looked into with discussions between Andrew and
our external auditors for how this should show in the accounts. Concerns
were expressed about CHC and progress from the last audit that internal
audit had completed. The Audit Committee requested for the next
committee meeting assurances that there are no other other cases similar
to this that the CCG and Audit Committee should be aware of and a
confirmation that this case had been settled.
It was RESOLVED that:
The Audit Committee noted the report which provides an explanation of the
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reasons for taking action in variance to financial policies and requested from
CHC assurances that there are no other similar cases that the Audit
Committee should be aware of and confirmation that this case had been
settled.
Action: Report to Audit Committee confirming settlement of the case
and an update on whether there are any similar cases in CHC.
17/106 Register of Procurement Decisions Update
Lorraine Chapman presented the Procurement Decision Update. Stating no
healthcare contracts had been awarded by open tender but there was a
new contract tender waiver with Conexus.
It was RESOLVED that:
i)
ii)

the Audit Committee received the Register of Procurement Decisions;
and
the Audit Committed approved for publication on the CCG website

17/107 Annual Accounts 2016/17 – Confirmation of Consolidation and
Laying Before Parliament
Andrew Pepper stated that the Annual Accounts 2016/17 – Confirmation of
Consolidation had been laid before Parliament unqualified. Congratulations
were provided.
It was RESOLVED that:
i)

the Audit Committee noted that the NHSE accounts were laid before
Parliament on time and with no qualification

17/108 2016/17 Capita ISAE3402
Andrew Pepper presented the paper regarding long running issues with
Capita and assurance statements, qualified opinion and the additional work
required by our auditors. This paper goes in some way to provide
assurance about the approaches taken by the CCG and its auditors
although this has been going on for some time. However it was recognised
that our controls incorporated were making up for Capita’s lack of controls.
It was RESOLVED that:
i)

the Committee note the improvement plan being developed between
NHSE and Capita and its possible limitations together with the
additional extra testing by the external auditors

17/109 Shared Business Services Disaster Recovery Plan Update
Andrew Pepper stated the paper provided an update to Audit on recent
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activity in relation to disaster recovery to provide the Committee with
assurance.
It was RESOLVED that:
i)

the Audit Committee noted the recent SBS Disaster Recovery Plan
exercise and the successful conclusion of the same.

17/110 HMRC New approach to VAT errors
Andrew Pepper stated that the paper was presented for information.
Andrew was confident that the CCG had the right processes in place with
good advisers supporting the Finance team.
It was RESOLVED that:
The Audit Committee noted the recent and continuing initiative by HMRC to
reduce their perception of inaccuracies by NHS bodies, and the steps being
taken by the CCG to ensure no errors have been made.
17/111 Update on West Wakefield VAT
Adam Robertshaw presented the paper reporting on the update from the
paper on:







HMRC Ruling Date
Accounting Treatment Update
Expert opinion update
Scale of MCP VAT liability update
Risk and financial implications update
Progress of the underwriting agreement

It was agreed that if nothing changes on this then Audit will only need a
year end position on this item.
It was RESOLVED that:
The Audit Committee noted the Update on West Wakefield VAT
17/112 Internal Audit Progress Report
Jonathon Hodgson presented a summary of the Internal Audit Progress
Report:
 Finalised the business intelligence report with significant assurance.
 Commenced 17/18 Audit Plan which includes management request
involving Eastmoor and a financial sustainability review. Testing has
concluded and a draft report is with management for comments including
agreeing the action plan.
 Completed workings arrangements with contract management providing
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significant assurance with draft report and again waiting for feedback.
 Met with Ruth Unwin to discuss the GBAF workshop.
 Emergency Preparedness has been put on hold following advice from
Jason Storey. It will be picked up on a retrospective basis.
 Outlined the changes to Appendix B and the Follow up recommendations
with the highlighted sections having been completed and will be removed
from the tracker.
It was RESOLVED that:
The Audit Committee is asked to note the progress made against the
2016/17 and 2017/18 Internal Audit plan.
17/112 Anti-Crime Progress Report
Olivia Townsend presented this report providing a summary of:
 The anti-crime work undertaken so far during 2017/18. Only a few
members of staff had attended the mandatory training however Olivia
now had a list of those who still need to attend. Andrew Pepper advised
Olivia to send the list to Directors for them to validate the list and ensure
compliance.
 Two more Blogs on Skyline which have been presented in an informal
manner to encourage readership.
 A Prescription response referral had been received which is currently
ongoing.
 Following up on a potential reported conflict of interest but no evidence
had been found however some advice had been passed on to HR and
recruitment.
 Selected for a quality assessment by NHS Protect. This is not out of the
ordinary with the Self Review Tool and should be of no concern
 Security Management Update
 NHS Protect statistics taxonomy report presented for information.
It was RESOLVED that:
The Audit Committee is asked to note the progress made against the AntiCrime Progress Report.
17/113 External Audit Technical Update
Matthew Moore 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)

the Audit Committee noted the External Audit Technical Update

17/114 Reports of economic crime in the NHS
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The report was for information.
It was RESOLVED that:
The Audit Committee noted the reports of economic crime in the NHS
17/115 NHS Protect Annual Report 2016/17
The report was for information.
It was RESOLVED that:
The Audit Committee noted the NHS Protect Annual Report 2016/17.
17/116 Any other business
None
17/117 Date and time of next meeting
Tuesday, 5 December 2017, 1.00 to 3.00 pm, Boardroom,
White Rose House
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Agenda item: 17b(i)
NHS Wakefield Clinical Commissioning Group
INTEGRATED GOVERNANCE COMMITTEE
Minutes of the Meeting held on 19 October 2017
Present:

Richard Hindley(Chair)
Dr Phillip Earnshaw
Dr Pravin Jayakumar
Jo Pollard

Lay Member
Nominated Clinical Member
Nominated Clinical Member
Chief Officer

In Attendance:

Susan Allan-Kirk
Emma Bownas

HQ Services Manager (item 17/225)
Senior Quality Manager, Greater
Huddersfield CCG (item 17/218)
Lay Member
Head of Quality & Engagement (item
17/190)
Head of Medicines Optimisation (item
17/193)
Research Manager WY R&D (item
17/223)
Minute taker
System Resilience Manager (item
17/222)
Performance & Intelligence Manager
(item 17/
Governance Officer (item 17/224)
Principal Contracts Manager, Greater
Huddersfield CCG (item 17/218)
Associate Director of Corporate
Affairs
Health & Safety Manager, SWYPFT
(item 17/225)

Sandra Cheseldine
Laura Elliott
Jo Fitzpatrick
Stella Johnson
Angela Peatfield
Andrew Singleton
Natalie Tolson
Pam Vaines
Sibghat Ullah
Ruth Unwin
Roland Webb

17/213

Apologies for Absence
Apologies were received from Jo Webster, Andrew Pepper, Pat Keane
and Stephen Hardy.

17/214

Declarations of Interest
No declarations of interest were declared.

17/215

Minutes of the Meeting held on 21 September 2017
The minutes of the meeting held on 21 September 2017 were approved
subject to the following amendment:
17/190 – Integrated Quality and Performance Report
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“Sandra Cheseldine referred to the 18 weeks performance target and
although it is reported that the backlog is clearing, it appears it is
increasing due to the MYHT overtrade”. This should read:
“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.”
17/216

Action Sheet from the Meeting held on 21 September 2017
17/190 – Integrated Quality and Performance Report
Jo Pollard gave a verbal update confirming that, following a discussion
with Dr Greg Connor regarding the support for poorer performing
practices, a framework is being developed to clarify the approach to
monitoring primary care issues. It was noted that a recent primary care
event on quality attended by several organisations provided useful soft
intelligence and identified issues which will form part of the framework.
This framework will be presented at a future IGC meeting.
All other actions were noted.

17/217

Matters Arising
There were no matters arising.

17/218

West Yorkshire Urgent Care Independent Review
Sibghat Ullah and Emma Bownas attended the meeting to give a
presentation following the West Yorkshire Urgent Care Independent
Review. The following are the key findings from the review:





Demand has increased
The service has been underperforming in terms of timeliness
There are opportunities to improve productivity
Need to work together across the system to resolve issues

Recommendations from the review included; develop a framework for
joint working, incorporate key work streams as part of the action plan and
establish a regular group to review the action plan.
A discussion followed and it was acknowledged that these issues are
being experienced nationally. Dr Pravin Jayakumar queried whether
varying the skill mix of the workforce had been considered and Sibghat
confirmed that this has been considered and is included in the action
plan. Dr Phil Earnshaw commented that as the services evolve it is
important that contracts are flexible to ensure integrated care can be
achieved.

It was acknowledged there is a need to ‘think differently’ in how services
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are commissioned and contracts developed, to facilitate a provider
alliance which is being encouraged by NHS England. It is anticipated
there will be a year of transition to develop the new contracts and
achieve integrated care.
It was noted that the Contract Management Board receive a regular
report detailing findings from pathway audits and sharing any learning.
All contracts include a Quality Impact Assessment to understand any
risks. Processes are then strengthened to mitigate the risk. To continue
the robust approach to monitoring quality and risk it was agreed that a
regular update will be included in the monthly Integrated Quality and
Performance report.
It was RESOLVED that:
i)
17/219

the Committee noted the presentation

Integrated Governance Committee Draft Revised Terms of
Reference
Ruth Unwin presented the draft revised Terms of Reference detailing the
proposed changes. The CCG is currently exploring changes to the
Constitution which are likely to impact on the role of all committees when
these are fully worked through.
A discussion took place and it was agreed the following proposed
amendments will be presented to the Governing Body for approval.
There will be two/three GP elected members, although only one GP will
be required to attend the meeting. There will be no nurse representative
as part of the membership.
It was noted that the scheme of delegation will be amended to reflect the
changes to the Terms of Reference.
It was RESOLVED that:
i)

17/220

the Committee supported the proposed changes to the membership
for consideration by the Governing body

Integrated Quality and Performance Report
Laura Elliott and Natalie Tolson attended the meeting to present the
report detailing the current performance against the CCG strategic
objectives and Quality Premium. The report has been revised this month
to fit in line with acute commissioning and place-based reporting.
Natalie advised that the CCG is under performing in all of the six
performance domains and the detail of the performance for each domain;
access to cancer diagnosis and treatment; a step change in the
productivity of elective care; access to the highest quality urgent and
emergency care; mental health service transformation; system wide
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quality measures and citizen participation and empowerment is available
within the summary report. A link is included in the report to the full
interactive Integrated Quality and Performance Report which is live on
the CCG’s intranet.
Natalie highlighted the following from the report noting that MYHT are
working hard to improve performance:





Performance against national constitutional targets, in particular A&E,
Referral to Treatment, Diagnostics and cancer waiting times;
Dementia diagnosis rates;
Yorkshire Ambulance Service response times
Quality Premium

A discussion followed and it was acknowledged that the main areas of
concern are the current financial situation and the A&E and cancer
targets.
Laura Elliott referred to the latest edition of the Care Quality Commission
(CQC) report which confirms an overall rating of ‘requires improvement’.
The CQC found that the Trust had improved in some areas, particularly
within community services.
The IQP summary report details the next steps and 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. 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 and the
proposed actions in response to issues identified.
Outcomes and action from the CQC are discussed monthly at the MYHT
Executive Quality Board and Trust colleagues will present to the
Wakefield CCG Governing Body in November 2017.
Laura referred to the MYHT Mortality rates advising that over the past six
months there has been a reduction in the rates to within the expected
range and MYHT Mortality Rates are now better than the national
average.
It was noted that following the National Chronic Obstructive Pulmonary
Disease (COPD) Audit Programme, MYHT was rated in the top 10
nationally, achieving 78% best practice tariff.
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 &
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Performance Report.
17/221

National Quality Board guidance – Quality Surveillance Groups and
Risk Summits
Jo Pollard presented this paper providing an update on the content of the
recently updated guidance from the National Quality Board regarding
Quality Surveillance Groups (QSGs) and Risk Summits.
It was confirmed at the West Yorkshire and Harrogate QSG in
September 2017 that NHS England locally would be reviewing
membership to reflect the guidance. The QSG guidance recommends
that CCGs should identify one individual as their QSG representative. It
was noted that Wakefield CCG’s representative is Jo Pollard.
It was RESOLVED that:
i)

17/222

the Committee noted the contents of the attached report and the
guidance documents

Emergency Preparedness Resilience & Response (EPRR)
Andrew Singleton attended the meeting to present this paper explaining
that all NHS funded organisations are required to carry out an annual
self-assessment against the NHS England EPRR core standards. Each
year the core standards contain a ‘deep dive’ on a specific area and this
year it is governance. Wakefield CCG submitted a self-assessment
rating of full compliance against the core standards for 2017.
A copy of the Fuel Plan which contains tactical options to support the
CCG maintaining functionality in the event of fuel disruption was also
shared for information.
Following Northern Lincolnshire and Goole Hospitals NHS Foundation
Trust and Leeds Teaching Hospitals Trust reporting IT related major
incidents in the past 12 months, NHS England requested that all
organisations consider these reports and implement any actions. The
CCG’s action plan was shared for information.
An EPRR workplan has also been developed containing work priorities
for 2017/18 noting that further on call training is to be scheduled for
senior managers.
The EPRR annual report was shared for information and Andrew advised
that work is underway to develop a Memorandum of Understanding with
all partners who would be involved in an avian flu outbreak or any other
outbreak of infectious disease. It is anticipated that this will be
completed and approved by the end of 2017.
A discussion followed and the issue of cyber attacks was raised and
assurance sought that the appropriate processes and back-up systems
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were in place. It was noted that following the recent cyber incident which
affected a number of NHS organisations, the CCG undertook a review to
identify learning and the Business Continuity Plan was updated to reflect
the learning. The updated plan was shared with the Committee in July
2017. It was noted that Mid Yorkshire NHS Hospitals Trust recently had
issues with their IT systems. An update on any learning from this
incident would be discussed at the MYHT Executive Quality Board at its
meeting on 19 October 2017.
It was RESOLVED that:
i)

ii)
iii)
iv)

v)
17/223

the Committee approved the Wakefield CCG self-assessment
against the NHS England EPRR core standards as part of the
EPRR assurance process and action plan;
noted the revised EPRR Work Plan;
noted the CCG fuel plan;
noted the action plan following review of North Lincolnshire and
Goole Hospitals NHS Foundation Trust and Leeds Teaching
Hospitals Trust IT major incident reports; and
noted the EPRR.

Research Activity Update – Q1 & Q2 2017/18
Stella Johnson attended the meeting to present this paper advising that
during the first half of 2017/18 the West Yorkshire Research and
Development team (WY R&D) has received Health Research Authority
(HRA) approval on eight studies on behalf of the CCG.
It was noted that funding has been received for Supporting Timely
Engagement with Palliative Care (STEP) and this contract will
commence on 1 November 2017 for three years. Funding has also been
sought for a follow up STEP Alert and confirmation of funding is awaited.
Following the results of the audit and feedback programme regarding the
Campaign to Reduce Opioid Prescribing, the R&D team will be working
with Heads of Medicines Optimisation across the West Yorkshire CCGs
to look at the current prescribing activity for neuropathic pain
management.
Stella advised that the WY R&D team attended the Network 6 practice
meeting in September 2017 to talk to practices about participating in
research. A discussion followed and Jo Pollard suggested that Stella
Johnson contact Kerry Munday who is part of the GP Workforce
Academy as an additional sign posting opportunity with GP practices. Jo
Pollard agreed to forward Kerry Munday’s contact details to Stella.
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It was RESOLVED that:
i)

17/224

the Committee noted this report as a summary of research activities
for Quarters 1 and 2 of 2017/18

Incident Report Q2 2017/18
Pam Vaines attended the meeting to present the Q2 Incident Report
advising that there were 25 reported incidents in the period which was a
slight decrease on incidents reported during Q1.
The key area of incident reporting continues to relate to information
governance issues with 16 incidents falling within this category.
Pam asked the Committee whether a six monthly report would be more
appropriate with the low number of incidents being reported. Following a
discussion the Committee agreed to receive a report on a six monthly
basis in future.
It was RESOLVED that:
i)
ii)

17/225

the Committee noted the incidents reported during Quarter 2
2017/18; and
agreed to receive the report on a six monthly basis in future.

Health & Safety Report Q2 2017/18
Roland Webb and Susan Allan-Kirk attended the meeting to present this
report providing details of reported health and safety incidents.
Following an incident relating to collapsed tambour unit drawers, an
assessment was conducted noting that the drawers had collapsed under
the weight of files stored coupled with aging equipment. These units
have now been replaced with four drawer cabinets and staff are
requested not to overfill the drawers.
At a recent staff briefing staff were encouraged to notify the
Headquarters Services Manager of any problems with office equipment
as soon as possible so the issue can be dealt with in a timely manner.
Following an incident of a member of staff attending a Patient Reference
Group Meeting in the community when a pre-booked taxi did not arrive, a
review of the Lone Worker Policy and general travel at work
arrangements will be taking place during the quarter three period.
It was RESOLVED that:
i)

the Committee noted the Health & Safety incidents reported during
Quarter 2 2017/18
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17/226

White Rose House Lease
Ruth Unwin gave a verbal update regarding the unsigned lease for White
Rose House. Ruth advised that if the CCG agreed to sign the lease it
would be responsible for the fabric of the building. A discussion followed
and Committee members requested that confirmation of what this entails
needs to be carefully considered, including whether if the CCG ceased to
use the building, would the building need to be returned to its original
state? It was suggested that a survey of the building is undertaken prior
to signing of the lease to identify any faults.
Another option would be to consider alternative premises. The risk score
on the risk register has been reviewed to reflect the current issues.
It was RESOLVED that:
i)

17/227

the Committee noted the verbal update

Finance Report Month 6 2017/18
Karen Parkin presented this report noting that 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 mitigations are currently
being worked through to move towards a financial balance.
The CCG continues to work collaboratively with North Kirklees CCG and
Mid Yorkshire Hospitals NHS Trust (MYHT) to reduce system risk. Total
gross risk as described at a regulator meeting held on 4 October is
c£40m. The three organisations have been asked to submit joint plans
by 27 October to mitigate risk. The main areas of adverse forecast outturn are:
MYHT
Other NHS
QIPP Delivery Risk

£10.9m
£ 1.9m
£ 6.8m

This is offset in part by undertrades in Continuing Health Care, utilisation
of Contingency and the residual mitigation relates to assumed schemes
still to crystallise.
NHS England carried out an initial ‘deep dive’ into the financial
monitoring and forecasting of the CCG. North East Commissioning
Support (NECS) visited the CCG on 18 October and will be visiting again
on 25 October to review the CCG’s QIPP. They have met with Directors
and the Chair of the Audit Committee.
A further regulator meeting is scheduled to take place on 27 November
where a ‘plan on a page’ will be presented. A meeting will take place
prior to this date between North Kirklees CCG, MYHT and Wakefield
CCG to discuss the draft ‘plan on a page’.
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A discussion followed and Richard Hindley suggested that the ‘plan on a
page’ is shared with IGC members. Karen Parkin also produces a
weekly reflection article and it was agreed this would also be shared with
IGC members to provide the most up to date position on current issues.
The CCG are considering all options to mitigate the risk of the current
financial situation and discussions are ongoing as to what the CCG could
cease or postpone from doing to enable the organisation to retain
internal control. It was acknowledged that everything possible is being
done to achieve a balanced position..
It was RESOLVED that:
i)
17/228

the Committee noted the content of the report

QIPP Report Month 6 2017/18
Karen Parkin presented this report providing details of the progress
made regarding the QIPP schemes noting that further schemes have
been transacted/vired to the respective budget area this month and more
virements are planned for Month 7 as the detail of the various
schemes/projects is completed and Contract Variations are signed.
Reporting of the QIPP delivery in the Prescribing areas is now included
since the last report. Other areas including MCP Impact and Care Home
Vanguards are in development.
It was RESOLVED that:
i)

17/229

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)

Mid Yorkshire Hospitals NHS Trust Executive Quality Board –
minutes of meeting held on 17 August 2017
Quality Intelligence Group – minutes of meeting held on 12
September 2017
South West Yorkshire Partnership Foundation Trust - minutes of
meeting held on 1 September 2017
YAS 999 Contract Management Board – minutes of meeting held on
24 August 2017
999/111 Joint Quality Board – minutes of meetings held on 21
March and 29 June 2017

It was RESOLVED that:
the Committee noted the minutes of meetings
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17/230

Consider future topics for Deep Dive
Following discussion it was agreed that a deep dive regarding Finance
will be presented at the November meeting and a copy of the report
being presented to the Regulator will be shared with Committee
members.

17/231

Any other business
None

17/232

Date and time of next meeting:
Thursday, 16 November 2017, 9.00 am to 12 noon in the Seminar Room,
White Rose House.
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Agenda item: 17b(ii)
NHS Wakefield Clinical Commissioning Group
INTEGRATED GOVERNANCE COMMITTEE
Minutes of the Meeting held on 16 November 2017
Present:

Richard Hindley(Chair)
Dr Phillip Earnshaw
Dr Pravin Jayakumar
Stephen Hardy
Andrew Pepper
Jo Webster

Lay Member
Nominated Clinical Member
Nominated Clinical Member
Lay Member
Chief Finance Officer
Chief Officer

In Attendance:

Marie Bedford
Sandra Cheseldine
Lucy Dyson
Laura Elliott

Head of Finance (item 17/247)
Lay Member
Quality Co-ordinator (item 17/249)
Head of Quality and Engagement
(item 17/249
Commissioning Accountant (item
17/247)
Equality Manager (item 17/250)

Liz Goodson
Sarah MacKenzieCooper
Karen Parkin

Associate Director Finance &
Contracting
Minute taker
Interim Head of Strategic Finance
(item 17/247)
Head of Safeguarding (Deputising for
Jo Pollard)
Performance & Intelligence Manager
(item 17/249)
Associate Director of Corporate
Affairs

Angela Peatfield
Adam Robertshaw
Mandy Sheffield
Natalie Tolson
Ruth Unwin

17/242

Apologies for Absence
Apologies were received from Jo Pollard and Pat Keane.

17/243

Declarations of Interest
No declarations of interest were declared.

17/244

Minutes of the Meeting held on 19 October 2017
The minutes of the meeting held on 19 October 2017 were approved
subject to the following amendment:
17/227 – Finance Report Month 6 2017/18
In the paragraph on page 8 which begins “NHS England carried out an
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initial ‘deep dive’ into the financial monitoring…” the last sentence should
read: “They have met with Directors and the Chair of Integrated
Governance Committee”.
17/245

Action Sheet from the Meeting held on 19 October 2017
17/190 – Integrated Quality and Performance Report
All actions were noted. The Information Governance Presentation has
been postponed to a future meeting.

17/246

Matters Arising
There were no matters arising.

17/247

Proposal to establish a sub committee to oversee financial recovery
Ruth Unwin presented the proposal to establish a sub-committee of the
Integrated Governance Committee for a time limited period to oversee
the current financial recovery ensuring this links with the QIPP agenda.
The sub-committee will not have any executive functions but will monitor
delivery of plans and scrutinise any decisions to commit expenditure over
an agreed value. This will provide additional assurance to the Governing
Body and member practices and also ensure there is engagement from
member practices. It is proposed that the sub-committee will make
recommendations to the Governing Body on decisions to commit
expenditure or postpone, avoid or fund where appropriate.
A discussion took place on the role of the committee and its interdependence with the Integrated Governance Committee. Membership of
the sub-committee was discussed and it was proposed that this would
include the following:










Chief Officer
Chair of Integrated Governance Committee (Chair)
Chair of the CCG
Chief Finance Officer
Associate Director of Corporate Affairs
Turnaround Director (yet to be appointed)
Chief Nurse
Two clinical members of the Governing Body
One network chair representative

Chair of Audit Committee in attendance along with other Directors, staff
etc. as appropriate.
It was agreed that the Terms of Reference would be presented to the
Integrated Governance Committee for approval.
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It was agreed that the sub-committee need to be able to challenge
financial decisions and it was proposed that the Monthly Finance Report
would be presented to the sub-committee to enable a detailed discussion
of the content. A brief summary of the Monthly Finance Report will then
be presented at the Integrated Governance meetings.
As the sub-committee is going to meet on a fortnightly basis the form of
the meeting will be verbal presentations with the suggestion that it could
have a similar approach to that of the QIPP clinics.
This will be an agile group and if it is appropriate the membership can be
reviewed. Communication across the CCG and with member practices
is important and this will be part of the role of the Turnaround Director.
The first meeting of the group will take place on 28 November 2017.
It was RESOLVED that:
i)
ii)

17/248

the Committee agreed to the setting up of a Finance Turnaround
sub-committee of the Integrated Governance Committee; and
the Terms of Reference would be presented to the Integrated
Governance Committee for approval .

Finance Presentation
Andrew Pepper re-iterated the presentation that had been given in the
private session of the Governing Body on 14 November including the
reported gross risk position; summary of the risks and mitigations at
period 7; menu of opportunities and planning for 2018/19. It was noted
that the Month 7 Finance Report had also been discussed at the 14
November Governing Body meeting.
The Month 7 QIPP report was discussed including an update of further
schemes that have been transacted/vired to the respective budget area
this month. More virements are planned for Month 8 as the detail of the
various schemes/projects is completed and Contract Variations are
signed.
Andrew Pepper advised that he met with the North East Commissioning
Support (NECS) team who are currently offering their support to the CCG
with no cost attached. They are currently providing support in four areas:
Continuing Health Care; Contract challenges; Orthopaedic pathways of
knee and hip surgery and strengthening the support of the Programme
Management Office (PMO). It was suggested that NECS could also
provide support to the CCG on the ‘plans on a page’.
It was noted that the CCG had issued a Contract Performance Challenge
to MYHT. A discussion followed regarding the overtrade position at
MYHT. It was agreed that if there is a proposal to stop providing a
service it would be necessary for this discussion to be held at the newly
established Finance Turnaround sub-committee detailing the reasons
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and the financial implications.
It was acknowledged that it is important to consider long term financial
implications and any changes to services following the Budget
announcement next week.
Jo Webster referred to the large number of unpaid invoices and noted
actions were in place to resolve this issue. Dr Phil Earnshaw requested
more detailed information in relation to aged debtors to be included in the
next Finance Report.
It was RESOLVED that:
i)
ii)
iii)
17/249

the Committee noted the presentation;
noted the Month 7 Finance Report; and
noted the Month 7 QIPP report.

Integrated Quality and Performance Report
Natalie Tolson, Laura Elliott and Lucy Dyson attended the meeting to
present this report which has been revised this month to fit in line with
acute commissioning and place based reporting.
It was noted that the report was discussed in detail at the Governing
Body meeting on 14 November and actions are in place to address the
under-performance in all of the six performance domains.
Laura Elliott advised that the Care Quality Commission had re-visited
Eastmoor Medical Centre and have stepped down on the enhanced
surveillance. Following a number of quality concerns identified by the
CCG at Maybush Medical Centre a Quality Assurance Visit took place on
28 September 2017 and the Quality Team is currently working with the
practice to develop an improvement plan. Dr Phil Earnshaw will be
visiting the practice shortly to discuss the improvement plan and identify
the support that the CCG can provide.
Laura Elliott advised that the CCG had re-visited the Hip Fracture Unit at
MYHT. Dr Phil Earnshaw commented that the visit was not satisfactory
and raised concerns regarding therapy sessions and that patients are not
being mobilised. Written feedback on the concerns raised will be
presented and discussed at the MYHT Executive Quality Board.
Workforce recruitment was discussed and Laura Elliott advised that there
has been an improvement in the recruitment of Health Care Assistants
and currently there are no midwife vacancies. Significant work is
underway to recruit and retain staff and this was acknowledged by
members of the Committee.
It was RESOLVED that:
i)

the Committee noted the current performance against the CCG
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ii)
iii)

17/250

strategic objectives and Quality Premium;
noted the actions being taken to address areas of performance; and
noted the revised amendments to the Integrated Quality &
Performance Report.

Equality and Diversity Update
Sarah MacKenzie-Cooper attended the meeting to present this report to
provide assurance on the delivery of equality within the CCG. The report
includes the Workforce Race Equality Standard (WRES) and equality
objectives for approval.
Sarah referred to the Workforce Race Equality Standard 2017 report. For
the period 1 April 2016 to 31 March 2017 the relative likelihood of white
staff being appointed from shortlisting compared to BME staff is 1.7 times
greater. It was noted that training sessions have been scheduled for
recruiting managers to attend. This training will include fair recruitment
and selection processes in line with legislation and the organisational
policy.
The Equality objectives for 2017 to 20121have been developed and
aligned with the three aims of the general duty to eliminate
discrimination, harassment and victimisation; and advance equality of
opportunity and foster good relations. The progress on the objectives
was monitored by the Committee and reported annually in the Public
Sector Equality Duty report.
It was RESOLVED that:
i)
ii)
iii)

17/251

the Committee noted the contents of the paper and appendices for
information;
approved the Workforce Race Equality Standard report and actions;
and
approved the proposed Equality Objectives for 2017/2021

Safeguarding Children and Vulnerable Adults Commissioning
Policy
Mandy Sheffield presented this revised policy and advised that there
have been no changes and the policy was presented for re-validation. Dr
Pravin Jayakumar noted that Female Genital Mutilation (FGM) is not
covered in the policy. Mandy confirmed that this is included as part of
the Adults at Risk process.
A query was raised whether we seek assurance from providers that they
have safeguarding processes in place. Mandy responded that this may
well be covered as part of the contract and would seek to confirm this
and update the appendix accordingly. An update will be provided at the
next Integrated Governance Committee.
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It was RESOLVED that:
i)

17/252

the Committee agreed to approve the policy subject to an update
being received at the next meeting regarding the query above

CQC Children Looked After and Safeguarding Inspection Action
Plan
Mandy Sheffield presented this paper. The NHS Wakefield CCG hosted
the Care Quality Inspection of Children Looked after and Safeguarding
(CLAS) in December 2015. The resulting recommendations were
formulated into an action plan for the three key agencies: the CCG,
South West Yorkshire Partnership NHS Foundation Trust and Mid
Yorkshire Hospitals Trust. This paper provides an update in relation to
the completion of actions across the NHS and that all the
recommendations have now been achieved. It was noted that a paper
will also be presented to the Wakefield District Safeguarding Children
Board to inform them of the completion of the recommendations.
Sandra Cheseldine queried whether there was any evidence that GP
practices were using the tool developed as part of the action plan.
Mandy responded that all practices had been encouraged to use the tool
but this is not mandatory. Dr Pravin Jayakumar commented that
practices are aware of their safeguarding responsibilities and it is up to
the individual GP practice whether they wish to amend their processes
and make use of the tool developed.
It was suggested that when information is shared with GP practices it
may be helpful to mention if this relates to a requirement by the Care
Quality Commission.
It was RESOLVED that:
i)

17/253

the Committee accepted the final action plan and noted the
assurance provided

Finance Report Month 7
This item was covered as part of the 17/248 – Finance Presentation
It was RESOLVED that:
i)

17/254

the Committee noted the content of the Finance Report Month 7

QIPP Report Month 7
This item was covered as part of the 17/248 – Finance Presentation
It was RESOLVED that:
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i)
17/255

the Committee noted the content of the QIPP Report Month 7

Procurement of Hospital Transport and Support Service
Ruth Unwin withdrew this paper explaining that following a review of the
Prime Financial Policies it was clarified that the Integrated Governance
Committee did not need to approve the procurement of this service.
A discussion followed regarding the cost of Hospital Transport and
Support Service and it was suggested that this should be discussed at
the Financial Turnaround sub-committee to seek assurance that the
CCG can continue to fund this service in light of the current CCG
financial situation.
It was RESOLVED that:
i)

17/256

the Committee noted that this paper has been withdrawn

Mental Capacity Act Policy
The Mental Capacity Act policy was presented for approval noting that
there had been no legislative changes to the Mental Capacity Act 2005.
It was RESOLVED that:
i)

17/257

the Committee approved the Mental Capacity Act policy

Risk Register
The Risk Register was presented noting that as at 7 November 2017
there were 63 risks on the risk register.
It was RESOLVED that:
i)

17/258

the Committee approved the Risk Register for NHS Wakefield
Clinical Commissioning Group as a correct reflection of the current
position

Information Governance Update
The Information Governance Update was presented detailing the current
ongoing work being undertaken by the Information Governance team
which provides assurance that the CCG is completing its obligations in
respect of Information Governance.
It was RESOLVED that:
i)

the Committee noted the contents of the Information Governance
Update and progress made with the Information Governance Work
Plan 2017/18 including progress towards implementation of the
GDPR
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17/259

Health and Safety Policy
The revised Health and Safety policy was presented for approval. The
Health and Safety policy encompasses information to staff and others
about the CCG commitment to health and safety and is a statutory
requirement. The revised policy builds on the learning from the last
twelve months.
It was RESOLVED that:
i)

17/260

the Committee approved the revised NHS Wakefield Clinical
Commissioning Group Health and Safety Policy

Security Policy
The revised Security Policy was presented for approval and includes the
following amendments; all reference to NHS Protect has been removed
and Active Response Security Ltd has replaced MITIE security for the
CCG’s out of hours’ security provision.
It was RESOLVED that:
i)

17/261

the Committee approved the revised Security Policy

Contract, Governance and Assurance
The Contract, Governance and Assurance update was presented
providing an update on 2017/18 contract progression, new awards,
variations and notices served in relation to the contracting round.
The paper identifies the commissioning procurement decision timetable
and contract re-negotiation process by service and provider.
It was RESOLVED that:
i)

17/262

the Committee noted the Contract, Governance and Assurance
update

Winter Plan
The Winter Plan was presented for information noting that the Mid
Yorkshire A&E Improvement Group approved the plan and it was
submitted to NHS England on 8 September 2017.
It was RESOLVED that:
i)

17/263

the Committee noted the executive summary of the winter plan

Workforce Update
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The Workforce Update was presented for information. Dr Phil Earnshaw
queried the information regarding the training compliance in relation to
Governing Body members. The membership of the Governing Body has
been reduced and it appears this has not been reflected in the
compliance statistics.
It was agreed that these comments would be fed back to the Workforce
Team.
It was RESOLVED that:
i)

17/264

the Committee noted the report and requested that the above
comments are reflected in future reports

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

Mid Yorkshire Hospitals NHS Trust Executive Quality Board –
minutes of meeting held on 21 September 2017
Mid Yorkshire Hospitals NHS Trust Executive Contract Board –
minutes of meeting held on 17 August 2017
YAS 999 Contract Management Board – minutes of meeting held on
27 September 2017
Public Involvement and Patient Experience Committee – minutes of
meeting held on 15 June 2017

It was RESOLVED that:
the Committee noted the minutes of meetings
17/265

Consider future topics for Deep Dive
It was noted that the Governing Body Assurance Framework will be the
deep dive topic for the December Integrated Governance Committee. No
additional deep dive topics were added to the list.

17/266

Any other business
None

17/267

Date and time of next meeting:
Thursday, 21 December 2017, 10.30 am to 12 noon in the Seminar
Room, White Rose House.
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Agenda item:17c(i)

NHS Wakefield Clinical Commissioning Group
CLINICAL CABINET
Thursday 26 October 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

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

Non Members:
Dr Chris Barraclough
Gisela Clark
Alix Jeavons
Angharad Truelove
Ruth Unwin
Janet Wilson
Dena Coe

GP, WCCG
Dementia Coordinator, WCCG
Senior Commissioning Manager, Service Dev & Transformation, WCCG
Integration Programme ‐ Connecting Care, WCCG
Communications advisor, Communications and Engagement, WCCG
Public Health Principal
WCCG, Minutes

17/80

Apologies for Absence
Apologies were received from Jo Pollard and Dr Colin Speers.

17/81

Declarations of Interest
There were no declarations of interest.

17/82

Minutes of Meeting held on 28 September 2017 and Matters Arising
The minutes of the meeting held of 28 September were agreed as a true record.
Dr Pravin Jayakumar gave an update on the telephone switch‐over for the GP Care Wakefield
service. It was clarified that after 18:00 urgent care calls should be passed on to the Out of
Hours Service and that routine care calls between 18:00 and 18:30 should still be dealt with by
the GP. The LCD Contract still stands and Dr Jayakumar will liaise with Kate Brentley to clarify
details.
ACTION: Dr Pravin Jayakumar to clarify details of the LCD Contract and send an email
confirming and all switch‐over details to Network Chairs. Network Chairs to disseminate to
network practices.
Michele Ezro updated Clinical Cabinet on her new role.
1

17/83

Action Log
The Action Log was discussed in detail and updated accordingly.

17/84

Finance and QIPP
Andrew Pepper gave a presentation which outlined the System Recovery Plan and necessary
actions and timescales required to improve CCG financial position.
Discussion took place on :
 How clinical expertise can be utilised to deliver savings
 Clinical expertise / executive colleagues /Ownership
 Potential mandating of pathways prior to referral
 Need to ensure savings can be made/transacted
 Proposed changes to format of Informal Clinical Cabinet
The need to ensure that savings could actually be made and transacted before investing
resources into reviewing and/or implementing changes was highlighted.
ACTIONS:
‐ Supporting healthy choices (Dr Harries / Dr Earnshaw)
‐ Pathology (Clinical & Executive Lead & Richard Robinson)
‐ Radiology (T&F Group)
‐ Back pain (all to IFR )
‐ ImPP
‐ Clinical leads for Pathology, Radiology, Back Pain and ImPP to be advised at next
Clinical Cabinet meeting on Thursday 23 November 2017
‐ Discussion to Informal Clinical Cabinet scheduled for 9 November 2017 to agree
actions
IT WAS RESOLVED: that Clinical Cabinet noted the financial information presented.

17/85

Review of Terms of Reference
Ruth Unwin outlined the context for the proposed changes which were detailed in the paper
and aimed to align governing body committees with the CCG’s move to a more accountable
care model. It was noted that the changes would be implemented in two stages and were
designed to utilise the clinical expertise of members in an advisory capacity and mitigate the
constraints of potential conflicts of interests for members. The timing of future meetings
would be co‐ordinated with Probity Committee and Integrated Governance Committee to
enable clinical feedback into decision making committees.
The proposals suggested a more flexible and ad hoc invitation and attendance of both primary
and secondary care clinicians to maximise clinical expertise, input and advice.
Discussion took place on membership and quoracy. It was noted that the Chief of Service
Delivery & Quality attended in the capacity of Chief. It was also agreed that a broader range of
clinical input, including secondary care clinicians, would benefit the more strategic role of
Clinical Cabinet going forward.
Discussion took place on accountability, particularly around QIPP, it was noted that
accountability for delivery would sit at executive level and Clinical Cabinet were responsible for
assurance, with a particular focus on clinical safety.
ACTION: Federation Chairs to be invited to attend.
2

IT WAS RESOLVED: that Clinical Cabinet supported the proposed changes to the Terms of
Reference of Clinical Cabinet.
17/86

Dementia Diagnosis
Gisela Clark, Alix Jeavons and Angharad Truelove attended. Gisela Clark gave a presentation
on dementia diagnosis, the estimated compared to actual figures were given as well as data
per individual practice for information. Clinical Cabinet were asked to help support and
promote the further development of work to actively increase diagnosis. It was reported that
Gisela Clark and Chris Jackson (from the Data Quality Team) would visit individual practices.
Discussion took place on :
 Issues with Memory Clinic diagnosis
 Cross over between mental health and memory clinics
 Cognitive impairment and impact of no formal diagnosis for patients
 Access to reserved diagnosis records
 CareFinder Drugs list to be reviewed
It was suggested that differences in demographics per practice would impact on data/results
and should be taken into consideration going forward.
Discussion took place on WCCG targets and monitoring methodologies and the need for some
evidence‐based guidance for GPs to be devised and circulated.
The new DiaDEM Toolkit was mentioned and it was suggested that this should be aligned with
pathways already uploaded onto OSCAR to ensure one point of access for dementia diagnosis
information and the details circulated/communicated to Practice Managers.
ACTION: Gisela Clark to liaise with Dr Chris Barraclough to ensure Carefinder Drugs list was
comprehensive.
IT WAS RESOLVED: that Clinical Cabinet noted the data and information presented and
supported the on‐going work.

17/87

Integrated IAPT ‐ draft options appraisal
Alix Jeavons and Angharad Truelove attended to outline the proposed approach to increase
IAPT access rates as set out in the Mental Health Five Year Forward View and the GP Five Year
Forward View.
It was reported that the CCG needs to increase access rate to 25% by 2020/21 and that an
integrated approach was proposed. This, in brief, involved holistic long‐term patient
treatment and using shared learning from Calderdale and Kirklees CCGs (who were both initial
primary pathfinder CCGs) to implement a co‐located/shared data and multi‐disciplinary
approach. It was proposed to begin with a respiratory pathway and expand to other long term
conditions in a phased approach.
Discussion took place on :
 Levels of interventions and Optimum intervention point(s)
 Clarification of intra‐treatments
 Recovery rates and targets
 Issues resulting from a high provision of care for a small number of patients
 Drop‐outs and impacts on results/targets
3

It was noted that work was underway to unpick the specifics on drop‐outs and would be
available by mid‐November.
It was agreed that details of service, availability and options should be embedded at point of
care.
IT WAS RESOLVED: that Clinical Cabinet supported the proposed approach to increasing the
IAPT access rate and achieving the expectations set out within the mental health Five Year
Forward View and the GP Five Year Forward View.
17/88

Minutes from Sub‐Committees
 MOG – 21 Sept 2017
Clinical Cabinet noted the draft minutes for the Medicines Optimisation Group meeting held
on 21 September 2017.

17/89

For information ‐ LWABC Programme update paper
Clinical Cabinet noted the LWABC Programme Update paper.

17/90

Any Other Business
There was no other business to discuss.
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17/91

Apologies for Absence:
Apologies were received from: Dr Philip Earnshaw, Jo Pollard, Dr Patrick Wynn, Dr
Omar Alisha, Elizabeth Blythe

17/92

Declarations of Interest
Declarations of interest for all GPs were declared for item 17/100 as this included
NOVUS. All GPs remained in the meeting and took part in the discussion as no
decision was being taken on this item.

17/93

Minutes of Meeting held on 26 October 2017 and Matters Arising
The minutes of the meeting held on 26 October 2017 were agreed as a true record.

17/94

Action Log
Ruth Unwin updated on the Action Log.

17/95

Finance & QIPP
Andrew Pepper summarised the financial risks and mitigations at Period 7. Detailed
discussion took place on five main areas. Key issues agreed:
Scheme 25 and 28 – Direct Access Diagnostics & High Cost Imaging
It was proposed to cease direct access to MRI and high cost imaging.
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Dr Harries to lead, Dr Damji to assist.
Michele Ezro to identify a lead manager.
Report/Proposals to Dr Sheppard to sign-off a recommendation as Chair’s Action.
ACTION: Guidance on direct access to diagnostics and high cost imaging and
restricts on ICE to be developed. Progress report to next meeting. Lead Michele
Ezro.
Scheme 27 – Pathology Cost Reduction
Work already undertaken led by Dr Connor.
Dr Speers to lead on further work and Dr Pravin Jayakumar to assist. Management
support to be identified by Michele Ezro.
Report/Proposals to Dr Sheppard to sign off a recommendation as Chair’s Action.
ACTION: Management support for pathology cost reduction to be identified by next
meeting. Action by Michele Ezro.
Scheme 26 – Back Pain Injections
Agreement had been made with NKCCG to review and strengthen the commissioning
policy.
Discussion on pathways, managing patient expectations, psychological issues, selfcare, communications re referrals and pathway.
Back Pain pilot with MYHT w/c 14 December, utilising IAP offer
ACTION: Revised policy to Dr Sheppard to sign off a recommendation as Chair’s
Action.
ACTION: Proposed to ensure use of back pain injections is consistent with NICE
guidance, to be presented to January meeting – including any recommended changes
to commissioning policy. Dr Clive Harries to lead.
ACTION: Analysis on consultant referrals required.
Scheme 23 – Proposed E-Consultation Pause
There was a consensus that the E-Consultation should not be paused/stopped
however usage should be made more effective going forward to ensure more quality
impacts.
Dr Sheppard/Dr Harries to lead and support the Commissioning Manager, particularly
around more challenging issues.
Clear actions on radiology, pathology and back pain to be identified.
ACTION: Actions for managing e-consult on radiology, pathology and back pain to be
developed for January 2018 meeting. Dr A Sheppard/Dr C Harries to lead
A brief discussion took place on decision making arrangements following the change
in Terms of Reference and introduction of the Financial Turnaround Committee.
17/96

Diabetes Treatment and Care Programme Update
Gill Day attended to give an update on the Diabetes Prevention Programme and also
the Diabetes Treatment and Care Transformation Programme. It was noted that there
had been an average of 20% uptake and of these 71% had subsequently been
booked on the programme. There were 295 people on the programme. Details of the
9 month programme, including amount and duration of sessions were outlined. It was
highlighted that the programme was a pilot and extensive monitoring and evaluation
would provide an evidence base to assess return on investment.
The programme was well received and brief discussion took place on possible future
polices such as paediatric prevention and potential local developments of national
policies.
It was reported that there had been a delay in receiving confirmation of funding for the
Multi-disciplinary Foot Team (MDFT) but work was underway. Increased capacity for
MDFT clinics was progressing by recruitment of staff to enable all patients to be
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triaged and an appointment made within two working days. It was noted that the
referral pathway would remain unchanged and all proposals would follow NICE
guidelines.
IT WAS RESOLVED: that Clinical Cabinet noted the update and progress of the
Diabetes Prevention Programme and Diabetes Treatment and Care Transformation.
17/97

National Consultation of Low Value Medicines
Joanne Fitzpatrick attended to update on the national consultation. It was reported
that the consultation was now closed and details would be presented at the NHS
England board on 30 November. There were 18 recommendations and once these
had been agreed would form national statutory guidance.
Overall this was felt to be a positive aid to implementing cost effective changes
locally. Discussion took place on the practicalities of a managed support programme
for patients. This included possible requirement for multi-disciplinary conversations,
i.e. with GPs, Pharmacists and or Technicians to support changes to patient care.
It was acknowledged that due to changes in Clinical Cabinet ToR this would need to
go to Probity Committee for approval. In order to expedite the process it was agreed
that once the proposals had been endorsed by NHS England Joanne Fitzpatrick
would forward a written report for the Chair to review and make a recommendation
for approval to Probity Committee.
ACTION: Joanne Fitzpatrick to forward written report for sign-off by Chair’s Action to
make a recommendation for approval by next Probity Committee.
IT WAS RESOLVED: that Clinical Cabinet noted and supported the implementation
of the endorsed National Consultation on Low Value Medicines.

17/98

One Practice One Care Home – Mobilisation Plan
Lesley Carver attended to outline the proposed mobilisation plan for the One Practice
One Care Home model across Wakefield. It was reported that all practices had now
been included and the impact on individual practices had been mapped. It was
highlighted that the proposals had been made in conjunction with voluntary sector
partners and a formal agreement for providing advocacy support to patients and
families would be established.
It was noted that an amendment was required on the last row of Appendix 1 – the
practice should be listed as Crofton (not Orchard Croft).
Clarification was requested on where data and details of individual patients had been
obtained. Detailed discussion took place on complex issues around the Dovecote
Lodge accommodation and potential to use the Airedale model. Discussion also took
place on weighted payments. It was confirmed that discussions would take place with
registered care home managers at a meeting scheduled for 1 December 2017.
IT WAS RESOLVED: that Clinical Cabinet supported the proposed mobilisation plan
for the implementation of the One Practice One Care Home model across the West
Wakefield district and the timescales outlined in the briefing paper.

17/99

Learning Disability Developments to TCP
James Hoult attended to give an update on the Joint Learning Disability Strategy on
Transforming Care Partnership. It was reported that the TCP is now well established
and work is underway.
The board had identified three priority work streams with Market Development
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(including workforce Development) being key for Wakefield CCG. The details of the
£100,000 non-recurring funding pot for securing a safe place for individuals with a
learning disability or autism was summarised .
Details of the costs per week of the three patients who currently receive care out of
the area and potential net increase going forward for WCCG were outlined.
It was noted that work was on-going regarding the five patients placed by Specialist
Commissioning within secure services.
IT WAS RESOLVED: that Clinical Cabinet noted the update regarding the Kirklees,
Wakefield and Barnsley Transforming Care Partnership Plan and the local impact
within Wakefield for learning disability and autism services.
17/100

Physiotherapy Services
Declarations of interest for all GPs were declared for item 17/100 as this included
NOVUS. All GPs remained in the meeting and took part in the discussion as no
decision was required for this item.
The presentation scheduled on the agenda was deferred. Feedback was requested
by Dr Harries on the Physiotherapy Services in order to inform proposed revisions to
commissioning policy going forward. Specifically :





Traditional post-diagnoses for treatment
Physiotherapy as an allied service at first point of contact
Specialist diagnoses
Paediatric physiotherapy Services

Discussion took place on :
 Physio First and PhysioLine. It was agreed that PhysioLine was an excellent
service, but issues regarding funding had not been resourced.
 Medicalised Physio, potential for sport related specific options/therapists
 Self-Care options
 Inconsistent tariffs for services
 Responsibilities for patient care after referral
Michele Ezro reported on the work begun in October to develop services conjointly for
MSK/Pain/BackPain. This work would aim to review and recommission services and
contracts
Next step - Revision to policy to be taken to New Models of Care Board.
17/101

Minutes from Sub-Committees
 MOG – 19 October 2017
Clinical Cabinet noted the Minutes from the MOG meeting on 19 October 2017

17/102

Any Other Business
There was no other business to discuss.
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Meeting Minutes:
1.

Welcome and Apologies: Rob Hurren, Morna Cooke, Adam Robertshaw and John
Wilson

2.

Declarations of Interest:
No declarations of interest were noted.

3.

Minutes from 14 September 2017
The minutes were approved as an accurate record.

4.

Action Log

MB updated the CCE on the action log noting Action 20170914‐025 was still open.
5.

FOR DECISION : Review of Terms of Reference
MB outlined the background and summary of the report highlighting the terms of
reference had some minor changes and referenced the new Health and Housing sub
group which commenced in June 2017. MB proposed the CCE to accept the update of
the Terms of reference at this stage prior to the next review in October 2018 and to
discuss with other partners at the New Models of Care board around tweaking the
partnership governance arrangements. MB added there are some questions to be
asked to enable to review and reflect as a system how that will help to focus on the
right challenges moving forward.
JoW discussed the CCG governance framework with the CCE. JoW highlighted the
need to be more flexible and to become more aligned within the organisational
structure and to also be more resourceful in terms of capacity. AB noted the need to
build understanding and suggested a review needed to run along the discussion with
the new models of care board meeting for the next financial year.
AF highlighted there were no mention or prevention and intervention in the role of
Connecting Care Executive. MB agreed with AF on having an equal focuses on
Children’s and Adults services for commissioning. AF queried page 5 and 23 around
decommissioning with the CCE. The CCE discussed the criteria developed by Duncan
Cooper in Public Health team on prevention and agreed to use these as a framework.
ACTION: To put some time on the December agenda for the CCHSCP to discuss what
works well.
ACTION: Duncan and Andrew Pepper to develop and refine the criteria for integrated
care schemes together.
ACTION: Duncan to share criteria with Andrew Pepper.

6.

FOR DECISION : Written Statement of Action – ASD
IH outlined the background and summary of the report. WSOA was at CCE for today
challenge, suggested changes and discussion with CCE.
IH discussed the ASD clinicians meeting with the CCE around options being developed,
and develop plans for continued sustainable assessment models post‐recovery; this
included Educational Psychology Service. IH confirmed the group meeting considered
the options appraisal undertaken by the EP service. Adding that the group approved in
principle a blended model of core EP capacity and external agency staff. The Local
Authority to confirm the annual cost going forward.

IH discussed Pathway Flexibility noting the group considered options to increase
flexibility between the Pathways. IH noted the purpose of this was to help the four
age‐specific pathways recover jointly and on a single time frame. To support the
capacity demands of the under 7 pathway, as this has the longest list of waiters and
highest number of referrals and to also support the recovery of the over‐14 pathway
run by CAMHS. Discussion took place around Options for 14+ Pathway The services
are currently looking at agency CYP and agency SALT, options for skill‐mixing to
increase capacity, and work with Adult Assessment Services.
IH added there have been a couple of meetings with parents and careers who have
seen sight of two drafts of the Statement of Action, the feedback received was very
positive feedback with the draft at its current form.
JoW recognised the written statement of action is a partnership approach. However in
regards to the governance structure, it should be clear that Wakefield governing body
are seen as the organisation that has sight on this and is accountable for delivering
within the partnership and local authority.
JoW discussed the concerns around expectations and messaging issues around
recovering to a one month waiting list. IH agreed to update the written statement of
action to reflect this feedback.
DrS asked about capacity and demand. IH confirmed there are on average 18 referrals
and 50 assessments achieved per month reducing the waiting list by 30 young people
from the list every month so the balance is right between capacity and demand. IH is
confident that this can be maintained.
Discussion took place around being clear regarding the referral pathway. IH
highlighted there is a clear process in place with either the school nurse or health
visitor who is the lead person at school to complete the referral. DrS suggested it
would benefit from further engagement around the referral process. DrC advised
there should be clear written communication so the parents understand and are well
informed. IH confirms this is already with their comms teams and is in the process of
developing this action. DrC suggested it goes to Federation and network level GPs.
JoW asked IH to be more explicit in the governance section of the role of the CCG
Governing body as the principle organisation for submitting the written statement of
action.
DrC queried the role of clinicians. ME confirmed prior to the SEND inspection the
paediatrician who was commissioned for the SEND inspection had left however MYHT
was in the process of recruiting a designated clinical officer. A briefing note was
provided to Ofsted which described the historic arrangement which was in place for

future and interim arrangements.
JoP asked IH to work with the quality team to update and further develop the Equality
Impact Assessment for this work.
ACTION: IH to undertake out Integrated Impact Assessment with Equality team in
CCG.
ACTION: CCE to have a broader discussion around the wider SEND plan at future CCE
meetings. WSOA to be brought back to the CCE on 9th November meeting to consider
and approve before submission to Ofsted and NHSE.
7.

FOR DISCUSSION : Better Care Fund (BCF) Plan
AP outlined the background and summary of the report highlighting the total pool
value with the CCE. JoW acknowledged the amount of hard work which has gone into
the Better Care Fund plan and thanked all involved.
AB informed the CCG that all leaders of council received a letter reminding them of
responsibilities with supporting hospitals. 32 Local authorities were under review at
this stage a regarding DTOC.

8.

FOR ASSURANCE : BCF Assurance Update
MS discussed the background and summary with the CCE. NHS England has confirmed
the regional team expect the draft to be fully approved. The CCG is awaiting the letter
to confirm the plans are approved in principle. AB thanked BCF team for their work on
DTOC
ACTION: MS to distribute the letter to the CCE when it is available

9.

FOR ASSURANCE : Joint Legacy Reserve
AN advised Alison and Richard Main met last week and that at this stage £165k were
not yet committed. MB believed this did not include Urgent Care £39k uncommitted
reserves. JoW suggested the uncommitted monies would benefit the winter demand
pressures and reduce the demand in hospitals.

10.

FOR INFORMATION : Connecting Care Project Management Documents
MS advised the risk log would be updated for next month’s CCE meeting to include
the better care fund, risks and more detail in terms of DTOC.
CCE noted the contents of the paper.

11.

FOR INFORMATION : Photos of Waterton Hub
DrC advised she had attended meetings at Outwood and Chapelthorpe GPs and
received positive feedback noting patient integration record is ready to use for when
the pilot starts at the end of October 2017. JoW suggested using some of the larger
higher submission practises in the east and south.
Discussion took place around comms plan for general practise. MB confirmed the GP
communications briefing does include an update for October edition on work
programme. A wider communication plan is needed.

12.

Any Other Business:
DrC discussed the three licenses in place with the care homes with the CCE. AP
suggested Implementing the available 3/4 licenses and prioritise the legacy resources
for additional homes from the uncommitted reserves from AN. The CCE was in
agreement with focusing this investment in the telemedicine model. Lesley will review
costs needed and MB will ask the team to progress this work.

13.

Date and Time of Next Meeting:
Thursday 9 November 2017, 9.00 am to 11.00 am
Seminar Room, White Rose House
Deadline for Agenda Items:
Deadline for Papers:
Deadline for PowerPoint Presentations:
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Meeting Minutes:
1.

Welcome and Apologies: Jo Pollard, Dr Ann Carroll, Neil Hardwick

2.

Declarations of Interest:
No declarations of interest were noted.

3.

Minutes from 12 October 2017
JW noted for his apologies to be added to the last meeting minutes.
The minutes were approved as an accurate record.

4.

Action Log
MB updated the CCE on the action log noting Action 20171210‐029 was now closed.

5.

FOR DECISION : SEND ASD Written Statement of Action, Wider SEND Improvement
Plan and EIA and QIA
IH outlined the background and summary of the report prior to submission deadline
on the 13 November 2017. IH discussed feedback received from NHS England and DFE
around structure and content which is reflected in the paper.
JW suggested some changes need to be made to the document. This included making
the governance clearer and to shorten the length of the paper and reduce the
context. IH confirmed feedback had previously been received after originally sharing
the document.
Discussion took place around the clarity of referrals for children. It was agreed to add
a paragraph to page 37 to make it clearer. The CCE agreed to work together to reduce
the narrative and look at the governance to ensure it is clear around assurance. JoW
and JW agreed to work with IH to ensure papers are signed off in preparation for
submission on the 13 November 2017.
AB suggested a minor change to appendix 3 to ensure Martin Barkley job title is
correct.
JoW noted the amount of effort gone into the WSOA and thanked colleagues for all
their hard work.
CCE agreed to make changes by close of play 9 November and for JoW and JW to sign
the updates version of the WSOA off by the 10/11/2017.

6.

FOR DECISION : Plaster of Paris Pathway Pilot
MS advised that the Emergency Care Improvement Programme (ECIP) team proposed
at the Executive Discharge System meeting that the Plaster of Paris pathway needed
to be reviewed following their findings as part of the stranded patients’ reviews. MS
highlighted the current process in Wakefield, Kirklees and Leeds. MS asked CCE to use
resilience monies in order to support resilience over winter to rapidly develop and
implement a non‐weight bearing pathway to move patients from acute hospital beds
to supported beds in the community or a care home.
The CCE queried the processes in North Kirklees for Plaster of Paris patients. JoW
queried why social care in Kirklees accommodates patients and not in Wakefield. MS
believes the patients follow the same process as North Kirklees but would investigate.

ACTION: MS to confirm the process in North Kirklees.
AB suggested utilising existing resources, people and accommodation in the first
instance rather than creating another scheme that has costs attached to it. Or the
idea of developing low cost effective interventions which sit between hospital,
intermediate care and care homes. JoW advised that the review needed to get
system partners to develop a solution for these patients and that the money
requested should support a new model for the future.
The CCE advised that this work should be around all patients in hospital beds with
non‐health needs and discussion took place around sustainable solutions. MS
confirmed the paper is being taken to the System Discharge Executive group on
Monday to discuss the context and the idea to use limited resources and possibly
changing pathways and criteria within existing resources to minimise spend.
ACTION: MS to identify possible support and destinations for people around what is
suitable for people other than Plaster of Paris.
The CCE agreed in principle that legacy funding could be used to support this on the
condition that all system capacity was utilised in the first instance and that the
solution was not a short term fix.
7.

FOR DECISION : Review of Vanguard Non‐Recurrent Schemes Progress Update
MB outlined the background and summary of the report highlighting the MCP
Schemes such as the Health pod and Pharmacy first which were decommissioned as
the Vanguard Board felt these had not evidenced impact across the system.
Furthermore MB evidenced positive progress in other areas.
Discussion took place around OD development funds for general practise for 2017/18.
MB noted the MCP Vanguard had previously provided resources to invest in OD
development for General Practices. MB requested that the CCE approve that WCCG
proceed with the commissioning of OD development fund for General Practice for
2017/18 to deliver the MOU referenced in the paper. Funding was available by
reducing WCCG Clinical leadership budget to resource this new OD work programme
for general practice.
It was recommended that the CCE Board approve that New Models of Care Board will
review recommendations from the prioritisation work and bring these to NMOC
board in January 2018 with an interim report.
CCE approved the commissioning of the OD work programme for General Practise.

8.

FOR DECISION : Integrated IAPT
AJ outlined the background and summary of the report highlighting the expectation
that the access rate is to be increased to 25 percent by 2020/21 totally an increase of
3,646 additional patients.
HT highlighted the financial saving using the example of the Introduction of the CBT
breathlessness clinic founded in Oxford which lead to a reduction in healthcare costs
of £1300 per person per 6 months across the healthcare economy. If this was applied
to Wakefield COPD patients who had an acute admission in 16/17 would propose a
yearly saving of £704,000.
HT is proposing to be flexible within the approach to Integrated IAPT, adapt to bring
wider pathways and potential interventions. HT asked for the CCE for approval to
invest mental health monies as part of the Mental Health Five Year Forward View.
NE questioned the challenge around finding a number of IAPT practitioners. AJ
recognises the challenge noting the under supply of workforce is driven
predominantly by the under supply of training places.
Approached Bolton university directly to understand what they could do in terms of
training package that is not just for a high intensity therapist but also has the long
term condition modules built in and will be the first one in the country. Working
closely with them to develop a two year development training course for our high
intensity therapists to ensure at the end of the course they are competent in
supporting people with long term conditions based on the competency framework.
Built within the financial figures is an amount for that training. Ordinarily health
education England would fund but given the emphasis and clear direction of travel
which came out of the workforce plan for Mental Health from Health Education
England and NHS England there is a direct expectation that the funding will move to
local place based responsibility and STP level. AJ is looking to secure the training
course to start January/February 2018 and as a two year course which would help
with the retention levels. A lot of work has been done with the provider around
incentive schemes, how they look at the wider package of employment and what it is
like to work as a place using the power of the workforce to generate interest for
people to work there.
Discussion took place around a recent visit to SWIFT who is one of the providers for
IAPT services. Working in close partnership on an operational level sharing thoughts,
experiences and potential risks.
The CCE agreed to go ahead with the approach this year; however from a governance
prospective a decision cannot yet be made for the 2nd year. If there is any principle
recommendations subject to approval for next year’s will need to be discussed at the

new WCCG financial subcommittee.
9.

FOR DISCUSSION : Diabetes
GD shared the progress of the two programmes noting the referral rate has increased
of the people who are sent the letter of invitation are taking up the offer of the
programme. A diabetes project officer has since started working with Calderdale and
greater Huddersfield practises.
Discussion took place around unit costs for one programme. With the costs coming
from NHS England GD is unsure of this information. JoW suggested the idea of using
Live Well Scheme on diabetes patients so it has more sustainability. GD confirmed she
is linked in with the Live Well Service and the exercise on referrals and hope the
activators attend sessions and support referrals.
AF confirmed it is still early on in National Diabetes Prevention Programme and has
made a great start with great feedback in which way Wakefield has implemented this
and the progress being made. GD noted this is a two year contract which is due to end
March 2019 and in Manchester University is undergoing an evaluation which should
be ready in January and would be happy to share this with the CCE board in January.
ACTION: To return to CCE with the Manchester University Evaluation in January 2018.
GD updated the CCE with the treatment and care highlighting WCCG have been
successful in gaining the multi‐disciplinary foot team looking at having a foot care
practitioner so more people who are admitted to hospital with diabetes have a foot
assessment within 24 hours. Progress has been made overall, updating pathways and
developing system one templates so a dashboard can be created.

10.

FOR ASSURANCE : Better Care Fund Pooled Financial Reporting
AR confirmed In terms of forecast pressure there are no pressures or risks on the BCF
pool. Scheme 5 also has a slight underspend.
CCE noted the contents of the paper.

11.

FOR ASSURANCE : Joint Legacy Reserve
The Joint Legacy Resources paper providing an update on the current position was
noted by the CCE for information.
AN to include Telemedicine and Airedale model onto the report.
CCE noted the contents of the paper.

12.

FOR ASSURANCE : Airedale Telemedicine Extension
LC outlined the background and summary of the report.
Queries were raised around the cost being £4,800 per license as Immedicare
previously quoted £7,800 per licence. LC noted Andrew Pepper is involved in
conversations with Andrew Copley head of finance at Airedale and it is believed that
there were possible confused where Immedicare was quoting on a new customer
basis.
Concerns were raised around Airedales ability to respond to the number of calls
received and technical issues within care homes. LC advised she would brief
colleagues on any information post the meeting with Airedale team today.
LC confirmed there will soon be an evaluation of the Airedale model which looks at
data from 500 care homes. There was positive feedback received from nurses from
the care homes that work through the night have found it helpful to be able to receive
peer to peer support and that residents enjoy being able to see who they are speaking
too rather than using the phone.
CCE noted the contents of the paper.

13.

FOR INFORMATION : Progress of Transforming Care Partnership
Progress of Transforming Care Partnership were noted by the CCE for information.

14.

FOR INFORMATION : ASD Prevalence
ASD Prevalence were noted by the CCE for information.

15.

FOR INFORMATION : Older Peoples Transformation & Dementia Pathway Update
Older Peoples Transformation & Dementia Pathway Update were noted by the CCE
for information.

16.

FOR INFORMATION : Connecting Care Project Management Documents:
The risk log and highlight report were noted by the CCE for information.

17.

FOR INFORMATION : BCF Assurance Letter
BCF Assurance Letter were noted by the CCE for information.

18.

Any Other Business:
No other items of business were raised.

13.

Date and Time of Next Meeting:
Thursday 14 December 2018, 9.00 am to 11.00 am
Seminar Room, White Rose House
Deadline for Agenda Items:
Deadline for Papers:
Deadline for PowerPoint Presentations:

Agenda item: 17e(i)
NHS Wakefield Clinical Commissioning Group
PROBITY COMMITTEE
Minutes of the Meeting held on 24 October 2017
Present:

Melanie Brown

Programme Commissioning
Director Integrated Care
Lay Member
Executive Clinical Advisor
Lay Member
Lay Member (Chair)
Secondary Care Consultant
Chief Finance Officer

Sandra Cheseldine
Dr Greg Connor
Stephen Hardy
Richard Hindley
Dr Hany Lotfallah
Andrew Pepper
In Attendance:

Liz Blythe
Cllr Pat Garbutt
Anna Ladd
Ruth Unwin
Pam Vaines

17/073

Network Development Manager
Health and Wellbeing Board
Representative
NHS England Representative
Associate Director of Corporate
Affairs
Minute Taker

Apologies
Apologies were received from Nichola Esmond, Diane Hampshire, Pat Keane, Jo
Pollard and Jo Webster.

17/074

Declarations of Interest
There were no declarations of interest made.

17/075

(a) Minutes of the meeting held on 28 September 2017
The minutes from the meeting held on 28 September 2017 were agreed as an
accurate record, subject to a correction that the non-quorate agenda item was item
17/060, not item 17/054.
(b) Action sheet from the meeting held on 28 September 2017
The action sheet was noted.

17/076

Matters Arising
There were no matters arising.

17/077

Wakefield Practice Premium Contract – Performance Update.
Liz Blythe presented the Committee with an overview of the Wakefield Practice
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Premium Contract (WPPC) during Quarter 2.
Action plans have been updated following submissions by practices. Practices
which fall below the expected trajectory are being monitored. The submissions
show that all practices are currently compliant with the Access Domain.
Phlebotomy activity has decreased, possibly due to some practices reducing the
number of requests.
Liz Blythe highlighted an increase in Spirometry requests and noted that all
practices continue to provide ear irrigation.
Sandra Cheseldine asked for future reports to contain more detail relating to the
outcome of verification visits and funding variations made as a result.
Dr Greg Connor agreed to provide details of all payments made to practices. He is
confident that all practices will achieve the targets. Liz Blythe confirmed that the six
month targets within WPPC are benchmark figures and not a contractual condition.
It was RESOLVED that:
(i) Probity Committee noted the update of the Wakefield Practice Premium
Contract (WPPC) for Quarter 1 and 2
(ii) Receive a further WPPC performance report for Quarter 3 2017/18
17/078

Additional Patient Access Contract Quarter 2 Performance Report
Liz Blythe informed the Committee that Patience Lane Practice had corrected the
44 contact shortfall that they had reported in Quarter 1.
All other practices, except Stuart Road, had achieved target and are eligible for
payment. The Practice Manager at Stuart Road had misinterpreted the target for
Quarter 2, which resulted in a shortfall in Quarter 2. The practice has plans in place
to rectify the shortfall in Quarter 3.
Andrew Pepper commented that nationally the work carried out in Wakefield is
highly valued and suggested the CCG should look for opportunities for publicise
this work.
It was RESOLVED that:
i)

17/079

Probity Committee approved the report of the APAC Scrutiny Panel
including the proposals for payments to 35 practices.

Virtual Practice Update – Verbal
Dr Greg Connor informed Committee members that a verbal update on the Virtual
Practice will be given at the November meeting.
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17/080

Outwood Park Branch closure consolation – Verbal Update
Liz Blythe informed Committee members that a verbal update on the proposed
closure of the Outwood Park Branch would be given at the November meeting.
Mel Brown confirmed that consultation would finish at the end of October. The
findings will be presented at the Overview and Scrutiny Committee which will
inform the CCG’s decision. Two petitions have been received and the Morley MP,
Andrea Jenkins, is involved in this matter and has met with CCG representatives.

17/081

Premises Re-imbursement
Andrew Pepper suggested that Premises Re-imbursement does not need to be a
standard agenda item and should only be included in future when required. He
confirmed that details of GP rents will be presented to Audit Committee.
It was RESOLVED that:
i)

17/082

The Probity Committee accepts that Premises Re-imbursement will no
longer be a standing agenda item.

Probity Committee Terms of Reference
Ruth Unwin presented revised Terms of Reference to the Committee for
consideration. The members were advised that it had been proposed that the
committee should take responsibility for seeking assurance on implementation of
plans that had been approved by the Committee.
Following proposed changes to the Terms of Reference of Clinical Cabinet,
additional responsibilities regarding Medicines Optimisation will pass to the Probity
Committee.
Changes to the membership of the Committee are being proposed together with
quoracy requirements
The revised Terms of Reference will be presented at Governing Body for approval.
It was RESOLVED that:
i)

17/083

The Probity Committee noted the update.

Any Other Business
No items were identified for discussion.

17/084

Date and Time of Next Meeting
Tuesday 28 November 2017, 15:00pm, The Board Room, White Rose House
3
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Agenda item: 17g(i)

Joint Committee of Clinical Commissioning Groups

Public Meeting held 18 October 2017, 4.30pm- 5:00pm, at Sheffield CCG
Decision Summary for CCG Boards

47/17

Engagement Update
Helen Stevens informed members that the presentation will be
circulated to members after this meeting.
Helen Stevens informed members that she would prepare and
circulate an update paper that explains engagement and involvement
in the SYB ACS so that CCGs can take this through their Governing
Bodies.

49/17

Helen Stevens

Update on Children’s Surgery and Anaesthesia
An update report will be prepared for the meeting in January 2018.
Members added that assurances relating to timelines and any
significant risks should reported with the next update.

50/17

Helen Stevens

Marianna
Hargreaves

Questions from the public
There were no questions from the public present at the meeting. Helen Stevens
However, written questions from the public had been received and
these will be answered with the minutes as previously.

52/17

Date and Time of Next Meeting
The Chair informed the meeting that an extraordinary meeting has
been called before the next scheduled meeting therefore the date,
time and venue is to be confirmed (this information will be published
on the website).

Helen Stevens

1

Public Minutes of the meeting of the
Joint Committee of the Clinical Commissioning Group Meeting
held 18 October 2017, 4.30pm- 5:00pm, at Sheffield CCG
Present:
Dr Tim Moorhead, Clinical Chair, NHS Sheffield CCG (Chair)
Dr David Crichton, Clinical Chair, NHS Doncaster CCG
Dr Richard Cullen, Clinical Chair, NHS Rotherham CCG
Chris Edwards, Accountable Officer, NHS Rotherham CCG
Andrew Goodall, Healthwatch Representative
Idris Griffiths, Accountable Officer, NHS Bassetlaw CCG
Pat Keane, Chief Operating Officer, NHS Wakefield CCG (Deputy for Jo Webster, Accountable
Officer)
Eric Kelly, Clinical Chair, NHS Bassetlaw CCG
Alison Knowles, Locality Director – North, NHS England
Dr Ben Milton, Clinical Chair, NHS North Derbyshire CCG
Philip Moss, Lay Member
Hayley Tingle, Chief Finance Officer, NHS Doncaster CCG
Jackie Pederson, Accountable Officer, NHS Doncaster CCG
Lesley Smith, Accountable Officer, NHS Barnsley CCG
Karen Watkinson, Corporate Secretary, NHS Hardwick CCG
Will Cleary-Gray, Director of Sustainability and Transformation, SYB ACS
Apologies:
Dr Nick Balac, Clinical Chair, NHS Barnsley CCG
Sir Andrew Cash, Lead, South Yorkshire and Bassetlaw Accountable Care System
Chris Clayton, Accountable Officer, NHS North Derbyshire CCG
Dr Phillip Earnshaw, Clinical Chair, NHS Wakefield CCG
Debbie Hilditch, Healthwatch Representative
Dr Steve Lloyd, Clinical Chair, NHS Hardwick CCG
Priscilla McGuire, Lay Member
Julia Newton, Director of Finance, NHS Sheffield CCG
Maddy Ruff, Accountable Officer, NHS Sheffield CCG
Karen Whittaker, NHS Wakefield CCG
In attendance:
Dr Peter Anderton, Stroke Consultant at Doncaster and Bassetlaw Teaching Hospitals NHS
Foundation Trust and Regional Stroke Lead for Commissioners Working Together
Jane Anthony, Corporate Committee Administrator, Executive PA and Business Manager, SYB ACS
Jeremy Cook, Interim Finance Director, SYB ACS
Marianna Hargreaves, Transformation Programme Lead, SYB ACS
Lisa Kell, Director of Commissioning Reform, SYB ACS
Helen Stevens, Associate Director of Communications and Engagement, Commissioners Working
Together / SYB ACS
Dr Lisa Wilkins, Consultant in Public Health Medicine, SYB ACS
Members of the Public
Maria Clark
Steve Merriman
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Minute
reference

Item

43/17

Welcome and introductions

ACTION

The Chair welcomed members to the meeting.
44/17

Apologies
Apologies were received and noted.

45/17

Declarations of Interest
There were no declarations of interest.

46/17

Previous minutes of the meeting:
The minutes of the meeting held on 28th June 2017 were accepted as a
true and accurate record.

47/17

Engagement Update
Helen Stevens gave her presentation updating members on the
engagement and involvement for public and patients in the South
Yorkshire and Bassetlaw Accountable Care System (SYB ACS).
Helen Stevens informed members that the presentation will be circulated
to members after this meeting.

Helen Stevens

Helen Stevens informed members that her team was gathering names of
people who have attended meetings and was entering them on a
database so that we can keep in touch with them. In response to a
particular enquiry from the public regarding the Mexborough
Healthwatch meeting Helen added contact names from this meeting
would not be on the SYB ACS database as the meeting was organised
by NHS Doncaster CCG and it is they who will hold the information.
However, she was happy to include contact details and suggested the
member of the public passed these on.
The Chair thanked Helen Stevens for her update and presentation. The
Chair added the principle of transparency is essential in everything that
we do in SYB ACS. Also, under the Health and Social Care Act
providers have a duty to be involved in any change in the health system.
Providers do not have outreach engagement teams to call upon however
the SYB ACS do and can help with this process. Providers can in return
help and assist us with their connections to governors and patient
groups.
Ben Milton enquired how involved are the North Derbyshire
communication teams in SYB ACS. Helen Stevens responded saying
that North Derbyshire’s Communication Team has done an excellent job
helping to raise response rates in North Derbyshire.
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Helen Stevens informed members that she would prepare and circulate
an update paper that explains engagement and involvement in the SYB
ACS so that CCGs can take this through their Governing Bodies. She
added that she would be happy to attend their meetings to present this
information if required.

Helen Stevens

The Chair thanked Helen Stevens for her presentation.
48/17

Update on the Hyper Acute Stroke Reconfiguration
The Chair informed the meeting that the hyper acute stroke
reconfiguration business case was now complete and would be
proceeding to National Health Service England Stage 3 Assurance on
Monday 23rd October 2017 and we await the outcome of their
deliberations.
In their private meeting earlier members had decided to call an
extraordinary meeting in public of the Joint Committee of Clinical Chairs
Group in order to make a decision on the hyper acute stroke
reconfiguration business case. The Chair acknowledged the significant
amount of work that has taken place in order to progress the hyper acute
stroke reconfiguration business case to this stage.
The Joint Committee of Clinical Commissioning Groups noted the
current progress with the hyper acute stroke services reconfiguration.

49/17

Update on Children’s Surgery and Anaesthesia
Chris Edwards gave the following summary of key issues highlighted in
the report.






The Joint Committee of Clinical Commissioning Groups approved
the business case proposing changes for the delivery of
children’s surgery and anaesthesia at the end of June 2017.
Over the summer and early autumn a detailed implementation
plan has been developed and agreed.
Work is underway to complete the designation process, a review
team has been agreed and a series of visits to each hospital site
planned.
The Managed Clinical Network (MCN) is taking a lead role in the
implementation and has set up task and finish groups for each
pathway.
The project team have been approached by British Association of
Paediatric Surgeons to potentially endorse the designation toolkit
and specification.

The Joint Committee of Clinical Commissioning Groups noted the
progress to take forward the approved changes to children’s surgery and
anaesthesia. Members agreed that they should receive an update report
in January 2018. Members added that assurances relating to timelines
and any significant risks should reported with the next update.

Marianna
Hargreaves
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50/17

Questions from the public
There were no questions from the public present at the meeting.
However, written questions from the public had been received and these Helen Stevens
will be answered with the minutes as previously.

51/17

To consider any other business
There was no other business brought before the meeting.

52/17

Date and Time of Next Meeting
The Chair informed the meeting that an extraordinary meeting has been
called before the next scheduled meeting therefore the date, time and
venue is to be confirmed (this information will be published on the
website).

Helen Stevens

Members were asked to keep the 22nd November 2017 in their diaries
just in case a suitable date could not be found.
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Written questions received from Mr Doug Wright
Question: The Joint Committee of CCG's have not met in public since their third public
meeting last June. No public meetings in July, August or September. They are now only
meeting in public bi monthly from tomorrow. Why did you suddenly stop the public being
able to attend all your meetings? You already have a private preliminary meeting one hour
before a public meeting, After tomorrow there are only two public meetings before the
Shadow SYB Board is officially in place. Why are you not properly involving and consulting
the public, as stated in paragraph 7.0.5.1 of the SYB Memorandum of Understanding?
Answer: The Joint Committee was formed to consider and ultimately make decisions on
proposals to look at different ways of providing hyper acute stroke services and out of
hours children’s surgery across south and Mid Yorkshire, Bassetlaw and North
Derbyshire. Its consideration of business is therefore currently restricted to these two
areas. It has already considered and approved the proposals to change children’s
surgery and since June has met to hear updates on the hyper acute stroke services
business case. The Committee is committed to discussions in public and, where
information has not been confidential or sensitive, has considered these updates in
public sessions.
The Committee is currently looking at its legal framework to consider and make decisions
on other service areas and will, in due course, set dates for future meetings.
Question: Current statutory requirements under 7.0.5.1 are also not being followed in the
Joint Health and Scrutiny Committee. This committee has not even met in private since their
second public meeting last June. Why is this happening and no further meetings are
scheduled, given the vast amount of changes local CCG's are implementing?
Answer: The Joint Health Overview Scrutiny Committee was also formed, under Section
30 of the 2013 health scrutiny regulations, to look the two services above only. It will
meet again in December (a date is currently being agreed), to ask questions about the
decision making business case for hyper acute stroke services.
As with the Joint Committee, the Joint HOSC would also need to be reconstituted to
consider any future proposal or proposals affecting more than one local authority area.
Question: The SYB Collaborative Partnership Board still meets in private. How can this
totally unelected body of over fifty people possibly involve and consult the public without
even allowing any public questions?
Answer: The Collaborative Partnership Board (CPB) is a group of partners involved in
health and social care which have agreed to work in closer partnership. This does not
replace any legal, or statutory, responsibilities of any of the partner organisations. The
Board is not a decision making forum and cannot make decisions. Any proposals to
consider how services are currently delivered would therefore be taken forward by the
statutory bodies that already exist, not the CPB. The minutes of the CPB are routinely
published and are available at www.healthandcaretogthersyb.co.uk/about-us/how-wererun/minutes-and-meetings.
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